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Far-fetched feminist paranoia?
Perhaps, but on closer examina
tion our fears don’t seem so
unreasonable. Already, in the
U.S., new reproductive techno
logies are rapidly becoming big
business. You can now buy
Mensa-ranked sperm, bank your
frozen sperm, contract a surrogate
mother, hire lab technicians to
stimulate conception in a petri
dish or go to a clinic to ensure
conception of a baby boy.
Artificial wombs are being
developed and we may see the
day when a man will be able to
carry a fetus through pregnancy.

As the Healthsharing collective
discussed the articles for this issue
of the magazine, we found our
selves struggling with a wide
variety of questions: basic ques
lions about the safety and effec
liveness of new technologies;
ethical and moral questions about
:he power of scientists to develop
rnd maintain particular pregnan
:ies; philosophical questions about
:he strong desire some women
ave to bear children; political
luestions about who controls the
ew technology and who it is for.

In this thematic issue of Health
haring guest editors Rona
chiIles and Kathleen McDonnell
ave chosen to focus mainly on
echniques that increase the
Lbility of women and men to give
)irth or to have a child who is
heir own genetic offspring. Quan
ity assurance, if you will.

Our collective was disturbed by

possible health hazards of the un
proven and potentially unsafe
technologies addressed in this
issue. Even so, our overwhelming
concern, shared with the editors
and authors whose work appears,
is with the issue of control. Clearly,
the new reproductive technology
is firmly in the hands of a sophis
ticated and powerful group in our
society — a scientific elite whose
interests have rarely mirrored our
own. And yet, women who want
to become pregnant are lining up
to make use of that technology,
willing to hand over their repro
ductive abilities to modern
medicine.

Feminists are seeking to in
crease the joy and social power
women can experience through
birth and child-nurturing by
reclaiming women’s control of
these events. By pursuing repro
ductive technologies, women risk
losing these positive aspects of
reproduction, perhaps even risk
losing the right to make the deci
sion to reproduce. Does this loss
of control outweigh the individual
benefits of becoming pregnant
and bearing children?

To better understand the issue
of reproductive technology, we
must examine the motives of doc
tors, scientists and researchers
who are developing and using the
technology. What balance is
struck between their drive for
status, scientific acclaim, popular
support, money and a sincere
desire to assist distressed women?

Technical advances have far
outpaced not only feminist philo
sophical and ethical analysis but
have raced ahead of legal and
legislative interpretation. A
moratorium is needed. Society
must have time. Many of us in the
collective wish that women would
boycott new technologies until the
more ethical and philosophical
questions are answered. Feminists
must have time to create condi
tions that make the reproductive
technologies safer and less prob
lematic. If feminists are to em
brace reproductive technologies,
class, race and heterosexist biases
which currently characterize
technical services must be
eradicated.

Yet, in the interim, few collec
tive members would be willing to
deny women the possibility of
bearing children. We speculated
about the future of feminist-con
trolled technology and crashed
headlong into our male dominated
reality. We had few hard answers;
we were left with a dilemma.

Above all, women need to
become active and informed
about reproductive technology.
We urge readers to support and
become involved in the newly
formed Canadian Reproductive
Technology Network (see page 5).
Share your experiences, your
understandings, your strategies
with other women.

Women Healthsharing thanks
our guest editors, two women
who are very close to Healthshar
ing and whose names you have
read in the magazine many times.
As always, it has been a treat to
work with Kathleen and Rona. We
are proud to publish this issue,
confident it raises important
debate and contributes to the
creation of solutions.

Liz Amer, Amyra Braha,
Connie Clemeni Connie Guberman,
Barbara Lamb, Diana Majuiy,
Lisa McCaskell, Heather Ramsay

COLLECTIVE NOTES

Baby boy to girl ratios increased 100 to 1. Children made to
order. Women obsolete as reproducers. White dominance
ensured through reproductive control. Women reduced to
servitude through genetic programming.
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UPDATE
ELDORADO
UNDER
ATTACK
WOLLASTON LAKE, SASK. —

Native and anti-nuclear
groups united recently in a
four-day blocade and a six
teen-hour vigil in attempts to
interfere with the operations
of Eldorado Nuclear Ltd. The
pollution from the com
pany’s uranium mine in a
bay of Wollaston Lake in nor
thern Saskatchewan affects
the safety and livelihood of
800 native people in that
community. The lake sup
plies drinking water and the
main source of income,
through fishing, to the town.

The Northern Survival
Gathering and Rolling Ura
nium Mine Blockade was
removed after four days
(June 14- 17) in order to hear
Eldorado’s response to the
action. John Rico, who was
part of the blockade, says the
community is determined to
see the mining and resulting
pollution stopped; at the
same time, they want to
show faith in the negotiating

process which began June 20
between the chiefs of Lac Ia

Hache Band and Eldorado
executives.

One focus of meetings and
workshops held during the
blockade was how the issue
directly affects women.
Working with native ac
tivists, women in Wollaston
Lake are examining the im
portance of their own actions
to affect the future of the
community.

Ninety per cent of the ap
proximately 300 people at
the blockade were from
Wollaston Lake and surroun
ding areas. Other supporters
came from Saskatoon, Van
couver, Toronto and Mon
treal.

A June 14 vigil outside the
national headquarters of
Eldorado in Toronto to sup
port the blockade further in
formed the public about the
issue. Karen Levin of the
Canadian Alliance in Soli
darity with Native Peoples
(CASNP) expressed satisfac
tion with the turn out. The
highlight for Levin was a
special ceremony conducted
by Mel Wabegijig at the end
of the vigil which left
everyone with a tremendous
feeling of solidarity.

PAM RUSSELL

CLOUD OVER
FAMILY
MEDICINE
HALIFAX — While other
Canadian provinces continue
to develop family medicine
practice, Nova Scotia is whit
tling its programme to the
bone. Although training in
family medicine must be
maintained in order for Dal
housie Medical School to be
accredited, the quality of the
programme is in jeopardy.

The province does not con
tribute to the salaries of the
current 41 residents of Dal
housie’s Department of
Family Medicine; they are
being carried by New Bruns
wick and Prince Edward
Island which fully support
the concept. The Halifax In
firmary recently ordered the
removal of family medicine
facilities from the outpatient
department by August 31,

1985. The fate of the in
patient 12-bed unit is still
unclear but is expected to be
decided this summer.

The philosophy of family
medicine training is ex
tremely important in this day
and age of high tech speciali
zation. The programme is
designed to prepare physi
cians to see patients as peo
ple rather than as a set of
systems. Training includes
family dynamics, the psycho
logy of death and dying,
doctor-patient communica
tion and interviewing tech
niques — all the human
elements of medical practice.

The Halifax situation is
complicated by the fact that
the Dalhousie programme,
unlike others across Canada,
is not affiliated with a
teaching hospital which
might help financially by
providing staff and space.
Halifax is also the referral
centre for the Maritimes
leading to an even greater
emphasis on specialists.

BIG BUCKS IN
HEALTHCARE
The chairman of Humana Inc., a large and growing

chain of U.S. hospitals, is a top salaried corporate ex

ecutive. According to an item in the Medical Reform

Group Newsletter, David Jones was paid just over $18

million in 1984! On the pay ladder of American cor

porate employees, he ranks second. Only the head of

Mesa Petroleum earned more salary. One only wishes

that Humana nurses’ salaries were comparatively high

or that hospital patients weren’t paying for his

salary! D
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Tertiary-care seems to be the
primary concern of the Nova
Scotia Department of Health,
which over the years has vir
tually cut off all funding that
either directly or indirectly
meets the family medicine
programme needs.

The community served by
the Infirmary family medi
cine facilities has been so
vocal about its support that
the Infirmary Board met
with representatives of Dal
housie Medical School and
the Halifax General Practi
Uoners early in July. Such
public awareness and pres
sure can only help to bring
:he plight of the beleaguered
rogramme to light. And

nost encouraging, Premier
John Buchanan has express
d concern about the Infir
-nary situation and promised
o bring the issue to Cabinet.

JURY
AFFIRMS
MIDWIFERY
TORONTO — After three
weeks of testimony and 39
witnesses, a four-member
jury examining an infant
death in Toronto put forward
recommendations urging
legalization of midwifery in
Ontario. The infant died last
October at the Hospital for
Sick Children two days after
his birth at home attended by
two midwives.

The inquest got off to a bad
start with the coroner mak
ing several derogatory re
marks — denigrating his
wife’s spending and talking
habits — to the lawyer repre
senting the baby’s parents.
Further, despite assurance

Midwifery Taskforce/Ontario.

that ‘I do not represent
hospitals; 1 do not represent
doctors,’ the crown attorney
appeared to do just that. Con
tradictory expert testimony
for and against midwifery
care, for and against home
birth, vied throughout the in
quest. Even so, the crown’s
summation gave more cre
dence to those obstetricians
who argued that birth in
tervention has become, and
should be, standard.

Although the jury decided
that this particular death
might have been prevented,
they went on to recommend
legalization of midwifery, im
provements in back-up for
home births, funding for bir
thing centres and medical
association backing for
physicians to work with mid
wives.

In a surprise move, the jury
supported an independent
College of Midwives, al
though they recommended
that midwives fall under the
College of Nurses for an in
terim five year period while
a new college is being estab
lished. The jury further sup
ported a direct entry educa

tion programme of three
years duration. The jury
favoured a grandmother
clause to allow many existing
midwives to be licenced.

The inquest was held at a
time when Ontario midwives
had been pressuring the pro
vince to recognize midwifery
as part of its re-writing of the
Health Disciplines Act. Un
fortunately, the inquest
structure, designed to ex
amine causes of a specific
death, unfairly burdened the
parents and midwives. The
parents, midwives and mid
wifery supporters have join
ed to urge the province to
pay costs for the parents in
what was a de facto govern
ment inquiry into midwifery
practices in Ontario.

With the inquest over,
practicing midwives and sup
porters will begin utilizing
the jury recommendations in
continued advocacy with the
new provincial government.
The parents, whose support
of the midwifery care they
received did not waver, will
continue to undertake public
education about midwifery.

Midwifery advocates responding to an inquest into a baby death
in Toronto. From left to right: Holliday Tyson and Rena Porteous
of the Association of Ontario Midwives; Holly Nimmons of the

CANADIAN
REPRODUCTIVE
TECHNOLOGY NETWORK
MALMO, SWEDEN — Five Canadian women attended
the first international meeting about reproductive
technologies. The conference, organized by the
Feminist International Network on New Reproductive
Technologies (FINNRE’T, drew together 65 women
during early July, 1985.

Attenders, mostly western women, came from
Canada, Australia, the U.S., Britain, Germany,
Switzerland, France, Sweden, Denmark, Brazil,
Bangladesh and Fiji.

The Canadian attenders, academic researchers and
teachers from Nova Scotia, Quebec and Ontario,
have organized an information-sharing network to
continue the sharing begun overseas. The network
would like to collect resources, women’s individual
stories, local news clippings illustrating the increas
ing use of technology, and theoretical developments.
A newsletter will be published four times a year.

To join the network and/or contribute information,
please write (in French or English): Jane Gordon,
1642 Chestnut St., Halifax, N.S. B3H 3T4.

RONA ACHILLES



6 HEALTHSHARING FALL, 1985

REGINA BUSY
THIS FALL
This fall people interested in
the areas of reproduction
and childbirth will be able to
attend several events in
Regina.

The Regina Childbirth Edu
cation Association will
feature Dr. Michael Odent at
a one-day conference on
September 25. Odent, head
of an internationally re
nowned maternity unit in
France, believes birth can be
reborn as a normal, safe and
confident part of life. The
conference will feature after
noon and evening sessions
Some of the topics covered
will be: changing attitudes
and philosophies in child
birth, analgesia — natural
versus pharmocological
methods, and an overview of
birthing at Odent’s clinic.

On October 19th, Regina
Healthsharing Inc. and the
Saskatchewan Association
for Safe Alternatives in
Childbirth will offer a
seminar. The seminar will
examine self-responsibility
and self-determination in
healthcare, and childbirth,
patient rights and midwife-
attended births as a pro
gressive, safe alternative.

A third event will be held
in Regina in the late fall
when Saskatchewan Planned
Parenthood sponsors a con
ference on ‘Reproductive
Ethica.’ Issues examined will
include embryonic research,
surrogate motherhood, ar
tificial insemination.

To find out more about
these events contact the
sponsoring organizations or
Regina Healthsharing Inc.,
Box 734, Regina S4P 3A8.

SHANNON BUCHAN

IMPETUS
FOR
QUEBEC
MIDWIVES
MONTREAL — Quebec mid
wives and midwifery sup
porters gathered in Mon
treal for a conference in
early May, 1985. ‘Woman &
midwife: a privileged bond’
was the theme underlying
the conference which
brought together speakers
from throughout Quebec,
the U.S. and France. Session
topics ranged from a theo
retical presentation given by
Gayle Harriet Peterson,
author and psycho-therapist,
to discussion of empirical
research about clients of
midwifery in Québec.

Various political forces af
fecting midwifery in the pro
vince were evident at the
conference. Both Francine
LaLonde, ex-Minister for the
Status of Women, and Guy
Chevrette, Minister of Social
Affairs, addressed the con
ference. Both favoured legal
ization of midwifery and sup
ported many recommenda
tions put forward in a recently
released inter-ministerial
report on midwifery.

Chevrette told attenders
the province might an
nounce legal changes as
early as this November.
While this act of government
support encouraged the over
250 participants, many were
aware of the dangers involv
ed in letting the iniative
come from above.

The government actions
are giving renewed impetus
to the organizations of prac
ticing midwives, such as Le
Groupe de Travail pour Ia
reconnaissance des sages
femmes de Québec, to en
sure that their own organi
zations are well prepared by

the time the government
drafts legislation. In order to
be in a good position to put
forward their own agenda
for change, Le Groupe de
Travail, a member of the
Midwives Association of
Canada, is planning on
several levels.

Committees are examining
standards and educational
programs used by midwives
in other parts of the world. In
establishing standards, Le
Group de Travail is stressing
peer review for practicing
midwives to include regular
group hours for case review
and support, especially need
ed by women practicing in
isolated areas. Client con
tracts and informed consent
practices are also central to
proposed standards.

A letter sent to govern
ment by Movement Sages
Femmes and distributed at
the conference calls for sup
port for legalization of mid
wifery as an autonomous,
self-regulating practice. Edu
cation should be provided
through university-level pro
grams under an independent
faculty without prior univer
sity training required. Em
bued within the curriculum
should be a philosophy in
tegrating continuity of care,
a global approach to services
and respect for the choices of
parents. Finally, the mid
wives are urging equal ac
cess to midwifery services
regardless of whether the
birth is planned for hospital,
home or a birthing centre.

Concurrent with ongoing
advocacy and promotion of
midwifery and the establish
ment of standards, Le Groupe
de Travail is organizing inter
nal educational programs for
midwives practicing in
Québec.

DEBORAH VAN WYCK

ViTAL SIGNS IN
NOVA SCOTIA
NOVA SCOTIA — More than 300 women came from

all corners of Nova Scotia to attend ‘Vital Signs,’ the

spring, 1985 conference of the Women’s Health Edu

cation Network (WHEN). The conference confirmed

that women’s health is a priority for Nova Scotian

women and that WHEN is a vital leader in that move

ment.
Focusing on women’s mental health, the three

day event was a fine blend of workshops and infor

mation sharing, quality entertainment and socializ

ing, a strategy session for mapping WHEN’s future,

and the Annual General Meeting which produced

eleven resolutions.
Resolutions established WHEN’s two primary objec

tives as 1) strengthening its networking functions, and
2) undertaking political advocacy and lobbying.

