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Our Radical Roots

When Healthsharing started
15 years ago, getting a

feminist vision and analysis of
health issues out across Canada
was a novel idea. Now, in 1993,
we face a somewhat different sit
uation. Years of hard work by
feminist health activists and edu
cators and the feminist move
ment in general, has had an
impact. We’re not taking about a
revolution, but at least an
acknowledgment in more main
stream organizations, publica
tions and at some levels of gov
ernment, that there are serious
health concerns that are specific
to women and that women’s
voices should be heard. But
while this change in conscious
ness doesn’t mean there has
been a fundamental shift in how
health care is delivered or what
research is done, it means that
we have made some gains.
While it is important that there is
now some reflection of women’s
health issues at a broader level,
that reflection is still unfortunate
ly, “whitewashed” and middle
class with the radical message of
feminist analysis mostly buried.

As the move to integrate and
co-opt the feminist health move
ment has developed, we at
Healthsharing have attempted to
reflect the radical roots of femi
nist health activism, broaden the
concept of health and include a
more global representation of
women’s voices. Women’s health
issues are not just reproductive
issues, though we certainly have
cause for anger with the unnec
essary hysterectomies that are
performed, the largely uncritical
approach to hormone replace
ment therapy and the lack of
research into the causes of
endometriosis. Women’s health
issues are not just about diseases
which affect women more than
men, though we are angry at the
incredibly slow response to the
breast cancer epidemic. Feminist
health activism is about looking
at women’s lives as a whole,
about the impact of women’s
oppression, poverty, racism,
class bias, abilism, ageism on

our lives - it’s about making fun
damental changes to our medical
system.

Healthsharing’s future is
unclear, not because there isn’t a
place for the radical, holistic,
self-help message of the publica
tion, but because we are once
again scraping the bottom of the
barrel—a barrel emptied by Tory
deficit-cutting policies. Now,
more than ever, with the build
ing of the Canadian Women’s
Health Network, Healthsharing
has an important role to play in
putting our voices into print and
sharing them across the country.

Let’s take solace in the recent
electoral defeat of the Tories, but
not slip into complacency. It is
possible that with the election of
the Liberal government our
chances for survival may be bet
ter. But we are not holding our
breath. If anything is to change,
including funding to women’s
organizations, it will only come
about, as it always has, through
our mobilization. At the same
time, we once again are appeal
ing to our readers for help.

Arvw G0YFLIEB

I n working on this issue, I have
often envisioned a world

where the traditional wisdom
and knowledge derived from
women’s experience together
with the commitment of
women’s health activists, would
provide new directions for the
health care system. The cost of
health care would be drastically
reduced and the health and
well-being of the people would
be enhanced. However, in this
non-ideal world many organiza
tions and individuals continue to
struggle for fundamental
changes in the medical system.

Another issue of the Canadian
Women’s Health Network series
is complete. We attempted to
reflect the great diversity of
Ontario - in ethnicity, race, cul
ture, language, sexuality and
geography. We wanted to bring

you the voice of energetic and
committed women working to
create better conditions for us
and our families.

Perhaps the most striking
problem which emerged as I
attempted to find out about
groups in Ontario, was the lack
of time to respond to the ques
tionnaire I sent out, and to write
articles for this report. This was
largely because women’s organi
zations are understaffed and
overworked. The most common
concern was the limited funding
available to essential projects
and programs. It is frightening
that lack of government funding
threatens this good work.

I want to thank the women
who responded to the question
naire, wrote articles and were
interviewed. We did not have
space in the magazine for all
your submissions but the
resource bank will store a record
of your work and resources
which will be used by the
Canadian Women’s Health
Network.

CANrn ALEXANDER

Our Cover

“The cover concept repre
sents the barriers Canadians will
face to quality heakhcare under
NAFTA and any other govern
ment assaults on universal
medicare,” says Katie Pellizzari,
a former Healthsharing collective
member. She has illustrated
many articles for Healthsharing
in the past. A visual artist and
ifiustrator, Katie has recently
opened her own graphic design
studio and can be reached at
(416) 652-2694.
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We encourage readei to write.
Your comments are just as impor
tant as the original articles and
columns published in the maga
zine. Please take the time to share
your opinions with other readers.

Healthsharing reserves the right
to edit lettersfor length, andprint
them, unless they are marked “not
forpublication.”

Defining Choice
In “Selective Abortion”,
(Healthsharing, Winter/Spring,
1993), abortion rights activists are
criticized for: “contributing to the
mindset that disabled fetuses
should be aborted . . .[and paintingl
the birth of a disabled child as a
disaster.”

Choice means the option to say
yes or no to abortion, or to any
medical procedure. ARAL does
not promote abortion for fetuses
which have tested positive for a
disability. What CARAL promotes
is the freedom of each individual
woman to make her own choice.

As pro-choice advocates, we do
not paint the birth of a disabled
child as a disaster. What is a disas
ter to us is a woman who finds
herself pregnant and can not get
an abortion but is unwilling to car
ry the pregnancy to term, for
whatever reason. Pro-choice means
that the woman herself makes the
decision. There is never a case
where a fetus should be aborted or
should be carried to term.

We agree that choice is not a
real choice when society does not
help women who are disabled or
women who are poor and without
social support. We believe equally
in fighting for the rights of dis
abled women to make the choice
to have a child, and we agree that
society and the medical establish
ment do not facilitate disabled
women’s right to choice.

But surely what we have strug
gled for all these years in the
pro-choice movement is to have
women recognized as moral, con
scientious human beings, capable
of making difficult decisions on
their own. Why would we step
back from that principle?

How can we say that it is OK
to have an abortion because the
woman is unable to continue the

pregnancy for financial or emo
tional reasons, but it is not OK to
have an abortion because the
woman is carrying a fetus which
tests positive for a disability? If we
can accept these other reasons,
we must also accept the reason of
disability. In fact, there are usually
many factors which come into
play in a woman’s decision. No
one has the right to judge any
woman’s reasons, or apply anyone
else’s standards to her reasoning.

Choosing abortion because a
genetic anomaly has been detect
ed is not a form of prejudice
against disabled people. This line
of reasoning is spurious, unneces
sary and dangerous. Our attitude
towards people who are already
here - in fact, most disabled peo
ple became disabled through
accident, not genetic disorders -

has nothing to do with our free
dom to choose whether or not to
have an abortion when the fetus
tests positive for a disability.

Comparisons of abortions to
the Holocaust and eugenics are
illogical and historically inaccu
rate. Individual women’s choices
cannot be compared to govern
ment policies to “purify” and
“improve” the race. These com
parisons are unworthy of feminist
discourse. “Disabled fetuses” are
not like victims of the Holocaust;
to compare the abortion of fetuses
with the extermination of a race is
simply fallacious. This is precisely
what the anti-choice movement
does in its attempt to deny abor
tion to women.

Women have the right in any
and every case to have abortions.
There are no circumstances under
which forcing a woman into
unwilling motherhood is right.
Unplanned, unintended, unwanted
pregnancies are never acceptable.
Proponents of choice must not
lose sight of this principle. Dis
abled children, too, deserve the
right to be wanted. Arguments like
many of the ones presented in this
article seem to purposefully make
women feel guilty about choosing
abortion when the fetus tests posi
tive for a disability.

