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Editorial

Women provide fundamental but often unrecognised contributions to the Tunclioning of
our sociely - as mothers, home-providers and in many cases in South Africa as the solc
bread winners, Despite this, women seem 10 have poarest access to sociely s resources.
They are employed in Lhe lowest wage areas, Lhey have the lowest literacy level and the
least access to education. These factors place heavy demands on women and can
undermine their physical and mental health. Yer the healith services lend to concentrate
on women’s needs as prospective childbearers almost to the exclusion of other health
needs. In this edition we have chosen (o concentrate on the range of health problems
women [ace and (o link them to those broader issues Lthat determine women's health, A
healthy society is not obtained by improving health services alone. Women's status in
socicty needs to be addressed in all spheres; political, legal, economic and cultural.

Women, Health and Reproductive Rights

Historicaily, the health care system has approached women's reproductive health in
ways that do not necessarilly reflect women's needs. The emphasis has been on control
over women, rather than empowering woméen (o conteol thew own fertility and lives.
* In the lirst article in this edition, Kate Truscolt focusses on women’s health issues
raised at the recent Cosatu Workers' Charter conference. The article argues that women
should campaign for *‘reproductive rights’’ 10 be included in a new consutution.

* The second article, by Beverley Oskowitz and Stephanie Moore, looks at family
planning in South Africa. The authors argue that women, and their partners, should have
access to information, edocaiion, and the means, (1o choose how many children 1o have
as well as when to have them,

* Less than 1% of the wotal number of abortions which are performed in South Africa
each year are performed legally. Helen Rees's article examinegs the arguments around
women's rights to abortion with specific emphasis on the law.

* Discrimination against women as well as their reproductive role affects not only their

examines the assumpuion that so called **women’s work™” is lighter and less hazardous.
She argues for greater choices in the work that women do, and {or reproductive, and other
health hazards at work, to be addressed.

* While infant mortality rates are unnacceptably high amongst sectors of the South
African population, women too suffer high mortality rates as a result of pregnancy and
childbirth. Deborah Maing argues that issues around maternal morality are oficn
neglected. She suggests reasons for this.



Women and AlIDS

Twao articles in this edition look at the implications of the AIDS epidemic, for women,
In particular AIDS is said to threaten women, firstly as individuals, secondly as mothers
of children bom and unborn, and thirdly in terms of the nurturing role of women m
socicty, which resulls in women carrying most of the burden of caning for those ill with
AIDS.

* Eleanor Preston-Whyte, Quarraisha Abdool Karim and Maria Zondi, look at problems
faced by women in protecting themselves, and their children, against A1DS. [ssues such
as, migrant labour and the resulting separation of families, and the oppression of women,
are looked at in relation (o the difficulues that women face in negotiating safe sex.

* Critical Health interviewed two women who are working in the field of AIDS. They
argue that both men and women should bear equal responsibility for protecting
themsclves and cach other against AIDS . Issues to do with prostitution and A1DS are also
discussed.

International perspectives

* The third section opens with a look at a recent intermnational conference on women's
health, focussing on the issue of violence and women's health. At a time when violence
is intensilying in our socicly, il is imporlant to ¢xamine the ways in which il affects
AWOMCN.

* Highly developed capitalist countries have benefited from the exploitauion of the
natural and human resources of poorly developed countries. These less well developed
countries arc now in desperate need of money and find themselves under a lotof pressure
o accept loans lrom international bodies such as the International Monetary Fund (IMF)
and the World Bank. The major capitalist powers have a strong influence over the IMF
and World Bank who, in turn, only grant loans to governments if they agree to impose
harsh economic policies. Structural adjusiment is the term which is used to describe
these palicies.

The article by Nazneen Kanji looks at the negative effects of structural adjustment
policies on women, As a result of recent political developments the South African
government is likely 1o be offered more loans than was the case previously, We therefore
necd to be aware of the implications of accepting these kind of loans,

Multiple Oppression

In addition to class, racial and sexual oppression, rural, lesbian and disabled women, all
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experience an additional marginalisation. This is reflected in the health care that they
receive.

* Caroline Ntoane ties some of the issues of the health of rural women together. She
examines the historical origins of women’s subordination in rural socicty and looks at
how apartheid has contributed 10 the male-female nature of the urban-rural divide.

* While rural women lack health care facilities, lesbian women are faced with anti-
lesbian attitudes in socicty. As a result of these homophobic attiludes of some health
workers, lesbians are often reluctant to use health services. GLOW, a progressive gay
organisation, examines thesc problems.

* Disabled women are also discniminated against by our health care system. They are
ireated as pcople who do not have ordinary needs and expectations in relation (o thewr
sexuality, childbearing and marriage. This has implications for the health care they
receive.

In this period in South African much hope is being pinned on fundamental change.,
Itis a crucial time for organisation 10 ensare that the the “new’” South Africa is one
which responds to Lthe aspiraucons of all its people. The needs of women, therefore, must
be addressed.

Price increase

Over the years Critical Health has tried 1o keep its price alfordable. While in the long
run we hope to become self sufficient, the publication is at present largely subsidised.
We have however decided to raise the price in order o bring it closer 1o the actual costs
involved in producing the publication.

“In general”

* We apologise for the delay in gelling oul this edition.

* Qur next three editions will focus on: the creation of a national health service, building
the welfare sector, and the first joint national health workers conference, due to be held
in July,

* Critical Health will be conducting an evaluation. The aim is to find out how our readers
feel about the publication and identify ways of improving its contents and distribution.
We look forward 1o working with readers in making Critical Health more elfective,
rclevant and viable!

*Finally, the Critical Health collective would like to express our thanks to Shereen who
over the last couple of years has put so much of her energy inio Critical Health. At the
end of last year Shereen decided 10 leave her job at Critical Health. She continues to be
involved in our ¢ollecuve,



SECTION A
WOMEN, HEALTH & REPRODUCTIVE RIGHTS

Historically, women, especially working class women, have lended 1o da most of the work in the home,
vhehther or not they work outside of it, Pasitions of power and influence in society are, on the other hand,
ysually held by men. Related lo this, issues that concern women are oflen relegated to second place in
feciding on priorities. This section focuses on a number of women's issues which urgently need lo be
addressed on our national health agenda.



Our Bodies, Our Lives
Women, Health
and the Workers’ Charter

by Kate Truscott

Womten's health issues were amorigst the issues discussed at last November's Cosatu
Workers' Charter conference. This ariticle gives an outline of the health and health
related issues of relevance to women that were discussed ai the conference. It argues that
there is a need for a campaign which focuses specifically on "'reproductive rights’” . An
outline is given of the kind of demands that would be put forward in such a campaign.
The ideas in the article are based on discussions conducted by the author with trade
unionisis and others.

S — e e ——

The Cosatu Workers Charter Conference, in November 1990, marked an important step
towards putting forward clear working class demands for inclusion In a new constitution,
The debate was lively and contentious. Topics covered included: the right to strike, the
right to take industrial action on political 1ssues, and the participation of unions in state
Struclures,

Issues relating to women's oppression and women's health were discussed in the
“*Gender Commission'” under the heading, **Gender and the Constitution™. The word
gender was used as a way of showing that the issues raised must be dealt with by men
and women.

“"Gender' issues and the trade union movement

Although 75% of those at the conference as a whole were male, most participanis in the
Gender Commission were women. But it was encouraging that there was a vocal
minority of men who werc preparced 10 ke up these gender issoes and outline strategies
for including these in workers' demands and suriggles. From unions like SACCAWU,
(South African Commercial, Catering and Allied Workers Union), involved in the
struggles for parental rights and pap smears, it became clear that when women and men
mobilise together on gender issues, the union takes on a new strength and confidence.
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Union Power: when men and women mobilise together on gender ssues the union gets stronger

It was a male delegate from CWIU (Chemical Workers Industrial Union) who
madethe report back from the “‘Gender Commission™. His words were sobering. He
reminded male delegates that all 1oo often at trade union conferences, they would smile
and snigger when “‘women's issues’ were raised, and these issues would be relegated
to the bottom of the trade union movement's List of priorities.

This time there was no sniggering, Delegations supported most of the proposals of
the Gender Commission, including the demand for free legal abortions. Opinton was,
however, divided on polygamy and lobola, both of which were referred back 1o the
individual unions for further discussion.

Women'’'s Health Issues in the Workers' Charter

A draft Workers™ Charter was drawn up and it includes 10 basic demands relating to
gender, These include demands relating to:

(a) Violence - including the right to protection from rape, battery, abuse and harassment,
(b) Parcntal rights - the right 1o maternity and paternity leave,

(c) Health Care - including (1) the need for state provision of accessible and safe health
care; (2) the problems of South Africa being used as a dumping ground for third rate
contraceptives; (3) the need for free pap smear tests; (4) the need for an affirmative



health care programme, especially for contraception; (5) the need to legalise abortion,

There are also demands dealing with: Marriage; Domestic Work; Work; Education;
Culture; Media; and Gay Issues.

In addition, there are other places in the dralt Charter where women and health issues
are addressed. For example, the section on “*Trade Union Rights and the Constitution™
has a dircct bearing on whether or not health care workers, most of whom are women,
and other workers in "'essential services ** can take industrial action. Should workers in
essential services have the same right to strike as other workers? One view was that the
unions should decide what an essential service is. Another view was that 1t should be
defined in the constitution. The matter was referred back to the unions.

Under *"Economic Rights and the Constitution™, the Conference discussed a range
of 1ssues which also relate 1o women's (and men’s) health. For example, a living wage;
no discrimination on the basis of sex or race; unemployment benefits; decent housing;
adequate health care; parental rights, child care facilities and support; reduced hours of
work; extended sick leave; healthy and safe working and living conditions; recreation
facilities; disability benefits; nutrition.
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A campaign on women'’s health

It is clear, that alf these issues are important. They touch on the need (o transform not
only health care services but also the appalling social and economic conditions which
give rise 10 widespread poor health among the vast majority of the population. These
issues need to be taken up together and separately by unions, health workers and
communitics il the Workers' Charter is 10 have g meaningful role in the struggle for
socialist ransformation of our society,

Having said this, there are some health issues which have particular relevance for
women as women, as mothers, lovers, wives, daughters and sisters. These are 1ssucs ol
reproductive health: contraception, sexually transmitted discases, fertility and infertility,
abortion, tcenage pregnancy, and AIDS. These crucial issues are rarely addressed
openly. However, they underlic much of the iension, anxiety and frustration of personal
lile m our socicly,

While the Workers” Charter touches on most, il not all, of the important i1ssues of
women' s health, it does not offer a focus on which to wage a massive campaign 10 win
some of these demands. Our view is that the unions should reach out to various
organisations to launch a major campaign on reproductive rights as a way of building
women's support for the Workers' Charter and working class demands in the Consttution.
The Workers' Charter could gain massive support from women all over the country,
including the pariners of male trade union members.

Typical sex and reproductive health issues

We compiled the following three cases representing Lypical sex and reproductive health
1ssues which are presented daily at surgeries, clinics and hospitals:

- Valeric is 23 years old. She works in a supermarket and is a member of a trade union.
She has persistent lower abdominal pain. She has a steady relationship with her
boyfriend, John, and they would like to have a child, bul she cannot fall pregnant. When
she was 15, her mother took her 1o a doctor 1o have an IUD {intra uterine device) inserted
because she wanted her to finish her schooling and not have a baby too early. She had
her ITUD removed two years ago. The clinic suspects that her fallopian tubes are blocked
and her chances of having a baby are slim,

- Sibongile is 38. She had four children by the age of 25. After this she wanted 1o stop,
but her husband (a trade unionist) does not approve of contraceptives. She went 1o a
clinic to getan injection {Depo Provera) so that her husband would not find out. She has
had no more children since then. Recenty her husband has been complaining that he
wanls another son. She has stopped the injections but she cannot fall pregnant. She has
been suflering from abdominal pain for aboul two years. The doclor suspects she has
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cancer of the cervix,

- Shadrack is 42 years old and works as a factory watchman. He has becn married for 18
years and has three children. He has had various girlfriends throughout his marriage, but
currently has only one. He says that if he doesn’t have at least one girlfriend in addition
to his wile, his friends will make fun of him and call him weak. He is a good provider
for his family and always gives most of his wages 10 his wife. His present girllriend,
Hope, recently got pregnant and had a backstreet abortion which Shadrack paid for.
Complications set in and she was admitted to hospital. She took a long lime 10 recover
and now believes she may have AIDS.

Women, sex, and health

The fictilious cases of Valerie, Sibongile and Shadrack illustrate some of the most
common issues of sexual and reproductive health in our society. They also give the lie
to the common belief that sexual illnesses are confined 10 prostitutes or single
promiscuous men. In fact, the vast majority of cases of reproductive ill health occur
among women and men who are orying to keep their mamages, relationships and jobs
together.

These cases also show that people have access o very litde information when it
comes to sexual and reproductive health. Worse sull is the lack of information about
drugs, contraceptive methods, medical procedures and their potential side effects.
Medical staff oftcn maintain a paternalistic attitude towards patients, and withhold
information, on the basis that patients are ““ignorant’ and **stupid’”.

The problem is enormous. What can be done about it? The proposed Workers’
Charter represents the best attempt made 5o far o push forward issues of workers rights.
We feel that these should include rights 1o control our bodies as a way of extending the
fight 1o seize control of our lives. Some tentative suggestions for doing this are¢ outlined
below.

Suggested Demands for a Popular Campaign for
Reproductive Rights

1. Surgeries, clinics and hospitals which deal with reproductive health care are currenily
totally inadequate and understaffed. We need community-based, specialised family
planning or reproductive health care clinics staffed by trained, sympathetic staff and
counselors. They should also do popular outreach work in schools, community forums
and workplaces. Unions, civics, and other groups could campaign to have such facilities
in their workplace or community,
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2. Safe, affordable contraceptives and full information on their use and side effects.
Unsafe contraceptives should be banned.
3. Free (or alfordable), legal, safe abortion.
4, Free pap smears on a regular basis, (at least once every two years), for all women.
5. Full and clear informaton, for men and women and children, about how our bodics
function. The unions could sponsor the publication of booklets like "*Our Bodies,
Ourselves'’ for distribution and sale amang members, and in schools and communities.
Unions, civics, student structures, PTSAs, and other groups could campaign for the
above as part of the struggle o transform health care towards meeting peoples’ needs,
Of course, these are only some initial suggestions. We would welcome further ideas on
such a campaign.

Kate Truscott is a member of WOSA (Workers' Organisation for Socialist Action)

The People's Health and Social Services:
First National Joint Conference

19 -21 July 1991
University of Westem Cape

The first joint national health workers conference ik hosted by
the following organisations:

HWS - Health Workers Society, NAMDA - National Medical and Dental
Association, OASSSA - Organisation for Appropriate Social Services of
| South Afiica, PPHC - Progressive Primary Health Care network, SAHWCO
- South African Health Workers Congress

Workshop Topics

Therne A: Equity, Financing and Control

Theme B: Personnel and Workers Issues

Theme C: Integration of Separate Services and SpecialNeedsinte Comr-
prehansive Prinary Health Care |

For more informcrtion, contact the Conference Committee, P.O. Box 459,
Athlone 7760 or phaone (021) 696 0684, fax (021)696 8349




Family planning as a
human right in South
Africa

by Beverley Oskowitz and Stephanie Moore

The authors of this article argue that future family planning needs to be distanced from
the old policy which is negatively associated with population control. Family planning
policy in the future has to be linked 10 programmes of comprehensive health and
development strategies for communities. Moreover, the authors assert that family
planning should be regarded as a human right which recognizes the need for women 1o
control their reproductive capacity and health,




Family planning as a huma right _ 15

Family planning and health

Family planning is ofien considered an extremely sensitive topic throughout the world,
South Africa being no exception. However, family planning programmes and services
have contributed 1o what Dr. Halfdan Mahler, former Director-General of the World
Health Organisation, termed **striking improvements in the health of mothers, children
and indeced whole families."'(1) This has been documented by research worldwide,

With regard to its emphasis on child spacing, family planning is accepted as an
essential component of primary health care. The United Nations sponsored World
Summit for Children Conference, held in Sepiecmber 1990, featured family planning
programmes and services as key elements in ils primary health care, and international
communily development strategics.

While initially these programmes were funded by the United States and other
Western governments, al a later stage, developing country governments and interna-
tional development organizations also began to contribute.

Suspicion of family planning

Past public suspicion of family planning, whether for cultural, religious, or political
reasons, has ofien served to negate the positive role that family planning can play in
enhancing community development. For the most part, this suspicion relates 1o the
association of family planning with population *“control®’, a reflection of the orientation
of many early large scale family planning programmes.

In the 1960's and 1970°s in particular, policies placed a heavy emphasis on the
control of population growth rates, especially in the developing regions of sub-Saharan
Africa, Latin America and Southeast Asia. Although many of these early programmes
promoted the health and welfare of citizens, a primary consideration remained the
slowing of high fertlity levels.

Experience gathered from these initial family planning operations has demonstrated
the fact that programmes which concentrate on the **population problem’’, and address
the issue through the mass distribution of modem contracepuives, are inappropriate. The
human factors - cultural, religious, economic and socio-political - are too often 1gnored
in the process

The demand for children

What are some of these factors which need to be taken into consideration? In traditional
societies in sub-Saharan Africa, the demand for children has developed from the
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interaction of culiural, economic and other factors which have been important in
ensuring the survival of rural socicties, Children in these communities have long served
in important supportive capacilties as:

* a vital source of labour in assisting with both food production and household chores;
* a “‘store of value’’ for parents for the provision of additional income during a child's
productive years. Il is hoped that income can be secured through employment in anurban
arcd,

* a source of economic and social security for parents in old age; and

* a source of status in those societics where women *‘attain’” status and recognition
through the production of children,

Family planning policy must take account of these factors as well as the fact that most
women have little control over their own fertility, Male opposition to the practice of
family planning is well documented. This opposition is largely based upon fears that
family planning will threaten male authority within the household, encourage marital
infidelity, and conflict with accepied religious dogma.