WHEN’s 1985/86 focus will be issues related to

women’s mental health. Other resolutions dealt with

consumer involvement in planning for the new Grace
Maternity Hospital, support for legalization and educa

tion for midwifery and availability of abortion as

an option for women. The Annual General Meeting

also established an on-going fundraising committee

and resolved to explore the possibility of publishing a

book containing articles from Vitality, the WHEN

periodical.
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TEEN SELF-ESTEEM URGED
ST. JOHN’S — The Newfound
land pregnancy rate among
teenagers is 55/1000 — twice
the national average. New
foundland also has the high
est rate of teens leaving
school before graduation of
any province in Canada.
Looking at both these trends,
the statistics show that ap
proximately half of all young
women who left high school
were pregnant.

A new 34-page booklet, In
Touch: For Teen Women
About Sex, has been written
for teen women aged 12 - 17
to help them sort out these
pressures. The booklet was
produced by Planned Parent
hood Newfoundland and

Labrador with funding from
the Women’s Program, Sec
retary of State. In Touch
gives much more to readers
than the traditional message:
‘it’s your responsibility not to
get pregnant.’

Author Amy Zierler pro
motes positive feelings about
teenage sexuality and en
courages women to be in
touch with and take control
of their own sexuality. The
booklet discusses physical
and emotional changes of
puberty, sexuality, decision-
making, sexually transmitted
diseases, birth control and
unplanned pregnancy.

Publication of In Touch,
already about to go into Se-

cond printing with a few
months of publication, coin
cides with the establishment
of a multi-agency committee
to spearhead efforts of
government and private sec
tor agencies.

Copies of In Touch are free
while still in first printing.
Out-of-province orders will
be billed for handling and

postage. A French version of
the booklet, being translated
by Planned Parenthood New
Brunswick, will be available
in the fall. For information or
copies contact Planned Par
enthood, 203 Merrymeeting
Rd., St. John’s, Nfld. A1C
2W6, (709) 579-1009.

BONNIE WOODLAND

WOMEN
CONFRONTING
WORK HAZARDS
EDMONTON — ‘Women’s
work is dangerous work.’
That was the message heard
by about 300 delegates who
attended ‘Women Confront
ing Work Hazards,’ a con
ference organized by the
Alberta Federation of Labour
which was held in Edmonton
on July 4, 5 and 6. Delegates
were told by keynote
speaker Dr. Linda Murray
that the work women tradi
tionally do is considered safe
work, yet women workers in
Female job ghettos face job
hazards similar to those
which are present in occupa
:ions traditionally dominated
y men. For instance hos

)ital workers must do heavy
ifting, are exposed to
:hemical hazards from drugs
nd to infectious diseases
md in some situations are at
isk of physical violence
rom patients. Because
women workers tend to be in
obs where they have little
tuthority or power, and thus

have little control over their
activities, they are likely to
experience stress as a result
of their jobs — and this is par
ticularly so if they are trying
to raise families at the same
time as working. Dr. Murray
pointed out that women who
had been successful in find
ing employment in non-tradi
tional fields had the most
basic health and safety needs
— they often were unable to
obtain gloves and equipment
that fit or even lacked wash-
rooms at their job sites.

Conference delegates, who
were mostly rank and file
trade union members from a
variety of occupations in
cluding many postal workers,
health care workers and
clerical workers, had the op
portunity to express their
views about a wide range of
health and safety issues.
While the conference didn’t
provide any easy solutions, it
was a positive step in re
cognizing that women — like
men — face risks daily on the
job.

ELLEN TICOLL

Scene from performance of
Test-tube Tots in Babylon,
Fern Fest ‘85, Toronto. Test-
tube Tots and The Egg
Snatchers are dramatic
sketches, developed by the
Nightwood Theatre Col
lective, which take a
satirical, feminist look at
reproductive technologies.

The plays have been per
formed at various events in
Canada. For more informa
tion about the pieces,
contact Cynthia Grant, The
Theatre Centre, 296
Brunswick Avenue,
Toronto, Ontario M5S 2M7.
(416) 961-7207.
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HEALTHWISE

An important part of the spectrum
of reproductive rights for women
is the ability to choose to have a
child. For independent women,
lesbians and single women, this
means the right to choose to have
a child without being in a long
term sexual relationship with a
man. Artificial insemination by
donor (AID) has enabled women
to make this choice. However, the
medical profession, which largely
controls AID through sperm banks
and infertility clinics, is less than
hapy when single women apply
for AID. Most doctors and clinics
now have an unspoken policy not
to inseminate single women,
although they are rarely willing to
say so publicly. Instead they keep
the woman waiting with tests and
other tactics, and finally find some
other excuse to deny her their
services. Even finding a doctor
willing to do AID for single
women doesn’t solve all the pro
blems. Most (if not all) doctors
doing AID are opted out of OHIP,
so in addition to the standard $25
fee given to the donor, the
woman must pay up to $40-50 per
insemination to the doctor, of
which about $30-35 will be repaid
to her by OHIP. Since it frequently
takes several inseminations to get
pregnant, this can add up quickly.
As with so many other ‘medical’
procedures, the medical profes
sion has needlessly mystified the
process. AID is remarkably simple
to do and any woman, once she
has found a donor, can do it
herself, easily and cheaply.

Finding donors was the most dif
ficult part of the process for me. I
was quite certain that I did not
want to know the man who was
donating sperm to me. I worried
about someone who would roman
ticize having a child and turn up

in a few years claiming ‘his’ child.
I also worried abut a ‘Sunday’
father — a man who was known as
the child’s father and appeared oc
casionally to take the child out for
a good time, but was not involved
in the everyday life of the child.
Those are my own personal wor
ries; other women have decided
to use known donors and have
made different arrangements
about the role the biological father
will play in their own and their
child’s life. I think the decision of
what donor to use is a very per
sonal one. With a known donor,
there are the worries I have
already outlined, but there is the
advantage of being able to answer
a child’s question, ‘Who is my
daddy?’ There’s no general right
or wrong on the donor question.
The important thing is to arrange
a situation which feels right and
comfortable for now, and which
you will be able to deal with in
the long term.

Since I wanted an unknown
donor, but couldn’t afford a doctor
who could provide that kind of
anonymity, I asked friends to ask
their friends to find donors. This
sort of double-blind system pro
tects both me and the donor: my
friend doesn’t know who he is and
his friend doesn’t know who I am.
I was afraid no men would be will
ing to be donors, but in fact, we
have had not difficulty in finding
them. I ask that my donors be
healthy and to indicate if there
are any family diseases such as
diabetes. Each woman has to
decide how much the health of
the donor is an issue for her, and
negotiate with each donor on that
issue.

Insemination is tied to the point
in a woman’s monthly cycle when
she ovulates. By monitoring her

basal body temperature (taken in
the morning upon first awakening)
and her cervical mucus, a woman
can determine if and when she
ovulates. Each woman’s rhythms
and norms are different and
before attempting to get pregnant
with AID, a woman should learn
to read her body’s signs of ovula
tion. Books on natural birth con
trol are handy references for ex
plaining the ins and outs of the
monthly cycle. In a 28 day cycle,
the woman probably ovulates
about day 14 and may want to do
an insemination on day 12 and 14,
or day 11 and 13 or all of those
days, depending on her situation
and the availability of donors. If
using the same donor, it is best to
inseminate every other day so
that the man’s sperm count has a
chance to build up between
ejaculations.

The insemination itself is simple.
The donor ejaculates into a small
clean glass container or, if he
prefers, an unlubricated condom.
Sperm only live outside the body
for one to two hours, so the
ejaculate needs to be taken quickly
to the woman. The woman draws
the semen up into a needleless
syringe (a 5cc one is a good size)
and inserts it into her vagina, near
the cervix. Women I know have
used a variety of different
methods for actually getting the
sperm into the vagina. Some have
used turkey basters, others have
poured the sperm into the vagina
while using a speculum to open
the vagina, still others put the
sperm into a diaphram or cervical
cap and then insert that. After the
insemination is done I remain
lying down for about 30 minutes
with my hips raised slightly on a
pillow. Some women stand on
their heads for a few minutes so
that gravity can help pull the
sperm into the uterus.

Once the insemination had been
done you have to wait two weeks
to see if your period starts. Some
women are lucky and get preg

Self-insemination
Nancy Adamson
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nant on the first or second try; for
others it can take longer. If your
temperature and mucus chart in
dicates that your are ovulating
regularly, just be patient. Fifty-five
per cent of women trying to get
pregnant do so in the first three
months; 65 per cent get pregnant
within the first six months; 80 per
cent within the first year; and 85
per cent within two years. The
statistics are no different for con
ceptions by AID and those by in
tercourse.

If you are worried, talk to a
sympathetic doctor. After six
months of trying and not getting
pregnant, I was sure I’d never be
able to have a child and headed
off to talk to my doctor about fer
tility tests. She listened sympathe
tically to my worries, examined
me, told me the statistics, then
suggested I try for six more
months. Although I hate to admit
it, the voice of medical authority
reassured me; I got pregnant a

few months later.
Any discussion of women’s

rights to make reproductive deci
sions must include the option of
AID. That is, however, often a con
troversial issue among feminists. A
woman deciding to have children
by herself, without a man, is seen
as attacking the traditional notion
of the family. It questions the
naturalness of the male/female
unit which creates children. It
questions the assumption that a
woman has to be with a man to
have children and be meaningful
in this society. It questions the
entire basis of the heterosexual
family. In so doing, it is an impor
tant aspect of our struggle to con
trol our bodies and our reproduc
tive capacities.

Abortion Stories Wanted
The Childbirth by Choice Trust, a
pro-choice educational organiza
tion, is compiling women’s stories
about their illegal abortion ex
periences for publication. They
are particularly interested in the
personal history of older women.

Have you or someone close to
you had an illegal abortion? Have
you had experience with illegal
abortion in your professional
capacity? Confidentiality will be
absolutely respected. If you are
willing to write or tape your story
or to be interviewed, contact:
Leslie Pearl, Childbirth by Choice
Trust, 40 St. Clair Ave. E., Suite
310, Toronto, Ont. M4T 1M9,
(416) 961-1507.

Caffeine & Children
Depending upon body weight a
child who drinks a 10-ounce cola
can get the equivalent of an adult
who drinks four cups of coffee!
Knowledge about health risks of
caffeine are increasing — so if you
cut down on your coffee, help the
children in your life cut down on
their chocolate and colas.

Calcium
Bone meal and dolomite, both
preparations commonly taken as
calcium supplements, have some
times been found to have trace
elements of lead and other toxic
metals. A 1984 issue of the Tufts
University Diet and Nutrition Let
ter cited 6 parts per million of
lead on average. According to
Mothering (Summer, 1985) the
U.S. federal guideline is 5 ppm.
Switch to calcium carbonate or
herbal preparations.

Nancy A damson is currently a
nursing student and teaches womenc
studies part-time at the University of
Toronto.
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Rona Achilles

NEWAGE
Pmcreation

illustrated by Maureen Paxton

Choice. Reproductive choice, the
ability to decide how and if we
become mothers is a basic tenet of
the women’s health movement.
Medical advances in reproductive
technology are having an un
precedented impact on women’s
reproductive choice. Even though
effective and safe contraception
remain an unrealized dream and
abortion rights face renewed and
violent opposition, we have
entered a new era.

There is no question that these
new techniques do expand
women’s reproductive choices.
Women who for a variety of
reasons would not otherwise have
children can now do so — no small
feat. Less evident however is the
fact that the existence of new op
tions also makes it more difficult
for women to pursue some old op
tions. For example, a woman
faced with infertility today is less
likely to mourn this crisis in her
life and go on with other projects.
The infertile woman now is far
more likely to end up in an infer
tility clinic than she would have
10 years ago. She becomes caught
in the extensive, debilitating, ex
pensive and stressful process of
‘treating’ her infertility.

This is ironic given the present
historical context in which there
are so many more roles and
careers available to women. The
ostensible expansion of choices
that new reproductive technolo
gies present to us require closer
examination. Choice, as generally
understood appears to be a purely
individual matter. But-as Barbara
Katz Rothman argues so per-

suasively in Test-tube Women
(reviewed in this issue), choices,
although experienced individually,
are socially structured. For exam
ple, a couple using a technique to
preselect the sex of their child
probably assumes their choice is
entirely of their own making. But
research indicates that the vast
majority of couples desire boys,
especially as first borns. When
patterns like this one emerge in
what appears to be individual
choice, we must look to the
societal forces that impinge upon
our choices.

The emphasis on the expansion
of choices offered by new repro
ductive technologies tends to
disguise the concomitant hidden
pressures and loss of choices. We
need to become more conscious
of the ways in which these new
options may threaten or enhance
the quality of life for women and
their families. This requires a con
sciousness of the social, economic
and political context in which
they are developed and used.

Gena Corea in her book The
Mother Machine (also reviewed in
this issue) describes the vocabu
lary and mentality which charac
terize this new era. ‘Begetting and
siring. Genesis. Procreation. These
were the words used, respectively
by Hebrews, Greeks and pre
modern Christians to describe the
transmittal of life to the next
generation. Today we use the
metaphor of the factory: reproduc
tion.’ It has slipped into our lives
silently; we already use the
language. Just as we attempt to

achieve quality control in mass
production of commodities, which
has not been entirely successful,
the goal of most reproductive
technologies is to facilitate the
‘production’ of the ‘perfect child.’

Each technology is different and
must be examined on its own to
fully understand its implications.
Artificial insemination by donor
(AID) and in vitro fertilization
(IVF) for example, are quite
distinct. AID is a simple procedure
that can and is being undertaken
by women on their own without
the assistance of physicians (see
Healthwise). Within clinical set
tings the procedure varies from
the simple insertion of donor
sperm into the woman’s cervical
canal to the use of some fairly
high tech procedures which
regulate fertility. IVF, on the other
hand, is consistently a high tech,
costly, invasive procedure,
employing several fragile steps of
retrieval, or ‘harvesting’ of eggs,
fertilization of sperm and egg in a
culture dish and implantation in
the uterus. This procedure is still
in experimental stages and has a
low success rate.

Despite the differences in the
procedures there are some basic
themes which emerge from the
use of these technologies. The first
is the increased medicalization of
women’s reproductive experiences
and the unprecedented medical
control over the reproductive pro
cess. (Women who chosse self
insemination side-step this issue.)
Although the woman with an in
fertile partner who attends an in
fertility clinic for AID gains the
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opportunity to have a child, she
loses the opportunity to choose or
even know the man who will be
the biological father of her child, a
quite momentous shift in repro
ductive relations as we know
them. Sperm donors are anony
mous, chosen and known only to
the physician (and his/her staff),
and are matched to the woman’s
partner’s physical makeup. Other
than characteristics such as height,
eye and hair colour, the AID mother
does not know and will never
know who the biological father of
her child is. What he does for a
living, his likes and dislikes, his
talents or weaknesses, whether he
has children of his own (half-
siblings of her own child) all re
main unknown. In some cases it
may be completely unknowable
depending on whether records are
kept. She does have a child she
would not otherwise have, but she
also pays a price.

In addition to choosing who
becomes the biological father to a
woman’s child, physicians also
control who has access to these
services. There is, of course, a bias
in favour of heterosexual couples
and, with the more expensive pro
:edures, those who can afford to
ay for them.
In medical language artificial

eproduction techniques are
lescribed as ‘cures’ for infertility.
n fact, they do not cure infertility
which is not, strictly speaking, a
disease) but circumvent it, through
)rocedures that are socially
reated — frequently using the
eproductive capacities of other
iuman beings.

Infertility is considered to be
eaching epidemic proportions.
Chere is little feminist analysis in
his area but evidence is growing
hat a significant proportion of in
ertility is socially rooted — in
)ccupational health hazards, en
‘ironmental pollution, diet and
ifestyle. These are structural pro
)lems which require widespread
ocial change rather than heroic
nd individualistic efforts from

physicians. Infertility also has
iatrogenic causes — that is, it is
sometimes caused by practices in
troduced by medicine itself — the
IUD, which can cause fallopian
tube damage leading to infertility,
and DES, which is linked to fer
tility problems in male and female
offspring of women who took it
during pregnancy, are just two ex
amples. It is typical of our
society’s ‘technological fix’ men
tality that we are spending enor
mous amounts of money on so-
called treatments and cures rather

than researching and acting on
the causes of infertility problems.