We do not believe that the
medical profession is a monolith
of coercion for abortion in cases of

fetal abnormality. Prenatal tests
may be overused in some centres,
but in many others there is a lack
of access to these tests. Some doc
tors are biased in favour of
abortion when an anomaly has
been detected, but are opposed if
a woman wants an abortion for
any other reason. This we deplore.
But persuading a woman to have a
child who will be disabled is also
coercive. Likewise, denying
women information in case they
might choose abortion is paternal
istic and meddlesome. Informed
consent, which includes non-direc
tive and unbiased counseling, has
been the battle cry of the women’s
health movement for many years.
As women coming from diverse
perspectives, we must discuss
these issues more fully, but we can
not compromise on the most basic
principle of feminism: control of
our bodies and our lives.
K. Holmwood
President Canadian Abortion
Rights Action League (C..4RAL)
Toronto, ON

Concerned
I always enjoy your magazine
and really appreciate your
political and social awareness.
However, I was concerned
about an item “Toxic pollu
tants: the key to endometriosis?”
(Healthsharing, Winter/Spring
1993). In an age when we are
dealing with environmental and
people abuse let us not forget
the animals. By quoting results
of an experiment done on ani
mals you legitimize this method
of acquiring information. We
can only imagine the suffering
forced on these victims. Experi
ments on animals can often be
misleading and are very often
cruel. Animals were not put on
earth for us to work out our
problems.
J. Kirk
Denman Islanc BC

Not Alone
Thanks and continued success!
I look forward to every issue -

makes me know I’m not alone
in “Rural Ontario.”
jkf. Barton
Brighton, ON

lid
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After a year of planning
and over a decade of
dreams, the Canadian
Women’s Health Network

is underway. Women
representing 80 organiza

tions involved in various
aspects of women’s
health met May 21-24,

1993 in Winnipeg. The
meeting was hosted by
the Women’s Health Clin

ic, Women’s Health
Interaction Manitoba and
Healthsharing and was
funded by Health and
Welfare Canada.

Participants came from
every province, the North

west Territories and the
Yukon, and from urban
and rural communities.
Diverse groups such as
the Women’s Resource
Centre in Chetwynd, B.C.,

the Toronto Women’s
Health Network, the Nurses’
Union of Newfoundland,
the Immigrant Women’s
Association of Sask
atchewan, the Federation
des Centres de Sante de
femmes from Montreal
and Breast Implant Infor

mation Association of
Alberta were all represent

ed. The planning
committee tried to ensure

strong representation from
aboriginal women,
women with disabilities,
Francophone women and

lesbian women.
The inclusiveness of the

meeting, and its welcom

ing and comfortable at
mosphere seemed to be
one strength that partici
pants especially noted and
appreciated. This was later
reflected in the emphasis
on ‘unity with diversity
and support without inter
ference” when participants
addressed what they
meant by solidarity within
a network.

The consultation began
with an opening panel on
“The Agonies and Ec
stasies of Working in
Women’s Health.” Sunera
Thobani, the president of
the National Action Com
mittee on the Status of
Women, and former co
chair of their Health
Committee, Justine Ki
wanuka, from Disabled
People’s International,
Lucie Thibodeau from
Centre des femmes Inter-

femmes, and Carla
Marcelis from Women’s
Health Interaction talked
briefly about their strug
gles and what empowers
them and gives them
hope. They served as
“catalysts” for the small
group discussions that fol
lowed. Participants met to
develop a mission state
ment; discuss common
values and principles,
models of information ex
change, solidarity and
action, membership is
sues, accountability and
the process of sharing
tasks and responsibilities;
and possible sources of
funding. We also spent
time talking with others
from around the country
about issues of concern,
renewing old friendships
and making new ones.
There were energizing ex
ercises, activities to help
us get to know one an
other and have fun, and
wonderful songs.

By Monday morning,
despite our diversities
and an intense, some
times difficult process,
we had found common
ground. In the climate of
harsh cutbacks to neces
sary services across
Canada, the need for net
working among women’s

health groups and organi
zations was clear.

Participants agreed to
establish a Coordinating
Committee that includes
regional representatives
and women representing
the interests of specific
sectors—women with dis
abilities, immigrant
women, women of
colour, aboriginal women,
lesbian women, older
women and young
women. The Committee
includes Francophone
and Anglophone women
and will operate bilingual
ly. As part of a two-year
mandate, the tasks of the

Coordinating Committee
are: to finalize the mission
statement; explore
sources of funding; final
ize an action plan; work
on a model for long term
networking; link with oth
er groups and regional
contacts; and monitor
health policies so that we
know which issues need
be put forward for action.
As well, “focus groups”
were established to devel
op specific strategies for
communication (including
computer linkages), mem
bership and funding.

The meeting ended on
a high note. Women stood
together in a circle, passed
sweetgrass from one to
the next and spoke about
their experiences and ap
preciation of the meeting.

A report about the
Consultation and the next
phase of building the net
work will be ready in
October, 1993 in English
and French. For more in
formation contact the
Women’s Health Clinic,
3rd fir, 419 Graham Ave.,
Winnipeg, MB, R3C 0M3,
Tel:(204) 947-1517,

Fax:(204) 943-3844

SAm TuDIvER

Canadian Women’s Health Network is happening!
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INTERNATIONAL GuiDE TO PERIODICALS OF INTEREST TO

FEMINIsTs, LESBIANS, AN]) GAY MEN. OvER 400 LISTED!

$9 (US Fui’.as) PPD TO TsurMI REco1us,

P.O. Box 42282, TucsoN, AZ, 85733, USA
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Restaurant owners,
theatre owners and land
lords were told by the
Ontario Human Rights
Commissioner to take
note of its recent deci
sion that ordered a plaza
owner to provide ade
quate access for disabled
people and pay $1000 in
compensation to a
woman who was denied
access because of her

disability.
Marjorie Elliot of St.

Catharines, Ontario,
launched a complaint to
the commission after she
was turned away by a
maintenance worker at
the Village Green Plaza
outside of Virgil, Ontario
for parking near the
mall’s entrance driveway.
Ms. Elliot said she was
forced to park near the

entrance because the
mall did not provide
parking spots wide
enough for her specially
equipped van or a ramp
for wheelchairs.

Elliot, who had
stopped at the plaza to
have lunch with a friend
was outraged at being
turned away. “I’m not a
second-class citizen. It’s
not a privilege to go to

that plaza. It’s a right,”
she told the Globe and
Mail.

The decision is seen
by the Canadian Human
Rights Commission as a
great victory for disabled
people, and is expected
to set a precedent for
similar cases elsewhere
in Canada.

WHS

Montreal Health Press celebrates

In 1968, a group of left-
wing McGill University
students created a stir
when, as part of their
student council election
platform, they published
the Birth Control Hand
book. Not only did this
ground-breaking booklet
deal with controversial
topics like birth control,
sexuality and abortion at
a time when giving infor
mation on these subjects
was illegal, but it was
written from a strong
feminist perspective.

While it was an instant
hit on campuses and in
clinics across North
America, not everyone
received the book with
enthusiasm. In one Mon
tana town, it was burned,
and in another incident,
U.S. officials decided it

wasn’t fit to cross the
border and dumped it

into Lake Erie. Despite
the opposition, demand
grew and the reprints
continued.

The history of the
press unfolded in close
connection with Canadi
an feminists’ struggle for

reproductive rights and
sexual freedom, concern
with sexual violence, and
outspokenness on
menopause. In the early
days, just after the publi
cation of the first Birth
Control Handbook,
women with unwanted
pregnancies began calling
for information, and the
Health Press responded
by setting up informal
abortion counseling ser
vices. This responsibility
then shifted to the Mon
treal Women’s Centre,
which became the Health
Press’ first home. By the
early 70s, it had evolved
into a feminist collective
and was officially found
ed in 1972.

Shortly after, the I’D
Handbook was published
in an effort to reduce
widespread ignorance
and confusion about
venereal diseases. Writ
ten by two medical
students, it aimed to
compensate for the inad
equate and moralistic
response to STDs (sexu
ally transmitted diseases)
by the government and

medical professionals. Al
most three million copies
were distributed world
wide by 1977. Since then
the Birth Control Hand
book A Book About
Sexual Assault, and most
recently, A Book About
Menopause were pub
lished with great success.
Updated editions of the
former two are now
available.

The Montreal Health
Press is delighted to cele
brate its twenty-fifth
anniversary this year.
Having weathered sever
al periods of economic
and political difficulties,
it continues to fulfill its
original mandate to pro
vide comprehensive,
non-judgmental and
easy-to-read information
on health and sexuality
and sells thousands of
books to clinics, hospi
tals, high schools,
universities, women’s
groups and individuals
all over North America.
The Press’ survival is a
testament to the contin
ued relevance of its
books. As Anne Rochon

Ford writes in her pref
ace to Menopause: A
Well Woman Book, “For
those of us who have
been involved in the
women’s health move
ment in Canada, the
work of the Montreal
Health Press has been
like a wise older
sister—there when you
need her and always
with the information
you’ve been looking for.”