Human sexuality and human reproduction are highly intimate areas of human
existence and involve extremely sensitive aspects of human relations. Any programmes,
which are designed to aller existing social practices, must be planned and implemented
with the utmost regard for both personal and social welfare, Concern for the health of
individuals and couples, particularly women, and the quality of patient education and
clinical care are all important as the potential for human rights abuse is high.

Right to reproductive self determination

The fundamental human right to reproductive self determination, the right of an
individual to freely decide on the size of one’s family, and the benefits of access to
information, education and the means with which to exercise this right was first
internationally recognized at the [nternational Conference on Human Rights in Teheran
in May 1968. {2) The right o reproductive self determination was acknowledged later
that year by the member states of the United Nations.

Ferulity based pepulation policies and related family planning programmes, on both
national and inlernational levels, must take full cognizance of such rights. Such action
is essential if all individuals are to enjoy access (o quality family planning and
reproductive health care services and to make informed decisions regarding their
reproductive health and well being.

Given this country’s political history, family planning in South Alfrica faces unigoe
difficuluies if it is 1o be accepted and utilized. Those who view famzly planning as a
population control measure need to be challenged. A new orientation for family
planning, based upon identifiable human needs, and rights, is clearly needed.
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Fostering public awareness

Public health policy makers, government officials, health care professionals and
community workers must commit themselves to the development of programmes which
will foster public awareness and understanding of the benefits of family planning. Such
an onentauton must be incorporated into comprehensive health and development
strategies and programmes.

Population control cannot continue to be considered as the primary factor on which
to base future family planning policies. What is required i1s a commitment to recognizing
the human rights which underlie human sexuality and reproductive health issues.

7
#

The right to control one’s fertility and to do so in a sale and accessible way should be the emphasis of
family planning



Family planning should enable individuals and couples to choose the number and spacing of their
children

Future strategies

Future strategies which could be undertaken to promote such acommitment include the
provision, throughout South Africa, of:

- high quality and comprehensive family planning programmes and services which will
enable individuals and couples to regulate their fertility safely and effectively;

- complementary reproductive health care services which include counseling, guidance
and referral services for areas relating to human sexuality, infertility, and sexually
transmitted infections and discases;

-comprehensive antenatal, child delivery and postnatal care services 10 promote healthy
pregnancies, safe births and healthy children;

- school and community based family life information and education programmes for
adolescents and young people;
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- public policy and health professional support for the practice of heneficial traditional
beliefs and cusioms which enhance the health of women and children; and

- information, education and support services for redressing related individual and
family socictal problems of sexual violence and abuse.

Public trust and support

A commitment, from professional bodies and policy makers, to human rights based
family planning programmes, would assist in engendering public trust and support of
family planning. This would also encourage communitics to participate in programmes
and activities. This is crucial as community preventive education is going to be urgently
required 1o slow HIV transmission.

Human rights based family planning

[L15 essential that public policy makers commit themselves to human rights based family
planning if we are 10 ensure future individual and family health for all citizens of South
Africa. Such an approach will be fundamental if individuals and couples are o be
empowered 10;

- choose freely and responsibly the number and spacing of their children and to have
access 1o the information, education and means with which to make these choices;

- advocate for the universal access to quality and comprehensive reproductive health
education and clinical services from appropriate public and private health service
providers; and

- comprehend more fully the importance family planning and related reproductive health
programmes play in improving the health of themselves, their partners, children and
families.

References:

{1} Mahler, Dr. H., Director- General of the World Health Organisation: Address at the World
Conference on Population, Mexico City, August 1984,

(2) United Nations, The Symposium on Law and Population: Proceedings, Background Papers
and Recommendations, Tunis, 21-24 June 1974, (New York: United Nations Fund for Population
Activitics), 1975, pg. 5.

Beverley Oskowitz and Stepharie Moore
Planned Parenthood Association (PPA)
Johannesburg.



The Abortion Debate In
_ South Africa

by Helen Rees

This article identifies pro and anti-abortion lobbyists as being the main contenders in the
debaie about abortion in South Africa, The basic elements of their respective positions
are outlined. The present Sowth African law, the Abortion and Sterilization Act of 1975,
is explained. The Act is said to have failed in achieving its purpose and also in meeting
the needs of South African women. The Act is compared with the law in Britain. The
author argues thai the laws onabortion in South Africa should be liberalized. The effects
of liberalizing the law are discussed and questions about the practicalities of changing
the law are raised.

In South Africa, unlike many other countries, the debate over women's right 10 abortion
has not been a source of major controversy, This situation is now beginning 1o change
[n April 1990, Dr. Rina Venter, Minister of National Health and Population Develop-
ment, requested that interested parties give their comments on whether the abortion laws
should be changed. One year later she told Parliament that of the 48 B46 respondents,
98.62% were in Favour of keeping the law as it was, Therefore, she said, no amendments
would be made.

Also in April 1990), the Maputo Health Conference, a meeting of the ANC and
progressive health and welfare organisations, supported a recommendation that abortion
should be available on demand, and that there should be comprehensive abortion
counseling services.

Whal is clear about these two positions is that the abortion issue is s¢t on a collision
course. Why is abortion such a contentious issue?

The core of the argumeni against abortion is that lile is present from the time the egg
i8 first fertilized, and that this life must be preserved atall costs. It is felt that most women
are 1n a posilion to prevenl pregnancy il they want (0. When an unwanted pregnancy
occurs, the argument goes, organisations exist that will support that woman Lthrough her
pregnancy and with her child. This point of view is supporied by showing the **¢vils™
of abortion, using vivid photographs of aborted foctuses with beating hearts and moving
limbs.,

The pro-abortion lobby argues its case from both a political position and from a more
pragmatic pointof view. Atapolitical level they argue that the entire economic structure
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Minister of National Health and Population Development, Dr. Rina Venter, sald that no changes would
be made lo the current abortion laws

of South Africa is patriarchal. The women's role i$ to service men, to provide a pool of
disorganized and cheap labour in the workplace, to bear children and to look after them,
and to run the home. If this position is to be challenged, and if women are to play a full
part insociety, then they must be able to choose when, and if, they want to have children.
Abortion is seen as a vital part in this liberation.

On a more pragmatic level, pro abortionists believe that women are having abortions
anyway, despite its illegality, and therefore that the abortion law should be amended so
that thousands of women are no longer criminalised.

South African law - the present situation

Untl 1975, abortion was prohibited in South Africa, except in the case of absolute
necessity. An abortion would only be granted if the mother's life would be at risk if the
pregnancy was Lo conunue.

In 1975, the Abortion and Sterilization Act was introduced. This is the legislation
that specifies who can get a legal abortion today. It also discourages illegal abortions
with heavy penalties of 5 years imprisonment or a RS000 fine or both for people doing
such abortions, The overall aim of the Act is to decrease the total numbers of abortions
which are done.

The Actonly allows for an abortion where:
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- continued pregnancy would endanger the life or constitute a scrious threat 10 the
physical or mental health of the women.

- there is a serious risk that the child will suffer from a serious physical or mental
handicap.

- the pregnancy has resulted from rape or incest.

- the pregnancy is conceived by a woman who is mentally handicapped or unable 1o
understand the full implications of parental responsibility.

The Actexcludes the majority of women who are seeking aboruon. Furthermore the
procedure that has to be gone through Lo obtain an abortion is made deliberately difficult
50 1hat fewer legal abortions are done. The procedure is as follows: a doclor must suggest
an abortion. Two other doctors must agree in writing that the suggesied abortion falls
within the law. These two doctors must in no way participate in, or assist with, the
abortion. Al least one of them must have practiced for a minimum of 4 years. Where the
ground of the abortion is mental health, or rape or incest, there arc other special
provisions in the Act

Furthermore, the abortion must be performed in a state controlled institution or an
institution that has been designed for that purpose by the Minister. The written authority
of the person in charge of the institution is required.

A procedure as cumbersome as this makes it difficult for the majority of South
African women to qualily foran abortion even if they are legally entitled to it. The health
and legal infrastructire to support this kind of legislation is simply not available to the
vast majority of people in South Africa 1oday.

Effects of the 1975 Abortion and Sterilization Act

The act has certainly been successful m restricting the number of legal abortions.
Approximately 40 % of applications for legal abortions each year are successful. Only
&0 - 1 000 women get a legal aboruon each year, Over 70% of these are done on
psychiatric grounds. Due to the difficult procedure involved, a high proportion of these
abortions are done on while women.

It 1s mteresung that the privaie health sector, understanding that there was a demand
for abortions that the state health seclor would not meet, found legal ways to give women
their abortons, In 1988 Sandion Clinic did 257 abortions, 241 of which were done on
psychiatric grounds. While this service was much appreciated by the women able to use
iL, in 1988 the procedure costed R8O0. This restricted these abortions to the rich, and
predominantly to white woman.

The Act has, however, not led 1o a decrease in the total number of abortions. In a
recent couri case where a doctor was being prosccuted for doing an illegal abortion, the
Judge commented that "if the [legal| grounds upon which an abortion may be procured
are too restrictive, the paradoxical situation arises that this would increase the number
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of criminal abortions”. This is exactly what has happened in South Africa today.

The Abortion Reform Action Group (ARAG) estimates that 200 000 to 300 000
illegal abortions are done here each year. Because of its illegality, accurate statistics are
difficult to establish. However, it is accepied that less than 1% of legal and spontaneous
abortions usually become infected. This is unlike the situation with non-legal abortions
which frequently result in some degree of infection. At Baragwanath alone, about 15 000
paticnts cach year are admitted with infections that are oflen associated with non-legal
abortions. This suggests that ARAG's estimale is not exaggerated.

The Abortion Acl has failed in its aim to control the 1otal number of abortions. It has
also failed to respond to the needs of our society. A {uiure South African government will
be faced with the Lask of reviewing this law.

The law In other countries

Most countries have some kind of legislatuon on abortion. In many countries where
Catholicism is the dominant religion, such as Italy and the Republic of Ireland, abortion
is forbidden except in very strict circumstances. Other countries such as Yuogoslavia,
have very liberal abortion laws, so that abortion really is *‘on demand’” and has become
an aliemative to contraceplion. South African abortion law is based on British law.
However the British law is much more liberal than ours is.

The British (excluding Northern Ireland) law was introduced in 1967. Tt outhines
specilic circumstances when to give an abortion is not a crime. One of these grounds is
that the continuation of pregnancy would involve risk to the life of the pregnant woman
greater than if the pregnancy were terminated. Another is that the continuance of the
pregnancy would involve risk of injury to the physical or mental health of the pregnant
woman greater than if the pregnancy were (erminated.

Two medical practitioners have to certify *‘in good faith'” that these conditions have

The British law can be interpreted in many different ways. Some doctors refuse o do
an abortion unless there is a real risk of death (o the mother. At the other end of the scale
ar¢ doctors who believe that if 15 a woman's right to decide. These doctors tend o
interpret the law very liberally arguing that abortion always falls within the terms ol the
law. Abortion, they say, is statistically always safer than a pregnancy going full term,

Why the South African abortion law should be liberalized

Abortion 1s an historical and international reality. In countries where abortion has been
made illegal, women continue to have ‘backstreet’ abortions. In South Afnca today,
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despite many new forms of contraceplive, abortion is used by women of all races and all
classes to lerminate unwanted pregnancies.

To understand why South Africa should move towards the liberalization of ils
abortion laws, we need to consider why women have unwanied pregnancies, and
whether the factors producing unwanted pregnancies will continue to exist in a future
South Africa.

Health services are often inaccessible or unavailable to women. Where they do exist,
the metheds of contraception offered to women are often unacceptable, either because
of the way that they have to be used, or because of their side effects. Even when women
do find a method of contraception that suits them, there is a risk of contraceptive [ailure
with all methods except the combined pill and injectable contraceptives, Some women
are forbidden by their partners from using contraception. Qthers, either because of their
low level of education, or because of their young age, simply do not know about
contraception. Many women have times in their lives when they use contraception
effectively, and times when they use it irregularly or not at all, even though they don't
want o be pregnant. The aliernatives to running the risk of pregnancy are oflen not that
aliractive Lo women.

Because of the history of apartheid, many black South African women have a further
suspicion about using contraception. A widely held view is that family planners often
prescribe contraceptives, not in the interests of the individual womaa, but because of an
unwritten State policy which seeks 1o control the population growth of the black interest.

Lastly, we should consider the babies of women who are forced to continue with
unwanted pregnancies. A study from Sweden of children of women who were denied
abortions 20 years earlier showed them to be in poorer health, with histories of more
psychiatric care, and with a higher rate of alcohol use than a control group of young
adults. Sweden has extensive welfare and support services which South Africa does not.
Here large numbers of children suffer from malnutrition. Problems ol child abuse and
of abandoned and neglected children are widespread. The outlock for the childeen of
unwanted pregnancies in South Africa is no doubt much worse than in a country like
Sweden.

Effects of liberalizing the abortion laws

The most obvious effect of amore liberal abortion law would be that the number of legal
abortions will increase, and that of illegal abortions will decrease, Legal abortion, and
particularly early legal abortion, has a very low risk of producing bleeding, infection or
death in the women, when compared to illegal abortion. Women tend to present earlier
for abortion when it is legal. The physical trauma that they go through is also reduced.

Secondly, the psychological wrauma for wemen of either illegal abortion, or of
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continuing with the unwanted pregnancy, is diminished by legalizing abortion. Many

studics show that the woman's psychological and mental state, and interpersonal

relationships, improve after counseling and therapeutic abortion, \

Anti-abortionists ofien argue Lo the conirary and give many examples of women who

have had abortions and are very unhappy afterwards. Both these arguments are probably

rue, many women with “unplanned' pregnancies fecl ambivalent about them. They

partly want the pregnancy and partly don't want it. A woman must fecl very sure that she

wants an abortion if she 15 not going 1o feel some kind of regret alterwards.

Some practical questions

There are many issues still to be addressed in developing a new abortion policy in South
Africa. Firstly, how would a new abortion law be worded? Would itbe written in the kind
of way that British law 1s written, enabling liberal health workers Lo allow women 10
decide for themsélves, and allowing health workers who are against abortion to prevent
women from doing so.

Secondly, would we have a cut ofl point for {oetal age beyond which an abortion
could not be granted? In the U.S.A., the supreme court has made a ruling that once the
foctus is viable (able to live outside of the mother), the interests of the foelus are more
important than the rights of the mother and abortion is illegal. Before this time it is the
woman's right to decide whether (o have an abortion or not.

Thirdly, in South Africa are we really in a position to have 2 health workers as
signatorics for each referred abortion, and if so, who should these health workers be? In
many rural arcas, women only have access to nurses but little access 1o doctors. The
Nursing Council has traditionally been very reserved about the role of nurses even under
the existing act. Would they permit nurses 10 be the consenting health worker for
abortions?

And lasdy, what exactly do we mean by abortion on demand? With the introduction
ol new abortion technologies, women may well be able to get effective over the counter
abortions at a very early stage in their pregnancy. Given the poor state of our health
services, 15 this the only realistic approach to the abortion problem? The South African
“aboruon debate’ is just beginning!

Helen Rees is involved in the Women's Froject at the Centre for Health Policy



Women, Health and
Work

by Anne Hilton

This article looks at how the subordinate position of women in society affects not only
their access to jobs, but also the kind of work that they do when they are employed, This
affects the nature of the occupational health hazards that they are exposed to buf, the
author contends, this does not mean that "‘women’s work'" is necessarily safer than
other forms of work which are usually reserved for men. Reproductive health issues in
the workplace are also discussed. The implications of the double burden of labour that
is often carried by women - housework in addition te employment - are also discussed.
The article also looks ar issues relating to the provision of family planning as part of
occupational health services.

Health in the workplace is an important area of struggle for women. Traditionally
approaches to occupational health and safety have tended to discriminate against
wonten. Women are defined as unsuitable for certain iasks or are removed from the sight
of specific hazards. This needsto be replaced by anapproach whichrecognizes the right
of women to work at jobs of their own chaice, the right to have a job and be amother and
the right of all workers to a healthy and safe work environmenl.

Gender Oppression and Exploitation

The statns of women is defined by social, economic and political conditions in socicly.
A women's role is defined predominantly as a subordinate one. This subordination is
experienced by women as exploitation in the workplace and oppression in gender
relations in society. 1

A woman's ideologically defined domestic role and her capacity o have children
play arole in negatively determining her marketability as a wage earner. This manifesis
itself in low wages, unequal remuneration for the same work, lack of training and
unequal job opportunities and work that is often repetitive, boring and not very
stmulating.

These conditions of employment are rationalized on the assumption that women do
not represent a permanent factor in the labour force, that thieir reproductive function will
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incvitably interrupt their work careers.

Furthctmore women are assumed 10 ¢xist in relations with men as subsidiary partners
and as such their wages are scen to be subsidiary to man's earnings. This attitude persists
in the face of overwhelming evidence thal many women are single and self supporting
or may have dependents where a woman may be the sole breadwinner.

In the workplace women are mostly employed in areas considered 1o be women'’s
work, that is, in jobs similar to what they doat home. This is an extension of the so-called
“traditional role’” of women, thal is, the labour women engage inis transferred from the
home 1o the workplace. Women are usually given jobs in supportive roles and not as
decision makers. :

Women make upalarge section of the working population in and out of the industrial
sector. In industry women make up the majority of the workforce in sectors like food or
garment manufacture. A very clear example of this is in the motor industry where
women are cmployed 1o sew the car seats. They are oflen employed for their so-called
dexterity, doing jobs requiring fine work, for example, in the computer industry, making
components or working with [ine wires.