I have recently interviewed par
ticipants in donor insemination
programs and have been moved
by the anguish of individuals who
want children and are faced with
infertility. A predominant theme
in the interviews is the incredible
drive of these women to have
children, whether heterosexual
and married, single or lesbian. In
fertility is described by these
people as a life crisis which is
equivalent to the crisis of the ter
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minally ill. Frequently it requires
the same stages of resolution —

denial, anger, bargaining, depres
sion and ultimately acceptance.
‘People don’t understand, when
you want children and you can’t
have them, you’ll do anything,
you get desperate’ or ‘Having
children is the strongest drive in
the world,’ are typical statements
made by infertile women, and
clearly they do go to some in
credible lengths.

Ironically, in some instances
with donor insemination, although
the infertility may be her partner’s
problem, it is the woman who
becomes the patient and may en
dure extensive infertility work-
ups, including laparoscopies,
hysterosalpingograms and fertility
drugs — all used to increase the ef
ficiency of the procedure. One
AID mother I spoke to had ex
perienced early menopause at age
29 as a result of the fertility drugs
she had taken to regulate her
ovulation during inseminations.

From the anguished perspective
of the infertile, physicians are
praised as miracle workers who
can assist them to have children.
There will be no need for mar
keting experts to promote ar
tificial reproduction techniques. A
large and growing market already
exists.

In the early years of this wave
of the women’s movement, femi
nists challenged the traditional ex
planation of the biological drive
among humans to reproduce. We
focused instead on the social
pressures for women to mother
and the fact that women’s roles in
society were defined by mother
ing. The desire to reproduce,
however is clearly more com
plicated and it is not simply the
product of social pressures,
although these are unquestionably
important. These anguished
women are not only those who
have made traditional choices.
They represent a broad spectrum
of values and lifestyles. We need
to explore more fully this express-

...she loses the
opportunIty to choose
or even know the man

who will be the
biological father of her

child, a quite
momentous shift in

relations as we know
them.

ed anguish of the infertile if we
are to act responsibly towards
these new reproductive techno
logies. For example, we need to
critically examine how women
handle the conflict between tradi
tional and modern pressures in
their roles in society and how this
affects their feelings about
mothering and infertility.

Medicalization of the reproduc
tive process also has a tremendous
impact on our assumptions about
parenting. Artificial reproduction
techniques provide the potential
for a whole new family structure —

a whole new set of parenting
roles, similar in some respects to
adoption and step-parenting.
When we use the word parent we
generally assume that the
biological and social components
of the process merge in one per
son. With adoption and step-
parenting, biological and social
parenting may also be severed but
this separation occurs after birth
and not at the point of conception.
With the advent of artificial repro
duction, mothering can now
potentially be fragmented among
three people — the genetic mother
(egg donor), the uterine mother
(the woman who carries the child)

and the social mother (the woman
who will rear the child). Father
ing, likewise can now be broken
into genetic (sperm donor) and
social fathers (the AID mother’s
partner).

The freezing of sperm, eggs and
embryos, technically called cryo
preservation, means that the tem
poral and geographic boundaries
of parenting can also be altered.
Does this sound like the stuff of
science fiction? Conception could
occur in a petri dish in Australia
(eggs and sperm donated), the em
bryo frozen, stored and trans
ported to Canada, where a
woman (genetically unrelated)
could give birth to a child ten
years later. It is already possible.
And if there is one thing we can
count on, if we can do it, we will.
A woman in California has al
ready given birth to an ‘embryo
transfer baby’ and an Australian
has given birth to the first baby to
develop from a frozen embryo.

Well, so what? As one AID off
spring, now an adult put it, ‘If a
woman can love three children
why can’t a child love three
mothers?’ As currently practiced
however, the opportunity to even
know one’s biological parents is
being eliminated. From the child’s
point of view, the attempt of infer
tile couples to ‘pass’ as fertile — to
not acknowledge the mode of
conception to society and, most
importantly, to the child — is
unsettling. Although there is of
yet no official policy on this issue,
the general feeling among practi
tioners is that telling the child will
only raise problems, unanswered
questions and possibly pain.
Whether motivated by the desire
to avoid the stigma of infertility,
the stigma of ‘feeling different’ for
the child or to protect the donor
or the physician, this silence about
the child’s origins is a deception,
one that is rooted in the purported
‘sanctity’ of the nuclear, biologi
cally-related family. As one AID
mother put it, ‘If we believe in this
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[procedure] enough to do it, we
should believe in it enough to say
we did it.’

There is no question these are
wanted children. Some parents
undergo years of anguish, stress
and expense to achieve a preg
nancy. But this is where the
choice issue gets a little sticky.
There is a basic difference bet
ween a choice to inhibit new life
with contraception and abortion,
and the choice to create life
through reproductive techno
logies. At its most basic level the
distinction rests on the fact that
artificial reproduction techno
logies, when successful, result in a
child, a living, breathing human
being.

I have recently interviewed
adult offspring of AID who are not
happy with their parents’ decision
to use it — especially the fact that
they can not know, meet or learn
more information about their
sperm donor ‘fathers.’ Already in
lhe U.S. there is a group called
‘Donor’s Offspring’ whose mem
bers are, like adoptees, asserting
their right to know the other half
of their biological heritage.
Despite radical transformations in
lamily forms, we still live in a
society which believes that ‘blood
s thicker than water.’ Ironically,
iological ties are taking on

greater importance in medicine as
genetic counselling before child
)earing becomes more common
lace.
In some instances, depending on

ow the ‘telling’ is handled and
ow satisfying family bonds are, it
s possible some children may
ave no interest in their biological
eritage and may even enjoy a
;ense of being particularly
vanted. The AID offspring I have
nterviewed ‘discovered’ their
)rigins in rather unhappy and
)ainful ways, which is not so sur
)rising with a secret as loaded as
his one.

Transforming family structures
s not in itself problematic, since
;ocial policy could provide the

“If we believe in this
enough to do it, we
should believe in it

enough to say we did
it.”

ways and means to trace bio
logical heritage. After all, have
not feminist thinkers argued in
favour of the liberating potential
of these medical developments?
Both Shulamith Firestone (The
Dialectic of Sex) and Marge Piercy
(Woman on the Edge of Time) sug
gest that technology could liberate
women altogether from the
burden of biological mothering.
Well, some women anyway. And
that’s the crunch. We are not liv
ing in Piercy’s utopia, nor are we
likely to in the near future. What
is central (and usually absent) to
any discussion about these techno
logies is what a sociologist would
call social context.

Commercialization is inevitable
in our society in which, as we all
know, you don’t get much for
free. It is arguable whether sperm
donors (paid about $25 per
ejaculate) are really donors or
sperm vendors. This is defended
as payment for time and ex
penses, rather than as payment
for the sperm itself. On the face of
it, this seems fair enough and
could provide significant income
for, say, students or the
unemployed. The major argument
for payment is that, without reim
bursement, donors would not
come forward. But there are coun
tries like Sweden and France
where donors are not paid, and
their AID programs continue to
operate. In contrast, blood donors
in Canada are not paid, and there
is strong evidence that in coun
tries where they do get paid the
quality of donated blood declines.

However the precedent is more
significant than the amount of
payment. Surrogate mothering
moves us into a whole different
ball park with women being paid
about $10,000 for bearing a child
— well below minimum wage.
While we might be appalled that
women are paid to bear children,
it is the lawyers arranging the sur
rogate contracts who make the
real money. Feminists have had a
mixed response to surrogate
mothering. On the one hand, it is
labelled exploitation, similar to
prostitution and concubinage.
Conversely, there is a ‘why not’
attitude — it’s about time we
women got paid for our reproduc
tive labour.

These trends raise the spectre of
reproductive parts and processes
being turned into commodities,
one that is already being realized.
Commercial sperm banks are
already operating in the U.S., and
commercialization of IVF tech
nology is underway in Australia.
Such commercialization may well
provide the impetus to expand the
use of these technologies beyond
the infertile.

As with any commodity, the
first question is the market. There
is now a substantial market, and
social factors indicate that the de
mand for these procedures will in
crease. Infertility is estimated to
effect up to 15 per cent of couples
in Canada and is increasing.
(There is a bias in the data collec
tion since we do not know about
single or lesbian women who do
not attend infertility clinics.) The
reversal of decisions about child
bearing after vasectomies, late
childbearing which sometimes in
curs fertility problems, the decline
in children available for adoption
(especially so-called ‘perfect’ white
babies), the desire for a genetic tie
with the child, as well as the in
crease in single and lesbian
women wanting children without
contact with a male all promise a
‘bullish’ market for artificial repro
duction technologies.
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Commercialization will also in
troduce an inequality in terms of
who has access to these services.
Artificial reproduction technolo
gies vary in cost, depending on
the clinic and the procedure.
Donor insemination, for example,
may cost only $25 per insemina
tion to cover the cost of the
sperm. On the other hand, I have
talked to a couple who had spent
$10,000 for infertility tests and
drugs and had undergone only
one (unsuccessful) insemination.

Similarly, our societal context
makes eugenics an inevitable issue
in the development of reproduc
tive technologies. We live in a
society obsessed with perfection
and overcoming nature’s ‘mis
takes’. The 20th century has seen
the rise of experts advising
women how to rear the perfect
child. Reproductive technologies
provide the possibility of introduc
ing ‘quality control’ at a new level
of parenting, the biological. (Har
ried mothers, I’m sure will vouch
for the difficulty of introducting
quality control at any level.) Im
bued with the ideology of parental
responsibility for perfect children,
some women, given the oppor
tunity, will likely choose a Nobel
prize winner’s sperm over an in
surance salesman’s. And sur
rogates (egg and uterine donors)
will potentially be valued and paid
more according to the current
standards of beauty and in
telligence.

Eugenics, the practice of selec
tive breeding to improve the
human race, was a popular and
progressive school of thought
early in this century. The Nazi
eugenic program, of course,
dampened this initial enthusiasm.
However, eugenics is the logical
and inescapable consequence of
the new reproductive technologies
given the social context in which
we live.

Just as eugenics institutionalizes
racism and classism, sex selection,
if widely used, could institu
tionalize sexism at a new level.

When we use the word
parent we generally

assume that the
biological and social
components of the

process merge in one
person.

More first born males — who
typically are high achievers —

would be born. Prospective
parents could begin even earlier
with their culturally-shaped expec
tations and plans for male or
female children.

And there will be mistakes. A
midwife recently told me about a
woman with three children, two
boys and a girl. She strongly
wanted another girl to ‘balance’
her family, so she and her hus
band used a sex-selection techni
que to conceive a girl. When she
had an amniocentesis and dis
covered in her fourth month of
pregnancy that she was carrying a
boy, she required psychiatric
treatment for the rest of her
pregnancy to adjust to this
knowledge. Perfect children,
perfect families?

What kind of expectations and
pressures will be exerted on
children who are so calculatingly
chosen from sperm banks, sur
rogate catalogues or embryo
banks? Can we really predict and
control biological and social pro
cesses at this level? Already
Australian physicians are conten
ding that IVF babies are more in
telligent and superior in many
ways to children conceived
naturally.

The fascinating questions of
why we reproduce, where does
this impulse come from and why
it is so strong underlie all these
issues. Is it different for men and
women? The advent of artificial
reproduction technologies, like
any social change that strips away
at tradition, allows us to see more.

Participants in artificial reproduc
tion programs are on the cutting
edge where issues are no longer
hidden by traditional values and
practices. Explanations offered by
participants that I spoke to include
the importance of a genetic tie,
even when it is with only one
parent. ‘Fifty percent is better
than none at all’ and ‘1 wanted
someone who looked like me’ are
typical statements. Donors with
offspring they will probably never
meet or know found comfort in
the fact that their ‘lineage is out
there somewhere’ and are flat
tered that ‘someone wanted me as
part of their situation.’ Social
approval, genetic continuity, rites
of passage into adulthood, genera
tivity and existentialism — the
possibilities are infinite and com
plex and ultimately form a con
stellation of forces which
crystallize in this compelling
drive.

But perhaps the question of why
we reproduce is not that impor
tant after all. What is clear is that
this compelling desire can be used
to manipulate individuals who are
vulnerable to those who promise
to ‘give’ them a child.

My own assessment is that these
technologies are here to stay, and
our best efforts are to lobby for
the least abusive practices and for
a better understanding of what the
social and health implications are.
This is important for the partici
pants, but most profoundly for the
children, the so-called ‘products’ of
these new conceptions: babies,
wanted babies, who will eventu
ally become children, then adults
and have to come to terms with
their origins. New choices bring
new responsibilities.

Rona Achilles is a consultant and
doctoral student at the Ontario In
stitute for Studies in Education in
Toronto. She is writing a thesis on
artificial insemination by donor. She
is guest co-editor of this thematic
issue of Healthsharing.
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Kathleen McDonnell

APrimerof
Reproductive Technology

illustrated by Dawna Gallagher

Does the brave new world of
reproductive technology frighten
and confuse you? Do you have
trouble telling your AID from
your IVF? Were you under the
impression that parthenogenesis
is one of the books of the Old
Testament? Don’t be dismayed,
because you’re not alone. We are
all technological illiterates as far
as the new developments in
reproduction are concerned.

It is possible to overcome that
[ear and ignorance, but you need
some hard information, and a bit
Df background. First of all, there
re some basic distinctions that
have to be made between the
various new reproductive techni
ues. Fetal surgery and genetic
;creening techniques like am
iocentesis have the aim of chang.
ng the outcome of the reproduc
:ive process — in cruder terms,
hey aim at ‘improving the pro
luct,’ i.e. the baby. Then there are
:echniques like artificial insemina
ion and in vitro fertilization
vhich assist the process of repro
luction itself. Sometimes referred
o collectively as ‘artificial
eproduction,’ these techniques
ielp make babies when nature
an’t or won’t co-operate. To corn
)licate the picture, these functions
)ften overlap, and their aims can
e combined in the same techni

lue. Artificial insemination, for
xample, is used to bring about
onception in cases of male infer
ility or subfertility, but can also
e used for the eugenic purpose of
:reating ‘better babies,’ as the
tepository for Germinal Choice,
he so-called Nobel Prize sperm

bank in California, is attempting to
do.

Clear as mud? Good. You’re
now ready for the hard informa
tion contained here in our Health-
sharing Primer of Reproductive
Technology.

Amniocentesis This is a prenatal
diagnostic technique used to
detect certain chromosomal ab
normalities, chiefly Down’s syn
drome, and is performed by inser
ting a needle into the abdomen of
a pregnant woman and withdraw
ing a sample of the amniotic fluid
surrounding the fetus. Am
niocentesis can also detect the sex
of the fetus. The test cannot be
performed until the second
trimester of pregnancy, and is
becoming standard practice for
pregnant women over 35.

Artificial Insemination (Al): A
simple technique to promote con
ception in which sperm is
deposited into a woman’s vagina,
it is known as AID when the
sperm comes from a donor, AIH
when the sperm comes from the
woman’s husband. In North
America most Al is carried out
with sperm obtained from paid
anonymous donors.

Chorionic villi sampling (CVS)
A newer, still experimental
prenatal diagnostic procedure to
detect fetal abnormalities (and to
determine the sex of the fetus),
CVS involves taking a sampling of
cells of fetal origin through the

pregnant woman’s cervix. In con
trast to amniocentesis, the results
of the cell analysis can be ob
tained quickly and the procedure
can be performed during the first
trimester of pregnancy.

Cloning This is a form of asexual
reproduction from a single cell of
an organism that results in a
genetic ‘carbon copy’ of the
original. Cloning occurs in some
plant and animal species and has
been carried out in the laboratory,
but has not yet been achieved in
humans.

Ectogenesis Literally ‘produced
outside,’ this term refers to the
still-theoretical possibility of bring
ing a human fetus to term com
pletely outside the womb, through
the use of sophisticated life sup
port technology or ‘artificial
wombs.’