Montreal Health Press
books can be obtained
by sending $4 per copy
to the Montreal Health
Press, C.P. 1000, Station
Place du Parc, Montreal,
H2W 2N1. For bulk or
ders (as low as $0.85 per
copy), please call
(514)282-1171 or fax
(514)282-0262.

A\ITA MALH0TRk

Ontario enforces Human Rights Code
for disabled people
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25th anniversary!
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The idea of a reusable
menstrual product is not
absurd to those of us
who have followed the
‘Stop the Whitewash’
campaign for the past
year. Not only have hun
dreds of women switched
to cloth pads in funky de
signs and colours, many
have begun using The
Keeper, a natural rubber
menstrual cup that will
never see you investing
your hard earned money
in single use tampons
(and GST!) again.

The most obvious rea
son for switching to
reusables is that the ‘sani
taly’ products now on the
market create enormous
waste. Each woman uses
over 10,000 pads or tam
pons in her lifetime that
do not easily break down
in landfffl sites. Tampons
and applicators create
major headaches for
sewage treatment workers
and, along with other
plastic waste, account for
the death of thousands of
marine mammals each
year, who choke on the
plastic. In areas around
Victoria and Halifax, for
example, millions of the
applicators are discharged
directly into the ocean be
cause sewage treatment
facilities do not exist.

The less obvious reason

for switching to cloth al
ternatives is that
‘mainstream’ pads and
tampons are bleached
with chlorine and chlorine
dioxide for that ‘whiter-
than-white’ look.
Unfortunately, these chlo
rinated compounds have
implications for both the
environment and women’s
health. (See Healthsharing
Summer/Fall, 1992)

Since March 1992, a
Toronto-based environ
ment group has been
conducting a campaign
to bring environmentally
safer and healthier prod
ucts to our shelves. Using
the arguments of White
wash authors Liz
Armstrong and Adrienne
Scott, the campaign en
courages women to use
their consumer power
(women do 80% of the
shopping of goods and
services) to demand bet
ter products.

‘Stop the Whitewash’
has conducted dozens of
workshops across Canada
explaining the dangers of
chlorine and the waste
from these products. For
over one year, women
have been writing to the
companies and calling
the 1-800 numbers on
pad and tampon boxes,
for cleaner, safer prod
ucts that are not bleached

and excessively pack
aged. Despite the efforts,
the companies’ responses
have been evasive at
best. Women have heard
impersonal recorded
messages and received
dismissive, curt responses
in the mail.

Last May, ‘Stop the
Whitewash’ tried yet
again to solicit ‘real’ re
sponses from the
companies in order to
complete its report card
on their environmental
progress. Procter & Gam
ble’s response? They
were “not interested in
engaging in further corre
spondence” with the
environmental group.

Although none of the
major sanitary product
companies have respond
ed to women’s health and
environmental concerns,
‘Stop the Whitewash’ is
most frustrated by P&Gs
blatant indifference to
those who buy its prod-

ucts. In response to their
disregard, the group has
announced plans of a
boycott of P&G products
including Always pads,
Attends incontinence
products, and Luvs and
Pampers diapers. To
launch the boycott, ‘Stop
the Whitewash’ will be
holding a rally in Toronto
where it will announce
the results of the report
card in October. The rally
will also mark the launch
of the book Soap Opera:
The Inside Story of Proc
ter & Gamble by Wall
Street Journal writer
Alecia Swasy.

If you would like to
endorse the boycott or
attend the rally, contact
the ‘Stop the Whitewash’
office in Toronto at (416)
516-2600 or write The
WEED Foundation, 736
Bathurst St., Toronto,ON,
M5S 2R4.

LINDA Noai-mM

Menstrual products stop
supporting big business

0

0
0’

ANN DRAKE
Counselling & Consulting
160 Garfield Street South
Mnnipeg, Manitoba
R3G 218
Telephone: 1204) 786-1971

Stephanie Irwin
Counselling Servicefor

Childbearing Difficulties

miscarriage • infertility • infant loss
traumatic deliveries

Group and Individual Sessions
(613) 729-3220
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Re-usable
Products

• Anna’s Choice: 25
Fisherville Rd. Suite 110,
Willowdale, Ontario,
M2R 3B7, (416) 736-7821.
Day-time and overnight
pads with absorbent terry
layers, nylon moisture
barrier.

• We Care: 28 Fairleigh
Avenue South, Hamilton,
Ont., L8M 2K2, (416)
545-0165. Menstrual pads
& “Waddles in White”
diapers.

• Moonwit Menstrual
Pads: RR#4 Maliview C-
25, Ganges, BC, VOS lEO,
(604) 537-4683 or Fax
537-5115. Flannel and
terry pads in 3 sizes in
flannel and terry.

• Harmony Naturwear:
8—190 Allen Street East,
Waterloo, Ontario, N2J
1K1, (519) 576-1623.
100% cotton menstrual
(and incontinence) pads

available in four sizes
and unbleached fabrics
for allergies.

• The Keeper: Silver
Mountain, 308 Memorial
Ave., Thunder Bay, Ont.,
P7B 3Y2, (807) 345-2300
or Fax 344-7908. A
reusable menstrual cup
made of 100% rubber,
worn internally to collect
menstrual flow.

• Many Moons: 14—130
Dallas Road,Victoria, BC,
V8V 1A3, (604) 382-1588
or Fax (604) 382-7688.
Pads made of 100%
flannelette with three
styles and three colour
schemes: wild, soft pastel
and plain.

• Women’s Choice: P0
Box 245, Gabriola, British
Columbia, VOR 1XO,
(604) 247-8433. 100%
unbleached cotton men
strual and incontinence
pads available in five
sizes. Purse carriers,

panties and utility bags
also available.

Disposable
Products

• Bio Business
International: 152
Lambertlodge Avenue,
Toronto, Ont., M6G 3X3,
(416) 651-0939, Fax 651-
0939. Terra femme tam
pons are 100% firstgrade
cotton, chlorine-free and
applicator free. No chem
icals added to deodorize
or ‘enhance’ absorbancy.

• Ecofem: 6872
Barrisdale Dr.,
Mississauga, Ont., L5N
2H4, (416) 542-0505.
100% cotton, sterile,
chlorine-free, biodegrad
able tampons. Also dis
tribute Many Moons
menstrual pads in Eastern
Canada and Manitoba.

• Natracare: c/o INNO
VITE, 196 Wildcat Rd.,
Downsview, Ont., M3J
2N5, (416) 661-8272, Fax

(416) 661-5992. Chlorine-
free menstrual pads,
pantyliners and tampons.
Available in health food
stores.

• The Natural Order:
P0 Box 850, Station P,
Toronto, Ont., M5S 2Z2.
Cotton & disposable
menstrual products.

• Seventh Generation:
Dept. GM, Colchester, VT
05446-1672; (800) 456-
1177. Chlorine-free
panty shields & pads
made with CTMP
(mechanically ground)
pulp. (same as
“President’s Choice”
‘chlorine-free’ pads.)

• Sisterly Works: R.R.
#3, Box 107, Port Lavaca,
Texas, 77979, (512) 893-
5252. Sea sponges and
100% cotton menstrual
pads in three sizes.

Lesbian couple denied access to sperm bank
Two British Columbian
women have been denied
access to the only sperm
bank in the province
because of their sexual
orientation. Tracey Potter
and Sandra Benson were
told by the College of
Physicians and Surgeons
of B.C., the governing
body for the province’s
doctors, that the sperm
bank has the right to
deny them service.

Gerald Korn, the
sperm bank operator, is
the only physician in
B.C. who can provide
insemination with frozen
sperm. Frozen sperm
mean fewer health and
legal risks for the woman

HEALTHSHARING SUMMER/FALL, 1993

who is impregnated, as
donors are fully tested
for infectious diseases
and anonymity is
ensured.