In this article three areas of health affecung working women will be dealt wilh:
1. Occupational hazards
2. The “double shift™”

3. Famaly planning,

1. Occupational Health
Myths of occupational heaith

One of the common myths associated with occupational health is that men are at greater
risk because of the work they do. It is true that men do many jobs which are very
dungerous like mining, foundry work and construction. But thousands of women are also
doing jobs which arc hazardous 10 their health - problems caused by unsafe machinery,
chemicals, noise and stress. Women therelore face the same hazards as men, They may
also face different health bazards in the workplace, but this is more likely to be due 10
the marked differences in the type of work dong and not because they are women.

Dangerous jobs
Muny of these jobs are in fact dangerous and pose serious health problems, such as;

1} Stress resulting from doing boring repelitive work, at low wages with few prospects
for raining, stress resulting (rom being a working mother.
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Women often receive less pay than men for doing the same work

cotton dusts in the textile industry which is a well known cause of lung disease.

iii) exposure W chemicals such as carbon and etrachloride, heat and humidity in
laundries.

iv) exposure to heat, cold, cleaning chemicals and slippery floors in the catering
industry.

v) fatigue and menstrual disorders as the result of shiftwork.

vi) exposure 10 a range of hazards in the health care industry, including, chemicals,
anacsthetic gases, radiation, exposure to infection from a range of organisms, for
example, Hepatitis B and HIV and the lifting and carrying of heavy loads.

"Women's work”
It is clear from these examples that the assumption that so-called “*women’s work'" is

highter and less hazardous is a dangerous myth. It has meant that women’s L’u,LupalmnaJ
health problems are not well studied. The belief in the relative safety of “*women's
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work”' has been perpetuated without appropriate research or relevant data to support it

Most of the work done on non-reproductive related health problems has involved
male workers. This is significant for a number of reasons: women are often exposed 1o
similar hazards as men and many of the jobs considered **women’s work™ are also
very unhealthy.

There are some basic physical and physiological differences which require consid-
eration in the workplace if women are to participate in the economy. Womcn may not
be able to handle certain kinds of industrial machinery designed essentially for men. It
18 the machime design which is unsuitable and not the woman who is badly designed.

Employers also determine Threshold Limit Values (TLVs) according to the needs of
male workers. The limits are sct by testing healthy male army recruits weighing an
average of 70kg. Women ofien weigh less than men and have proportionally more fat
on Lheir bodies. This affects their absorption of certain substances, such as chemicals,
These TLVs then need to be redefined or adjusted to meet the needs of women workers.

It is asseried that women suffer from occupational health problems because they are
biologically weak and more susceptible. This concept persists despite any real cvidence
to support it and manifests itself in anumber of ways, including job discrimination. This
also translates into an underestimation of the health risks faced by women at work.

Job discrimination merely means that exposure to the hazard is transferred from the
female to the male and does not reflect any attempt to eliminate the hazard. Exclusion
of women may simply mean that men face the health risks.

Reproductive Health Issues

Again it needs 1o be stressed that these considerations should be used to make the
workplace safer 10 work in rather than exclude women from the opuon to work.
Women face the possibility of job discrimination as employers and legislators have
used the occupational dangers associated with fertility and foetal damage 1o exclude
women from job choices and employment.
This is dangerous al itwo levels;
1. It does not improve conditions in the workplace and, again,
2. May ignore the hazards to male reproduciion,
Occupational hazards can be reproductive hazards for both men and women and causc
a variety of problems:
. Infertility and impotence in men and women
2. Foetal growth retardation and deformity
3. Miscarniage or abortion
4. Childhood cancers
Reproductive risk can occur before conception, at conception or during pregnancy.
The reproductive function of all women therefore needs to be protected at all imes and
not only during pregnancy.

J—



Some of the workplace hazards which have been implicated are;
- lead, solvents, eg. benzine, mercury, pesticides, radiation, anaesthetic agents

2. The Double Shift

One of the major factors affecting the health of working women is the reality of the
‘double shift’, that is, a woman often does two jobs - one paid at work and one unpaid
at home - thus shouidering a double burden as worker and housekeeper and parent.
There are many stresses related to this situation;
- exhaustion & fatigue
- little ume for onesell - this can manifest itself in a variety of ways like frustration or
neglecting one’s own health needs because of a lack of ume.
- anxiety, for example, working mothers worrying about their children.

This situation is particularly stressful for women who do shiftwork. Creche facilities
arc few and far between in the South African workplace. Tired, anxious, stressed and
fatigued, these women can be at great risk in the workplace from accidents.
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3. Family Planning

Women in the workplace are often under a lot of pressure from employers not to fall
pregnant. Often their jobs depend on compliance with family planning services, which
are sometimes offered in industry. These are offered for the purpose of keeping women
on the job, the emphasis being on birth control rather than reproductive freedom. Often
family planning is run in the absence of comprehensive health care or education for
women.

A study done in Natal in 19835 illustrated some of these problems (Hilton 1986). This
study was conducted by interviewing occupational health nurses (OHNs) in the Durban/
Pinctown area;

1. The OHNs reporied the following possibilities for pregnant women;

- lack of job security for pregnant women

- women having to take unpaid maternity leave to have a baby

- that women on matemity leave are often the first 10 be retrenched

- a few companies simply fired pregnant women

- of the 15 nurses interviewed who worked in factories with large ferale workforces, 4
had offered education on women’s health and 5 had offered pap smear tests as part of the
municipal family planning service. Breast examinations were done in a couple of cases.

Conclusion

Despite the important role women play in the economy, little is being done 10 improve
the conditions of women workers, to facilitate their role as wage eamners, or, 10 provide
the support needed by working women during pregnancy. Prevailing conditions in the
workplace are defined by the dominant ideologies of the oppression of women in society.

1 believe that women have the right to be pregnant and to have a job., They also have
the nght 1o work in conditions which will not endanger their lives, or the development
of their babies, while they are pregnant. We are still very far from this being a reality for
working women in South Africa.

What can be done?

1. At the broadest level altitudes toward women and their role in the family and economy
need 10 change.

2. Women need to have greater choices in the work they do. They need to be informed
of the risks associated with their work.

3. Occupational health services can improve the health conditions of working women if
they are sensitive 10 their needs. They can:
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- monitor the workplace to identify health hazards.

- monitor workers exposed o hazardous substances.

- identify possible reproductive hazards for female as well as male workers and inform

them of the risks,

-recommend changes and improvements which will make the workplace safer (manage-

ment seldom informs workers of the risks of the job despile legislauon which provides

for employee access 1o such knowledge).

- provide services based on the health needs of working women, for example, education

on breast examinations, pap smears.

- provide contraceptive services based on the concepts of informed consent and choice,
Health workers and management need to consult workers, both female and male, as

they are the ones at greatest risk and they often are the best experts on the dangers of the

workplace.

““While we must care for women workers and their unbom children, we mustalso
move beyond the popular myth that reproductive hazards are specific 10 women
workers. We must stop and think before we start making endless regulations to
try and protect women from jobs they really want to do. Women are susceptible
to hazards at work, but so are men. Many [aclors can make men impotent or, more
subtly, reduce the quality of their sperm. In the long term there is only one
solution: to clean vp the workplace so that work is safe and pleasurable for both
women and men, IF a woman cannot do a job wday it means there is something
wrong with the job, not that there is something wrong with the woman™.
{Dr. John Denning, Women's Work and Healih Hazards. 1984 )



Maternal mortality and
international agencies

by Deborah Maine

Maternal mortality is one of the highest causes of death among women, particularly
young women, throughout Africa. On average, more than 50% of women in sub-Saharan
Africa give birth before age 20, and in some African countries asmany as 40 % of women
have their firsi child before ape 18. Women under 20 suffer more pregnancy and delivery
complications, such as premature delivery, prolonged labour, cervical trauma, and
death, than do women who bear children at age 20 or later. Factors such as level of
education, nutrition, number of pregnancies, advanced age and the physical size of the
mother, also contribute to mortality rates. Reliable statistics on the incidence of
maternal mortality in South Africaare, however, hard tofind, particularly regarding the
incidence of maternal mortality amongst black women.

This article looks at the incidence of maternal mortality in Africa and argues that
international agencies have neglected maternal mortality in their funding of health
care. Part of the reason for this, the article argues, is that maternal health has been
lumped together with child health in maiernal and child health (MCH) pregrams. In
these programs infant mortality has been the focus of attention while maternal mortality
has been almost entirely neglecied. The author suggests that sexism has been one of the
reasons for this neglect. It also raises the question of what kind of approaches will be
effective in dealing with maternal moriality.

Maternal mortality is the leading cause of death among young women in many poor
countries. Although relatively few adequate studies have been done in underdevel-
oped countries, those that exist clearly show the seriousness of the problem,

In many African countries, more than one out of every 200 women who gives birth
dies as a result. By comparison, in the United States the figure is about one out of 8 000.
This discrepancy between developed and underdeveloped countries is much larger
than that for infant mortality.

Furthermore, a woman's risk of dying accumulates with each pregnancy. Conse-
quently, her lifetime risk of maternal death may easily be one in 30. This means that



Maternal health care has largely been neglected in health care programmes

one in 30 will dic of a pregnancy related problem in the prime of Iife, The worst part is
that we have for decades possessed the ability to prevent almost all maternal deaths,

Recently, there has been a surge of interestin maternal mortality. In Februrary 1990,
the First International Conference on Sale Motherhood (the Safe Motherhood Initiative)
was held in Nairobi. Subsequently, virtually every international agency and foundation
Is getting involved in programmes (o prevent maternal deaths.

[ will review some aspects of the former inattention to this problem and discuss some
of the challenges of the new era.

The years of neglect.

Women and children are a key concern of any health care system, In many developing
countries, women of reproductive age and children comprise about two-thirds of the
total population. Furthermore, women are responsible for bearing and raising the next
generation, Therefore, it makes sense 1o pay particular attention to their well-being,
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Indeed the World Health Organisation esumates that more than half of all resources
devoted to primary health care are allocated to matemnal and child health (**MCH™’)
programs,

Many people assume thal women’s health has been receiving a substantial propor-
tion of the available healih resources, and that helping women survive pregnancy and
delivery has been a high priority. Unflortunaiely, this is nol the case. For decades,
maternal mortality has been neglected in both health programmes and research.

The sad fact is that there 1s litte in the conventional MCH package that can reduce
maternal mortality. The common components of MCH programs today are: immuniza-
tion of young children to prevent measles and other infectious diseases; leaching
mothers to perform oral rehydration of infanis with diarrhoea; weighing of young
children to monitor their growth; encouraging women to breastfeed for the sake of their
children’s health; and immunizing pregnant women against lelanus so that they can pass
the antibodies on to the foets. While all these activities involve women in one way or
another, women are not the direct bencficiaries of any of them (although tetanus
immunization may incidentally prevent a tiny proportion of maternal deaths).

Other components of MCH programs are food supplementation, antenatal screening,
and family planning. The costs and benefits of antenatal screening are 100 complex o
discuss here. Suffice to say that when antenatal screening for women at high risk of
complication is carclully studied, either in developed or underdeveloped countries, its
potential to substantially lower maternal morwality is dubious.

Preventing maternal deaths

Of all the activities listed so far, the one that has the greatest potential Lo prevent matemnal
deaths is family planning. If only women who say they want no more children had no
further pregnancies, T estimate that maiernal deaihs in sub-Saharan Africa would be
immediately reduced by ncarly one-sixth.

Once they become pregnant, however, women must have access 1o medical care if
maternal deaths are 1o be prevented. Even in industrialised countrics, a certain propor-
tion of pregnant women (perhaps 15%) will develop serious complications. Without
banked blood for resuscitation in haemaorrhage, antibiolics o treat infection and
caesarcan section Lo relicve obstructed labour, many such women will die.

Neglect of maternal mortality

The neglect of research into matermal mortalily became obvious 1o me through Lhe
process of wriling two articles on the relatonship of Family planning 10 MCH - onc in
1980 and the other, five years later. Going back to this literature [ was struck by the



Maternal mortality 37

More rescarch and resources are necessury to lower maternal mortality rates.

contrast between the tremendous progress made in our understanding of infant mortality
in developing countries, and the paucity of new data or writing on maternal mortality,

Of course, there are lots of health issues that need more attention and more research.
The difference with maternal mortality is that the neglect is disguised by the apparently
encompassing title *‘maternal and child health.”’ Because MCH programmes comprise
such a large part of primary health care activity, and because women are the recipients
of some of these services (even though the beneliciary 1s the foetus or child), it appears
that women are being cared for and receiving a relatively large share of the health
FCSOUrces.
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Why the neglect?

There are probably many reasens why matemal mortality received so lintle atention in
the past. I will consider only a few.

In some recent articles on maternal mortality, it is implied that the reason that there
is such a surge of interest in this topic is that the international health community has only
recently learned the extent and severity of the problem., [ think of this as the **we didn't
know"" excuse. Tt just is not rue. For example, well over a decade ago the results of one
of the best maternal mortality studics ever done were published. This study, in the
Mallab area of Bangladesh, showed that matemnal mortality rates were extremely high,
and in fact raised the death rate for young females above that for males.

Another possible reason for the negleci of this issue may be that maternal mortality
had declined drastically in the west by the end of World War 11, when international
assistance became a major force in health systems in the underdeveloped countries. At
the local, as opposed to the international level, fatalism may have been a factor - women
have always died in childbirth - the thinking may go, that they always will.

Sexism as a reason for the neglect

What about sexism as a reason lor neglecung the issue of maternal mortality? By now
feminists may have recognised in my description of the siluation a pattemn that is found
im many arcas of life, not just in intermational health: women’s well-being has been
subsumed into and subordimated to that of other family members - in this case, their
children. Is it paranoid Lo suspect that the neglect of matemal mortality is just one more
manifestation of sysiematic disregard of women?

Consider for a moment a curious feature of recent articles on maternal mortality.
The great majority of these articles start with some statistics demonstrating the size of
the problem (such as the number of maternal deaths that occur annually). So far so good.
However, the second sentence in the article usually states thal maternal mortality is
important not only because women die, but because their death often leads to the
dissolution of the family and a serious reduction in the likelihood that their children
will live o adulthood.

While these conseguences of malernal death are indeed important, it appears that the
authors [ecl a need 1o justify their concern for maternal health on some basis of wider,
socictal good, as though the fact thal women are dying unnecessarily is not sufficient
grounds for concern and action. Certainly, maternal deaths have wide significance. For
¢xample, from the point of view ol society’s invesument in an individual, the death of a
women in the prime of life 15 a much grealer loss than is the death of an infant. Yet there
seems Lo be no comparable need to justify actions to prevent infant deaths.
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Challenges of the future.

The corollary 1othe question of why was maternal mortality a neglected issue is: why
is there all this interest all of asudden? To this question I have no good answer.

Nevertheless, for those who have bemoaned the lack of adention o matemnal
mortality, the recent rush of interest and funds is very welcome. However, there are
pitfalls ahead. One of them is that every agency is eager to have a maternal mortality
programme, but there are still major questions o be answered as to what approaches
will be effective in preventing maternal deaths in developing countnes.

For example, the response of the U.S. Agency for Intemational Development (AlD)
1o the Safe Motherhood Initiative was o call [or proposals on ways 0 spend funds on
nutrition for Safe Motherhood. The scientific underpinnings for such an approach are
unclear. While anaemia among pregnant women in underdeveloped countries is a
common problem, [ know of no evidence that giving women supplemental food during
pregnancy will reduce deaths from the common causes of maternal deaths. In fact, it
seems just as plausible to me that this kind of programme might increase rather than
decrease the number of matemal deaths, since small women might start having larger
babies,

Careful evaluation needed

Of course, there will be false starts in any new initiative, Agencies and health services
may just continue doing variations on the same ¢ld MCH programs, hoping that if they
do them more and better, somehow maternal deaths will be prevented.

What is needed is to think critically about the programme options, and then 1o
carefully evaluate their effects and costs. Given the fads in intemational funding, there
isn’t very much time in which to do this, Perhaps we have five years, maybe as long as
len, to develop effective, efficient ways (o prevent maternal deaths within the context of
existing health sysiems in developing countries. If we do not succeed, maternal mortality
will join the dozens of other health problems that had a shont period of atention and
increased funding, but then sank back into obscurity.

Deborah Maine is Program Director ar the Maternal Mortality Prevention Program,
Columbia University, New York, USA.
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women & AIDS: An International Handbook
Edited by: Marge Berer
Projected publication date: September 1982

A CALL FOR INFORMATION AND MATERIAL

You are nvited 1o become involved n preparing an intemafional
honcoook on women & AIDS. The handoook wil be forwormen,

women's groups and organisations, NGOs and other agencies.

The handbook wil contain infomnation on: pattems of infection
among women in different regions; how wormen get and frans-
mit HV and how this can be prevented; HIV and other sexuclly
transmitted diseases; counseling and testing of women for HIvV
infection; the consequences for women's sexual lives and re-
lationships; HIV and pregnancy, birth control and abortion;
women's rolaes as carers for themselves and others with HIV/
AlDS, s health care workers and Qs sex workers; the many
mes and senvices that exist for women; discrimination against
wormen with HIV; and whiat agencies, networs and resources
there are for women intemcitionally.

Contibutions of existing and onginal matterid for the handbook
are welcome - personal experiences; leaflets, pamphlets,
books, papers: cartoons and posters: franscripts of inteniews.
and discussion sessions; training and educdtional matenals;
guidelines for wornen and hedlth care workers; descriptions of
groups, resources, networks and fraining programmes; Iaws
and polces affecting wome., .

For further details and to contribute material,
contact: Marge Berer, PO Box 16801, 1001 RH
Amsterdarm, Netherlands, tel. {(31-20) 235005.