Embryo transfer (El’) In this
procedure a fertilized egg from
one woman is surgically removed
and implanted in a second
woman’s uterus. A related pro
cedure, ernbyo replacement,
refers to the stage of the in vitro
fertilization procedure in which
the woman’s own fertilized egg is
re-implanted into her womb.

In vitro fertilization (IVF) A
sophisticated procedure in which
human ova are extracted from a
woman’s body and fertilized in a
laboratory petri dish. In current
practice the fertilized ova are
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usually re-implanted back into the
same woman’s uterus, but they
could also be transferred to
another woman’s uterus (see
above), used for research, dis
carded or, once the technology is
perfected, placed in an ‘artificial
womb.’

Parthenogenesis Sometimes
referred to as ‘virgin birth,’ this is
another type of asexual reproduc
tion involving the duplication of
the female egg without fertiliza
tion by sperm, a practice which
results in all-female offspring. Like
cloning, it occurs in some plant
and animal species and has been
achieved in laboratory ex
periments, but not in humans.

Sex selection An effort to control
the sex of offspring, sex selection
can be applied either pre- or post-
conception. Currently the only
highly effective pre-conception
method involves ‘sperm-splitting,’
a process that separates out sperm
bearing Y or male chromosomes
from those bearing X or female
chromosomes. Conception then
takes place via artificial insemina
tion with either Y- or X-rich
sperm, depending on the sex
desired. Post-conception sex selec
tion involves the use of a prenatal
diagnostic technique like am
niocentesis with abortion if the
fetus is not of the desired sex.
Contemporary studies of the sex
preferences of childbearing
couples indicate that if widespread
sex selection becomes a reality, it
will be used overwhelmingly in
favour of male babies.

Surrogate Mother This term is
popularly used to describe a
woman who agrees to be artifi
cially inseminated by another
woman’s husband, and to bear
that couple’s child, usually for
money. As used, the term is
something of a misnomer, for in
this case the ‘surrogate’ is in fact
the true biological mother. A
more accurate use of the term

would be to designate a woman
who carries to term an embryo
transferred from another woman’s
womb.

Ultrasound The use of high-
frequency sound waves to pro
duce an image on a video screen
of internal organs or areas of the
body. This technique, also known
as ultrasonography, is widely

employed in obstetrics to allow
examination of the fetus in the
womb.

Kathleen McDonnell is a Toronto
playwright and author of Not an Easy
Choice: A Feminist Re-examines
Abortion (Women Press, 1984). She
is guest co-editor of this thematic issue
of Healthsharing.
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Connie Clement

Science!Science
Fiction/ Fact

illustrated by Annie Lou Chester

It used to be that I didn’t like reading certain
types of science fiction. The emphasis on
technology was too intense; machines were
humanized, humans were mechanized. Boun
daries faded and left me feeling chilled.

Now 1 don’t like reading certain types of

medical literature. The emphasis on tech
nology is too intense; cells, genes, body parts
are elevated, humans are incidental. Boun
daries fade and leave me feeling chilled.

The window between the worlds of science
fiction and science practice are blurring.

emember the breeding equip-
lent in Women on the Edge of
‘ime?

seven human babies joggling
wly upside down, each in a sac
fits own inside a larger fluid
‘ceptacle.
All in a sluggish row, babies
obbed. Mother the machine. Like
sh at Coney Island. Their eyes
‘ere closed. One very dark female
‘as kicking. Another; a pink
iale, she could see crying.
2nguidly they drifted in a blind
hooL1

hat image left me distraught, but
ie robbing women of pregnancy
emed remote ... it was simply
ience fiction.

ntrary to popular sentiment the
omb is a very dangerous place —

hazardous environment. The
ass womb will offer a much
‘fer and more easily monitored
ntainer for fetuses, a place
here they can be more easily
anipulated for treatment and
lvation.2

wrote ethicist Joseph Fletcher
1974. Another commentator

cently pointed out that birth
‘fects among machine-gestated
ibies may be reduced, since ‘ar
icial wombs do not smoke, drink

alcohol, contract German measles
or fall down stairs.’3

The biologist ... Hadn’t he said it
might someday be possible to
open an embryo supermarket? A
woman would choose a frozen
embryo, genetically unrelated to
hersell and bring it to an obstetri
cian who would implant it in her
body.

Eventually that will happen, he
replies ... He had spoken then of
quality control in the breeding of
human beings

‘But if we cull down the lazy
type that is not interested to con
tribute to society, I think we have
done a great deal. We do that in
race horses and in farm animals.

I remind him of his comment.
When will the selection begin?

‘Eventually, ‘he says. ‘Even
tually. “

‘Then we will have to go to
human implantation of the cloned
fetus. ... we will be able to plan
our future. if we need road
builders, we can clone fifty or a
hundred for this purpose, train
them from infancy, and send them
out to fulfill their destiny. We can
clone boat builders, sailors, send
them out to sea...5

Both science fiction, you say?
Wrong. The first of these quotes is
an excerpt from Gena Corea’s The
Mother Machine, describing a talk
with a living scientist. The second
quote is from science fiction. Who
could ever think seriously about
cloning individuals to fulfill
specific jobs? Real live Joseph
Fletcher, that’s who. He has writ
ten about the desirability of
perhaps cloning people whose ear
structure is impervious to high-
decibel sounds, making these peo
ple ideal for space flights and high
altitude flights. Corea tells us that
Fletcher does ‘not speculate on
what societies would do if the
clones, as adults, did not want to
be pilots.’6

Dr. James Bonner has discussed
a suggestion to

remove genetic material from each
individual after birth and then
promptly sterilize that individual.
During the individual s lifetime,
records would be kept of accom
plishments and characteristics.
After the individuals death a com
mittee decides if his accomplish
ments are worthy of procreation. if
so, some genetic material would be
removed from the depository and
stimulated to clone a new in
dividuaL If the committee decides
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the genetic material is unworthy of
procreation, it is destroyed. The
question indeed is not a moral one
but a temporal one. When do we
start?
What happens to women in a
future filled with artificial wombs
and cloning?

Four times they had put her in the
breeders’ hospital ward and in
stalled a constant temperature
gauge, and when the temperature
was right, Nurse had come in with
her tray and said cheerfully, ‘Let
try again, shall we, Molly?’ And
obediently Molly had opened her
legs and laid still while the sperm
were inserted with the shiny, cold
instrument.8

That, unfortunately, is a realistic
sounding quote taken from the
science fiction. Are you beginning
to understand why I have increas
ing difficulty distinguishing fic
tional literature from comments
without fictional intent?

In our real world, we might
wonder why women would con
sent to be hosts for clonal im
plants. Dr. James Watson, Nobel
Peace Prize winner and co
discoverer of the structure of
DNA, illuminates this point. He
has said, ‘the boring meaningless
ness of the lives of many women
would be sufficient cause for their
willingness to participate in such
experimentation, be it legal or il
legal.’9

And if artificial wombs might
one day gestate fetuses, why
shouldn’t men? ‘He was an unlikely
looking man to be a mother: tall,
with a bushy brown beard and long
hair, stolidly and solidly male,’
begins The Man Who was Preg
nant, a short story by Elizabeth A.
Lynne. This one is purely fiction:
‘In the eighth month his breasts
began to grow and ache and his
cock to shrink. He understood: his
body was making a pathway for
the baby.”°

Yet in 1983 doctors were dis
cussing in a Canadian courtroom
the feasibility of men carrying

children. World famous geneticist
Jerome Lejeune

told the court human embryos rely
on their mothers only for shelter
and sustenance. He said a fetus is
so independent it could be im
planted in a man’s abdominal
cavity and grow to maturity.

to open the womb because its
there sitting on the abdomen wall

k—I
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In fact, Regina physician
Donovan Brown said a male child
bearer might have less trouble
than many women experience.

‘ft could be done, ‘Brown said.
‘Its more simple than a

Caesarean section. You don’t have
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Nightmare

I’m shopping with my husband. My
husband’s name is G.l. Ken — tall
and muscular, a bit rough but kind
underneath. You might have met
him when you were just a child.
My name is Barbie.

I’m soo thrilled Ken is shopping
with me. He doesn’t usually, of
course. I, on the other hand, love
shopping — you should see my
wardrobe. And just last week I had
the most gorgeous wall paper put
up in the living room. It matches
oh, never mind! Anyway, it’s
awfully pretty to look at as I sit
with Ken on the couch examining
this catalogue.

We’re both blond and blue-eyed,
so we’re agreed we want a blue-
eyed, blond baby. But beyond that
we’re not quite sure. Ken wants a
boy, so I guess I do too. But, oh, I
can’t help thinking about all the
adorable, little outfits I could buy
for a girl.

Cookie and Joe, they live in the
condo next door, their baby is four
years old now. She’s a doll! They
bought from the same company
and were really satisfied. That’s
why we got this company’s new
catalogue instead of somebody
else’s.

I know it’s a bit old fashioned,
but Ken and I have been thinking
about having our own child. You
know, to be the baby’s natural
parents as well as his loving
parents. I just think it would be
more meaningful that way. Maybe
it was listening to my granny tell
stories when I was a little girl. It
makes me kind of nostalgic think-

and it just pops out. ‘

Consider these various technolo
gies in combination and my night
mares in which mothers become
obsolete seem less dreamlike.
Thus far the only mammal cloning
experiment to use adult cells used
3permatogonia (cells that become

ing about it. Holding my own little
girl I’d know she was connected to
my Granny — there’s something
special in that.

And this company offers a great
deal. They’ll send someone right
out to our house to collect the eggs
and sperm. And they guarantee a
70% first take. We even have the
option, for only $50 extra, of
receiving weekly colour photo
graphs of him while he grows in
the tank. I think that would really
help our bonding. The sales rep
assured me parents love it. Yes, I’ll
tell Ken that’s what I want to do.

Ah, but look at him. He’s so
caught up in reading the descrip
tions of available donors and sur
rogates and looking at the child
hood photographs of the clones,
he’s practically forgotten I’m sitting
here.

Ken. He’s not perfect, you know.
Oh, I love him, I truly do. But he is
a bit slow sometimes — oh, just a
bit. Maybe we could buy a clone of
one of those Nobel Peace Prize
winners. Or an actor with a
beautiful smile. Or an Olympic
athelete. All those rippling muscles
growing inside my little babe.

Hmm, now that I’m thinking of
it. Maybe I could hire the company
to track down Beaver Cleaver, that
little boy from next door. I really
loved him first in grade four. Ken
wouldn’t have to know.

Ah, the possibilities are limitless.
‘Ken, darling. I really think we

shouldn’t decide finally just yet.
Shopping is a real art, my dearest,
I should know.’

sperm). Cloning is most often
linked with duplicating famous
men, not women.

That part of the population which
would use the artificial womb
would not have to worry about il
legitimacy or doubtful paternity.

For the first time it will be possible
to prove beyond a shadow of a
doubt that a man is the father of
his children.12

Funny thing. Reading that
assurance does nothing to ease
my doubt.

Footnotes:
1. Piercy, Marge, Woman on the Edge
of Time (Fawcett Publications, Green
wich, Ct.) 1976, p. 102.
2. Fletcher, Joseph, The Ethics of
Genetic Control: Ending Reproductive
Roulette (Anchor Books, Garden City,
N.J.), 1974, p. 51 as cited by McDon
nell, Kathleen Not an Easy Choice: A
Feminist Re-examines Abortion (The
Women’s Press, Toronto), 1984,
p. 112.
3. Corea, Gena, The Mother Machine
(Harper & Row, N.Y.) 1985, p. 253.
4. Corea, Gena, ‘Egg Snatchers,’ in
Arditti, Rita et al, Test-Tube Women.
What Future for Motherhood? (Pan
dora Press, Boston, Ma.) 1984, pp.
42-43.
5. Wilhelm, Kate, Where Late the
Sweet Birds Sang (Pocket Books, N.Y.)
1976, p. 132.
6. Corea, Gena, The Mother Machine,
p. 263.
7. Bonner, James M.D., testifying
before the United States Subcommit
tee on Health and the Environment,
1978, as cited in Murphy, Jane, ‘From
Mice to Men,’ in Arditti et al, pp.
85-86.
8. Wilhelm, Kate, Where Late the
Sweet Birds Sang, p. 117.
9. Corea, Gena, The Mother Machine,
p. 264.
10. Lynne, Elizabeth A., ‘The Man
Who Was Pregnant,’ in The Woman
Who Loved the Moon (Berkley Books,
N.Y.) 1981, p. 123 & 125.
11. Sutton, Robert, ‘Men could bear
implanted babies: MD,’ Toronto Star,
May 14, 1983, p. 3.
12. Grossman, Edward, ‘The Obsoles
cent Mother,’ The Atlantic Monthly
227 (5).

Connie Clement, a member of
Women Healthsharing, lives in
Toronto. She admits to having a
Barbie doll as a girl and to reading
science fiction.
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My story, our story is every woman
experience — our collective experience
— with health.

I always said if I were going to
have a child it would be before I
turned 35. That’s the age when
the biological time-clock starts
ringing. Also, pregnancy and birth
are riskier after age 35, and there
is a higher incidence of Down’s
Syndrome babies. When I finally
became pregnant a month after
my 35th birthday, my partner and
I knew we would have to face the
question: to amnio or not?

I knew that amniocentesis could
tell me whether the child I was
carrying had Down’s syndrome or
certain other disabilities. But I also
knew that the bottom line in
deciding to have one meant con
sidering the possibility of having
an abortion at 20 weeks. I am pro-
choice, and I work with women
facing decisions about abortion. I
know it is often an agonizing
situation, one not undertaken
lightly.

But I had questions. At 20
weeks you look pregnant, and feel
the baby moving. Would I put
myself on hold until I received the
go-ahead? Should I tell anyone I’m
pregnant until I’m past 20 weeks?
Would I bond with the baby?

Here we are planning a non
interventionist birth with mid
wives and a sympathetic doctor.
I’m aware of all the risks of
technology at birth, yet I’m opting
to use ‘technology’ during the
pregnancy, and an invasive pro
cedure at that. Despite all my
reading, I couldn’t get over my
fear of allowing ‘them’ to stick a
needle in my womb. it seemed an
invasion of privacy to the baby.
How could they guarantee the
baby wouldn’t move? Sure, they
make an ultrasound to get the

position of the baby and the
placenta, but there is still time
elapsing before that needle goes
in. I knew that at age 35 my risk
of miscarriage from the procedure
(1 in 200) was higher than the risk
of having a Down’s baby (1 in
350). Would 1 be that one in 200? 1
knew, too, that the fetus had
primitive neurological reflexes at
16 weeks. Would this baby need
primal therapy because of the ter
ror I subjected it to?

On the other hand, I didn’t want
a handicapped child. This would
likely be my only child, and I
wanted it to be normal and
healthy. But so does everyone.
The amnio results could only
detect Down’s, spina bifida,
anencephaly, and a few other rare
conditions. What about other han
dicaps? Having an amnio was no
guarantee for a healthy baby.

Then I began to wonder if I was
discriminating against handicap
ped people. Over the years I’ve
worked with many developmen
tally handicapped adults and
children. I enjoy them, I en
courage their independence. But
are they happy? Are they living to
their full potential? Yes.. .but.
Then I remembered the Down’s
kids. They are so affectionate and
happy and their potential can
vary greatly.

I had to ask if this should be my
decision, or society’s? Was I being
unduly influenced by the medical
profession to have the test? And
just who are we to decide who
shall live and who shall die?

And what about other risks that
we all face? There are severely
deformed ‘jellyfish’ babies being
born on some Pacific islands
because of U.S. nuclear testing in
the fities and sixties. In the Love
Canal area, abnormally high

numbers of babies have been born
with birth defects. Who’s to say
I’m not living on radioactive soil,
or that Three Mile Island won’t
occur at Pickering? These are
risks I can’t control.

But Betty, what have you been
fighting for all these years? You
have hope, a belief in a better
world. Part of that includes the
rights of handicapped people to
live fully, and to be challenged to
their full potential.