Although Korn has
inseminated lesbians in
the past, he now routine
ly asks patients to identi
fy their sexual orientation
and refuses those who
identify themselves as
lesbians. When the cou
ple complained to the
B.C. College of
Physicians and Surgeons,
whose functions include
protecting patients from
abuses of power by doc
tors, they were told Kom
had a right to deny them
access to sperm as it was

not deemed a medical
emergency. There is cur
rently no appeal process
from this decision of the
College. Under the pre
sent physicians’ code,
B.C. doctors therefore
have the right to refuse
gays and lesbians treat
ment because of their
sexual orientation.

Potter and Benson
contend that this violates
the Human Rights Act of
British Columbia and
have secured the B.C.
Council of Human Rights
to proceed with the case
against Korn. He is
charged with refusing to
provide a service
because of discrimination

based on sexual orienta
tion and family status.
The hearing will most
likely be held in the fall
of 1994.

MEGAN WILLIMs
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By Janet Maher

re
NAFTA threatens not only Medicare, but all the social programs

Canadians have fought for years to receive and maintain

I
s universal medicare in danger in Canada, as suggest
ed by many of our politicians and news media? How
will the North American Free Trade Agreement affect
medicare in Canada, if at all?

The short answer is that the funding of healthcare in
Canada has really been at risk ever since the passage of
the Federal Hospital and Medical Insurance Acts in the
early 1960s, which marked the beginning of public health
insurance, or medicare in Canada. The Acts worked by
providing federal funds for provinces to pay for physician
and hospital services. The North American Free Trade
Agreement (NAFTA for short), threatens not only medicare,
but all the social programs Canadians have fought for years
to receive and maintain.

Medicare and Its Original Promise
medicare, the sacred trust of Canadians, is in fact a very
limited program, and has been eroded significantly over
the past decade—so much so that it is unlikely to survive
the current round of deficit reduction and all too likely to
undergo further attacks from NAFTA.

The original vision of medicare had two components.
The first addressed the elimination of barriers to access—
through a public insurance system—to all services consid
ered medically necessary. It was anticipated that the
process of eliminating the barriers would be gradual, and
would eventually extend from essentially acute care ser
vices (those given by physicians, primarily in hospitals) to
services such as dental work, eye care and nutritional
counseling—first for children and seniors, and then to the
rest of the population.

The second component involved the implementation of
a comprehensive public and preventive healthcare strate
gy. This includes programs like seat belts and child
restraint seats in cars effective anti-smoking, anti-drug and

anti-alcohol campaigns, pre-natal nutrition, population
programs, and better occupational health and safety. All
these programs have shown a greater impact on improv
ing the health status of Canadians and the citizens of other
countries in the world.

The past three decades have witnessed some expansion
in the range of services covered for some or all of the pop
ulation, in one or more provinces. These include ambu
lance services, enhanced dental services for school children,
and drug benefits for seniors and welfare recipients.

For preventive healthcare, however, progress has been
extremely slow. While some small preventive and public
health measures have been implemented in recent years
(such as non-smoking areas in public places and helmet
laws for motorcyclists) they are generally quite limited, not
very seriously enforced, and have rarely been accompa
nied by the kind of public education which might lead to
changes in behaviour. Although each provincial and terri
torial health budget reserves some funds for public and/or
preventive initiatives, the amount generally accounts for a
fraction of the total. In other words, what we spend health
money on is illness care, not healthcare.

In the climate of economic growth and liberal social
and political ideology of the 60s and 70s, governments
were relatively content to spend on health infrastructure
(modern hospitals, research facilities, labs, and clinics) and
health services. Until the late 70s few politicians or citi
zens were seriously concerned whether the responsibility
for funding healthcare or other social programs was feder
al or provincial. Established Programs Financing, the origi
nal federal-provincial cost-sharing mechanism, ensured
relatively open-ended funding to provinces. It was the
Canada Health Act, passed after several years of funding
erosions at the federal level, that attempted to ensure that
provinces spent federal healthcare funds for healthcare

44
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“What has

alone. Passed in 1984, the Canada
Health Act allowed the federal gov
ernment to reduce transfer payments
to any provinces that increased
access barriers to a number of speci
fied areas—generally acute care in
hospitals.

The Canada Health Act is largely
considered the bible on medicare in
Canada, because it enshrines five prin
ciples for continued federal funding:

• Universality Healthcare must
be available to all residents of Cana
da, on uniform terms and conditions.

• Accessibility Healthcare must be
reasonably available to all residents of
Canada close to where they live and
work and without direct or indirect
charges or other impediments.

• Comprehensiveness Every
province insures a full range of ser
vices for all residents as required.

• Portability Coverage of health-
care services extends across Canada.

• Public Administration Our
healthcare system is administered and
operated on a non-profit basis.

Although the Act was not perfect, it
did lead fairly quickly to the elimina
tion of balance billing or extra billing
by physicians. Seniors’ and social ben
efits recipients’ access to drug benefit
programs increased, and home care
and long term care services were
extended, making community care

for others

now she is
too old
to count.”

cost-effective. But a working-poor
adult with a bad toothache could
expect little relief until an abscess or
major dental crisis landed her in hos
pital. Incentives to corporations to be
more respectful of the environment or
occupational health and safety
remained low. For many Canadians,
especially Native people, people of
colour, the poor and immigrants, the
system has been less than universal
and accessible. And a further decade
of restraint budgets at the federal level
have resulted in a chipping away at
social programs which are even less
able to meet the needs of Canadians
already marginalized by the system, to
say nothing of ensuring equity of
access to all Canadians in 1993.

This erosion coincides with the
aging of post-war baby boomers. By
the year 2000 nearly a quarter of our
population will be over the age of 60.
While the majority can anticipate sev
eral good years after that age,
advances in technology have raised
our expectations of good health in
our later years. If those expectations
are to be fulfilled, we will need to
have the resources for costly technol
ogy. The “cost-cutting” alternative will
be increasing limitations on accessi
bility to those who are poorer, older,
sicker, or otherwise marginalized.

As federal politicians hasten to

insist, direct federal healthcare spend
ing has so far not been cut—only the
rate of increase in spending has been
reduced or frozen. To assist provinces
in paring down their budgets, Federal
Health and Welfare Minister Benoit
Bouchard hosted a meeting of Feder
al-Provincial Ministers of Health, in
June 1991. The provinces have
responded in various ways, from de
insuring some services and proce
dures, placing caps on others, and
introducing deductibles, co-payment
fees, or user contributions.

Restructuring has already resulted
in job loss, primarily of support
workers: predominantly lower-paid
female nursing assistants and ward
aides. It has also meant a shift to
more part-time and casual work in
home care and attendant care ser
vices. Bed closures, particularly in
smaller prairie and northern towns,
threaten whole communities.

The new-found interest of many
provinces in community-based care
options for seniors, people with dis
abilities and chronic psychiatric
patients is ironic. Given the cost con
tainment objectives of health adminis
trators, many current and potential
patients and their traditional care-
givers, namely mothers, daughters
and sisters, have reason for distrust.

Canada come to,
when someone
who has spent
her life caring

is told by our
politicians that

—Mary Anne Oger, small
business woman in Thunder
Bay, talking about her
mother who does her own
kidney dialysis at home to
save the medicare system
about $15,000 a year.

As acute and chronic care institutions
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“The Tories
have been
attacking

medicare by
stealth for
a decade.

Now they’re
doing it

openly with
talk of user

fees and the
delisting

of insured
procedures...”

—Sunera Thobani,
President, National

Action Committee on
the Status of Women

reduce the number of beds or close
down altogether, more and more of
the burden will fall on women—many
of whom are already caring for chil
dren to whom our child care system
is woefully inadequate.

Furthermore, the declining role of
the federal government in financing,
regulating and supporting innovative

new programs burdens poor and other
marginal Canadians and makes it easier
for middle and higher income earners
to lose interest in how universal health
care is. Those with secure finances
will be less and less likely to imagine
themselves ever being recipients of
government financed healthcare.