SECTIONB
WOMEN & AIDS

A person who wishes 1o reduce his or her chances of contracting AIDS may practice "safe sex”, However,
ilone’s sexual partner refuses o practice “safe sex”, it may be difficult for one to avoid contracting the disease.
In many relationships between men and women, women find hemselves in a subordinale position. Because
of this they may find it difficult to insis! that their pariners follow “sale sex” practices. This problem is one of
many which are focussed on in the articles in this section,
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Women and Aids - the
triple imperative

by Eleanor Preston-Whyte, Qurraisha Abdcol Karim
& Maria Zondi

In this article the problem of AIDS in South Africa is contextualised. It explains how
apartheid and its manifestations - the migrant labour system, the legacy of family
planning as a means of socigl control, and the subordinate position of women in our
society - provide obstacles to controlling the spread of the disease.

The article examines some of the difficulties that women face in negotiating "safe
sex” with their sexual pariners_ {1 looks at the problem experienced by women, of dealing
with male sexual partners, who have a number of sexual partners and refuse to use
condoms,

anen and AIDS

The AIDS ¢pidemic has focussed a riple imperative on women - 10 save theirown lives,
those of their sexual partners and [inally those of their as yet unborn children by ensuring
that they remain infeclion free.

Furthermore, it is women (either mother, mother-in-law, sister, nursery and junior
school teacher or domesuc worker) who are responsible for most of the care and
socialisation of children.

In our socicty the majority of nurses and community health workers are women.
Inevitably 11 is on the shoulders of women that much of the burden for caring for the
imfected and dying will fall when the AIDS epidemic reaches its peak in this country.

Wth our existing health care facilities already over-burdened, the home and the
family will be where those dying from AIDS will retum for care. When the women who
run these homes and who are ithe providers of health care in them, themselves become
sick, there will be nothing 1o fall back on,

The impact of AIDS worldwide has forced people 1o look seriously at ways of
preventing the discase, given that there 1s no cure at present. The main focus currently
has been around educating people around AIDS. Particularly how to adopt "safe sex”
pracuces in order 10 prevent the spread of the disease.



Women will carry much of the burden of caring lor those with AIDS

Gender relations

There are many obstacles 1o women's exposure to educational material as well as to their
adopting"salc sex” practices. Factors such as poverty and lack of access to health care
centres are only the more obvious of these. Others are more subtle and dilhcult to
address, These stem from the very nature of the relationships which women have with
men.

Specifically, the constraints which many women are subject 1o in other spheres ol lile
also impose themselves in sexual relations and is manifested in the endency for women
(o be subordinate to men. This has serious implications for women’s ability to persuade
therr lovers 1o adopt "safe sex” pracuces.

The everyday experience ol most women as they face the threatof AIDS, is ofien one
of inability to persuade their lovers (0 jointly adopt "safe sex" practices. This was borne
outina recent survey of black mothers from a Durban township which found that several
women felt that they were at risk because of their partner's infidelity.,
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Apartheid and marital relations

Migrant labour has, for decades, left both men and women without normal marital
relations. The long scparations {orced on rural women and their partners and lovers by
migrant labour exacerbates the situation in two ways - by adding an edge to sexual
relations when men are at home, and, by making it more likely that both partics will al
some time have other sexual partners. This diminishes the possibility of women having
the kind of control of their sex lives required to practice "safe sex”.

Although to some extenl, having more than one sexual partner is commeon to both
rural and urban women, this problem is particularly urgent for rural women because of
their poverty and lack of access to medical information and assistance.

Althouph white South Aflricans have not been subjecited 10 the same political forces,
many are also involved in a number of sexual relations at the same time and/ or senally.

Women and knowledge of AIDS in Natal

There is a scarcity of information on the attitudes and behaviour of South African women
in relation to AIDS. Recent studies in Lhe black community show that media campaigns
focussing on informing the public about AIDS have been successful,

In a random sample of households in & black township in Durban it was found that
all women interviewed had heard of AIDS either from the radio, television, frieads,
clinics or newspapers.

While there were a few misconceptions about the nature of the disease, the majority
of the women knew that having one pariner and using a condom reduces the risk of
becoming infected with HIV. However, nol a single woman had experienced sexual
intercourse during which a condom was used.

Some did not believe that AIDS could kill and the small proportion that accepted it
as fatal, felt helpless to do anything about changing their or their partner's sexual
lifestyle.

The gap between knowledge and action

What makes it 50 difficult to effect the behavioural change towards "safe sex"?

One of the issucs is personal incentives. The findings above indicate thalt many
women were under the misconception that AIDS was not fatal. This means that the
ultimate incentive for behaviour change, saving your life, is absent.

Another issue is the ability to implement an intent. Women tend to take the lead in
sexual matters from their partners and many do not feel free, let alone insist, on the
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changes which they may have recognised will save their lives.

Itis not only the sexual interaction itself which is ouched by AIDS: as important arc
the repercussions for the relationship of the partners as a whole. What will be the effect
of a woman's relationship with a partner, were she to insist on precautionary sieps to
which he is antagonistic?

If a woman denies her partner sexual access on the grounds that he is likely to infect
her and will not use condoms whal effect ¢could this have on the relationship?

Educational programmes in addition 1o disseminating information on "safc sex” need
0 incorporate the transfer of skills required to negotiate a change in sexual behaviour
wilh a partner who has more power within the relationship.

We believe that the major problem in fighting AIDS is one of empowering women
10 say "no" to unprotected sex. Related to this are other practical problems that need 10
be avercome such as the lack of availability of condoms, technical knowledge of how
touse condoms, and the bad public image which condoms have and which influcnce men
against their use.

Condoms and birth control

While health personne} may be preaching condoms as the answer to remain uninfected
at this time, it must be remembered that they have being doing much the same for years
with respect Lo fertility control,

Condoms have also played another role, both men and women have been issucd with
them when suffering from other sexually wansmitted discases. It is no wonder that
condoms have a bad name: in addition 10 being scen by many black people as part of
the while government's desire to limil the black population they are also secn as an
admission of having a sexually transmitted disease. The prevalent attitude among both
men and women towards condoms therclore comes as litlle surprise,

Apart from the political implications attached to [amily planning programmes, most
women wanl to have children. Fertility is highly valued and a large family is essential
as security in the comext of socio-economic deprivation. Condom use threatens this
ideal.

The crux of the problem - who decides?

Regardless of these impediments to condom usage, the question remains of whether
women can be realistically expected to suggest or insist that their husbands and lovers
indulge in "safe sex”, :

Reasons why many women may not insist on condoms include the wish to conceive



Single sex hostel - the separation of partners because of migrant labour makes it even more difTicult
for women o make the demand that their partners practice “*safe sex'’,

or that the joy of rcunion blots out the fear of infection. When a migrant returns home
it 1s hardly the ume to enter a discussion about the need 1o use condoms.

Importantly, many women do not regard it as their place or right to take the inittative
in suggesting condoms. Some quotes illustrating these problems: ‘1 could not do 1"’
“What would he say - he would just brush itaside’”, **No, it would be so difficult ... we
have made beer 1o celebrate his return - can | then begin aboult the condom?"’

The choice facing many women at present is whether or not to accede to male sexual
prelerence il these imvolve more than one partner and/ or not using condoms.

The alternative will endanger many marriages and long term relationships. Some
women may have the strength 1o persist, but it will be an empty victory for many as they
lose their lovers and fathers of their children o other women, let alone the AIDS virus.

Others may fall prey to the physical violence which the anger and frustration which
confrontatons about sex so casily engender. It is here that the need for counselling
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centres and support of other women is imperative. Campaigns need also to be launched
which are direcled to changing men's atiitudes o sex.

The answer: support for women and persuading men to
change

In the light of Lhe above we believe that if women are to be protected from HIV infection,
three distinct, but related initiatives need to be embarked upon.

Firstly, women need to be given information about, as well as cheap access to,
condoms. More importantly, they need long term back-up and support to ensure they can
use these methods. This might involve the seuling up of a network of counseling centres
throughout the country where other women are available 10 discuss problems and
provide the suppart necessary (o give them the courage to insist on safe sexual practices.
To the best of our knowledge few of the otherwise excellent AIDS counseling centres
already in place have programmes whose explicit aim is to empower women in this
manner.

The urgency for this type of support demands that involvement at the community
level be sought without delay.

Secondly, attempts 1o develop and promote barrier methods that women can use,
such as the female condom, should be supported. The female condom isnot yet available
in South Africa but is currently undergoing extensive research in the United Staies. This
method, if successful, may provide a method of preventing the spread of HIV that
women can have greater control over.

Thirdly, men must be targeted, preferably at the same time as the women. In addition
to being given information, they must be made sensitive to the dilemmas facing women.
Itis of limated value to expect women on their own to intercede with their lovers and to
take the initiative in insisting the use of condoms. Safe sex for both men and women
nceds to be marketed to men as much as 10 women,

Eleanor Presion-Whyte, Professor of Social Anthropoelogy,
University of Natal, Durban

Quarraisha Abdool Karrim, Research officer,

Medical Research Council, Durban

Maria Zondi works for the Kwazulu Nursing Services in Durban



Women speak out about
AIDS

An interview by Critical Health

A & B are two women who are involved in AIDS work in the Johanneshurg inner city.
They spoke to Critical Health about the subject of women and AIDS, as well as the work
that they are deing in informing sex-workers about AIDS, For professional and ethical
reasens they asked ithat their names not be used in this article.

Critical Health: Do you accept this idea that certain campaigns around AIDS and
HIV should be directed specifically at women?

A: My feeling isils okay to have certain campaigns directed specifically at women. But
those really shouldn't be the only campaigns 1w be undertaken. Just as much emphasis
should be put on men and the general communily as such because if everything is
directed at women people will tend to think this is a woman's responsibility. Women
shouldn't have to feel that they are the ones that have to teach their children or their
husbands about AIDS. Because most of the time itis quite difficult for women to actually
do that.

CH: As I understand the form of most campaigns that have been undertaken to
inform people about AIDS have been directed at the community generally rather
than identifying either men or women specifically as their target.

B: Recently, there has been a shift wo look at the impact of AIDS on women in particular.
So for example World AIDS Day' last year focussed on women specifically and I think
the World Health Organisation (WHO) has identified women and AIDS as a parucular
1ssue. One aspect of this has been the recognition that when it comes to caring for people
who are sick, that largely gets done by women. Most health workers are also women, 50
in terms of hospital care as well, most of the care will be undertaken by women. Part of
the concern 15 thal resources and support work should reflect the role of women in
dealing with the AIDS epidemic.

Plcase note: the term **sex-workers ™" is used interchangeably with the term **prostilutes'” in this
article.
I: International AIDS Day was on 1 December 1990,




But then there is also this whole issue of women as educators - this idea that women
should be able 10 persuade men that they must use condoms. To a certain extent [ think
itreflects the way most family planning campaigns have been conducted. It's always the
woman who must go o the clinic and sort out contraception and now some people are
saying that it's women who must ensure that men wear the condoms. Of course that's very
difficult because women inside relationships aren't usually the strongest party when it
comes Lo negouating about sex. So I do feel a concern that now there's this shift towards
focussing on women and AIDS thatit's not necessarily counterbalanced by looking at the
specific role of men in relation to AIDS.

CH: So, women being in the less powerful position in these relationships between the
sexes, what then would you say are the issues for women? Isn't it firstly that unless
women take much greater control of their sexuality they are going to be vulnerable
to AIDS and that it's a question of survival for them?

B: What we're saying is that if that's the only thing that you're saying then what are you
saying to men? From our experience ol AIDS work the real block comes in convincing
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men that condoms are important. A lot of women, if they're aware of AIDS, understand
that condoms are important, and the issue then 1s how do we persuade men to use the
condoms. We must have a sirategy which empower women 1o feel that they've got a
greater sense of conmol over their own sexual relationships, but we shounldn't do that, [
think, unless we also bring men in to talk about their sexuality and their concerns in
relationships.

Az Acwally it's very difficult, due to the position that women find themselves in, for
anyone Lo say, "Look AIDS is a threat and you must take more charge of your sexual life
because it's a matter of life and death”. It may also be a matter of life and death if the man
leaves because of the woman insisting that he uses a condom. She might not have any
food to feed herself and her children and might not even have a roof over her head. So,
for most women it is very dilficult for them to say to men, "Look you put on a condom
or else”, because then the men will probably just leave. So it's difficult for them to get
that power,

CH: In one's approach to AIDS education shouldn’t one emphasise "safe sexual
practices” first of all rather than specifically condoms?

B: I'm sure in a general public education set-up that you would also look at things like
monogamous relationships but in relation 1o our work [we tend 10 emphasise condoms
more] because most of the women that we work with are sex workers. [Another reason
for emphasising condoms] is that you can underestimate the number of people who don't
have mutually faithful relationships and it is also an important public education stralegy
to be able o put forward advice and information which deals with their sitvation as well,

CH: This issue of control over one's own body relates to all kinds of things, like
contraception and sexuality, as well as AIDS. How can women attain greater
control over decisions relating to their sexuality and their bodies? Are their real
ways of addressing this issue?

B: This is a really general issue aboul the kind of power relationships people find
themselves in, the structures, the lack of opportonities for women, and the whole issue,
as well, of how socicty deals with sexual relations in particular. We haven't really
thought encugh in 1erms of concrete siralegies (o deal with these things. Things like sex
education in schools, for example, where you bring together boys and girls and you start
at a fairly early age to lalk about relationships with women, shared responsibility in
terms of precautions, contraception. Those things are all part of moving in a direction
which tnes to create a better climate for discussion aroend sexual relations. But [ think
also it must be part of an overall push to give more opportunities and power 1o women
in society generally, The whole issue of how we see sex and sexuality is also all tied up
with so many different attitudes in society towards various things like, forexample, rape.
Until we can deal with issues like rape we're never going to be able 1o take women
seriously 1n relation to other issues of sexuality. We need 10 be able o break through
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some of those things in order to understand what it means for individuals 10 have control
over their bodies,

A: One of the things that we have to consider in this conntry, as well, is that in some
cultures there are certain things that are not done and cannot be done. Like with some
people who do actually practice raditional culiure the woman isn't supposed to talk back
to her husband. She's supposed 1o do what her husband says, what the in-laws say, those
sort of things. So that she actually has no right to say to the husband, "Look there's this
problem of AIDS, lets use a condom”. She cannot cven begin (o discuss those sort of
issues because of her culture. She might know about the problem from reading or talking
to friends but to actually put that into practice is an extremely difficult problem.

CH: Is a pregnant woman who is infected with the ATDS virus legally entitled to an
abortion?

A: HIV-positivity hasn't actually been included specifically in the laws regulating
abortion. Butapparenily one of the things which they say in this law is that if the woman's
physical or emotional health is endangered then she can have an abortion or if the foetus
isabnormal or ill then she can have an abortion, [tis proven that women who are pregnant
and who have HIV develop AIDS much faster and also that there is a chance the child
will have the virus. 1 think on those grounds they do qualify for abortions.

CH: Does AIDS make it important to address this question of whether prostitution
should be legalised?

B: I don't think AIDS makes it important, I've never seen any figures on this but I think
it's suggested that legalisation doesn't necessarily make it easier 10 control the AIDS
epidemic even if you are able (o register sex-workers and then insist that they have
regular checks, The basis for singling them out in the first place is the belief that sex-
workers are an important component in spreading the AIDS epidemic. And 1 think that

many of the women actually do use condoms and are keen (o use them, So | think you
have 10 be a bit careful when you assume that jusi because someone has multiple sexual
sexual partners that they are responsible for HIV transmission to the wider community.

If prostitution was legalised I don't think many of the women would come forward
and register themselves, would go for regular checks, It's only really sex-workers who
work in areas where they may be more organised, working for places like some of these
escort agencies in town, where they've got clients who earn more money, who may feel
more able 10 register themselves, 10 pul themselves through regular checks, and to be
tiscemning about clients who they have sexual intercourse with.

But I think many women who are sex-workers in South Africa are not in that bracket
atall. It's really quite a poor, quite difficuli exisience, Just earning erough money to pay
for the next daysrent. [t's rot something which gives you plenty of money to live on. And
1 don't think that women who are involved in prostitution for those reasons, have got
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The real block comes in convincing men about the importance of condoms.

options around deciding which men they are going to sleep with. You're asking people
to take long term decisions m terms of their health when they may be far more concerned
with the here and now and where am | going to stay tomorrow if I don’t get enough moncy
tomght

CH: So then for the vast majority of sex-workers you don't think it would make a
significant difference.

B: Well I can't see how it would work in say rural areas or in township environments,
It's often useful to make a disunction between legalising and abolishing any kind of
legislauon around prostutution, There's a group in Britain who call themselves the
English Collecuve of Prostitutes. They call for the abolition of prostitution laws because
they say these laws penalise women for being poor and for doing something about 1L

Whalt they would like to see is an abolition of all laws about prosttution $0 women
can be involved in prostitution but don't have to be harassed by anyone, [ They say i
should be| like any other job,

Why should the state feel that in the area of prostitution specifically they must
legislate for control over it. So perhaps you can only work from certain premises or if you
have monthly checks. That kind of thing. In relation to AIDS that's what people would
be saying.

CH: So what would one say to a woman, in a2 counseling situation say, who has been
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identified as beng HIV-positive?
A: The bottom line is always that it's the women's decision to decide what she does. In
pre-lest counseling hopefully all the facts will have been given on how o protect
yourself and all that stuff. She has all the information. It will have to be her choice what
she decides Lo do.,

I think what people want is for women who are HIV-positive to stop working. Now
I mean, obviously it's fing if the women doesn't want o be a sex-worker and she wanis
to do something else. We would all want o support that anyway. Bult for this to happen
it must be with more resources and training and opportunily being made available to
WOME.
B: Some people would feel that what you've got 1o do is you've got 1o stop women doing
this. Which 1 always find irritating because basically women wouldn't do it if there
wasn't a market, We're not saying we must stop all these men needing sex. You know
they're always saying we've got to stop these women from doing il. We have got to
rehabilitate them. You can't just say those things, 1t's like emply slogans.

CH: Butdon't you think that legislation would be significant to the women that you
are working with; wouldn't it make a difference to them?