Then reality hit home one day
when I was about 10 weeks.
Maria, who is 45 and develop
mentally handicapped, came with
her 75-year-old father to see me at
work. She had been living at
home, but now her parents were
placing her in an institution, since
they could no longer care for her.
With sadness I realized that my
ideal society might not be around
when my child is 45. I too might
be faced with a similar decision.

Basically in the end it came
down to a recognition of the reali
ty that this child is primarily my
and my partner’s responsibility.
The work, time, energy and love
is ours to burn, and I had to admit
that I didn’t want that extra work
and heartache. So, with mixed
emotions, we went ahead with the
procedure. It wasn’t as bad as I
had anticipated. But waiting
nearly a month for the results was
very trying, because every day
the belly was getting bigger and
the kicks stronger.

I’m well into the third trimester
now. It seems like a long time ago
we got the results. We know that
this child in my belly doesn’t have
Down’s Syndrome. I still worry
from time to time about all the
other things that can go wrong,
but probably no more than any
other mother. We also know the
sex, but that’s a whole other My
Story!

Betty Burcher, a former Healthshar
ing collective member works as a
primary care nurse in a Toronto corn
munity health centre. She is expecting
her first child in mid-September, 1985.

MY STORY, OUR STORY
To Amnio or Not to Amnio

Betty Burcher
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Debra Pilon

Conception
WithoutSex

illustrated by Dawna Gallagher

Talk to an infertile woman in
Canada today and chances are she
will know a lot about in vitro fer
tilization (IVF), especially if she
wants to have a baby. If she is
determined to become a mother,
IVF will give her a chance to
bypass her blocked Fallopian
tubes and become pregnant. But
the chance she takes on IVF is like
buying a lottery ticket that pro
mises — only promises — a pot of
gold. Many women are learning
that even in the world of high
tech baby-making, there are no
quick fixes.

Since 1978, when the British
medical team of Robert Edwards
and Ptrick Steptoe mixed John
Brown’s sperm with his wife’s egg
in a petri dish and then transfer
red the contents of that petri dish
into Lesley Brown’s uterus, the
world of human reproduction has
changed in profound — and some
would say, frightening — ways.
The birth of Louise Brown, the
world’s first ‘test-tube’ baby,
caught the media’s obsessive at
tention and gave new possibilities
for childbearing to married
couples who could not previously
have children.

Since then, doctors and infertile
couples have been frantically leap
frogging over each other to
‘create’ more babies. The media
has egged them on (no pun in
tended) with sensationalistic
coverage of beaming parents sur
rounded by proud doctors and a
scoreboard mentality which keeps
tallies of ‘test-tube’ babies born in
various countries. But the reality
of in vitro fertilization and of in-

fertile couples who see it is quite
different.

About 10-15 per cent of the
adult population in Canada are in
fertile. Most are married in
dividuals who find they are unable
to conceive after more than a
year of sexual intercourse without
contraception. When infertility is
suspected, a man’s sperm count is
measured; if it is found to be ‘nor
mal,’ then the focus of further in
vestigation is the woman. About
600 patients visit the infertility?
1W clinic at Toronto General
Hospital each month; the waiting
list to get an appointment after a
referreal from one’s doctor is at
least two months.

Why is infertility increasingly
prevalent? ‘I think it’s the changes
in society,’ says Dr. Jeremy Wong
of Toronto General Hospital.
‘When women are young, they
spend time pursuing a career. And
as one gets older, fertility tends to
decrease.’ Conditions such as en
dometriosis and pelvic inflamatory
disease or PID (often caused by
the IUD contraceptive) can cause
damage to a woman’s reproduc
tive organs just at the time she
decides she wants to have
children. The most common
reason for infertility among
women is blocked Fallopian tubes
— largely attributable to infections
like PID and various sexually
transmitted diseases.

Increasingly, the ‘cure’ for infer
tility is IVF. Canada’s first IVF
baby was Robby Reid born on
Christmas Day in 1983 out of the
Shaughnessy Hospital’s IVF clinic
in Vancouver. There are seven

IVF clinics in Canada: in Van
couver, Calgary, London, Hamil
ton, Montreal and Toronto (where
there are two). All the clinics are
booked to capacity. An Ottawa
woman who applied early this
year to the University Hospital in
London, Ontario for IVF was told
she would have to wait until at
least April 1986 to become part of
the program, although she has
had all the required preliminary
medical tests and is ‘ready’ for
LW.

According to Dr. Betty Poland,
now semi-retired but formerly on
staff at Vancouver’s only IVF
clinic, the success rate for IVF in
Canada is about 15 per cent. Her
colleague, Dr. Victor Gomel, the
current head of the clinic, says the
success rate is 20 per cent. Valerie
Sasso, an infertile woman from
Ottawa who has been looking into
IVF for herself, was told by her
doctor the success rate is 30 per
cent. ‘I think sometimes doctors
aren’t really fair in preparing
patients for disappointment,’ she
says.

Toronto East General Hospital
has Canada’s most successful IVF
program, if success is measured
by the number of pregnancies
achieved. Since ‘The Life Pro
gram’ — as it’s called by Dr.
Murray Kroach who is its guiding
light — began in 1983, 43 pregnan
cies have been achieved through
1W. On May 17, 1985, East Gene
ral celebrated its first IVF birth
days — twins born a year earlier.
At the time of that anniversary,
the hospital’s IVF program had
produced a total of 10 babies, in-
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cluding two sets of twins and a set
of triplets (born in Saskatchewan
but conceived at East General’s
IVF clinic).

Multiple births are a ‘side effect’
of IVF pregnancies because at
least two and as many as four em
bryos are introjected into a
woman’s uterus in order to in
crease the probability of one
embryo implanting itself. ‘Mostly,
there’s no problem [with multiple
births]’ says Dr. Kroach. ‘The
women are happy to be pregnant
and twins are not bad...,’ Valerie
Sasso agrees. ‘If you tell an infer
tile woman she’s going to have

twins, she’ll say, “Great! I’ll take as
many as I can get”.’

But Mother Nature is the
variable that has intruded — often
dramatically — into the best-laid
plans for in vitro fertilization. One
woman who has tried four times
to become pregnant through IVF
at the University Hospital in Lon
don becomes so tense when doc
tors try to transfer the fertilized
egg into her uterus that they’re
unable to complete the procedure.
In other cases, the fertilized egg
simply won’t implant itself in the
lining of the uterus — doctors don’t
know why and invariably point to

the vagaries of women’s hor
mones as the cause. Or consider
the case of a friend of Sasso’s who
has tried three times to conceive
with IVF. After the last unsuc
cessful attempt, doctors decided
her entire reproductive system
was being thrown out of whack
by the artificial hormones she
received as part of the IVF
program.

What awaits women when they
opt for IVF? Valerie Sasso is very
well informed about all the steps
along the way and she sums it up
by saying women should be pre
pared to suffer ‘tremendous
physical and emotional stress dur
ing the entire program.’

Dr. Victor Gomel, however, says
that ‘there’s no pain, really’ during
IVF. A microsurgeon who has
kept up with the latest advances
in infertility treatments by attend
ing conferences around the world,
Dr. Gomel talks about ‘achieving
controlled super-ovulation’ and
‘achieving pregnancy’ in his
women patients. He bristles at the
suggestion that medical science is
meddling with something it doesn’t
have much control over or much
knowledge about — women’s com
plex and delicately-balanced
reproductive systems. ‘Human
beings have been tinkering with
nature since the beginning of time,’
he says. ‘Aren’t antibiotics tinker
ing with nature?’

The cost of IVF at Toronto
General Hospital (and costs are
similar across Canada) amount
to: $1,000-$1,200 in laboratory
fees; $300 for laparoscopy (of
which $150 is paid by OHIP);
$100 for the embryo transfer
(not covered by OHIP) and
$400-$500 for drugs. Most
people who attempt IVF have a
drug plan in force which pays
80-90 per cent of their drug
costs. Overall, IVF costs about
$1,500 per attempt.

‘It’s an awful lot of money,’
says Sasso. ‘But the chances of
success are not any greater the
more you try...and I guess you

As a candidate for WF,
a woman should
expect the following:

immediately readied for surgery
called laparoscopy.

• From Day 2 to Day 7 of her
cycle, she will be given Clomid
(Clomiphene Citrate), a drug which
‘fools’ the pituitary gland into
stimulating the ovaries for ovula
tion.

• From Day 3 until about Day 12
of her cycle, a woman is injected
daily with pergonal,. a. drug to in
duce super-ovulation. Each vial of
Pergonal (Menotropins) costs bet
ween. $50-$.75’ and if a vial is not
completely used in one day, the re
mainder must be discarded.

• Laparoscopy is performed under
general anesthetic. Carbon dioxide
is pumped into the woman’s ab
domen to distend it. Then, the
laparoscope, a long tube with a
fibre-optic telescope, is inserted in
to the abdomen, using ultrasound
to help locate the ovary from
which eggs are removed.

• Eggs extracted from a woman in
this way (doctors call the process
egg ‘recovery’ — as though the
eggs had been lost) are not ‘mature
and must .undergo ‘capacitization’ :

— a prpcess of chemical. reactions

• Sperm, is mixed’ with the eggs in
four or five petri dishes and each
biological mass is allowed to begin
the natural process of cell division.
After 12-24 hours when the ferti-.
lized eggs have divided to at least
an eight cell stage, they are in
troduced into the woman’s uterus
via a catheter.

• From Day 13 onward, an IVF
patient must :report.daily, on an
outpatient basis, to the hospital
where the clinic is located in order
to provide blood and urine
samples. Just before doctors
estimate that ovulation is to occur,
more drugs are administered to
give the ovarian follicle a ‘last
minute surge’ in helping it release
an egg.

• Daily blood samples from the
woman show when a luteinizing
hormone is present in the blood.
This indicates the ovary is ready to
release an egg and the woman is

• The woman must lie perfectly
still for four hours after the eggs
have been placed in her uterus.
Then, she begins waiting to see if
implantation — and the subsequent
pregnancy that results from im
plantation — will occur.
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have to ask yourself, how far
are you willing to go?’
Those who opt for IVF must be

prepared for hefty bills which in
clude not just the cost of medical
procedures but also transportation
and accomodation costs incurred
as a result of travelling to cities
where the program is available.
This puts the procedure out of the
financial reach of many people.
As well, most IVF clinics refuse
their services to anyone but mar
ried, heterosexual couples by in
stituting psychological tests which
label single women or lesbians un
fit to participate on the grounds of
increased stress or lack of support,
either emotional or financial. Van
couver’s Dr. Gomel is firm about
this: ‘We don’t want to start with a
controversy,’ he says. In Toronto,
Dr. Kroach says that, legally, the
hospital cannot refuse people on
the basis of marital status or sex
ual orientation but The Life Pro
gram prefers married couples or
common law spouses.

IVF is undoubtedly a medical
phenomenon which includes men
as well as women. But for a man,
taking a ‘chance’ on IVF involves
much less trauma than a woman.
In strictly medical terms, his role
is limited to ejaculation.

This stark diffrence between the
intervention required on women’s
bodies and the participation of
men in IVF is a reflection of
general obstetric/gynecological
practice which almost always
focuses on women’s ‘problems.’
Yet the ‘male factor’ is responsible
for infertility in 40 to 50 per cent
of infertility cases, says Dr. Wong
at Toronto General Hospital. Fur
thermore, doctors working with
IVF are increasingly discovering
that the fertilizing capacity of
sperm is often too low to pene
trate an egg in a petri dish, even
in men with ‘normal’ sperm
counts. Twice in recent months
Dr. Wong says he has worked
with male sperm that was ‘so bad’
that when it was placed ‘right
next to the egg,’ it could not

penetrate the membrane for fer
tilization.

Why has medical research not
concentrated on finding ways to
make sperm a little zippier? Why
are men who are part of infertile
couples not being bombarded with
drugs to make them ‘achieve
super-spermatozoa’? According to
Dr. Peter Garner of Ottawa, ‘we
[the medical profession] haven’t
been able to investigate [the
causes of infertility in] men.’ An
endocrinologist with a special in
terest in infertility, Dr. Garner
says medicine has concentrated
on women’s infertility because ‘we
can’t get sperm counts to in
crease.’ Why not? Has any male
scientist or medical researcher
really tried to ‘investigate’ male
infertility? Or is there an ingrained
sexist bias at work which sends
male researchers in search of
‘solutions’ in women’s bodies,
women’s organs? As for easing the
pain and reducing the need for
surgery on women participating in
IVF procedures, Dr. Garner
believes the need for serial
laparoscopy could be cir
cumvented by removing a
woman’s ovary from her abdomen
and implanting it in her thigh for
easier access!

Ten years ago, before IVF was
possible, infertile couples had to
accept their infertility as a sad

reality, especially when they had
still not conceived a child after
three or four years of medical
testing and intervention. ‘People
just had to somehow cope with
that fact,’ says Marie Morrisey
who, along with Valerie Sasso,
conducts a self-help program for
infertile couples in Ottawa. ‘But
now, there’s always something
new and I think, yes, the new
technologies open the doors for
people to become obsessed [with
having a biological child].’

Linda Williams, a doctoral can
didate in the sociology depart
ment at the Ontario Institute for
Studies in Education in Toronto, is
writing her thesis on this apparent
obsession. She is interviewing and
studying people who have under
gone IVF in order to understand
their motivations. At a conference
on reproductive technologies
sponsored by the National Associ
ation of Women and the Law in
Ottawa in February, 1985, Wil
liams suggested a correlation
between obsessive desires to pro
create and traditional notions of
masculinity and femininity. ‘It
seems that womanhood and
motherhood are equated,’ she
said. ‘And instead of providing
technologies, maybe we need to
redefine what manhood and
womanhood are.’

The use of IVF has opened the
door to charges that women are
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being used as human laboratories
in which new techniques can be
perfected — techniques whose final
purpose may not be to our liking.

Not many people know that the
pioneering doctors behind Louise
Brown’s birth in 1978 were re
fused funding by the British
Medical Research Council on
three grounds: that their research
into IVF presented possible
hazards, that it had not been
preceded by preliminary studies
on primates and that it used
laparoscopy for purely experimen
tal purposes. An article entitled
Egg Snatchers by Genoveffa Corea
in Test-tube Women, outlines how
Edwards and Steptoe were able to
pressure friendly male gynecolo
gists into ‘bequeathing’ to them
eggs from unsuspecting women
undergoing hysterectomies in
order to continue their research.
On at least one occasion, Edwards
added his own sperm to these
stolen eggs in an attempt at fer
tilization in a petri dish. Further
more, neither doctor will reveal
who funded their early research
except to say it was ‘private’
funding which came primarily
from the United States.

Since only 10 to 15 per cent of
Canadians are infertile and since
IVF is available only to a select
group within that percentage, it’s
important to ask the question:
why are hospitals allocating huge
sums of money and considerable
medical expertise to the develop
ment and implementation of new
birth technologies? ‘Probably the
patient demand is pushing us,’
says Dr. Kroach at East General in
Toronto. ‘Most doctors aren’t
usually adapting to new techni
ques so quickly.’ The prominence
of ‘test-tube baby’ stories in the
media has had a substantial effect
on patients, he says. Some of
them are ‘knowledgeable’ people
who pressure their doctors for the
lastest procedures. One might ask:
since when have most doctors
been influenced by ‘knowledge-

Why hasn’t the medical
research concentrated

on finding ways to
make sperm a little

zippier?

able’ patients? At the lowest rung
on the medical ladder, ‘baby cat
chers’ see in IVF a chance to hit
the medical big-time. With con
ferences to attend, new pro
cedures to try and public ex
posure for a job well done, it’s no
surprise that the obstetrician!
gynecologist who wants to make a
name for himself gravitates to
IVF.

What might be described as a
Tweedle Dum, Tweedle Dee rela
tionship between infertile people
and their doctors is, nevertheless,
a complex one. The doctor offers
hope which may never be real
ized; the patient offers her body
and pins her hopes on the doctor.
Along the way, she may or may
not get pregnant. If she does get
pregnant, she may have one child
or she may have three. Whose in
terests are paramount in this kind
of biological engineering: the
woman’s or her doctors?