Universal family allowances have

disappeared, to be replaced by a ‘tar
geted’ children’s benefit. Unemploy
ment insurance coverage has been
reduced and will be unavailable to
the increasing numbers of contract
workers. Not only has the federal
government withdrawn funding for
unemployment insurance, its com
mitment to training now comes from
unemployment insurance funds—
funds reserved for those eligible for
or in receipt of unemployment insur
ance benefits.

Moreover, in spite of the rhetoric
about the need for a more educated
populace, cuts to student aid in the
post-secondary sector have effectively
shut the door to many promising
young people. Those students who
can come up with the money to sup
port themselves are faced with over
crowded classrooms where it can be a
challenge even to find a space to sit.

Two other disturbing develop
ments deserve notice. The first is a
substantial expansion of the use of
private healthcare insurance to make
up for service gaps. Particularly in
the decade of AIDS, and other
chronic conditions requiring costly
intervention, there have been few
incentives or sanctions for private
insurers who disqualify potential
users on the basis of certain risk
behaviours. At the same time, much
of the middle class, or at least those
still in relatively secure employment,

What Can be Done
A big part of the solution to the erosion of Medicare is
to get the subject back on the public agenda and to
debate alternatives based on factual information.

If you need infonnation, or want to work with others
to maintain and enhance publicly funded healthcare,
contact one of the following groups, or their provincial
or regional affiliates:

The National Action Committee on the Status of
Women is running a cross-country campaign focusing
on national social programs, with the theme “We Can
Afford Equality”. Contact: NAC, 57 Mobile Drive, Toron
to M4A 1H5, Tel. (416) 759-5252 or toll-free 1-800-665-
5124, Fax (416) 759-5370.

The Action Canada Network is a pan-Canadian
coalition of popular sector organizations including
women, trade unions, anti-poverty activists, peoples of
the First Nations, immigrants and visible minorities, peo
ple with disabilities, seniors, fanners, environmentalists,
and faith groups. Their agenda is to cancel the 1989 Free
Trade Agreement, oppose NAFTA and democratically

develop a comprehensive alternative program of jobs
and social justice. ACN can be reached at 804-25 1 Lauri
er Avenue West, Ottawa K1P 5J6, Tel. (613) 233-1764,
Fax (613) 233-1458.

Under the Canadian Constitution, the delivery of
healthcare is a provincial responsibility. It is at this level
that many of the detailed spending decisions are made,
and hence at this level that citizens can have an impact.
Two important strategies are on the agenda of provincial
and regional social justice organizations and deserve to
be more broadly supported. One is to maintain vigilance
on the effects of the delisting of drugs and medical proce
dures and the introduction of deterrent fees, user contri
butions, co-payments, or deductibles for services which
have previously been available without payment. The sec
ond, proposed by several witnesses to the recent public
hearings on NAFTA, is to press provincial governments to
procure supplies—linen, hospital equipment, food and
drugs—from Canadian suppliers whenever possible.

I
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are turning to private insurance as a
back up to the deteriorating services,
hoping that private insurance will
cover them if they should need costly
hospital technology.

The second distressing change has
been the opening and expansion of a
range of commercial services outside
the publicly insured system. Some of
these are licensed and regulated.
Others include a growing number of
unregulated and largely unevaluated
counseling therapies related to such
issues as eating behaviours or vio
lence and incest survivor therapy,
which are available only to those pre
pared to pay.

What About Free Trade?
The Canada-U.S. Free Trade

Agreement, implemented following
the November 1988 federal election,
was significantly more comprehen
sive than any previous trade arrange
ment. Although medicare was
formally exempt under the Agree
ment, Chapter 14 on Commercial Ser
vices outlined a number of
exceptions to the exemption. These
exceptions included a broad range of
hospital and healthcare management
services such as general, rehabilita
tion, and extended care hospitals,
nursing homes, drug and alcohol
treatment facilities, homes for physi
cally and mentally disabled and chil
dren in need of care and protection,
ambulance services, home care; pub
lic health clinics; medical and radiolo
gy labs and blood banks.

The basic provision of the 1989
Agreement allows U.S. firms the same
access to the commercialized or pri
vatized market as Canadian firms.
While there has not been a great
increase in commercialization since
the agreement, the seeds have been
sown for the takeover of hospital
laundry and housekeeping, dietary,
and security services by large U.S.-
based multinationals.

As Colleen Fuller of the BC Health
Sciences Association noted in her
presentation to the Commons hear
ings last fall on NAFTA, ‘private labo
ratories, walk-in medical clinics and
various kinds of treatment facilities
have sprung up like weeds in major
cities across the country.”

She goes on to suggest that the
only reason U.S. corporations have
not moved in to the Canadian health

system on a massive scale is that the
Canada Health Act has acted as an
effective barrier. However, as federal
funding declines—at the current rate,
Quebec will no longer receive federal
cash transfers after 1996, Ontario will
lose federal funds in 1998 and no
province will be entitled by 2005—the
incentive to uphold the principles of
medicare will disappear.

Since the Free Trade Agreement
came into effect, pharmaceutical and
medical devices industries have
grown enormously. Encouraged by
the first federal extension of drug
patents and interest-free government
loans and grants, a number of drug
and biotechnology firms have put big
money into new plant capacity in
Canada.

What about NAFTA?
While we are led by supporters to

believe that the North American Free
Trade Agreement is simply an exten
sion of the Canada-U.S. Agreement to
include Mexico, the reality is much
more troublesome. Whereas the Cana
da-U.S. Agreement addressed issues
within the jurisdictions of the two
national govemments, NAFTA will
eventually bind provincial and munici
pal levels of government to its rules.

NAFTA sets up a process to review
public services that, because of exist
ing laws, are excluded from the agree
ment. By the end of 1998 all
exclusions in the areas of community,
social and professional services, as
well as health and education, will be
examined to determine the extent to
which they constitute indirect subsi
dies to Canadian traders. This whole
examination will take place, not in our
national, provincial or state legisla
tures, but in a closed tribunal with
representatives appointed by the three
governments. It is also worrisome to
note that the deadline corresponds to
a time when provinces will be strug
gling to cope with the final withdraw
al of federal funds. The most likely
result will be the further stripping of
provincial health plans. The need for
any review at all may well be pre
empted by the provinces themselves.

And if the Bill C-22 extension of
drug patents from four to ten years
were not enough to boost drug man
ufacturers profits, the Muironey gov
ernment’s Bill C-91, which further

Continued on page 36
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in Transition
by Anne Rochon Ford

Adaptedfrom a presentation to the
National Workshop on Midwifeiy

Research and Evaluation,
McMaster University, Hamilton,

November 13, 1992

In the summer of 1989, the Interim
Regulatory Council on Midwifery
(IRCM) got together for our first

meeting in Toronto. It was an exciting
time. We all had a sense that we were
living an important piece of
history—the first meeting of the first
provincial regulatory body of mid
wifery in Canada. The Ontario Minister
of Health Elinor Caplan met with us
and told us how wonderful it was that
this was finally underway. We were
feeling pretty self-congratulatory.

One of our members, Jesse Russell,
a Métis woman from the Thunder Bay
area, later told me that she found our
self-congratulating a bit offensive. In
this sea of white faces, she wondered
how this group was ever going to
address the needs of women not rep
resented at the table. She asked the
group how we were going to address
the issue of Aboriginal midwifery and
the fact that Aboriginal people in this
country have a long tradition of mid
wifery which is quickly being eroded
from their culture. Others at the meet
ing raised the issues faced by immi
grant women who come to this
country with a variety of birth cus
toms—would our rules and regulations
prevent them from giving birth the
way they were most comfortable? And
how would we address the province’s

recently-introduced French Language
Services bill, which is intended to
insure that francophones in this
province receive health and social
services in their mother tongue?

It became clear that it would not
be sufficient to look at areas like stan
dards of midwifery practice and quali
fications for entry without also
examining the birthing cultures and
needs of women not represented on
the Council. With one exception,
council members are all white
women in our thirties and forties, all
able-bodied and each with at least
one university degree. With a few
exceptions we come from urban cen
tres and English is our mother
tongue.