B: Lets just discuss what we mean. Do you mean, (o say prostitulion is now legal but o
legislaie for certaincontrols as ameans tocontrol the AIDS epidemic? Or are you saying
we Just want to get rid of all laws around prostitution?

CH: I'm talking about the arpument that (a) we get rid of the laws around
prostitution and (b) there should be no compulsory registration or other controls.
The motivation is that it wounld then be easier to encourage sex-workers to become
informed about AIDS and to engage in safe sex practices.

B: If you ook away Lhe prostitution laws the good thing would be that it wouldn't be
Torced underground in the way that it is now, Doing the work that we do you enter inlo
a grey world of illegality. 1 think it would impact much more on things like the level of
abuse that these women expenience in terms of police harassment, physical assault,
being raped. You know 1 think that then women would be in a much stronger posilion
to say, “Tdon'Laccept this, I'm going to the police 10 report what's just happened to me”.
{ think it would have a massive impact on thai level.

But in terms of the AIDS epidemic 1 don't think it would have an impact Because
ultimately you see we are reaching them. We are doing all the things you mentioned.
We're talking about safer sex practices, we're giving out condoms free, we're encourag-
ing women to come here il they necd further advice about things they're worried about.
We're 1elling them where they can get tests free of charge. All of those kind of things.
But I don't think your scenario will do anything in addition 10 what we're already doing.

I'm all in lavour of what is being suggesied but I don't think it would do much in
relation to ATDs,
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TRIPLE JEOPARDY -
WOMEN & AIDS

A Panos Dossier. The Panos Institute, 1990.

In September 1990 the Word Health Organization (WHQO) reported 283 010 cases
of AIDS worldwide, Of these 25% were In sub-Soharan Africa.Taking under-
reporting into account the WHO estimates that approximately 800 000 people
worldwide have AIDS,

In the Western World the majority of people with HIV were men infected
through homosexual transmission or men and women infacted by sharing
needies for drug use. In sub-Scharan Africa the overwhelming majority of those
with HIV were infected hetercsexually. As a result women make up roughly 50%
of those with HIV. HIV infection among children is also relatively high.

it is anticipated that the numbers of those who are infected with HIV will
increase in the coming years. particutarly in the countries of the developing
word. WHO projections estimate that by the end of 1992, sub-Saharan Africa will
have a total of 500 000 cases of AlDS inwomen and a similar number of children.

In addition to the danger of contracting AIDS and the risk of theair passig it on
to their children, the work of caring for people with AlDS is also overwhelmingly
carried out by women, throuoghout the world, Financial costs saved through the
informal health sector are enormous. The hidden costs of taking fime off work,
providing food, and meeting other needs are bome by homecarers and their
communities. Emotlional demands on carers are alse huge. Reallocating re-
sources to support home and community carers can spread the load more
evenly and reduce the stigrma surrounding AIDS,

Most studies show that between 25 - 50% of HIV-positive women pass on the
virus to their baby before or during birth. During the 1980s. estimates are that
approximately ?0% of those infants born HV-infected wordwide. were in sub-
Saharan Africa.

‘Triple Jaopardy® looks at a variety of issues facing weomen in confronting the
AlDS epldamic, (All the above information comes from the book).

Available from the Panos Institute, ¢ While Lion, London N1 9PD, UK. Fax: 0944-
071-278-0345.
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Sexual abuse is one manilestation of violence against women, and of violence more generally, in our society.
The first article in this section looks al the issue of viclence, as raised at an international women's health
conleence. Also, on an intematiunal level, the second arlicle looks al the negalive effects of struclural
adjusiment policies on women. In addifion 1o their more direct effects, these policies can be seen lo add lo
the kind of social conditions which often promole viokence



"Global Solidarity for
Women's Health”

A Report on the 6th International Women

and Health Meeting

Debby Bonnin

The author of this article attended the 6th International Women and Health Conference
in the Philippines in November 1990 Her report focuses on issues that were raised at
the conference relating to violence against women - including militarisation, sexual
wviolence, and female circumcision - and those relating to sexualiry and infertility.

International meetings of the women's health movement have been hekd every 3 years
since the first meeting in Rome in 1977, During the past 13 years the nature of the
meetings have changed, from a small number of participants based mainly in Western
Europe 10 a large meeling, with participants from all over the world. The focus has also
changed; from being centred around reproductive rights 10 now encompassing a large
number of issues that aflect all aspects of women's social, menial and physical well-
being.

The impact of the global economic crisis, reproductive rights, militarisation,
sexuality, violence against women, religion, transnational corporations, popular educa-
tion and feminist ethics were all part of the programme of the 6th International Women
and Health mecting in the Philippings in November 1990,

The 6 day conference was attended by 300 women from over 80 countries and 100
Philippino women, Most ol these women represented grassroots women's health
organisations. Many representatives were angry thai funding organisations and govemn-
ment linked groups such as the United States Population Council were allowed to attend.
They said that much of their work brought them into direct confrontation with Lhe
policies that these groups championed,

Representatives from the Latin American and Caribbean, South-East Asian, and the
African regional women's health networks, were also amongst those who attended.
Afncan women held their first network meeting in October 1989, with the second



International Women's Day, Hillbrow, 8 March 1991 - solidarity agsinst violence against women.

mecting being planned for later this year in Zambia (see end of article for details).
Two of the main themes of the conference are focussed on in this article:

(a) Violence against Women - including militarism and violence against women,
sexual violence, and raditional cultural practices.

(b) Sexuality and infertility

Violence against women

Most of the women at the conference from Latin America, Africa, Asia, the Caribbean
and Pacific, had at some time lived under repressive governments or lived in areas close
10 United States military bases. This gave women common relerence points in talking
aboult the elfects of violence and militarisation on women,

During the discussion, women from Eritna, Palestine, Bangladesh, Chile and
Malaysia described hornifyingly similar experiences of military rape, sexual abuse of
minonty women, air bombardment, and detention by military or repressive regimes.
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“The disappeared”

In her paper, Maria de! Rosario Cuevas of the "Comision de Dereohos Humanos Central
Amcrica” spoke about "the disappeared”, "The disappearcd” refers o people who have
been detained or abducied, usually by members of the local "security” forces, and are
never seen, or heard of, again, It is belicved that they are usually executed and buned in
mass graves. In Laun and Central America about 150 000 people have been detained and
disappearcd in the last three decades. Women feel the effects of these human rights
abuscs, both as victims (309% of the otal)y and as widows and mothers, left o cope with
the decp cmotional and psychological scars.

Military bases

Another arca of concern was the cffects of the presence of mililary bascs on women,
These problems were reflecied all over South East Asia where members of the US
miliary forces were present,

In the Philippines, where the U.S. is supporting the Aquino regime’s counter
Insurgency programme, there 15 the problem of increased militarisation. One of the
delegates wlked about the consequences of the presence of US bases in the Philippines.
She said that in cffect the bases encourage prostitution and the economic dependence of
women on Lhe bases. Officially there arc 749 “*amusement places’ in the immediate
vicimily of the bases, Registered *hospitality girls"' number around 300 000 while child
prosiilutes {7 - 15 years) number around 20 000,

Delegates discussed the role of US servicemen an the spread of AIDS and other
sexually transmitted discases, A women from Thailand explained the situation in her
country where every two months US navy boats stop. She said "4 00010 10 000 US navy
men discmbark for ‘rest and recreation’, Sex workers come from all over the country.
One of the consequences of this is that 50% of sex workers arc HIV posiuve”, But the
US government refuscs o take any responsibility for the health care of the women.

There is also the problem of unwanted pregnancy. Women have to resort to back-
sireet abortions or are left 1o care For “souvenir babies as the Amerasian children are
called.

FPersonal violence against women

Belty Yeom from the "All Women's Action Socicty” explained how women's organisa-
tions in Malaysia had formed a Joint Acuon Group 1o deal with sexual violence against
women. In their work on sexual harassment st the workplace, rape and domestic violence
in the home they have focussed on public education forums, meclings with public
authoriies, eg. police, health workers, and legal reforms, Ower the last five years they
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have had some success in gelling laws amended, educating the public on sexual violence
and getting the police 10 have a more sympathetic attitude to victims of sexual violence.

Women from Australiadescribed how after pressure from women's organisations the
government gave $3 million for a central campaign on criminal assault and violence
against women. The campaign involved TV and newspaper adver(s, anauonal survey on
attitudes towards violence, and educational projects - including community and profes-
sional education. :

In Canadian hospitals nurses have an ‘emergency’ code which they call when they
experience abuse. When the other nurses hear it, they all move to that area to give the
nurse being abused solidarity support.

Female circumcision

Berahne Ras-work from the “‘Imter - Alrican Committee on Traditional Practices
Affecting the Health of Women'"' spoke about the practice of female circumcision. She
said: "genital mutilation is a living reality and a clear manifestation of social violence
against women. Women ar¢ made (o believe that their body, especially their reproduc-
Live parts are unholy and unclean, Millions of women submit to the mutilation of their
body and their most sensitive parts in order o be clean, chaste and loyal 1o their
husbands. In order to reduce their women's sexual desire, society found it necessary (0
reduce her physically”.

Sexuality, Fertility and Solidarity

Women's oppression Is experienced by them, in various ways which affect their
sexuality, Examples are: the number of female AIDS victims, through limited notions
on sexual preferences, acts of sexual violence commitied against women, through their
lack of control over their fertility, and in dehumanising traditional practices.

In most cultures womanhood and motherhood are seen as being synonymous. This
may result in infertile women feeling alienated. Infertility in women are may be the
result of scientific or military interventions ¢g. a consequence of the use of contracep-
tives like the Dalkon Shield or a result of the use of Agent Orange.

There are also different approaches to fertility and infertility with respect to First and
Third World women, As Jocelyne Scutt said; "Where a white middle class woman is
diagnosed ‘infertile’ the *wreatment’ in the developed world is to ‘make her pregnant’ by
whatever means possible. Third World women may be encouraged to attend sterilisation
camps or may have other contraceptive measures forced on them. The infertility rates
of women in Third World countries are high. Nonetheless both fertile and infertile Third
World women are seen as candidates for population control”.

What is needed though is women's solidarity on issues affecting their sexuality.



However, solidarity, as Rina Nissim who spoke on Iesbianism pointed oul, is often not
forthcoming, Heterosexual women don't support lesbian women's issues; wesiem
women don't suppont African women in their campaigns; the examples are cndless. The
dominant women (western, white, middle class, heterosexual) need to recognise other
women's needs and even though they might be contrary to their own, provide solidarity
and support.

Conference resolutions

The last session of the confercnce was spent discussing resolutions that had come out
of the different themes and sessions. Women from the Uniled States who were
atiending the conference, presented resolutions condemning Lhe presence of US bases
in  the Philippines. Other resolutions called for safe, effective contraception and
sterilisation, comprehensive health services for women, full information about sexuality
and rcproduction and safe, legal abortion. There were also demands around access w
clean water, low-cost food and housing, sanitation, daycare and cultural changes.

In con¢lusion here are the impressions of Clara Ejembi from Nigenia; "The confer-
ence 15 a real meetng of the minds. But though I may not agree with all that has been
said (eg. in the sexuality session), it did, however, give an insight into other women's
perceptions of i1ssues. Meeling women from all over the world and from different
organisations has also allowed for some networking. Salamat!”
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Structural Adjustment

Policies
Shifting the Costs of Social Reproduction

to Women

by Nazneen Kanji.

International loans and aid will become increasingly availabie to South Africa in the
near future, as a result of changing political conditions. While we are certainly in need
of resources to redress the inequalities of apartheid, aid and loans often carriy with iit
dependence on donor countries and varying degrees of control from outside agencies.
One such example of outside intervention in the recipient country's economy is
structural adjustment. This often involves the promotion of privatisation of social
services such as health. In South Africa, the development of a progressive national
health service would be undermined by this type of intervention in our economy.

This article, taken from a paper presented at the Workshop on Econontic Folicy,
Equity & Health in Zimbabwe in February 1991, looks at how structural adjustment
policies affect low income women.

—— = S ————

Recession, Adjustment Policies, Low Income Groups, and
the Sexual Division of Labour

Introduction

The period 1980-82 marked a deep recession in the intemational economy. Stringent
monetary policies were adopted in the US, UK and other industrialiséd countries. These
countrigs sharply increased the real rates of interest on loans and decreased overseas
development aid (Comia et al, 1987).

In Africa, the combination of unstable and declining export eamnings, poar terms of
trade, declining development aid and debt repaymenis has led to persistent and
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detcriorating balance of payments deficits and crises. In response, international banking
mstilutions have advocated stabilization and structural adjustment policies.

Adjustment policies in the 1980's

Adjustment policies are designed 1 reduce financial imbalances in the economy, by
culling down on state, business and household expenditure, thereby reducing credil
creation and budget deficits. These measures combined with devaluation of the currency
have a deflationary effect. They also tend 10 have rapid positive effects on the balance
of trade through a reduction in imports.

Structural adjustment policics, as the name implies, are concemed with changing the
structure of the economy over the medium term. The policies mainly involve expanding
the supply of exporis, with the objeclive of improving the balance of trade. L.oans from
the Intemational Monetary Fund (IMF) and the World Bank are tied 10 the implemen-
tatuon of adjustment policies. International donors are increasingly giving aid on
condition that these policies are implemented.

The TMF and the World Bank argue that enderdeveloped countries have a relative
advantage in the production of primary exports and see this as the only growth pole for
African economies. The private sector, they argue, is able to promole producuon in 2
more competitive and efficient manner than the state sector. According to their
argumenis, African governments have over-subsidised state enterprises and overspentin
social sectors such as health, housing, education, basic services and social welfare.

A typical adjustment package therefore includes:-

-cumulative devaluation to discourage imports and encourage exports (that is devaluing
the local currency)

- reduction of governmeni expenditure in the social sectors through privatisation, intro-
duction or raising of user charges and the withdrawal of subsidies and wage freezes.

- trade hiberalisation through the abelition of price and import controls and freer entry
for multinational corporations.

Asa result, education, health, and other social services, which were considered basic
needs and basic rights, are increasingly seen as commaodities for purchase.

The Eftects of Adjustment Paolicies on Low-income Groups

By the mid 1980s, there was mounung cvidence of the negative effects ol adjustment
policies on the living conditions of the poor. Lower real incomes, higher costs of living
and restricted government expenditure in the social sectors were producing an alarming
deterioration in living conditions, reflected in indicators like infant mortality rates and
children’s nuitritional status (Comia et al, 1987). In sub-Saharan Africa, per capita
incomes fell by over one quarter in the 1980s and there was widespread unemployment.
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Adjustment Policies, Low-income Households, and the Sexual
Division of Labour

Low income houscholds will be affected differently depending mainly on the nature of
their members' employment and income. Yet all members of the household will not be
affected in the same way since there 1s an unegual sexual division of labour within
households. The nature and composition of the household (including the number of
earmers, the number, age and sex of children, the presence of other female members to
share the reproductive work) would also be important variables in determining specific
effects on women,

In addition, neither equal sharing of resources, nor joint decision making, 1s at all
common (Mascarcnhas & Mbilinyi, 1983, Raikes, 1989; Stamp, 1989). As Tibaijuka
describes the situation in Tanzania, " although women do most of the work, men control
the resources. In some cases, they even control female labour” (Tibaijunka, 1988, p15).

Structural Adjustment, the Household, Women and Health

If anything, the effects on women are worse because of the levels of absolute poverty.
Evidence 1s growing that women are worse alfected due 1o expenditure cuts in the social

Cuts in health services mean that women must spend more time caring for sick members of the
houschold.
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sectors, such as the health sector. One rellection of this is the rates of maternal mortality.
Maternal mortality is 973 per 100 000 live births in sub-Saharan Africa, as compared to
346 per 100 000 in developing countrics as a whole. The figure is 11 per 100 000 in
industrialised countnes (Commonwealth Secretanat, 1989).

Food production

A study in Zambia (Evans, 1989) found that rural producers reliant on seiling traditional
food crops, predominantly women, found their incomes being squeezed by stagnating
producer prices, rising ransport costs, and rising consumcr good prices. In male headed
houscholds producing maize for sale, wives were allocating a greater proportion of
labour time o maize production, often at the expense of other food crops like millet,
beans and groundnuts. The men controlled the income from the maize, with some
indications that their priorities were not for food items for the family.

Spending priorities

Swudies have shown that men and women do have different spending priorities. Women
buy goods and food for household consumption, while men buy items for their own
personal use or as investments. When men buy investment goods they are usually for
production and trade, rather than maintenance in the household (Bruce, 1989; Feldman,
1989). Gender ideologies support the notion that men have a right to personal spending
money, while women's income should be used for collective purposes.

Household food

In Ghana and the Ivory Coast, as in moslL countrics implementing adjustment policies,
incentives have been given 1o export crop production like cocoa and cotton, with no
support {or subsistence crop production in which women are most heavily involved
(Commonwecalth Secretariat, 1989). Thus women continue o bear (he primary respon-
sibility for satisfying houschold food needs, while their access to and control of
resources arc reduced. The focus on increasing cash crop production, and expenditure
switching, increases women's labour and decreases their income with negative  impli-
cations for their own health and that of their household.

Waged work and the informal sector
In waged work, women are disproportionately represented in low paid and low skilled

occupations which have been the most allecied by adjustment policies. Within the
“informal sector”, there are also gender specific characteristics with men being more
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involved in the more lucrative businesses {hke electrical and mechanical repairs,
transport, carpentry, etc.) and women more involved in the service scclor: peily
marketing of food and related items, domestic service, etc. Incentives, if any, are
directed to "tradeables™ as opposed to "non-tradeables” like the sale of cooked food for
low paid workers in urban areas.

Cuts in Government Social Spending

The cuts in government expenditure in the social sectors has also had a disproportion-
ate effect on women because they have primary responsibality for child rearing and
family health and nutrition, The cuts in health services and/for the introduction Or raising
of user charges mean that women must spend more time caring for sick members of the
household at home, more time queving for healih services (if utilized).