IVF raises important social ques
tions beyond the ‘right’ of an in
dividual woman to bear an indivi
dual child. Without chastizing
women for whom infertility is an
unfortunate reality and for whom
IVF may seem a liberating pro
cedure, there is a need to ex
amine the implications of IVF in
terms of the present power rela
tions between the sexes. As well,
IVF should make us think about
the future, which would surely be
bleak if women were more de
prived than they are today of any
substantive say in reproductive
matters. Should an artificial
‘womb’ ever be created which
could sustain the fetus, there is the

ultimate possibility that women
may become irrelevant to repro
duction altogether except as egg
donors.

Already technology is being
proposed as the ‘solution’ to the
abortion debate. Dr. Bernard
Nathanson, a high-profile anti
abortion crusader from New York,
has seriously proposed embryo
transfer (first used as part of the
IVF procedure) as a replacement
for abortion. In his scheme
women with unplanned pregnan
cies would have the unwanted
embryo removed and placed
either in the body of a woman
who wishes to bear children, or in
an artificial womb.

Some feminists have begun to
raise the alarm. They have
declared reproductive technolo
gies to be the newest frontier on
which women must fight for con
trol of their bodies. In a chapter
called The Coming Gynocide in
her book Right Wing Women, An
drea Dworkin bluntly outlines her
fears about the male power in
herent in reproductive technolo
gies such as IVF. ‘All these repro
ductive intrusions make the
womb the province of the doctor,
not the woman; all make the
womb extractable from the
woman as a whole person in the
same way the vagina (or sex) is
now; some make the womb ex
traneous altogether or eventually
extraneous; all make reproduction
controllable by men on a scale
heretofore unimaginable.’

Whether feminist or not, whether
looking at IVF as a manifestation
of patriarchal power or not,
women must be aware of the
spiral of possibilities that could
lead to less and less control over
when, how and whether we give
birth. Only our vigilance and our
voices raised as one will protect
our birthright — the power to give
birth.

Debra Pilon is an Ottawa feminist
and writer.
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Dianne Patychuck

Ultrasound:
TheFirstWave

‘Is it necessary?’ More and more

) women in Canada are asking this
question about ultrasound exami
nations, which are increasingly
becoming a routine aspect of
obstetrical practice. While there
clearly are some valid medical
reasons for obstetrical ultrasound,
its routine use as a screening tool
in pregnancy is not justified.
Evidence is accumulating which
raises questions about the safety
of ultrasound for the developing
fetus. Broader political analysis
show that its use may be part of a
multifaceted attack on women’s
rights.

The story of ultrasound is much
like the history of other medical
interventions in childbearing.
Each new discovery promised
safer pregnancies, less painful
deliveries and healthier babies,
but at the same time provided
new ways for medicine to take
greater control over the manage
ment of pregnancies. Of course
we want to do everything we can
to have healthy children. But like
forcepts, stirrups, and induced
labour, the new prenatal tech
nologies (ultrasound, fetoscopy,
fetal surgery, and, on the horizon,
artificial wombs) similarly exploit
our concerns about having
healthy children, and in the pro
cess take away our power. Our
control over our bodies, over the
protection of the fetus and over
our experience of pregnancy itself
is challenged by the way these
technologies are being developed
and used. Very much like the role
played by fetal monitoring in
labour and delivery, ultrasound

provides opportunities for medical
monitoring and information collec
tion which form the data base for
the definition of new categories of
high risk pregnancies, and thus for
greater medical management and
control of the pregnancy itself.
There is not doubt that prenatal
technologies can do many of the
things they have been designed to
do — but can they do them
without driving a wedge between
women and their future children?

A New Tool and a
Captive Market

Visualization of the fetus by ultra
sound was first noted in the early
1960s. Within a decade, it had
become an integral part of obstet
rical practice. Heralded as a ‘safe’
alternative to harmful X-rays,
ultrasound was welcomed by

parents and medical practitioners
alike. In the 1970s and early
1980s, medical and nursing jour
nals and patient pamphlets all car
ried the message that ultrasound
was safe, and doctors reassured
women that the examination
would not harm their baby. This
impression of safety opened the
door to its widespread use.
Hospitals and physicians began to
increasingly rely on the data it
produced for reassurance about
expected delivery dates and fetal
growth patterns. Women began to
accept and expect the objective
reassurance their doctors could
now provide. In 1974, 15 per cent
of pregnant women in the U.S.
received ultrasound examinations.
In 1984, the Canadian Medical
Association estimated that 80 per
cent of pregnant women in
Canada had at least one ultra
sound during their pregnancy.

Huge amounts of research funds
and energies were directed into
collecting and organizing the data
generated by ultrasound to
establish growth rate curves and
other standards by which to
categorize ‘normal’ fetal develop
ment. The subjects of this research
were, of course, the women and
fetuses who were exposed to the
examinations as part of their
obstetrical care, as specialists on
both sides of the ocean col
laborated on their findings.

In the race for profits, many
new companies joined the medical
supply, pharmaceutical and elec
tronic companies already produc
ing ultrasonic equipment for
medical use. The market for this
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equipment continues to be one of
the fastest growing instrument
markets of all time, expanding at
a rate of 16 per cent annually.

Little research funding found its
way into exploring the possible
adverse effects of high frequency
sound waves on the embryo or its
developing organs. The techno
logy was accepted and embraced
by medicine without adequate
prior assessment of its risks.

Throughout the 1970s, labora
tory experiments demonstrated
fetal abnormalities, fetal and
maternal deaths in animal studies,
and chromosomal and other ab
normalities in human cell studies.
This research remained largely
hidden in the basic science and
clinical research journals.

So it is not surprising that when
a 1982 conference sponsored by
the March of Dimes and Columbia
University made public the
evidence about biological effects,
it fell on deaf medical ears. Hos
pitals, medical practitioners and

corporations had too much to
lose. But the evidence could not
be ignored. One radiologist at
Albert Einstein College of
Medicine in New York demon
strated that the cellular changes
caused by ultrasound were com
parable to the observations
recorded by cell exposure to 250
chest X-rays. Public health and
professional associations advised
against routine use and recom
mended that it be reserved for
situations in which it was clearly
medically indicated. Despite these
research findings and cautionary
statement, routine use of
obstetrical ultrasound is still in
creasing in North America. We
have to ask why.

Who Benefits?
One explanation for the increas
ing routine use of ultrasound is
that it serves medical interests.
For example, medicine’s focus on
the obscure, the new and fas

cinating, the challenges and
wonders of what medicine can do
contrasts sharply with the rela
tively mundane reality of medical
practice, and the involving,
toylike nature of the new tech
nologies helps compensate for this
fact. Technology producers are
sensitive to this attraction and in
corporate practitioners’ need to
‘fiddle with dials’ into the design
and packaging of equipment.

With increasing specialization,
many physicians have little actual
contact with the equipment itself.
But the information it provides
fills another need. It is much more
satisfying for a research, action-
oriented practitioner to make a
diagnosis or predict an outcome
on the basis of ‘objective’
measurements than to sit back
and wait for nature to take its
course. This medical need to
know what is going on inside the
uterus is satisfied by the data
which ultrasound provides. For
one of modern medicine’s greatest

What Is Ultrasound
Used For in Pregnancy?

possible dangers of ultrasound
make its use as a routine screening
tool highly questionable:

fis long term safety is unknown
• the early detection of conditions
that resolve themselves spon
tanteously without intervention,
creates needless anxiety
• diagnostic inaccuracy — false
positives and false negatives have
been reported
• because of the lack of equipment
standards aiidthe lack of infOrma
tion provided by the manufac
turers about the dose intensity of
the sonic beams, it cannot be
assumed that any specific piece of
equipment is emitting doses which
are in the current presumed ‘safe’
range for the fetus.

Ultrasound examinations are
currently used primarily for the
following:
• to establish gestational age
(between the fifth and 25th week)
• to detect abnormalities during
early pregnancy such as ectopic
pregnancy, congenital malforma
tions, and threatened abortions
• to investigate vaginal bleeding
•: to lOcate the placenta and ascer
tain fetal position when ammo
centesii is to. be performed
• to confirm abnormal fetal
I.
•: to confirm multiple pregnancy
.• to dêmonstràte fetal life
• to detect pelvic tumors
• to conduct fetal growth studies in
the second trimester

While several benefits are
claimed, the disadvantages and

effects and have all recommended
that ultrasound not be used
routinely but reserved for cases
when it is clinically indicated: the
U.S. National Institute of Health,
American College of Radiologists’
Commission on Ultrasound, U.S.
Food and Drug Directorate (FDA),
United States Bureau of Radio
logical Health, American College
of Obstetricians and Gynecologists,
Society of Obstetricians. and
Gynaecologists of Canada, lnteriia
tional Childbirth Education
Association, and the Environmen
tal Health Directorate of the:
Health Protection Branch in
Ottawa. The consensus of these
and other groups is that further
clinical, laboratory and epi
demiologicai studies are needed to..:.
accurately evaluate the long-term
safety of ultrasound. Researchers
at the University of Manitoba are
currently conducting a long-term
study of children who received
prenatal diagnostic ultrasound.

Pregnancy itself does not con
stitute reason enough for diag
nostic ultrasound. The following
public health and professional
organizations have all examined
the evidence concerning biological
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ears is to be accused of ‘missing
;omething,’ of not considering
every conceivable possibility.

The bonding between mother
md child, which ultrasound is
)eheved to promote by its often
mpressive pictures of the
)reathing, swallowing, active
etus, must also have a similar im
)act on the attending physician.
“1o longer dependent on the preg
ant woman’s reporting of her ex
)erience, obstetricians can now
)bserve the mysteries of fetal life
irsthand. In fact, a large part of
the medical interest in controlling
women’s sexuality, fertility and
reproduction can be explained by
the fact that it allows men to par
ticipate in a realm from which
their biology largely excludes
them. The proud comments of
practitioners after completing a
complicated delivery and news
paper photographs of proud
specialists presenting ‘their baby’
after a successful attempt at fer
tilization or implantation of an
embryo, attest to this desire.
These successful births are more
than an affirmation of the skill,
benefits and social need for ob
stetrical intervention in preg
nancy. They also demonstrate the
profession’s ability to ‘create’
human life.

Ultrasound also opens the door
into the pregnant uterus for
economic benefit, increasing
medicine’s competitive edge in a
contracting market. For while
feminists argue that pregnancy
and childbirth should be con
sidered a natural life process con
trolled by women, medical science
is fostering technologies which
provide a seemingly objective
basis for demonstrating the need
for obstetrical intervention in most
if not all pregnancies. The
technology therefore legitimates
medical power, providing obstetri
cal specialists with some leverage
in a situation of increasing compe
tition for patients due to a gener
ally low birth rate, surplus of doc
tors in urban areas and increasing

consumer interest in woman-
controlled alternatives such as
midwifery, home birth, and out-of-
hospital birth centres. These tech
nologies also serve the research
and status needs of medicine:
there are reputations to be
established, diseases to be named
after, articles to be published,
research contracts to be secured
and promotions to be won, as well
as money to be made.

Yet another benefit to medicine
of the new prenatal technology is
that it provides opportunities to
save lives — those not yet born —

at a time when medicine’s ability
to cure diseases which affect the
living is shrinking. Chronic
diseases such as heart disease and
cancer offer some opportunities
for heroic medical efforts but, by
and large, these are not things
conventional medicine can do
much about.

The kinds of reproductive tech
nologies being developed are con
sistent with what can be expected
under a capitalist system. They
are individualistic, invasive, heroic
and require specialist intervention
and supportive technology. They
are not accessible to all, they
blame the victim and the biggest
risk is paid by the patient. They
do not threaten business; in fact
they create opportunities for in
vestment, expansion, and profits.

Social, Ethical and Legal
Issues: A Cause for
Concern

Part of the power of new prenatal
technologies is that they meet
perceived human needs. If fetal
surgery can prevent serious brain
or kidney damage, then why not
perform it? If chorionic villi sampl
ing (see A Primer of Reproductive
Technology) can provide the
earliest possible assessment of
serious congenital anomalies then
why not do it? If ultrasound can
provide evidence of fetal abnor
malities, multiple pregnancy and
placement of the placenta, why

not perform it routinely ‘just to be
sure?’ If an artificial womb could
keep the premature fetus alive un
til its systems are mature enough
to survive independent life, why
not develop one? These are dif
ficult dilemmas in a society which
places a high moral value on new
or potential human life. But some
doctors, nurses, lawyers and
ethicists are voicing concern that
the technology is advancing faster
than our ability to evaluate it.

Recent legal discussions and
court decisions are setting some
alarming precedents concerning
who will decide what is best for
the fetus. For example, Edward
Keyserlingk, head of the Law
Reform Commission’s Protection
of Life Project, argues that the
courts should order amniocentesis
and fetal surgery against parents’
wishes, and that women should be
held responsible for fetal effects
related to their behaviour during
pregnancy, such as smoking,
alcohol consumption, medication
use, and failure to seek medical
treatment for infections. Critics of
this position point to the
hypocrisy of blaming women for
the fetal effects of smoking and
alcohol when the government col
lects millions of dollars in taxes
from their sale.

We should ask whether we
want to place our health at the
whim of an ever-changing and ex
panding technology. Given that
each new discovery or invention
carries a risk to mother, fetus or
both, how will decisions about in
terventions be made? Chorionic
villi sampling can detect fetal ab
normalities in the first trimester,
and thus allows for earlier deci
sions to abort than does amnio
centesis. But many of these would
have been spontaneous abortions
a few weeks later, if left to nature.
Should women be expected to go
through the personal trauma of
choosing to abort, accepting that
active personal responsibility and
unnecessary stress? Another ex
ample is artificial wombs. The
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development of this technology
will allow the fetus to sustain life
outside the womb at earlier and
earlier stages, which will create
serious dilemmas about what to
do with aborted fetuses and
whether they should be ‘de
stroyed.’ Clearly, science and
technology alone cannot solve
these dilemmas.

In contrast to all the hype sur
rounding prenatal technologies,
there is a notable lack of govern
ment, corporate and medical in
terest in reproductive hazards in
the environment and the work
place. Little if any support is given
to women and men who refuse
unsafe work and working condi
tions, and there is a lack of ade
quate legislation, regulation, in
spection and enforcement in this
realm. Industry is seldom held
responsible for the health hazards
it creates. Instead workers have to
pay the price. For example, seven
pregnant CP Air workers in Missis
sauga, Ontario had no recourse
but to stay home, losing salary
and benefits, while their poorly-
ventilated office was recently
painted with a substance known
to cause embryonic damage.
There is similar government
neglect in ensuring the safety of
ultrasound equipment, which can
vary widely in the doses emitted.

The Threat to Women
As women we receive contradic
tory information all our lives
about our bodies. We are viewed
both as the objects of male sexual
gratification and as reproductive
vessels. These conflicting social at
titudes towards our reproductive
functions are also seen in the high
rates of battering of pregnant
women, the design of maternity
clothing which aims to hide the
fact of pregnancy and the diffi
culty new mothers face in finding
acceptable public places to breast-
feed in. Yet while social attitudes
towards pregnancy dictate that

women experience it as a private
individual problem, the state and
its institutions stand ready to in
tervene to protect the fetus in the
public interest should a woman
choose not to continue with the
pregnancy. Current medical and
legal discussions raise serious
questions about women’s right to
control our bodies whenever a
fetus or potential fetus is involved.
Should we be forced by the capa
bilities of medical technology to
undergo tests to evaluate whether
or not the fetus is ‘normal’ by
medicine’s standards? Even if the
occurrence of false positives and
negatives can be greatly reduced
in the future, does this kind of in
formation increase our rights and
freedoms, or will it be used to fur
ther control or prescribe our
choices? Unaware of the implica
tions, will we adjust our notions of
what constitutes legitimate
medical practice and submit to
even greater social control during
pregnancy? If we refuse to follow
medical prescriptions for what is
best for the fetus, will we be
forced by the courts to submit to
intervention into our uterus? What
social and political priorities are
behind this not so subtle attack on
women’s basic human rights?