But if we look at the development
of this wave of midwifery in
Ontario—in Canada for that matter—we
see a movement which has been led
primarily by women who share these
same traits. For they are the traits of
advantage in our society, with the
one exception of our gender. The
resurgence of midwifery has been a
social movement in Canada—a move
ment which has challenged the status
quo. Llike most social movements, it

has been spearheaded by those with
the greatest degree of comfort in
speaking out and taking chances,

those with the least to lose. This in no
way diminishes the efforts made by
all of us to make midwifery a recog
nized profession in Canada. But it

does mean we need to change our
composition and how we look at the
issues. In all of our efforts to promote
midwifery across Canada we must
work for the inclusion of those who
have not been a part of that move
ment; women who feel excluded
because they can’t read or understand
our literature, women who see only
white faces and assume they aren’t
welcome, women who use a wheel
chair and can’t get into our inaccessi
ble buildings for meetings, teen
mothers who assume this is only for
women their mother’s age.

The Equity Committee of the IRCM
was formed three and a half years
ago to address the imbalance which
has long existed in the midwifery
movement. Early on we realized that
even though we have learned a lot
from reading previous research on
the issues, nothing can replace the act
of actually going out and meeting
people on their own ground. We had
to drop our assumptions and we had
to do what every good midwife learns .

to do best—to listen. We learned what
it felt like to sit in a room full of peo- E
ple who had an implicit mistrust of k
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white people from the south and be
grilled by them before we could be
trusted with their stories.

Over the past three years the Equi
ty Committee has traveled to, and
consulted with, Aboriginal communi
ties in Sioux Lookout, Thunder Bay,
Timmins, Moose Factory, Moosonee,
Attawapiskat, Walpole Island, Mani
toulin Island, Akwesasne and Six
Nations. Ironically, as one group of
women in Ontario began making
tremendous gains in the past two
decades with respect to more choices
in childbirth, another group, Aborigi
nal women, has seen their choices
minimized.

As is the case in other parts of
Canada, Aboriginal women liv
ing in remote areas in the

north of Ontario are obliged to leave
their communities prior to their due
date and fly to a larger community
where they often know no one, They
arrive there in their advanced preg
nant state, live in a hostel or ward of
a hospital until they go into labour or
are induced, deliver their baby usually
amongst strangers and remain in the
hospital or hostel until it is deter
mined that they can return home.
Women are often away from their
family and community for a minimum
of three weeks and as long as several
months where there are complications
or a woman is considered high risk.

Depending on the community the
woman has come from, her English
skills may be limited but she will be
obliged to speak it with her care-
givers and hospital staff. The hospi
tals usually offer only minimal
attention to any Native birthing cus
toms and traditional foods.

Aboriginal women who live in the
south and are pregnant may consider
themselves somewhat luckier since
they at least do not have to be flown
out of their communities for lengthy
periods of time. Most do have to dis
place themselves from their commu
nities to deliver their babies, as do
most women living in rural and
remote parts of the provinces. In
some cases, such as the Walpole
Island First Nation in Lake St. Clair in
southwestern Ontario, women do not
have to go very far, possibly just
across the bridge which takes people
off the island to the hospital in Wal
laceburg. While women may not
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have to be away from their families
for long and can bring their husband
or partner in with them, I heard
women report negative experiences
with hospital staff, many of which
were a result of racism.

We also heard fear and trepidation
expressed by some community mem
bers when another one of them sug
gested that women should have the
choice to stay back home in their com
munities to give birth. Some feared
that midwifery care would be second
class care. In this area of provincial
jurisdiction there was fear that too
much involvement from the province
would make it easy for the federal
government to renege on their promis
es to Native peoples. One woman said:
“They made treaties with us and we
want them to honour them.”

But with the exception of the pre
dominantly white medical, nursing
and administrative staff who we met
in the zone hospitals, the process of
evacuation and the virtual disappear
ance of midwifery in Aboriginal com
munities was viewed as a huge loss to
Aboriginal culture. Many communities
are losing the skills and knowledge of
the traditional Aboriginal midwife. No
longer able to pass their trade on to
younger women as they have done for
centuries, the women who once prac
ticed are now getting old and dying.
Some equated the negative effects the
loss has had on their communities to
the effects of residential schools. Oth
ers worry that violence in the home
has escalated as a result of the pro
tracted periods of time women are
away. One participant at a community
meeting in Sioux Lookout commented,
“At a time when there is so much sad
ness in Native communities, one of
the few joys we had—a baby being
born in the community—has been
taken away from us.”

We also met many men and
women born in the 1940s and 50s
who maintain a strong connection to
the midwife who assisted their moth
er in childbirth. One woman said “1
was born in the bush and that made
me strong.” We also heard stories of
women in some communities who
are trying to revive the tradition of
midwifery. At Akwesasne First Nation
on the St. Lawrence River we met a
remarkable woman, Katsi Cook, who
has been practicing as a midwife for
over a decade. The practice had been

passed on to her by her grandmother
who had learned it from her mother.
One of her clients told us that being
able to have her baby at home in the
Mohawk tradition had “contributed
strongly to her sense of self and her
role in the community.” When the
baby was born, Katsi passed it to its
grandmother who wrapped it in deer
skin and whispered to the baby in
her mother tongue, welcoming the
baby into the world. She told us that
the birth had brought her family clos
er together and had helped at healing
some of the wounds felt so strongly
in her community.

Qur committee also consulted
with groups of immigrant and
refugee women and women

who work with them in Toronto,
Ottawa and Kingston. We spoke with
women about the childbirth customs
of their countries of origin and about
the role of midwives, about their
experiences with the health care sys
tem in Canada, and about what needs
to change or improve to make things
better for women immigrating to or
taking refuge in Canada.

Their responses varied greatly
according to their origins and experi
ences: how long they had been in
Canada and how well they knew the
system, their ability to communicate
in English, whether they were
women of colour, what their status
had been in their home country,
whether they have papers and are
covered for health insurance, whether
they came from countries where
female circumcision is practiced, and
what the status of women is in their
country of origin. Refugee women
also come to this country under quite
different circumstances than those
who emigrate by choice, an experi
ence often characterized by a high
degree of fear and instability where
women are more likely to have a past
history of traumatic experiences.

The women we spoke with were
very dissatisfied with the way they or
others they know have been treated
by the health care system, particularly
in hospitals. One woman who had
been a physician in Guatemala and
had given birth to her last child in a
Toronto hospital summarized the
experience this way:

“Because we do not speak English,
we are forced to be silent—to accept
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the rules, to accept the methods doc For women who come from coun of her children, “I had to wait a while
tors use during the birth, to be with
out power. Because of the language
barrier, we can’t say no or ask ques
tions. Because of the environment we
are afraid to challenge what the doc
tors are saying and doing to us. We
become the objects of medical inter
vention.”

Women spoke of the cultural bias
in prenatal classes and in the written
information distributed to them dur
ing their pregnancies. The issue is not
just language, we were told over and
over again; it is cultural appropriate
ness. For example, when the impor
tance of exercise is stressed in a
prenatal class, this may mean com
pletely different things to the woman
recently immigrated from
Vietnam—where exercise is considered
an essential part of a healthy preg
nancy right up to the time of deliv
ery—and the woman from Iran—where
women are taught to eat copious
amounts of food and favour rest over
activity. Examples of such differences
in approaches to pregnancy and
childbirth are endless, but this under
scores the importance of consulting
with the groups of women you are
working with to determine what is
culturally appropriate. We were told
that, of course, the ideal is when a
prenatal class can be taught to a
group of women by a person from
that culture who speaks their lan
guage. This is happening increasingly
in large urban centres.

In Ontario over the past ten years,
large numbers of people have emi
grated from countries where the prac
tice of female circumcision is still
prevalent. We spoke with a woman
from Somalia who told us that in her
country, a woman often weeps when
she gives birth to a daughter because
she knows that pain her daughter will
have to go through with circumcision,
usually performed at between 5 and 8
years old. She told us “There are cer
tain things you don’t even have
words to express.” The woman who
comes to Canada from one of these
countries often goes through even
more pain when she faces unbeliev
ing and judgmental health care work
ers. Women go from doctor to doctor
until they find one who has some
understanding of how to work with
her in pregnancy, one who will not
make her feel like a freak.

tries where midwifery is the norm,
the answer to better care for immi
grant childbearing women in Canada
is simple: credential the midwives
who have come here from other
countries so that they can work with
the women of their language and cul
ture who have settled here. It is esti
mated that there are thousands of
women in Ontario who have mid
wifery training and experience from
other countries; the IRCM is in the
process of determining how these
women’s training and experience will
be assessed, and how to integrate
them into the system.