The situation is well illustrated in a study in North Zambia where women said they
themselves could not afford 1o be i1l both because of the dircet costs of treatment and
because of ume spent away from productive work. They also pointed out that they were
spending more time caring for sick members of the houschold, particularly children, at
home (Evans & Young, 1989). This represents a direct shift of responsibility for health
care from the stale to women.

Similarly, cuts in food subsidics and rises in prices put more direct pressure on
women because they are responsible for shopping and cooking food. Cuts or a
deterioration in water services put more direct pressure on women because they, and
their children, are primarily responsibie for feiching water for houschold consumption.

Participation, Exploitation and Time

Inaddition to productive and reproductive work, women in low income communilics are
being asked 1o have a greater role in the organisation of items of collecive consumption,
like water and health services. This community level work 1s usually carried out on an
unpaid basis, often in the name of "participation” in projects. If women are pad, lor
example, as community health workers, they do not receive salaries but “allowances” or
“incentives” which almost always amounts 1o less than the minimum wage.

Tibaijuka points out that women in Tanzania have recently been tarpels for
mobilisauon wundertake unpaid activities like road building, building and maintaining
schools for the commumity ( Tibaijuka, 198%), [n the same way, many health, housing and
waler projects assume that women have free time W give wowards meeting these social
nceds.

Time use data, however, has shown that women consistently work longer days than
men and that low-income women face severe time constraints in gewing through what
1$ often a continuum of productive and reproductive asks. In many countries i sub-



Cuts in Tood subsidies and rising prices put more pressure on women as they are usually responsible
for buylng feod,

Saharan Alnca, a 16 hour workday beginning at 5 a.m, and ending at Y p.m. 1s not
uncommon. Mothers often balance the confhict between working for an income on the
one hand, and domesuc work and childcare on the other, by reducing their sleep and
leisure time (Bruce, 1989).

Women-headed households

The sitwation may well be particuliarly acute in women-headed households which are
disproportionately represented amongst the poor in many countries. Survey classifica-
tions of family types greatly underenumerate de facto women-headed houscholds. As
many as one thurd of houscholds in the world are women-headed, and in some arcas the
figure is as high as 50% (Bruce, 1989). Yet, the stereotype of male-headed houscholds
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prevails and seriously limits an adequate understanding of and policy responses Lo the
problems of production and reproduction faced by women-headed households.

Conclusion

In summary, because of inequaliues in the sexual division of labour, low income women
are bearing the brunt of adjustment policies, having to balance productive and reproduc-
tive work. The latler not just in terms of biological reproduction but the wider concept
of social reproduction. Much of the expenditure switching and so-called efficiency
measures of adjustment policies are in fact transferring the costs of social reproduction
from the paid to the unpaid economy, with low income women footing the bill,

Muoves towards state allocation of resources for social reproduction are in the process
of being complelely undermined by recession and adjusiment. Profits for capital are
maintained by further exploiting labour and, in particular, women's labour, therchy
deepening both class and gender divisions.
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SECTION D
MULTIPLE OPPRESSION

The issue of solidarity amongst women was raised in the article on the Philippines Conference in the previous
section. One delegale al the conference remarked, “helerosexual women often don't support lesbian women,
western women don't support African women”. The three articles in this section look at the heallh issues of
different women who together make up different facets of the "sisterhood” in Sauth Alrica.
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Rural Women and
Health

by Carofing Ntoane

This paper firstly examines how the status of women in rural communities is defined for
them by patriarchy and sexism. The second part of the paper examines the consequences
of the low siatus of women for health and health care. Lastly, measures to improve the
health of rural women are suggested, using a holistic approach.

Women in rural areas

Women are discriminated against in all arcas of life, even as young girls in the home.
This extends 1o discrimination in the allocauon of resources at school, at institutions of
higher lecarning, at work, and in society in general. The situation is worse in rural arcas,
where women are at the base of the cconomic pyramid because of the added problem
of scarcity of resources and more rigid sexist practices {1).

The role and status of black women in rural communities in South Africa should be
understood historically, In waditional socicties land was communally owned but
controlled by the male heads of society. The chiefs allocated land 1o the male heads of
houscholds who, in wern, allocated small portions ol land to their wives for subsisience
production. With their children, women provided labour for their hushands on the pieces
of land allocated to them.

During the colonial period, in particular from the tume of Union {(1910) onwards,
black communities were systematically uprooted from the land. The African population
was shifled into arcas which were often less productive. They were only allowed to
produce their own crops in these arcas which were later called "homelands™ by the
Pretoria government. Men were forced 1o scll their labour for cash on the mines and in
Lhe cities. This was the beginning of a migrant labour system characterized by disruption
of family structures. In terms of influx control regulations, women were prevented
from going Lo live with their husbands in the cities. In effect many women were forced
10 maintain their role as producers on the land.

The people in the rural areas, a large proportion of whom were children, women, or
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elderly folk, became increasingly impoverished as more and more of them were forced
inlo the reserves.

Soclialization into sexist roles

The subordinate position of women is reinforced in our day to day lives. Socialization
into sexist roles first begins in the family during childhood. Auitudes, for example, about
who should do the housework, are learnt by us as children during our formative years,
When we are asked 1o explain these atiitudes, we say that it is "nature”.

Often it is men who decide what is "normal” female behaviour. They may expect the
woman 1o unquestioningly obey their authority and refuse to recognize her as an
independent human being.(2)

Consequences of the low status of rural women

The adverse socio-economic, cultural and poliucal context weighs more heavily on
women Lthan meén and thus exposes them (o burdens that men do not face;

1. Educational Status of Rural Women

Because of their low educauonal status, rural women have less access Lo vital informa-
tion regarding their legal rights, health care and other opportunitics. Funthermore their
cultural beliefs and attitudes inhibit their participation in the non-domestic macro levels.

2. Migrant Labour and its Consequences for Health

Women get involved in activities which physically deplete them such as plowing,
hoeing, harvesting, building of houses and carrying wood. At the same time they have
to take responsibility for looking after the household, as well as young children. These
activities make them more vulnerable o discase and premature death. (3)

Maternal mortality is a particular risk for rural women because of the physically
draining activilies listed above. Combined with poor nutrition and isolation from
anicnatal services, the chances of low birth weights, haemorrhaging, and death are great.

The migratory labour sysiem does not only disrupt family life, but also affects the
health of men, women and children. Sexually ransmitted diseases (STDs) are a huge
problem in rural areas, with resultant infertility for men and women as well as congenital
syphilis and gonorrheg in young children. (4)

The level of STDs in rural areas are not only a consequence of sexual behaviour
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patterms conducive to their transmission. Cultural beliels also inhibit people from
secking treatment for them. The stigma attached to STDs is greater for women, due to
helicfs which associate STDs with manhood, whilst regarding it as immoral for women
to have them. Consequently, rural women are at great risk of HIV infection. This is
urther aggravaied by their lack of control over their lives,

3. Utilization of Health Facilities

Even when health facilines are physically available poveny limits people’s aceess to
them. In some rural arcas, for example, traditional birth attendants are the only
alfordable source of matemnal health care. They will probably continue (o be the
foundation of maternity services, as long as poor ransport and lack of money are the rule
rather than the exception. (5)

4. The Law guiding Abaortion in South Africa

The Abortion and Stenilizanon Act 2 of 1975 in South Afrnica allows abortion only
under certain circumstances, (6) Many women are so desperale to end unwanted
pregnancics that they seek illicil and dangerous abortions.

5. Relocation of Rural Communities

Poveny, malnutrition and ill-health among the rural women and children in South Africa
have been exacerbated by the relocation of communities.

Recommendations for a future health care system

To make recommendations for rural women exclusively, would seem 1o endorse their
already assigned subordinate status. The following recommendations are Lherefore
presenicd comprehensively.

1. Reallocation of available resgurces

A great challenge lics ahead for donors and national leaders alike, in reallocating
available resources 1o meet Lhe needs of those who nced them most. The national budget
that favours high cost, high tech curative care for a smallurban elite, should be redirected
o low cost preventive measures which are desperately needed by the rural poor (7). To
overcome the problem of limited resources, communities must be mobilized to define
their health problems, and o find solutions to them.



Womaun in resettlement camp - resources need to be redirected o those who need them most,

2. The primary health care approach

A commitment 10 the primary health care approach is essential, This recognmizes that
health is not just the absence of disease and that the provision of adequate and accessible
health services is the responsibility of the state. Primary health care systems and family
planning services must include indigenous based health educauon packages which

should aim al
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-legitimizing and demystifying the idea of family planning

- providing informauon regarding specific methods of family planning, and allowing a
wide range of choice. This should include the training of traditional birnth attendants.
There should be full governmental support and recognition for them from midwives.
- encouraging behavioural practices conducive 1o good health, such as use of condoms
and responsible sexual behaviour

- raising awareness of the risk factors for specific maternal diseases and how they can be
preventcd

- ¢ducating families about the importance of nutntion

- educaung people about the spread of AIDS and the concept of safc sex.

3. Literacy, employment and equality

The situation can be altered only il within the overall strategy of development, wonien
are no longer subordinated. Duc attention should be given to female literacy and
employment.

In addition the legal sysiem should be revised 1o enhance equality between men and
women regarding:
- marriage contracts and divorce
- ownership of propery
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A Matter of Visibility -
lesbian health issues

by Dee Radcliffe

The author of this article has o use a pseudonym, Dee Radcliffe. She fears that if she uses
her real name, she runs the risk of losing her job as a health worker in the Transvaal
Provincial Administration (TPA). In her arlicle she highlights the particular concerns
of lesbian in a society that is not sympathetic to lifestyles that it considers “deviant’ or
‘abnormal’ Lesbians are shut oul from all other institutions, includin g the health sysiem.
Consequently, lesbians are faced with a number of health related issues which hetero-
sexual women do not have o confront,

Health is an area in which lesbians are particularly vulnerable and have specific concerns
which are not always addressed by the health care system. Qur chosen lifestyle carries
alabel of *deviant', and puts us outside of the ‘normal’ community and thus, for the most
part, cutside of the sympathies of the mainstream health care system. Our low visibility
as a group means that our health needs also have low visibility, and there is very little
rescarch and writing on them.

What, then, are some of the health issues that are specifically relevant for lesbians?

Silence and social sanctions

Firstly, we have to build our abilitics 1o fecl healthy and whole in the face of others
reviling us as ‘discased’ or “unnatural’. Being mentally and emotionally well-adjusted as
a lesbian is a victory against social prejudice. All of the major institutions of society -
religious, schools, the health care sysiem, the job market - tend to be anu-gay and do not
perceive homosexuality as a valid and healthy sexual and affectional preference. Most
of us have probably grown up with fcelings of being different and abnormal, and have
spent ime at some point in our lives wondering what is “wrong' with us.

Because it is hard 1o avoid internalizing the ridicule and shameful messages lesbians
receive, many of us have had a traumatic time as we discover our identtics. The
accompanying feclings have brought some of us 10 scriously contemplale or actually



attempl suicide because of feelings ol intense loneliness, conlusion or shame,

Building a posilive sclf-image in the absence of good role madels and community
suppon is a slow and difficull process. Young women growing up today are the Nirst who
arc beginning to have at lcast some access (o healthy images of lesbians in the press and
in society at large, and hopelully this will lead 1o less shame and sell-hatred. 5tll, we
are along way from a sociely that wall lovingly embrace its lesbian members and suppont
their development into sexuality and socially Tulfilled aduolis.

Stress and Support

We also have to cope with severe stresses not shared by heterosexual women. These
in¢lude the need 10 decide whethier, when, and how 1o share our sexuality with others;
being ‘exposcd’ against our will, dealing with hostile responses; coping with homopho-
bic Tamily members, co-workers or communities; not being acknowledged or recog-
nized for who we are; having 1o keep silent about our relationships; builiing networks
of suppori when we may not know how 10 [ind others like ourselves and lacking the legal
ability to protect and cement those relationships, Acting on our own sexualily, in our
own homes and with consenung partners, constitutes an illegal act which can lead 10
arrest and prosecution,

These stresses can be aggravaicd by the fact thay we are more likely (o live isolated
lives than heterosexual people, outside of socially sanctioned units like the heterosexual
nuclear family, and might thus have limited support systems, This is particularly Lrue in
some cultures and small towns and rural areas, where the gay and lesbian communities
arc small, scattered or closeted, and where consciousness about gay and lesbian 1ssucs
i5 very low,

Lesbians facing these sorts of stresses are susceptible 10 mental and emouonal
breakdowns and physical ilinesses, and may turn to unhealthy coping mechanisms such
as drug/ substance abuse. When stress leads 1o conditions which require treatment, it is
not always casy or possible for us o talk 10 our health pracunoners about the kinds of
stresses we face, for fear of hostile or unempatheuc responses. This may mean thal we
receive only superficial symplomatic treatment that doesn’t really help with the
undcrlying problems.

Causal Theories Aplenty

Socicty lends o hold certain stereotyped views on the health status of lesbians, We are
frequently depicted as “spiritwally sick’ or ‘perverted’. Allernauvely, we are scen as the
productol adisturbed family arrangement - absentor ineffectual fathers or dominant and
cmbracing mothers have made vs the way we are {no matter that most ol us have
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heterosexual siblings!). People bandy about theories of genetic or hormonal imbalance,
the implication being that we would all choose to be *fixed’ if only someone could find
a way.

Some assume that all lesbians and gay men are weak, unhappy and maladjusted,
without acknowledging that (just like heterosexual people) some of us lead healthy and
creative lives and others do noil. Some psychiatrists and doctors alse still hold the
outdated opinion that homosexuoality 18 a disorder requiring treatment.

Misconceptions

There are also stercotypes and misconceptions about our physical health - for instance
itis frequentdy assumed that homosexuals are universally at high risk for A1DS (whereas
lesbians are in fact a lower-risk group than heterosexual men and womeny).

Likewise, doclors may have all sorts of misconceptions about the gynaecological
needs of lesbians. For instance, doctors and nurses may assume thal gynaccological
needs are different whereas they aren't. The assumption is that lesbians don't have the
same mensirual cycles as helerosexual women and possibly develop strange and unusual
cycies totally unique to lesbians. Our rcal health can easily become lost in the
assumptions about what our necds are.

Access to Health Services

Lezbians tend o have poorer access to appropriate health care than do heterosexual
women. We do not have the same medical aid benefits accorded to straight people,
because our partnerships are not officially recognized and we cannot claim for each
other as spouses or dependents. Alse, the thought of having to dea! with the homophobia
and heterosexism often found in the health care system may prevent us from seeking the
care we need.

Coming Qut for Treatment: Health Service Judgement & Morality

Finally, when we do seck out health care we cannot always reveal perunent lifestyle
factors (which might be important determinants of the wreatment needed). We have o
make a conscrous decision whether or notto come out’, and if we decide to do 50 we must
then consider when, how, to whom, and how o deal with possible negative responses.
It is guite often important for us 10 come out, to be able openly and comprehensively to
discuss the health issues relating 1o our lifestyles and the anxiclies we face - sometimes
for medical reasons, sometimes because our being gay or lesbian is a central issue (often
the case in psychotherapy, for instance), sometimes because our sense of integrity and
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desire 1o be seen as a whole person demands it, and sometimes to ensure that our pariners
will be recognized and respected by the health care system (for example, if someone is
about to undergo major surgery and wants to cnsure that his or her partner will have full
access to her or him afterwards).

On the other hand, coming out can lead 10 our receiving, not neutral medical
ireatmént, but an irrational and emotional response or *moral treatment’ - pumishment
or judgement at the hands of homophobic health professionals. It also raises the question
of whether coming out will lead to medical aid scheme/ employer/ family linding out
before I'm ready to inform them mysell?

Vulnerability

Lastly, when lesbians have health problems or disabihities we are more vulnerable 10
resuluing social or economic problems. Proportionally more of us have been rejecied or
disowned by our familics and cannot rely on them for support in times of medical or
fnancial crisis. Others have chosen to have little or no contact because it is 100 painful
to identify our sexual preferences or todeal withnegative attitudes from family members
who know,

We arc also vulnerable to being separated from our gay/lesbian friends if we become
‘unfit’. The case of Sharon Kowalski in the United States, forcefully separated from her
lover of many years and consigned to the “care’ of her unsupportive parents alter she
became brain-damaged in an accident, illustrates this starkly. Some lesbians draw up
contracts specilying cach other as their pariners and next of kin, or give each other poswer
of atlorney [or some degree of sccurity, but the fact remains that socicly's opinion 18
weighed against us and the health care system, in particular, is not geared 1o deal with
"alternative’ couples and families and their needs.

Health for All?

Now what is good health care specifically to us, as lesbians? It is health care that 18 non-
homophobic, non-judgemental, supportive and respectful of our lifestyles, and insight-
tul of the stresses and experiences faced by gay men and iesbians. Howcever, this kind
of health care is rarc. It may cxist in parts of the couniry, but finding relatively good
health care for curselves can be an uphill baule.
In South Africa, in general, the situation is that most people have to settle for less than
ideal health care, because of poor access 1o services, financial constraints, as well as
transport and other diflicultics. As gay people, we 100 have few choices, and even il we
have sccure financial resources and full access to ransport and 10 health care facilities,
we still have no guarantee that we will receive non-homophobic health care.

Clearly, some major changes need 1o happen before we as gay men and lesbians have
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Good health care is comprehensive, appropriate, non-judgemental and non-homophobic,

access (o really good health care. In the meanume, we can try and obtain better health
care for ourselves by using the gay community grapevine and word-of-mouth referrals
lo locate non-homophobic (or homosexual) health workers, We can also use listings anil
information provided by services like the Gay Advisory Board and crisis lines, and we
can ‘interview’ our health workers before making appointments to sce them (but beware
- many people react with surprise and someumes anger o simple questuons about
whether they are homophobic, and many have never even heard of the concept!)