In Canada today, women’s strug
gle for control over our bodies,
our health, our right to protect
our physical and emotional in
tegrity, has become a struggle of
optimum importance. Women all
over the country are questioning
the need for routine ultrasound
examinations and refusing them.
The onus is on medicine to prove
that it is necessary, and we must
fight to exercise our choice as to
whether or not we agree. We
must restrain the temptation to do
everything science and medicine
say is necessary in order to ensure
healthy babies, and oppose efforts
to use the rights of the fetus as a
way of discrediting our own
knowledge and experience of
pregnancy.

Prenatal technology is not
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neutral. History shows us that the
development of new technologies
and reproductive interventions
have largely served the needs of
the already powerful. Medical
technology is a subtle but power
ful weapon, because it promotes
voluntary changes in attitude. Pre
natal technology provides oppor
tunities for considering the fetus
as an individual with its own
rights. This focus on fetal rights,
by appealing to our concern for
our children, may be a way of get
ting women to give up our hard-
won rights. The health-promoting
potential of prenatal technologies
must be weighed against this
potential for challenging women’s
right to control our bodies and our
destiny.

Dianne Patychuk is a researcher and
writer whose main interest is the in
ternational politics of health and
medicine. She has an extensive col
lection of resources on the adverse
effects of ultrasound and can be
reached at 100 Bain Ave., 46 The
Oaks, Toronto, Ontario M4K 1E8.
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HE MOThER MACHINE:
eproductive Technologies from
rtificial Insemination to Artificial
Vombs, Gena Corea, Harper & Row,
Jew York fFitzhenrv & Whiteside.
:anadian distributor], 1985, $2795
ardbound, 374 pp.

Ieviewed by Linda S. Williams

n 1978 the world’s first test tube
aby was born in England. Since

that time, innumerable books, ar
icles, and television shows have
been produced about the new
reproductive technologies (RT’s
for short). In spite of this glut of ‘in
formation,’ what is almost always
missing from these accounts is an
analysis of what these new tech
nologies will mean for women.
Gena Corea has done all women
an invaluable service by providing
such an analysis in The Mother
Machine.

Corea examines artificial insemi
nation, embryo transfer, in vitro
fertilization and related technolo
gies such as sex determination,
surrogate motherhood, artificial
wombs, and cloning — truly a stag
gering array. She begins with a
simple but crucial observation: the
overwhelming majority of doctors
and scientists who develop RT’s
are male, and the overwhelming
majority of persons on whose
bodies these men experiment are
female. Given what we know
about the existing power relation
ships between men and women in
general, and between women and
the medical profession in par
ticular, what does this fact mean
for women?

To answer this vital question,
Oorea uses two concepts bor
rowed from earlier feminist
writers — the ‘Foreground’ and the

‘Background.’ The Foreground of
any phenomenon is the surface
reality that is presented to us by
those who control it. The
Background is the truths that lie
behind the surface, and these may
be entirely different from the
Foreground.

The meaning of these abstract
concepts becomes chillingly clear
when we apply them to modern
medicine and its latest invention,
reproductive technologies. These
technologies are presented to us
as treatments for infertility or the
prevention of genetic diseases, ad
ministered by doctors who claim
to have our best interests at heart.
These men speak glowingly of
how RT’s will increase women’s
reproductive ‘choices’ and pro
duce ‘better’ babies. According to
these men, since research is con
stantly producing new and better
techniques, things can only get
better! This is the Foreground of
the new RT’s, their surface reality.

However, if one views medicine
as a possible means of social con
trol, as Corea and most feminists
do, the Background of these
technologies is something very dif
ferent. Corea points out that
medicine, especially when allied
with the state, can become a
powerful means of social control,
not just a source of healing. She
believes that this is exactly what is
happening with the new reproduc
tive technologies — male-
controlled, scientific procedures
are being developed which will
eventually allow men to almost
completely control women’s
reproduction.

Corea is not the first feminist to
make this frightening observation,
but she is one of the first writers
to present extensive empirical
evidence to support it. Her
research is thorough and compell
ing. She has spent years reading
medical journals, monitoring the

popular media, and actually inter
viewing many of the men (and the
few women) who have played
vital roles in developing RT’s.
These painstaking efforts have
produced a volume which is
outstanding in several respects.

First of all, Corea places RT’s in
their historical context. Contrary
to popular belief, the research
which led to these ‘new’
technologies actually had its
beginning more than a century
ago. The outcomes we are now
seeing are just the end results of a
long sustained effort. As part of
this historical approach, she
outlines in some detail how
research on artificial insemination
and in vitro fertilization in animals
led directly to research on women.
At first glance this might seem an
unusual way to proceed, but it pro
vides important insights into the
attitudes of researchers, many of
whom see little difference be
tween experimenting on animals
and experimenting on women.
This is an important part of the
Background which never emerges
in public accounts of RT research.

Secondly, the sheer amount of
factual information on the new
RT’s which has been brought
together in one place is over
whelming. Not only is the
development of each technology
described, but also its physical
risks and financial and emotional
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costs. One learns a great deal
about how these technologies
work biologically. This book does
not assume that the reader has a
PhD in physiology nor does it con
descend on technical matters.
Corea’s writing style is clear and
straightforward. The bibliography
alone is a valuable contribution to
feminist research, and a
chronology of the development of
RT’s at the end of the book is
useful and fascinating.

Corea also makes an important
theoretical connection by examin
ing the new RT’s in the light of
Mary O’Brien’s theory of
reproduction. (Mary O’Brien, The
Politics of Reproduction). Unfor
tunately, space limitations do not
allow even a brief outline of
O’Brien’s major premise, however,
the linkage of Corea’s research
and O’Brien’s theory is powerful
and does much to increase our
understanding of why men might
wish to co-opt women’s reproduc
tive power.

The Mother Machine is an in
credibly frightening and important
book. Gena Corea has brought
together empirical research and
feminist theory in a way that ex
poses reproductive technologies
for what they really are — power
ful tools which may eventually
allow men to completely control
the reproduction of women. What
can we do about this as women?
Corea says that we must speak
out, often and loudly — ‘When
many women break silence, when
many women finally speak their
truth, and speak it again and
again and again, the world will
have to change.’ These are
hopeful words, and Corea is
guardedly optimistic. After one
reads this book, it becomes ab
solutely clear that what little con-

Linda S. Williams is writing a doctoral
thesis on in-vitro fertilization at the
Ontario Institute for Studies in Educa
tion in Toronto.

TEST TUBE WOMEN, WHAT
FUTURE FOR MOThERHOOD?
Rita Arditti, Renate Duelli Klein
and Shelly Minden (ed), Pandora
Press, London, 1984

Reviewed by Somer Brodribb

This thoughtful and urgent collec
tion explores the power relations
structuring human reproduction.
The recent development and use
of biomedical techniques is placed
in the context of the worldwide
devaluation of women. Previous
feminist writing has exposed the
medicalization of childbirth, what
Adrienne Rich called ‘the theft of
childbirth’ from women. Test-tube
Women illustrates how the use of
new genetic technologies and
experimentation extends and con
tinues that process. As con
tributors to this volume point out,
women do not control pharma
ceutical companies, medical train
ing or reproductive engineering
units. However, the editors hope
to take action be initiating ‘inter
national exposure of the policies
of reproductive technologies.’

A plurality of voices and ex
periences enriches the collection.
There is a willingness here to con
front and struggle with difficult

issues, although diversity is never
reduced to divisiveness. Various
issues are highlighted: infant mor
tality, midwifery, cloning, sur
rogacy, egg farming, prenatal
femicide, family planning policy in
India, and sterilization abuse. The
need to recognize all women’s ex
periences is central. Differences
among women in terms of acces
sibility are confronted and the
various implications of these bio
medical techniques according to
race, class, and age are suggested.
At least one voice cautions against
the outright rejection of techno
logy and the new romanticization
of childbearing and rearing.

However, that technology is a
social institution currenly reflec
ting a violent masculinist science,
and dominated by white men liv
ing in industrialized countries is a
concern echoed throughout the
book. The collection stresses the
importance of understanding how
women’s reproductive rights and
choices are determined and
created in a liberal democratic
patriarchy which urges us to exert
individual rights to consumer
choice, but which resists women’s
collective control. The tension
between regulatory protection of
women, and individual preferences
and choices is particularly relevant
in the question of surrogacy.
Author Susan Ince indicates in her
article, Inside the Surrogate In
dustry, that before penetrating the
surrogate industry, she had ‘no
substantive answers to the ques
tions of proponents: what’s wrong
with it, if that’s what the women
want to do? Are you against them
making money? Are you saying
the industry should be regulated
by the state? The questions were
naggingly familiar, the same ones

trol we now have over our own
reproductive lives is severely
threatened. These are the stakes,
nothing more, nothing less.

Read this book and start
fighting.
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sked by apologists of the sex
uying industries, prostitution and
ornography.’ She exposes how
he surrogate mother is portrayed
s ‘a happy hooker with a heart of
gold,’ and argues that we must re
ect a ‘quiet liberal complicity with
he new reproductive prostitution.’
Che dangers of an uncritical and
inreflective acceptance of the use
f these technologies are demon

trated when a chapter of the
qational Organization of Women
endorsed surrogacy after meeting
with an industry representative. En
an analysis of the control of abor
tion K. Kaufmann also warns us,
‘When the choices are not our
own, what choice can women
have?’ Julie Murphy looks at egg
farming and argues:

The benefits that reproductive
technology extend to women in
terms of ways to reproduce
become suspicious when we
realize that egg farming does not
enable women to refuse to be
reproductive bodies. What looks
like personal fulfillment and occa
sional convenience for women,
has, when placed in a patriarchal
context, devastating implications
for women.

None of the contributors remove a
discussion of state regulation, and
individual rights and choices from
the context of masculine
dominance in economic, social and
political terms. It is this context
which is shaping legislation and
technology along the contra
ceptionlreproduction continuum,
from infertility to fertility. The
refusal to respect women’s cor
poral autonomy in the question of
abortion has implications for the
control of the embryo transfer as
Rebecca Albury points out in Who
Owns the Embryo?:

The ownership of the embryo has
profound implications beyond the
often raised questions of frozen
embryos in laboratories. If the
ownership of an embryo in vitro
is legally established, what will be
the status of an embryo in vivo?

Will a man be able to prevent an
abortion because he is the joint
owner of the implanted embryo
regardless of whether a woman
consents to continuing the
pregnancy? Could a man take out
an injunction to enforce a par
ticular diet, non-smoking, or
regular exercise on a pregnant
woman as an expression of his
concern for the care of his
property — his share of the fetus?
Such speculations reduce women
to little more than ambulatory in
cubators, but are not as far
fetched as they might seem for
men have already gone to court
in attempts to deny women abor
tions in several countries.

Ince’s experience as a ‘surrogate
mother’ revealed to her that ‘The
careful screening process was a
myth. I encountered no evidence
of real medical or psychological
safeguards, just enough hurdles to
test whether I would be obedient.’
These are the realities of women’s
lack of control under which we

must contextualize medical pro
mises of consumer choice. Robyn
Rowland suggests that the right of
women to bear children is the
right that will ultimately be
threatened by the masculinist use
and development of these techni
ques. Nevertheless, the anthology’s
inclusion of women’s rites in verse,
myth and feminist dystopia turns
this chilling expose into a confi
dent call to attention. The opening
piece, A Yengo Tale by Barbara
Neely, promises that the resources
we need, ‘and the cave of the ones
still exists and will be found by the
women in the time when all else
fails.’

Somer Brodribb is a doctoral student
at the Ontario Institute for Studies in
Education in Toronto.

/

r Cd5..

TORONTO
WOMEN’S BOOKSTORE

73 HARBORD STREET
TORONTO, ONTARIO M55 1G4
(416)l9228744 MONDAY
THROUGH SATURDAY 1030
T06:OO THURSDAY 10:30 TO
8:OOWHEELCHAIR ACCESS



32 HEALTIISHARING FALL, 1985

letters...write us now.

No Changes at U of T
1 was a professional patient
in the University of
Toronto’s 1983 fall pro
gram. My experience was
similar to Michele’s and
Wendy’s; I guess nothing
has changed, except that
we were advised to phone
and reschedule if we began
to menstruate unexpec
tedly; we were discouraged
from teaching during our
periods, probably because
of the added discomfort and
the small increased risk of
infection. The pay is still
$30 an hour and each
teacher works alone.

Every year at the end of
the program there is a
meeting so that the profes
sional patients can make
comments and recommen
dations. Last year I was the
only one who showed up,
and I had nothing to say
because I felt insecure.
After reading the article, I
wish I had spoken up. Like
Michele, I feel that teams
would be more effective,
and that there should be
fewer students at a time,
with more time spent on
the emotional aspects of the
pelvic exam. I also wish

there were nurses involved
in the teaching. At this time
I do not intend to sign up
for another season; I’m dis
illusioned.

I had joined the program
after a horrendous hospital
birth experience at the
hands of obstetrical resi
dents; I was angry and de
pressed, and suffered night
mares of rape and torture
for months. I vowed that I
would do something, any
thing, to try and change the
system so that another
woman would be treated
differently, humanely, by
the next generation of doc
tors. I was naive. I’m sure I
made no difference; how

•could I, an embarrassed and
shaky-voiced novice with
no paper degree, undo in
20 minutes what western
authoritarian medicine
engraves on medical
students over the course of
seven years?
Aliss Terpstra
Toronto, Ont.

Down There, Down Under
We read with great interest
(and some disquiet) the in-

terview in Healthsharing
(Spring, 1985) with Wendy
Barrett and Michele Dore
titled Not the Oldest Profes
sion. The interview shows
clearly that the pelvic ex
amination teaching pro
grams have the potential to
be used against the women
working with them, and
thus against all women,
through the reinforcement
of patriarchal power rela
tionships of which the doc
tor/patient relationship is
archetypical.

We have been involved in
a program for teaching
pelvic examination for
several years. The program
(at the Flinders University
of South Australia) has been
a very positive experience
for the team of women
(Teaching Assistants or TAs)
teaching within it, as well as
for the medical students for
whom it is the first ex
posure to the pelvic ex
amination.

There are several features
of the program which we
consider to be responsible
for its success — success
both in terms of improving
students skill as well as in
its subversive aims of chal
lenging medical assump
tions about female passivity,
about professional rights
and about male/doctor
supremacy.

Finally the program is
largely controlled by the
women who teach within it.
We recruit TAs, organize
their training, and decide
upon the structure of the
program and the emphasis
that it will take. We are
responsible for monitoring
and evaluation of the pro
gram. This autonomy oc
curs with the full and active
support of two senior
medico’s within the Depart
ment of Obstetrics and
Gynecology who remain
formally and financially
responsible for the program.

The second important
feature of the program is

that the issues of sexuality
and of power that are
embedded within the pelvic
examination are acknow
ledged. A discussion of feel
ings and behaviours which
result from these isues are
discussed between the
students and the TAs in as
direct and non-threatening
a way as possible.

Thirdly the central
message of the program
regarding respect for a
woman’s right to control
over the examination situa
tion is practiced by the TAs.
We can, and will, require a
student to stop an examina
tion if either their attitude
or technique causes us
discomfort or distress.

Finally the ratio of TA to
student is 1:1 so that no
woman is ever required to
have more than one ex
amination in a single (two
hour) teaching session. Pay
ment is made at the instruc
tor rate rather than as a
patient body. This reflects a
valuing of the skills and ex
perience that the TAs bring
to the program, rather than
simply being the availability
of a crotch.
Margie Ripper and
Carole Wiles
Bedford Park, Australia

Comfort and Dignity
I am writing to you on
behalf of the Clinical
Teaching Associates (CTA)
of the University of
Manitoba. At a staff meeting
we reviewed the article in
your Spring, 1985 issue en
titled Not the Oldest Profes
sion, and we all felt that our
program and experiences
are so vastly different from
the women interviewed that
we would like to respond in
the hope of effecting
change.