I n the past year, the Equity Com
mittee has met with two groups of
women with disabilities in Toron

to, and although their disabilities var
ied considerably—from polio to spina
bifida to deafness to a rare form of
muscular dystrophy—their experiences
with the health care system are very
similar. Those who have had their dis
ability since birth have had more
experience with the health care sys
tem in their first ten years of life than
those of us who are non-disabled
would have in a lifetime. The more
unusual their disability, the more they
have been paraded around in front of
doctors and interns, made to feel
abnormal. Many know more about
their own condition than the average
health care worker is taught in school.

We heard many stories of disabled
women’s experiences with insensitive
caregivers in pregnancy and childbirth.
One woman with polio was told in the
same visit where her pregnancy was
confirmed that the doctor had already
booked her for an abortion. Another
woman with a muscular disorder
reported that with the delivery of both

before someone said “Congratula
tions”. There is a widespread belief in
our society that disabled women first
of all are not sexual beings, secondly,
shouldn’t reproduce if they are even
capable of getting pregnant and third
ly, cannot be fit parents. This is the
environment in which a disabled
woman must deal with her pregnancy
and childbirth. Many are disturbed to
learn how difficult it is to find a spe
cialist in childbirth who knows any
thing about her disability.

We learned that because some
women with disabilities have spent
their lifetimes being told and feeling
that they are not normal, and because
midwifery practice stresses working
with normal pregnancies, many have
never considered working with mid
wives in their pregnancy. We learned
that women with disabilities are a
group who would definitely benefit
from the help of a midwife in preg
nancy and childbirth.

Another group of women we
spoke with were lesbian clients
of midwives in the Toronto

area. Their experiences of feeling mar
ginalized and discriminated against in
the childbirth system had led a num
ber of them to seek out the care of
midwives. They face societal prejudice
about their choice of partner and
about their ability to parent. Hospital
staff are often extremely uncomfort
able about the presence of a woman’s
partner in the labour and delivery
rooms. One woman noted that a mid
wife had been helpful for her in the
hospital setting not only as an advo
cate but as a cultural interpreter—inter
preting her lesbian culture to the
hospital staff.

I n Ottawa and Sudbury. we spoke
with childbearing francophone
women, another minority in this

province who have struggled to
obtain culturally and linguistically
appropriate health services. As with
francophone minorities in most other
provinces in Canada, it is assumed
that because most can speak and
understand English to some degree it
is sufficient to provide services only
in English. Women spoke of the hard-
ship of not being able to communi-
cate in their mother tongue at a time
when one is often feeling so vulnera-

16 HEALTHSHARING SUMMER/FALL, 1993



ble. It is difficult to find a French-
speaking midwife even in areas
where there is a large percentage of
francophones. In recognition of this
gap, the IRCM has strongly recom
mended that the university which
wifi house the midwifery baccalaure
ate program be prepared to offer the
program in French, and that a certain
number of spaces be designated for
francophone students.

Teen mothers spoke to us about
their experiences with preg
nancy and childbirth and the

role of midwives. Often seen by soci
ety as irresponsible for getting preg
nant, teens reported that they felt
they were being punished by the
people who were supposed to be
helping them. One woman spoke of
how anxious she was to get out of
the hospital as soon as the baby was
born for fear that Children’s Aid
would come in and snatch the baby
from the nursery. Teen culture often
doesn’t have a lot of room in it for
those who are pregnant and is
unable to provide the support a
woman needs to prepare her for
what is coming. Young women
report feeling marginalized and as if
they didn’t fit in, particularly in pre
natal classes and on obstetrics wards.

As the result of a programme
between the Midwives Collective of
Toronto and the Hospital for Sick
Children, a number of teen mothers
have been able to use the services of
midwives in the past few years. They
told us that this made a big differ
ence in their experience of the
health care system during pregnancy
and childbirth. Midwives not only
can help allay fears and guide young
women through the health care
maze, they can also act as role mod
els for a group who may have a hard
time finding them elsewhere.

Qur consultations also brought
us to the Prison for Women in
Kingston, the only federal

prison for women in this country.
We felt it was important to hear
what incarcerated women who are
pregnant or considering pregnancy
had to say about midwives. Although
the number of pregnancies the
prison deals with are minimal, the
inmates we spoke to felt there was a
5trong role for midwives. We heard

what it feels like to be brought into
hospital in labour in handcuffs and
with shackles around the ankles, the
policy of the Kingston General Hos
pital in relation to incarcerated
women. The shackles are removed
in order to allow the woman to
deliver her baby, but often the hand
cuffs are not unless she is uncon
scious. We found it hard to believe
this was 1992 and we were sitting in
a room in Kingston, Ontario.

F inally, we met with people in
the Mennonite community of
St. Jacob’s in southwestern

Ontario. Mennonites in this part of
Canada have had a long tradition of
delivering their babies at home with
midwives playing an important role
in the community. This was a group
who needed no convincing about
the benefits of midwifery care and
have already opened a midwife-
staffed Family Birthing Home in
town. Their adherence to simplicity
and reliance on things natural versus
technological makes the Mennonites
link to midwifery an obvious one.
We sat in the kitchen of an Old
Order Mennonite family who had
had their four children at home with
the help of a local midwife talking to
them about birth and children. A
mere hour’s drive from the hustle
and bustle of downtown Toronto,
we were struck by the resourceful
ness of people for whom running
water, electricity and telephones
were only recent acquisitions.

I f midwifery is to be truly inclusive
these voices must be listened to
and integrated into its develop

ment d like to leave you with the
words of contemporary American
author Louise Bogan. She has written:

“In a time lacking in truth and
certainty and filled with anguish and
despair, no woman should be
shamefaced in attempting to give
back to the world, through her
work, a portion of its lost heart.”

Anne Rochon Ford is a writer and
policy adviser on women ‘c health
and equity issues in Toronto, and a
former member of the Healthsharing
collective. In January, she was
appointed to the Transitional
Council of the College ofMidwives.

Update
Since this talk was delivered, the Inter
im Regulatory Council on Midwifery
completed its mandate and the Transi
tional Council of the College of Mid
wives was appointed in January of
1993. Due to intense lobbying by the
IRCM and its Equity Committee, the
government appointed a much more
diverse Council, including two Aborig
inal women (one of them Katsi Cook,
referred to above), a disabled woman
and two immigrant and visible minori
ty women.

The transitional council wifi soon
have the authority to officially register
and regulate midwives when procla
mation of the regulated Health Profes
sion Act takes place in the provincial
legislature at the end of 1993. In the
new year, registered midwives wifi be
paid on a salary basis by the provin
cial government. The biggest task
which lies ahead for the Transitional
Council is working out a process for
registering the many foreign creden
tialled midwives who would like to
practise in Ontario. Midwives from a
variety of training and practice back
grounds will need to integrate into a
model of practice which is woman-
centred and offers a woman a choice
of birthplace.

The first group of midwives to be
registered in the province will be a
group of currently practising mid
wives from around the province who
recently graduated from a one-year
intensive program at the Michener
Institute of Applied Health Sciences in
Toronto. A four-year Bachelor of
Health Sciences in Midwifery program
began this September at McMaster
University in Hamilton, Ryerson Poly
technic University in Toronto and
Laurentian University in Sudbury. In
Sudbury, designated placements have
been set aside for francophone stu
dents and at all three schools, place
ments are held for a number of Native
students. Part-time students are
accommodated at Ryerson.