There are also more long-term, broad ranging strategics which we can use, both as
individuals and in gay and lesbian organisauons. These include raising consciousness
about our health concerns (in the media and within the health care system), providing
alternative non-homophobic services (some, such as certain AIDS counseling services,
already exist), and working 1o change the existing health care system.

In South Africa we have much work ahead of us to improve our health care. Lest we
feel that this entails a battle of "us™ against the health care system, it's good to bear in
mind that there are countless numbers of gay and lesbian workers already within the
health system, and it is as much as anything ¢lse a matter of finding these people, giving
them our support, and working together with them L bring about change,
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Health and disabled
women

by Critical Health.

This ariicle looks at the experience of disabled people in South Africa. It suggests that
the quality of life for disabled people 1s influenced in an imporiant way by the attitudes
of others o disability. It looks at how disabled people are treated within the health care
system focussing on the probiems of disabled women,

You could be deaf, you could be blind.

You could have a speech impairment.

Y ou could be physically disabled, having no use of your legs and feet and forced o rely
on your hands and arms 1o move yoursell around. [f you are lucky you might have a
wheelchair,

You could have cerebral palsy, or muliiple sclerosis, or some other discase which
cripples one or other of the functions of your body.

You could be mentally disabled. Perhaps this also contributes wa speech impairment,
Perhaps your mental disability makes it virtually impossible for you Lo leamn 1o read
or wrile, O even counl.

Maybe age has started 10 lake it's woll on you.

Perhaps when you were bormn you were already severely dishigured.

It could have been the resultol a shighi crror of judgement by the doclor who was taking
care of your mother when you were born.

Or an accident on the road.

Maybce you were raped and brutalised by some thugs - or shot by the police in the riots
m 1976,

Or a few years ago your boyfriend was in the SADF in Namibia and a landmine exploded
virtually under his feel

According to UN statistics, on average 109 of the population of every country 1§
disabled. The Department of National Health's 1987 report on disability in South Africa
notes that 12,7% of South Afrnicans are disabled. (1987; Vol.1,p.14) (These statistics do
not take into account the “independent homeland” populations).
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The experience of disability
But what does disability mean?

The World Health Organisation (WHO) makes the [ollowing distinction:
Impairment: Any loss or abnormality of psychological, physiological, or anatomi-
cal structure or function.
Disability: Any restriction or lack of ability {resulting from an impairment) 1o
perform an activity in the manner or within the range considered normal for 3 human
being. (UN Action Program, 1983:3)

Access

Soif you're disabled one big problem may simply be that of getting access 10 places,
your doctors rooms, the hospital or family planning climic, for example,

You may be a physically disabled person who actually can't get 1o the hospilal
without accessible public ransport. Or you may have learning disabilities and when you
get to the hospilal, you are seni (o stand in a long queuve. After waiting in the queue for
ithe whole mormning vou finally gel to speak 1o someone, They gel impatient with you
because you can’t immediately answer some of their questions. They send you away
elling you to come back with someone from your family.

Maria Rantho

Disabled People South Africa (DPSA) 15 an organisation of disabled people which deals
with disability nghts issues. One of their more outspoken members is Mana Rantho.
Maria grew up in Mamelodi where she passed Matric in 1973, She trained as a nurse,
working at Tembiza hospital until  her spine was fractured in a road accident.
Subsequently she has lost the use of her lower pelvis and her legs. She stays m
(iarankuwa and works in Soshanguve. She has alen year old son who was concerved and
born after she became disabled.

About the problem ol access 1o buildings Maria says, "you sometimes fear (o go to
such places because you won't be able 1o reach who you want Lo reach. When you look
atthe set-up in our hospitals they've been designed to accomodate non-disabled persons.
There are certain areas where 1 for example cannot reach. As a resull you fail o get
adequaie health services.” If you are staying outside of the city, and have o wavel long
distances to get 10 & hospital or clinic, this problem of access becomes much, much
WOrse.

Admussion to a hospital doesn't necessarilly mean an end 1o your troubles. "The high
beds with wheels, narrow bathroom doors, and small bathrooms,” were amongst the



Mozamblcan war victims - war and vislence have added considerably 1o the number of disabled people
in Southern Africa.

difficulties experienced by one disabled woman in an American hospital, Said another,
'l couldn’t get the tops off the food with my atrophied hands. | couldn't properly wash
mysell because | couldn’t squecze out the washcelothes, hold soap or reach my legs. I was
forced to use a bedpan because I couldn’t walk on the highly polished floors”. (Crabtree,
1990; p4.5).

Disability grants, education, employment

If you're disabled you may get a government disability grant, But this doesn't add up 10
that much, and if you're black it's less. There are various assistive devices which you can
gel, a wheelchair for example, but they may be far oo expensive.

There's the problem of getting an education and of finding employment. According
to a Human Sciences Research Council Survey, only 10% of South Africa's disabled
people have permanent jobs, (Star, 20/9/89). In some countries regulations define a
quota of disabled who must be employed by larger businesses. But even this is a source
of controversy amongst disabled people. Some argue that they would rather not be
employed by quota because they are disabled. Rather they would prefer the oppurtunity
to prove themselves and to be employed on merit.
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Living through pain

Perhaps your body isracked by excruciating pain and being alive is vinually unbearable.
There may be those amongst the ranks of the disabled who feel there 18 no pointin going
on living. In 1990, 31-year-0ld American quadriplegic, Kenneth Bergsiedi, petitoned
the Las Vegas couris for permission to be given a sedative, have his life support system
turned off and be allowed to die in peace. According to an affidavii, Bergstedl, who has
been linked to a respirator for than 20 years, “receives no enjoyment from life, and 18
tired of suffering”.

But, Paul Longmore, an assistant professor at a2 US Universilty who also uses a
respirator, is critical of cases such as Bergstedt's. The reason why people such as
Bergstedi feel that they have no hope, "is not fundamentally because of their disability,
it's because of their social situation”, Actually, he says, "there is nothing inevitable about
the social isolauon and the deprivation of self determination of even the most severely
disabled people”. {Johnson; 1990a, p.19)

"Other people”

Which means that the experience of being disabled has got a lot 1o do with the way that
other people treat you, There are those who mock, who bully, who Laugh at you. There's
the loneliness, the isolation, just being ignored by other people. Says Maria Rantho,
"basically pcople treal us as people who are really sick and cannot do anything for
themselves.

It may start with your family. Says Maria, "People are ashamed to have a disabled
child in their own home. We are viewed as people who must be hidden away within our
own families."

She continues, "If you look at the rate of illiteracy among disabled persons, that starts
from the family itself, from not really accepting the disabled child as someone who can
be sent to school and can be educated and can be somebody in his community.”

"And when vou look at people in general, whenever there’s a disabled child in the
family, it has certain connotations [for them] as if maybe you have been bewitched or
[it is] a bad omen. As a result you are isolated from the rest of the community for just
having a disabled child.”

Even the non-disabled child of disabled parents may be singled cut, blamed and
sigmatised, because of the disability of his or her parents.

Referring to her own experience as a disabled person, Mana says, "I'm taking par-
ticularly about black disabled people or children. In the sense that our culture doesn't
accomodate disability. It's only now that disabled people are actually living 10 & certain
life-span but previously, you realise, they were killed for being disabled.”

"Society still reats us as if we don't exist, Bul,” says Maria, "we've gotanght to live,
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a right 1o express oursclves.”

Health care

These attitudes are reflected in Lhe attitudes of health care workers. "They can discuss
you as a patient in a hospital, withoul taking into consideration the fact that you are there,
just talking as if they are talking aboul a third or fourth persen, not really consulting you
in anything. The resullis that they can take any kind of decision without actually telling
you that this is whal is happening with your body, or with you."

Says Linda Crabtree, about herself and another disabled woman, "I realized that her
hospital experiences paralleled mine: lack of sensitivity, not listening 10 us o leamn how
things have to be done (after all, we're the experts on us), ignorance of any underlying
conditions relaung to our disabilities and how we must cope, and a disregard for the
pauent’s basic sensc of digruty.” (1990, p.4)

Being alive

On another level these antiudes are also relevant in relation to decisions, made by
people, women, health care professionals, others, as to whether to abort a child. Says
Mary Johnson, writing in The Disability Rag, a magazine written by disabled people,

“This is nol a discussion about a women's right to choose. It is a discussion about the
thinking that prompts the woman, or the couple, tomake certain specific decisions based
on cultural assumptions that have been shaped by discriminatory practices and attitudes
- against disabled people. A decision 1o abort based on the fact thal the child is going 1o
have specific individual characteristics, such as mental retardation.....says that those
characienstics take precedence over the living itsell. That they are so important, and so
negative, that they overpower any posilive qualities there might be in being alive.”
(1990b, p.34}

Disabled women

For disabled women, these problems, problems based on other people’s artitudes and
assumptions, affect all aspects of the health care that they receive,

Sexuality and contraception

50 when you speak to the family planning nurse about contraceplion she may be
horrified at the idea that someone in a wheelchair could even think of having sex.
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"You know if you go and seck contracepuon,” says Mana Rantho, it will be asif you
are under cross examinauon. " What are you going to do with this.” Hey you are naughty,
you are silly.” Who told them that as a disabled person [ cannot fall in love? Who told
them I cannot be involved in a sexual relationship?”

Whilst one problem foradisabled woman may be that health workers refuse toaccept
that you can be involved in a healthy sexual relauonship, and regard giving you
contracepuves as a way of encouraging wrresponsibility on your part, another problem
may be when contraceptives are forced on you without your even bemng consulied.

Depo Provera

You have some kind of brain damage which m some way impairs your speech. The nurse
1s aware that you are sexually active because you have a sexually transmitted disease,
Next thing they have stuck a needle into your arm. [t contains Depo Provera. a
contracepuive. As a result of the side elfects, you don’t menstruate for three months.
A problem which is expenenced by all disabled people, particularly the mentally
disabled, is that you are often treated as if they vou have no decision making ability.
Health workers arc often inclined to be paternalistic and assume that they need 1o protect

Brain-damaged child with loving grandmother - disabled children are sometimes discriminated against
within thelr own families.
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the disabled. In fact they may be preventing the disabled person from taking responsi-
bility for his or her own life.

Motherhood

The question of motherhood may be another source of contention. Says Mana Rantho,
"[ fought with one doclor. He was nasty and arrogant and insulting. I was pregnant. | was
disabled. I was on a wheelchair. He didn't take me as a human being, he didn't take me
as a woman in the first place. He wanted o know who ihe bloody hell that guy was. And
it's the very same guy who [I'm now married to.] We've got a very beautiful relationship.
We've got a right of deciding whether we want 1o have children or not. That's very
personal. [t doesn't have anything to do with anybody else.”

"For the fact that I'm disabled [ am viewed as someone who can nol be a mother, who
can not look after anyone. I am looked at as someone who will be a patient for the rest
of my life. That connotation will always be attached to me as a disabled person. T will
never be able 1o get away from it because that's the way society, the way medical
professionals, the way everybody views me, as a sick person you see. And boy I'm telling
you, many of us are well capable of looking after our own lives as well as the lives of so
many people who are not disabled.”

One of the assumptions that people make is that the child of a disabled person will
also be disabled. In certain instances, 1t is true, disabilities are passed on as a result of
gencuc factors. ILis believed that 25 wo 30 % of bhindness, for instance, 15 caused by
hereditary lactors. Genelic counselling services are provided at hospitals, to advise
disabled people, or people in whose [amilics disability has occurred, on the chances of
their children being born disabled.  Says a former medical social worker, "there 15 quite
asevere judgement against people who decide 1o bring potenually disabled children into
the world.” What would be preferable, she says, would be an approach which emphasises
people making their own decisions.

Involuntary sterilisation

Or they go to your aging mother who is with you and they get her 1o [ill in her name and
signature on a form. They say, "We're just giving you a little injecuon.” But this one
conlains an anaesthetic which puts you o sleep. When you wake up you realise that some
kind of operation has been performed on you. No one even bothers to 1¢1l you that you
have been sterilised.

For people who are severcly mentally disabled there may be people who say that
sterilisation s for the best. But, says Maria Rantho, "to just go on with sterilisation
procedures and the like without actually going into the details about whether this is what
15 aclually needed - 1don't think this is in any way right. This person is a human being
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and people have 1o respect that”

"They just tell you that they are doing an operation, what operation you are not tld,
and the nextthing vou are sterilised. And there you are, you (all in love, you get marmied,
and you want to start a family, and the chances of you now starting a family are
completey destroyed.” Sometmes ¢ven the woman's parents aren't consulted.

In addition to making a thorough appraisal of whether sterilisaton is advisable, and
in the absence of a patient being able W give her own informed consent, the health worker
should take care 1o ensure that the pauent's parent or guardian, who would be required
1o give their approval 1o the operation, is informed about the nature of the operation
which is being undertaken. In South Africa, where health worker and patient often speak
differcnt languages, this problem of communication may be an cspecially difficult one.

Looking forward

Over the recent period the outlook for disabied people has improved in certain respects,
An important part of this is that disabled people have become more vocal and more
militant in asserung thetr rights, On an miernational level an organisauon, Disabled
People International, now provides a link between disabled people from all parts ol the
world. In South Africa DPSA acts as an umbrella body for self-help groups.

One place where the public have increasingly been exposed to the reality of
disablemcnt is at the movies. Films like the Elephant Man, Children ol a Lesser God,
Rain Man, My Left Fool and Born on the Fourth of July, present the experience of
disabled people in a way which makes this more tangible o people gencrally.

But 2 more positive climate for disabled people docsn't mean that things have really
changed. There is sull much that needs to be done.

Assertiveness

For the disabled person the battle is not only against the handicap imposcd by one's
disability, but also to escape from the cage which one is trapped in as a result of other
people’s assumptions and prejudices. "The skill of assertiveness is one which needs 10
be encouraged,” says one woman who has done a lot of work with disabled people. "For
many il is an uphill battle 1o break away from an attitude which says "there is nothing
[ can do.™

Asscrtiveness can be of value 10 disabled people not only on an individual level but
also, through orgamisations like DPS A, in the political and public arena. Disabled people
can be mobilised to confront others, the person on the street as well as pehtical and other
organisations, to become more altentive to their needs.

For disabled women the battle 1s an ¢ven harder one. Many people will see a disabled
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women who asserts hersell as having Ffailed to accept her lot in life, as pushy, and as
Fhing o acknowledpe "reality”. She may be accused of not knowing her place and of
not bemng gratelul for what others have done for her, As Mana Rantho says, w assert
yoursell, "Y ou have 10 be a very strong person and you are delnnitely going to be very
unpopular.”

Health care workers

For health care workers part of the task is to confront their own  prejudices and
assumprlions, as well as those of people around them, and 10 work towards providing
disabled people with more effective assistance. Treating a patient holistically involves
addressing their physical, psychological, social and spiritual needs. Health care workers
should aspire to being agents of the liberatuon of disabled people rather than perpetuators
of thear oppression.

Educationisis

For health educanonists the challenge is to better prepare health care workers 1o
recognises the humanity of disabled people. More broadly, health and other educauon-
ists, meed to assist i the process whereby disabled people become fully integrated into
OUF SOCICLY.

Fhanks to Mana Rantho (DPSA), Sina Gwebu {DPSA), Kirsty Fraser {Wiis
Disability Unit), 1an Hutton, Natalie Withuhn, Ruth Matshubane, Kathy Jagoe,
those at the library of the South African National Council for the Blind, and
Heather.
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Glossary
Sex vs. Gender - Sex refers o the biological/physiological difference between men and
wamen., Gender refers 1o the "male” and “female” roles which society assigns 10 men and
women, These relate to, for example, their responsibilities in the home, the kinds of work which
they do, and the kind of behaviour which is expected from them. Gender roles differ culturally
from community to community. The expectations and delimitions which they impose are
appressive 1o men and especially w women.

Reproductive labour vs. Productive Labour - work done in mammtaiming the houschold,
providing food, and caring for membeers of the family or houschold. [11s usually done by women
who do not receive a wage for it. (Domestic workers are employed o do reproductive labour
usually for a wage). Because the labour 15 "hidden” in the home, it goes by unaccounted for and
unacknowledged. It js seen as "unproductive” labour and accorded a low status in socicty.

Reproductive labour must be seen in relation w productive labour which 15 done outside ol
the home, inretumn for some kind ol wage income. Historically, men have mainly done productive
labour. Women usually do almost al! the reproductive labour and olten/ usually do productive
labour as well. Interms of the distinction thal is being made here, work on factory producuon lines
and in mines, as well as clencal and sales, or provision of professional services, is regarded as
productive labour.

Women arc said w perform a reproductive role in society m that they bear the children and
do most of the reproductive labour, Ferminists argue thal men and women should carry cqual
responsibility for reproductive labour in the houschold.

TLYs - Threshold Limit Values, Reflers 1o the quantity of a particular hazardous substance,
{eg.Jead, pesticides), that a worker can be exposed to without the substance damaging their health.
Maternal mortality - refers 1o the death of a woman during either pregnancy, chldbinh,
or 42 days thereafier,

AIDS - Acquired Immune Deliciency Syndrome. People get AIDS as a result of having HIV in
their blood, They may only get AIDS as much as 10 years alter they get HIV.

H1Y - Human Immunodeficiency Virus, People get AIDS as a result of having HI'V in their blood.
HIY 1s mainly transmitted through:

cunprotected sexual intercourse (intercourse without a condom),

-via infected blood - in transfusions, and through the reuse of needles, syringes or other skin

pieTcing instruments,

-from an infected mother 1o her baby - belore, during or alter birth.

H1V-positivity - a person whose blood is tested and who is found 1o have HIV is said 1o be HIV

posilive,

Safe-sex - the term s used 1o refer to sexual pracuces which lower ones nisk of contracung HIV
and other sexually transmitted diseases cg. having only one sexual partner, using condoms, non-
pencirative sex. Celibacy i1s an option that people could also consider,

Sex worker - in this edition the word "sex worker” is used interchangeably with the word
prostutute. ‘Generally the term refers o anyone working in the "sex industry™, that is, escorts,
prosututes, strippers, elc,
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The following articles on women's health issues appeared in the publication Agenda:

So, 1 1987

Parental righls proposal. (p.25)

o, 2 1988

Phuamelele Nuosmbela: Parerial righis - a response. {p-i?)