We strongly believe that
promoting a more positive
attitude towards and about
women on the part of
healthcare professionals is

LETTERS

In our spring, 1985 issue, for the first time in six
years of publication, we asked readers to write us
about a specific article. The response was wonderful.
Many of the letters received about Not the Oldest
Profession. Two Women Talk About their Experience
as Professional Patients are shared here.

Next issue we will once again print letters about
varied topics. Please don’t wait for a specific call for
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‘ital. Our program there-
ore stresses not only the
eaching of clinical skills,
)Ut also the woman-as
)atient perspective; respect
or her comfort and dignity
re paramount.

Our job includes both ad
rocate/teacher and patient!
eacher roles. Our sessions
ire unsupervised by physi
:ians and include two
riedical students and two
TAs. We are planning on

)roducing a video for use in
nedical schools.

The women in our pro
gram all feel good about
ur experiences. It is er
roneous to say that the
University of Toronto pro
gram which seems so ter
ribly demeaning is pat
terned after the University
of Manitoba program, as
Michele seems to think.

We would like to network
with other CTA programs
across the country.
Ruth Corobow
1¾nnipeg, Man.

Well Women Teach
I have been involved in a
Professional Patient pro
gram at the University of
Calgary Medical School for
four years. Our program in
corporates several of the
suggestions put forward by
Wendy Barrett and Michele
Dore to improve the pro
gram at The University of
Toronto. Our founding
mothers and the physicians
they worked with to imple
ment the Well Women
Teaching Assistants Pro
gram, as it is now called,
were all committed to iron
ing out all the perceived
issues before the program
started.

We work like this: a team
of two Well Women (W’vV)
receives a list of couples of
medical students and ar
ranges a mutually con
venient meeting time of two
hours duration; we meet at
the Family Practice Suite in

the hospital and break up
into pairs, one WW and one
medical student practice in
terviewing; we then come
back together and one WW
demonstrates a gentle
pelvic exam on the other
WW; the students then have
a chance to do the pelvic
exam on each of the WW.
At all times the WW are the
teachers. The situation
mimics a real clinical setting
in that the student must
develop a rapport with the
woman she/he is examin
ing. The feedback we get
from the students is very
positive and we have yet to
run into anyone who treats
us with disrespect.

Besides wishing to im
prove the skill of physicians
in caring for women as far
as pelvic examinations go,
my personal agenda with
the students includes a
discussion of care in child
birth because I am a mid
wife.
Jan Teevan
Calgary, Alta.

Organizing for Change
While agreeing with each
criticism of the professional
patIents program discussed
in Not the Oldest Profession
(Spring, 1985) we found it
interesting to see how dif
ferent our perspective on
working within the program
is. Ironically, as midwives
we have been proudly
claiming to be in actual fact
the oldest profession, and
our daily work involves
dealing with the sexism of
that younger profession,
medicine.

As labour coaches and pa
tient advocates, we are used
to entering a system we
have not designed nor have
formal input into. We are
struggling both to help in
dividual women give birth
with greater control and
dignity, and to make wider
political changes in
obstetrical care. Perhaps we

have become desensitized
through constant exposure
or perhaps we have been
encouraged by the progress
we have seen while work
ing in this way. But for us,
teaching in the professional
patients program has been
an extension of this ap
proach.

We have probably con
tinued to find participation
in the program useful
because we have a specific
hidden agenda — when the
students ask why we work
in the program, we explain
that we are midwives. This
frequently leads to an ex
tensive discussion of
everything from the politics
of obstetrics to the manage
ment of labour, to how to
deliver a baby without an
episiotomy. We often meet
the students we have taught
later on the labour floor and
have found they treat us
with increased respect.

The program obviously
has serious problems,
typical of the whole medical
system. Given the difficulty
in funding an independent
feminist-controlled teaching
program at this point in
time, it seems obvious that
our criticisms might be most
effectively answered by
organizing the women
working as professional
patients to press for
changes as a group.
The Midwives Collective of
Toronto

Work Respected
I am writing in response to
your article on Not the
Oldest Profession (Spring,
1985). I spent one year as a
Gynecological Teaching
Assistant (GTA) at Queen’s
University in Kingston, and
fortunately my experiences
were quite different to those
described in your article.

The physician/professor
overseeing the program, Dr.
Paul MacKenzie, clearly
viewed our work respect-

fully, valued and incor
porated our input and was
responsive to any problems
that arose.

The structure of the pro
gram at Queen’s was such
that during one afternoon a
week, two GTAs would
work with three students
explaining the reasons for
the program, demonstrating
the pelvic examination and
discussing different aspects
of the doctor/patient rela
tionship. At no time would
any woman have more
than three pelvic exams a
week.

It was made clear to the
students in their class by
their professors that we, the
GTAs, had final say on how
to do the examination and
our expertise should be
respected and accepted.

The informal but informa
tive interaction we had with
the students allowed us to
discuss many ethical aspects
of the doctor/patient rela
tionship, particularly per
taining to women’s health-
care. While most students
were obviously nervous at
the beginning of the class,
the approach offered cer
tainly helped to create a
strong learning environ
ment. Over the year, I can
only think of two or three
students who did not leave
expressing strong gratifica
tion not only for being
given the opportunity to
learn to do the pelvic exam
in this way, but also for
having the chance to
discuss many issues pertain
ing to healthcare not raised
in their other classes.

I have had several
teaching jobs at universities,
and can say that this was
one of the most rewarding
both in terms of what I feel
I offered the medical
students and in the reward I
felt for having taught some
thing important in a worth
while way.
Paula Rochman
Toronto, Ont.
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Resources & Events author of Solving Problems
Together will be the keynote
speaker.

For further details call Gwen
Roe at (416) 534-7501.

CRIAW Conference

The Canadian Research Institute
for the Advancement of Women
(CRIAW) will hold their annual
conference Nov. 8-10, in Saska
toon. The theme is Women:
Social and Physical Isolation.’ Ses
sions will focus on both the
phenomenon and the experience
of isolation, and on ways to end
women’s isolation.

For further information, contact
Betty Pepper, Conference
Organizer, 842 University Ave.,
Saskatoon, Sask. S7N 0J7, (306)
242-0081.

Disabled and Elderly Travellers

Handi-Travel is a comprehensive
travel guide for people with dis
abilities affecting their mobility,
hearing and sight. Written by Cm
nie Noble, an expert in travel for
the disabled, it provides detailed
information on transportation by
air, rail, bus and ship — both in
North America and overseas.

The book costs $9.95 and is
available from the Canadian
Rehabilitation Council for the
Disabled (CRCD), 1 Yonge St.,
Suite 2110, Toronto, Ont. M53
1E5, (416) 862-0340.

Tour India and Nepal

A women’s study tour of India and
Nepal led by Fran Hosken, editor
of Women’s International Network
(WIN) News will be taking place
March 3-22, 1986. Travelling to
Delhi, Ahmedabad, Jaipur, Agra,
Varanasi, Calcutta, Kathmandu
and Dhulikhel, travellers will visit
schools, health clinics, orphanages
and women’s groups as well as
seeing many classic Indian sights

and attractions.
The trip, leaving from New

York City will cost US $3365 and
includes all land and air travel,
delux or first class hotel ac
comodation, entrance fees and
daily breakfast and dinner.

For reservations contact
Odyssey Tours, 1821 Wilshire
Blvd., Suite 524, Santa Monica,
Ca., 90403, (800) 654-7975.

Violence on View

The Federation of Junior Leagues
of Canada is holding a conference
on violence against women,
children and the elderly to ex
plore causes, effects and possible
solutions. The program will
discuss government and com
munity reactions to violence,
how stereotyping, media, por
nography and chemical abuse
contribute to the problem, and
strategies for action.

The confrence is scheduled for
Oct. 18-19, 1985 at the Chateau
Laurier Hotel in Ottawa and will
cost $150 plus an additional $70
for hotel accomodation. Contact
Judith Dowler, Junior Service
League of Ottawa, 1414 Eastcliffe
Way, Gloucester, Ont. KIB 5H6,
(613) 990-8568 or (613) 746-2428.

WCREC Anniversary

The Toronto Women’s Counselling
Referral and Education Centre
(WCREC) will be celebrating its
tenth anniversary on Nov. 8-9 by
holding two days of workshops
and an evening celebration dance.
Daytime workshops will be of
fered under four themes: identity,
empowerment, creativity and rela
tionships. Hogie Wyckoff, well-
known feminist therapist and

Psychiatric Inmates and the
Charter

Phoenix Rising — a rights
advocacy magazine for the
psychiatrized — has published the
first major analysis of the potential
effects of the Canadian Charter of
Rights and Freedoms on psychiat
ric inmates. Published in August
1985, the authors explore issues
such as the equality clause,
psychiatric inmates’ right to vote,
involuntary committal, forced
treatment, the right to refuse
treatment and review boards.

For copies, contact Phoenix Ris
ing, P.O. Box 7251, Station A,
Toronto, Ont. M5W 1X9, (416)
699-3194.

DES: An Uncertain Legacy

This new film from Studio D is an
in-depth study of Diethyistilbestrol,
better known as DES, a synthetic
form of the female hormone estro
gen. The film examines the de
velopment, marketing and medical
consequences of DES, which was
widely prescribed between 1941
and 1971 to prevent miscarriage.
Focusing on Harriet Simand, co
founder of DES Action: Canada, the
film also looks at health conse
quences among daughters and sons
of women who took DES.

The film, directed by Bonnie An
drukaitis, will premiere across
Canada in October and November.
Check with your local National
Film Board office for further infor
mation and to encourage showings.
The film, approximately one hour
in length, can be borrowed free of
charge in 16mm, rented in video, or
purchased in either 16mm or video
format.
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Unity Through Diversity

The Alberta Status of Women
Action Committee (ASWAC) will
be holding their annual con
ference Nov. 22-24. The location
has not yet been finalized.

Workshops will be held to dis
Duss ideas, issues and organizing,
focusing on themes such as
:eproductive technology, native
women’s rights and sexual harass
nent. Organizers hope also to
iighlight women’s culture with
artwork, music and theatre.

For further information contact
ASWAC, P.O. Box 1573, Edmon
ton, Alta. T5J 2N7, (403) 424-3073.

Women’s Image in Media

A 223 page study, Sex Role
Stereotyping: A content Analysis of
Radio and Television Programs
and Advertisements has been
released by National Watch on
Images of Women in the Media
(MediaWatch) Inc. The broadest
comparative study to date on the
problem of sexism in Canadian
radio and televison programming,
it provides a detailed analysis of
sexism in public affairs shows,
situation comedies, open-line
shows and advertising.

The report contains information
gathered from every province and
territory during two separate time
periods of media monitoring in
1980 and was designed in part for
the Canadian Radio and Telecom
munications self-regulation hear
ings on sex-role stereotyping held
in September 1985.

The report is available from
MediaWatch, 202-636 West Broad
way, Vancouver, B.C. V5Z 1G2,
(604) 873-8511.

It costs $25 for the full report
and $12 for the synopsis which is
available in French and English. A
discount rate is available for
women and students. Include an
dditional $3 for postage.

Family Guide to Sexuality

Planned Parenthood Nova Scotia
and Health and Welfare Canada
have co-produced The Parent Kit: A
Family Guide to Sexuality Educa
tion. The kit, which fits in a brief
case, provides step-by-step instruc
tions and materials for seven work
shops. Topics explore sexuality,
communication, values, teen preg
nancies, sexual abuse. The kit in
cludes books, audio tapes, over
head transparencies, community
resource guides and an annotated
bibliography.

Thirty kits are available for loan
with the user paying only transpor
tation costs. Nova Scotia residents
have first preference. Two kits are
located at each of the five Planned
Parenthood-N.S. affiliates. Contact
Mary Hamblin, Planned Parent
hood-N.S., P.O. Box 1206, Halifax
North, N.S. B3K 5H4, (902)
455-9474.

Directory for Women in
Conflict with the Law

The Ministry of the Solicitor
General has released a com
prehensive listing of existing pro
grams and services for women in
conflict with the law in Canada.
Approximately 800 organizations
are listed including information
on the scope of their programs
and the range of clients served.
Programs which provide direct
services are listed as well as those
intended to educate the public.
Information is also given about
groups that lobby on behalf of
women in conflict with the law.

The document is available in
French or English from Sheila
Arthurs, National Program Con
sultant, Women in Conflict with
the Law, Solicitor General of
Canada, 340 Laurier Ave. W.,
Ottawa, Ont. K1A 0P8.

Resources for Canadian Women

Edited by Kathleen McDonnell

Cc Mariana Valverde in conjunction
with Healthsharing Magazine

A must for every woman, library
and resource centre, this guide
includes articles, annotated list
ings of organizations across
Canada, bibliographies of read
ing matter,and audio-visual
materials. Subjects covered are
childbearing, aging, eating dis
orders, drug and alcohol abuse,
fertility, sexuality, therapy,
violence, menstruation, meno
pause, occupational and en
vironmental health, cancer,
DES and disabled women.

$9.95 200 pages
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Two companion volumes, Birth
Control and Controlling Birth and
The Custom-Made Child?, cover a
wide range of new reproductive
technologies from various feminist
perspectives. The presentations
arose out of a U.S. conference held
in 1979 and include some of the
more spirited debates on the ethics
of sex pre-selection, in vitro fer
tilization, ectogenesis and gene
manipulation.

The books, both edited by Helen
Holmes, Betty Hoskins and Michael
Gross, are published by The
Humana Press, Clifton, N.J., 1981.

Women & Reproductive
Technology

The organization Women and Re
productive Technology (WRT) is a
sub-committee of The Committee
for Responsible Genetics, a U.S.
organization set up to monitor
developments in genetic technolo
gies. Established by feminists active
in health and technology, WRT
focuses on the impact of new
reproductive and genetic techno
logies on women’s lives. They are
especially interested in acquiring

information about women’s per
sonal experiences with new repro.
ductive technologies and collecting
resource information.

Contact WRT, 5 Doane St., 4th
Floor, Boston, MA. 02109.

New Conceptions

This is a consumers’ guide to the
maze of new reproductive techno
logies. It includes information on
emotional and physical hazards of
infertility and a very readable dis
cussion of social, medical, ethical
and legal problems. Written for a
U.S. audience, much of the book
pertains well to Canadian readers.

The book, authored by Lori B.
Andrews, is published by St.
Martin’s Press, New York, N.Y.,
1984.

Infertility: Facts and Feelings

This national information and self-
help organization deals with infer
tility and related issues. The organi
zation publishes a newsletter and is
organizing local chapters across
Canada.

Infertility: Facts and Feelings can
be reached at 639 Petrolia Rd.,
Downsview, Ont. M3J 2X8.

Artificial Insemination Booklet

This packet is a collection of articles
which cover the medical and legal
aspects of donor insemination.

The packet is available from the
Lesbian Mothers National Defense
Fund, P.O. Box 21567, Seattle, WA.
98111. Cost is $3.00 (U.S. funds).

Self-Insemination

This is a how-to pamphlet on self-
insemination written by a group of
British feminists.

The pamphlet is available from
the Feminist Self-Insemination
Group, P.O. Box 3, 190 Upper
Street, London, NI, U.K. Cost is
£2.00.

Machine ex Dea

This anthology contains several ar
ticles which touch upon issues of
reproductive technology.

The book, edited by Joan Roth
schild, is published by Pergamon
Press, Toronto, 1983. List prices are
$27.50 hardbound, $10.95 paper.

Human Artificial Reproduction

The Ontario Law Reform Commis
sion’s findings in this area have just
been published in the two volume
Report on Human Artificial Repro
duction and Related Matters. This
report is likely to supercede all
other provincial reports on artificial
conception. It is essential, but
dense, reading to understand
what’s coming in terms of law
reform in this area.

Available from the Government
of Ontario Bookstore, 880 Bay St.,
Toronto, Ont. M5S 1Z8. Cost is
$12.00.

THEMATIC RESOURCES

Humana Press Books
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