Ramphele Mamphele: Review of “The Circumcision of Women - Strategy for Eradication” by
avika Kose Thomas, London, Fed Press, 1987,

GAWLU: Sirip searches at SA Clothing. (p.59)

frdernationai dey of action for women's health (p.81)

Shamun Mcer! Review of "Take back the night - Women on Pornography” edited by Laura
{ederer, New York, William Morrow and Co. (p.87)

No. 3, 1988

TallTy Adler: Women and Shiftwark in Sowh Africa. (p. 23)

Pat Anderson: Cape Town's Rape Crisis Shelter for Battered Women, (p. 62)

Anthony Swift: Brazilian Prostiutes Grganize. (p. 65)

No. 4, 1988

Eleanor Preswn-Whyte and Mana Yonde To Condrol their own Reproduction: the Agenda of
Black Teenage Maothers in Durban. (p. 47)

Pat Horn. Pap Smedar Campaign. (p. 69)

Sandy O'Dowd: Clidoridectomy and Women's Resistance, (p. 79)

™, 6, |OKG

Carol Sterhing: Review of "The Sexual Face of Vielence: Rapisis on Rape” by Lioyd Vogelman,
Raven Prexs, Tohanaesburg, 1990 (p. 31)

Debhy Bonnin: First Regional Meeting of Women and Health in Africa. (p. 31)
Recommendations and Resolutions of 15t African Regional Meeting on Women and Health. (p.
7

Previdend Museveni's Speech at the closing of the Women and Health in Africa Meeting. (p. 53]
Na. 7, 19940

Ann Loeveil Cheldhood Sexual Abuse and Problems in Concepiualization. (p. 38)

Roger Davis; Tim Quinlan; Amanda Stavrou; Cathy Woods: Making Women fit the Plan.
Commentary on "the Kole of Women™ in South Africa’s Population Development Programme (p.
T3)

o, X, 1990

Pal Anderson: ‘Another drop in the Qcean’ - Coordinated Action for Batiered Women (p. 63)
Nao % 1991

Vicor Tallis: AIDS - what does i mean for women’

Debby Ronmin: Women and Health - 61k International Women and Health Meeting’

Review: "Reproductive Rights and Wrongs - the Global Politics of Population Control and
Ceniracepiion” by Betty Hartmann. Reviewed by Barbara Klugman,
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The following articles on women appeared in various editions of Critical Health through the
ycars. Not all editions are available. However, we would be willing to make copies of the articles
available for a small coniribution.

Issue No. 1, 1979 (not avallable)

Women in medicine - Susan Goldstein shows that in the health sector the majority of women work
as auxiliary personnel, in badly paid jobs with liitle control over their working conditions.
Issue No. 2, 1979 (not avallable)

Multi-nationals and héalth, Part I: the decline in breast feeding, the promotion of infant formulas
by multinationals and the consequences for the health of impoverished people.

Issue No. 4, February 1981 (not avallahle)

Breast feeding. multinational and infant formulas.

Issue No. §, May 1981 (not avallable)

Overpopulation and family planning - traces the economic and political forces contributing 10
overcrowding.

Issue No. 9, May 1983 (not available)

Women health workers - examines the working conditions to which black women health workers
are subjected.

Chronology of women's struggles in health: 1913 - 1982,

Women workers, maternity benefils and irade unions,

How to claim maternity benefiis.

Homeland women - the conditions leading 10 health problems for women in homelands,
Organizing for mental health - women psychiatric patients in a rural community taik about the
problems they expericnce and how they cope with their problems through collective action.
Rape - some of the reasons for rape and how it affects women,

Contraception - an interview with Sowectan women reveals interesting opinions of family
planning services, aboriion and contraception.

Cancer of the cervix - the incidence of cervical cancer in black South African women is amongst
the highest in the world. This anticle exposes the politics at play in the lack of provision of
screening facilities Tor this illness.

Issue No. 12, May 1985

Childcare and the working mother - looks at problems of working mothers in Soweto and the
decisions financial pressures force them 1o make.

Issue No.24, November 1988

The edition examines nursing in South Africa. Articles include: The politics of nursing - this
aniicle examines the hospital hierarchy, and that within nursing itself in the context of the
socioeconomic and political experiences of women.

Burnowr - Jooks at causes and possible solutions 1o the "burnoul” syndrome,

Issue No. 26, May 1989

Wamen and detention - this article examines aspects specifically related o women.

Issue No. 31/32

Special Issues: Women - discusses the marpinalization of women's issues at the Maputo
conference. Deals briefly with the workshops on women and mental health and child bealth and
reproductive rights.
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Issue No. 33, November 1990
Negotialions around matermly benefits: where to now - Sharen Fonndentifics same of the issues
which sull need o be tackled.

QiTer to Critical Health readers: photostats of any of the above articles from editions
of Critical Health which are no longer available or the following papers which were
prepared for the Maputo Conference. Prices: R1.50 per article from back-copies of
Critical Health, R3 lor articles from the NMapuio Conference.

——— = =

The lollowing papers which were prepared for the Maputo Health Conference, Apnl 1949,
Subject to the permission of the authors:

* Women and health in South Africa: towards a women's health charier - Helen Rees

* A look at the health of women during pregnancy and childbirth - Sue Goldstein

* Women and violence - People Opposing Women Abuse (POWA)

* Abortion: a woman's right o choose - Helen Rees

* Menial health issues in relaiion to S A women - G, Eagle, L. Frenkel, I. Green, W. Wolman

The following articles on women's health appeared in the publication Speak
Hecalth issues from the lollowing edinons are not listed: 1,2, 3,4, %,
~o. 5, March 1984

The IUCD/! the toop

Na. 6, July 1984

Looking at maternily benefils

Twir warlds of motherhood

The diaphragm and the condom

No. 7, December 1984

Sterilization & permanent conlraceplion

No. 8, April 1985

Healih chart ot contraception

No. 10, February 1986

Rape

Deadly contracepiive - women must claim

Grelting to know our bodies

No. 11, June 1986

Periods

No. 12; October 1986

Periods - we all have them

She siill wanted (o scream

No. 13, January 1987

‘No 1o Rape’ say Port Alfred women

Foreach of us iz different - our heaith

No. 14, March 1987

(Qur health - vaginal infections: what they're all abows



Hesources

93

Na. 15, June 1947

Operning medicines: the Rarm they cause

No. 16, August 1987

Skin lightening creams - banned at last

No. 17, November 1988

Pregnancy - finding oul, ialking, sharing.

No. 18, March 1988

I'm pregnant. what s happering inside me.

No. 19, Aprif 1988

Breaking the silence - womer say olr men must stap bealing us,
Our health - I am pregnant. what happens at the clinic.
No, 20, June 1988

AIDE - lets talk abowt i

f am pregnant - what can go wrong’

No. 21, September 1988

[ am pregnant - how can | prepare for labour
No. 22, December 1988

! am pregnant - what will happen in labour?

No. 23, April 1989

Health 15 our right - union women are organizing o fight cervical cancer
What is cervical cancer and how can we prevernd i
[ am pregnant - what can go wrong?

No. 24, June 1989

My baby is born . how will | feel after the birth?
fruernational Women's Health Day

Na. 25, 1989

Breastfeeding your baby

No. 26, 1989

Rape in marriage

Dear doctor

What is breast cancer?

No. 27, 1990

We can't make a baby - the problem of infertility
No. 28, 1990

Dear SPEAK doclor

Understanding AIDS

No. 29, 1940

No 1o rape! say Sowelo women

Sexuaily Transmitted Diseases - whai are they?
No. 30, 1990

Parental rights and PAP smears

No. 3, 199

The silence must stop! Talking abow! abortion
Teenage pregnancy

Preveniing pregnancy
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No. 32, 19%)
Screams of silence
Preventing pregnancy - the Pill

No. 33, 1991

Take back the night!

Preventing pregrancy

[ told them I was here to help my wifé
No. M, 1991

Organizing around AIDS
Being a woman can be bad for your health
Preventing pregnancy - diaphragms and the condom

Workplace Information Group (WIG)

These are publications that WIG has produced on a one-off basis:
Working Women - Pregnancy & Matemnity Rights.
Contraception.

P.O. Box 5244, Johannesbhurg, 2000. Tel. (011) 337 9413

Work in Progress

Na. 27, 1983: On "The Family’

No. 36, 1985: CCAWUSA: Maternity benefit through breakihrough

No. 43, 1986: Uniing against rape. the Port Alfred women's stayaway

No. 47, 1987: Maternity Benefits for Metal Workers

No. 55, 1988: Combining employment with family life

No. 61, 1989: Challenging sexual exploitation

Waork in Progress (WIP) backissues are available from WIP, P.G. Box 32716, Braamfontein. Tel,
(0D11) 403 1912

South African Labour Bulletin
Articles on health which appearcd in the SALB are listed on pages 66 - 69 of Critical Health #30
SALB P.O). Box 3831, Johannesburg 2000

Childbirth

Beverley Chalmers: African birth - childbirth in cultural transition. Berev Publications. 19640,
Maternity beneflts and parental rights

Sharing the Load - the struggle for gender equality, parental rights and child care. Prepared and
wriltén by Lacom for SACCAWU. Published by Learn and Teach Publications. 1991.
Menstruation

Esma Anderson: (7'n siekfe, maar 'n seen. Vrye Weekblad, 12 April, 1991, bl1.12,
Pornography

Mark Gevisser: Porn in the RSA - are these photos degrading, could they lead to sex abuse?
Weekly Mail, 3 May, 1991. p.§.
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Pearlie Joubert: Pornagrafie, erotiek of kuns? Yrye Weekblad, 1 Februarie, 1991, bl 16-17,
Rape

Lloyd Vogelman: The Sexual Face of Violence - Rapists on Rape. Ravan Press. 1990, Johan
nesburg.

Reproductive rights

Women's health and reproductive rights in the workplace {(written for Learning Nation July 6-13,
20-27 1990)

Giay and Lesblan Organisation of the Witwatersrand (GLOW)
P.O. Bax 23927, Joubert Park 2044
Conitact: Simon Nkoli 837 6413 or Donne Rundle 614 5301

People Opposing Women Abuse (POWA)
Contact: Margaret 642 4345 (6 p.m. - 10 p.m.}

ANC Women's League
Head Office, Lisbon Building, 54 Sauer Swueet, Johannesburg 2001
Tel. 011 - 834 2071

Black Sash

Syfrets Building, Marshall Sireet, P.O. Box 2827, Johannesburg
2000

Tel. 011 - 834 8361

Planned Parenthood Assoclation (PPA)

Natonal Council, 3rd Floor, York House, 46 Kerk Street,
Johannesburg 2001

Tel. 011 - 838 1525/6

South African Domestic Workers Union (SADWL)
269 Bree Street, P.O. Box 9539, Johannesburg 2000
Tel. 232223

Disabled Peoples of South Africa (DPSA}
P.O. Box 39008, Booysens 2016
Tel. 011 - 982 1130

Township AIDS Project
P.O. Box 4168, Iohannesburg 2000
Tel. (011) 982 1016/ 1027
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1ational Pubkications and

Passages: the International Centre on Adolescent Fertility (ICAF)

(formerly the International Clearinghouse on Adolescent Fertility)

Passages 1s published guarterly and works to reduce unintended leenage pregnancy
through programmecs (o enhance decision-making in key areas of education, (o promole
family planning, and to improve access (o health care.

ICAF, 1025 Vermont Avenue, #210, Washinglon D.C. 20005, USA

Conscience - a news journal of Prochoice Catholic Opinion,

Catholics for a Free Choice (CFFC) is a national education organization that supports the
right Lo legal reproductive health care, especially family planning and abortion. CFFC
also works 1o reduce the incidence of abortion and to increase women's choces i
childbearing and chiddrearing through advocacy of social and cconomic programmes [or
women, families, and children,

Catholics for a Free Choice, 1436 U S5t NW, Washington D.C. 20009-3916, USA

Women's GGlobal Network for Reproductive Righis

This 15 an autonomous network ol groups and individuals all over the world who are
working for and suppori reproductive rights lor women - that s, a woman's nght o
decide of, when and how 10 have children, regardless of nationality, class, race, age,
religion, disability, sexuality or marital status.

P.O. Box 4008, 1009 AB, Amsterdam, Netherlands

Women's International Public Healih Nelwork Wews (WIPHN)
- 15 part of an imitiative to bring together women with a commitment 1o safe motherhood.
1100 Oak Forest Lane, Bethesda, Md 20817, USA

Panos Institute

Publishes "Point of View"” which locuses on AIDS. It comes oul 6 times a year. The
Panos Instutute has also published a book called Triple Jeopardy: Women & ALDS. This
bock is the first global study on ALDS and women. [texplores the implications of the HI'V
¢pidemic for women, children and families and highlights the steps women are taking
to protect themselves,

9 Whitc Lion Streel, London N1 9PD, Uanued Ningdom

The Disability Rag - a magazine by and for disabled people
Box 145, Louwisville, KY 40201, USA
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SPEAK puts women's liberation on the agenda

of the South African liberation struggle.

Through interviews, pholographs, poetry, and stories,
women speak out about their

oppression as women, and how they are

fighting to change it.

Get your copy of SPEAK now! Send the information
below with your subscription

payme-to:

SPEAK, P.O. Box 45213, Mayfair, 2018,
Johannesburg, South Africa.

Name
Address

Subscription rates for six issues of SPEAK

South Africa - individuals R12 ; institutions R30;

donors subscribers R30;

Botswana, Lesotho, Swaziland R18; Overseas U.5.% 25
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A JOURNAL ABOUT
WOMEN AND GENDER
AGENDA provides a lorum for

comment, discussion and debale

on all aspecis ol women's

lives, Our specific concern is

to understand the poesihcn of

women wilhin South Alrican
s50CIety.

CONTRIBUTIONS of articles,
bographical slerigs, antor-
views, poetry or pholography
that will enhance an under-
standing of women's position
and gender issues are welcome.

SUBSCRIPTION rates or any
clher information are avail-
able from our aflice al Office
29, 20 3l. Andrews Sireel.
Durban, 4001

Tel: (031) 305-4074 {ollice]
1.} Box 37432

Cverport

4087
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Critical Healthis a quarterly publication dealing with health and politics
in South Africa. It has been published for the last 10 years and has
contrbuted to debates on progressive aspects of health and health care,
Critical Health reflects the concerns and issues currently facing those
seeking alternatives in South Africa.

Critical Health aims to:

- provide 1deas for roles that health workers can play in
promoting a healthy society;

- show that good health is a basic right;

- provide a forum for the discussion of health related issues;

- provide insight into the political nature of health,

SUBSCRIPTION RATES:

SOUTH AFRICA/NAMIBIA:

Students, workers - R10.00. Salaried individuals - R15.00.
Organisations - R25.00. Business, government funded bodies - R35.00.
DONOR SUBSCRIPTIONS - R35.00/R50.00/R 100.00

Rest of SOUTHERN AFRICA:

Students, workers - R14.50. Salared individuals - R19.50
Organisations - R29.50, Business, government funded bodies - R39.50
OVERSEAS:

United Kingdom, Europe, North Africa, Middle East, South America:
Individuals - R35.00. Organisations - R55.00.

North America: Individuals - R47.50. Organisations - R67.50
Australia: Individuals - R57.00, Organisation - R77.00

IMPORTANTNOTE TOFOREIGN SUBSCRIBERS: could all pay-
ments which are not in South African Rands be made by international
postal order. All payments by cheque in a foreign currency should
mclude the equivalent in your currency of R7. (). Payments by cheque
from North America or Australia should include an additional R12.00.

D S i i o e e e s
erreanerrannanenranannsssesnnassesnnsessesrnroreeesesnceesns POSIEL COAC! Lrrvviiriivirierenrasnans
Enclosed please find ......... for my annual subscription. Send to:
Cntical Health,P.(). Box 16250, Doomfontein, 2028, South Africa.



ORDER BACK ISSUES NOW!

The following back issues of Critical Health are available:

* A Tribule to Neil Aggett - issue no.7

¥ Health Services: internatonal edition - issue no. [ ]

* Townships - issuc no.12

¥r Health Care: who can afford 1t? - issue no.14

* Health Worker Organisations - issue no.15

¥ Privalisation: health at a price - issuc no.19

% Nursing in S.A: areas for challenge and ¢hange - issue no.24

¥r SA Medical Education: ivory tower or community based? - issue no. 25
* Detention and Hunger Strikes - issug no. 26

¥r Health in the Cities - issue no.28

% 10 Years in the Health Struggle - issue no. 29

# Health before profit! Organising for health & safety #1- 1ssuc no.30
% Health before profit! Organising for health & safety #2 - issue no.33

Prices (Including postage):

South Afnca & Namia- R2.50.

Rest of Southemn Africa: R4.00,

UK, Europe, North Africa, Middlc East, South America - R8.00,
North America ~-R11.00, Australia - R13.00 °

SPECIAL DOUBLE EDITION - ISSUE N0.31/32

*r Health and welfare in iransition - Report on the Maputo C'unfertﬁte
Prices (including postage):

Local - R5.00, Rest of Southern Africa - R6.00,

UK, Europe, North Africa, Middle East, South America - R10.04
North America - R13.00, Australia - R15.00. - =

IMPORTANT NOTE: If you arc not paying in South African Rands please pay
by international postat order. IT you wish to pay by cheque in a foreign currency
please add the equivalent in your currency of R7.00 to the total amount which
you send us.

Sendm Critical H’ea"i.!h P.0O. Box 16250, Dmmﬁmlnm 2028, ]nhanncsburg.Suulh
Africa.