A full set of reports of the Equity
Committee of the IRCM are available
at cost from the Transitional Council
of the College of Midwives, P.O. Box
2213, Station P, Suite 285, Toronto,
ON, M5S 2T2, as are a wide range of
Council policy documents.
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by Rachel Epstein

North America is
experiencing a baby

boom among lesbians.
Lesbian parenting in

itself is not a new
phenomenon; lesbians
have always parented

children who were
often the result of

heterosexual
relationships or

marriages. What is
new, however, is

lesbians choosing, as
lesbians, to bear and

raise children.

hue lesbians choosing to get pregnant
and parent a child face a myriad of
issues, including whether to single par
ent, co-parent or develop an alternative
parenting model, this article focuses
specifically on how lesbians who are
choosing to co-parent in couples are
defining and living out their parenting

roles. It explores the ways that lesbian families pose a
serious challenge to the typical mother-father parenting
roles in the dominant model of the nuclear family. While
posing this challenge, these new family forms are also
undermined by the homophobia (fear of homosexuals)
and heterosexism (assumption that everyone is heterosex
ual) encountered by lesbian parents generally and particu
larly by the lack of societal recognition of the

18

non-biological lesbian parent.
When I refer to the traditional model of the nuclear

family I am referring to a model which consists of a het
erosexual married couple with one or more children who
are genetically related to the parents. The woman and
children are economically dependent on the man; he is
the primary breadwinner, she the primary caretaker of
physical and emotional needs. The children are the prop
erty of the parents and the parents have authority over the
children. All of these roles are considered “natural”. This
is the ideological model upon which most social policy
related to the family is based; it does not necessarily
describe what North American families actually look like.

I come to this research with much personal interest
and involvement. I am a 37-year-old white, Jewish, mid
dle class, lesbian mother. I am co-parenting a baby girl 0
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with my partner of six years. I am the
biological parent; she the non-biolog
ical. As we raise our daughter we
engage in an on-going process of
defining our different roles in rela
tionship to our child. There are few
models for a family with two female
parents; we develop them ourselves
through experience and by observing
and sharing information with other
lesbian families.

I conducted the interviews for
this project when I was six months
pregnant. The baby felt imminent and
I wanted to learn from people who
had done this before me about the
parenting models they had devel
oped. I wanted to know how lesbian
parents are defining their parenting
roles. What does it mean to have two
mothers? Are their roles the same and
equal? If not, what are the different
roles? What is the impact of the lack
of societal recognition of the non-bio
logical mother? How do family,
friends and the larger society support
or not support the choices that les
bians make regarding parenting roles?
Are lesbians challenging and/or recre
ating the structure of the traditional
nuclear family in the parenting roles
they are developing?

The women I interviewed were
“ordinary” lesbians like myself. I
found their words a reminder of the
courage it takes to lead one’s life in
contradiction to the dominant society;
I was also inspired by their thought
fulness, self-awareness and determi
nation. While parenting small
children can sometimes result in a
withdrawal from active political life,
the issues raised by lesbian parenting
puts us right in the middle of current
theoretical and strategic debates with
in the lesbian and gay movement and
in the larger political arena.

feniMs1 crocch
My approach to this research was

primarily a feminist one. I acknowl
edge the importance of using
women’s lived day-to-day experience
as a starting point, while also recog
nizing that women’s experience is not
monolithic. There are many realities
to women’s lives and to the oppres
sion we experience as women, some
of the differences being based on
race, class, culture, ethnicity, ability,
age and sexual orientation. Lesbians

experience the world differently
because we are lesbians.

Of course our experience as les
bians is also not monolithic. We too
differ in significant ways from each
other. My recognition of this means
that I attempted to interview lesbians
who are diverse in terms of race,
class and age.

The women I interviewed were all
from within a particular subsection
(feminist, activist) of the broader “les
bian community” of which I am a
part. I interviewed three lesbian cou
ples who have had one or more chil
dren as a couple. They are:

Couple 1: A—35 years old, lesbian
for 17 years, middle class, Scottish
Protestant (WASP), biological mother
to girl, age 5, non-biological mother
to boy, age 7. B—31 years old, lesbian
for 10 years, working class, white,
assimilated F’rancophone, biological
mother to boy, age 7, non-biological
mother to girl, age 5.

Couple 2: C—38 years old, lesbian
for 15 years, middle class, white,
(WASP), biological mother to girl, age
5. D—50 years old, lesbian for 15
years, middle class, African/English/
French/Portuguese Jew, grew up in
Jamaica until age 19, non-biological
mother to girl, age 5.

Couple 3: E—29 years old, lesbian
for 15 years, working class, culturally
Canadian, racially African, grew up in
Barbados, biological mother to girl,
age 1, non-biological mother to girl,
age 2. F—31 years old, lesbian for 11
years, working class, South Asian/
Black, grew up in Jamaica, biological
mother to girl, age 2, non-biological
mother to girl, age 1.

Ihe uc(ecr fcwiLu
The division of labour within les

bian households (i.e. who stays home
with children, who goes to work) is
not based on the presumed economic
dependence of a woman on a man,
but rather on which partner can get
work, who can make more money,
and on the desires of each partner.
All the women I interviewed
described a similar negotiation
process leading to decisions about
who would work at home and who
would go out to work. These deci
sions are not always easy to make
and each location brings with it dif
ferent fears, feelings and resentments.

n’t sit here and say there’s no
resentmen4 ofcourse there is. Imean
you’re [she indicates herpartnedtalked to
realgrown uppeople all day, that actual4’
hare opinions andfeelings. And then she
turns around andsays to m ‘butyou
watched Y walkfirst andyou listened to
Y sflrst whaterer so trying to notget the
grass is greener’ sjmdrome, realizing there
are manyfiaws being out there and there
are manyflaws being in here. “E.

What differs for these couples from
what might be the common experi
ence of heterosexual couples is that
there is flexibility in terms of who does
what. If one partner expresses distress
about the work she is doing, there is
room for negotiation and change.

‘1 clearly remember the day when I
said to B. ‘Theflags are starting to fly,
B., Igotta get out ofhere. I’ve talked
baby babblefor a year and a haf
now, Idon’t know what its like to
socialize with adults, my brain is
atrophying in places, I’ve got to get
out.’ So that was the end of that
phase. “A. (emphasis mine)

What the child(ren) would call
each of its parents was an issue for
each couple. Most wanted names that
implied some form of equality
between the parents, and some defi
nitely wanted to be called some form
of “mommyism.”

“Wefigured whatever it was it
would be something that was equal, so
when shefirst started talking she’d call
us Mama C. and Mama D., and then
shejust dropped the Mama at some
point and she uses ourfirst names
now. She’s always referred to both ofus
as her mom, or ‘my moms’. “D.

“We both wanted someform of
mommyism, and notfirst names. I
ended up believing in the theory that
the kids wouldpickfor themselves. And
now they do. And they have dfferent
namesfor c4fferent situations. Its like
Mooomm’ does a certain job, and
‘Wherec A.!’ does anothe but mostly
it’s MommyA. and Mama B. “A.

reMibQ roles
Contrary to the gender-prescribed

roles explicit in the traditional model,
lesbian parenting roles are based on
each woman’s personality, likes and
dislikes, and style. One parent may be
the “funny” parent, the other more seri
ous; one might do sports with the kids,
while the other pushes academics; one
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is more easy going, the other more
hard line. The challenge to gender-
defined roles is profound. As one
woman said, “We’re not modelling
male-female power dynamics, we’re
modelling women doing everything
that needs to be done in order to main
tain life. So I think it’s very different.”

Significant in the discussions about
roles was women talking about the
feelings associated with being the
non-biological parent. The non-bin-

tied to her. This caused conflict
between A. and I because I could not
comfort W(daughter). Jwantedto
feed her. It caused conflict too
between me and W. at times because
I’d think ‘does she love me?” B.

The feeling of being left out of
breastfeeding seems to be compensat
ed for if the non-biological mother
becomes the “at home” parent and
spends more time with the kid(s).

Atfour months she stopped breast-

evened out, butfairly recently. “12
Some biological mothers spoke

about their desire to have their part
ner bond with the baby in order to
share the emotional responsibility.

“I didn’t want any sort ofownership.
Yes; you are my birth chiki butlwant
you to bond with whoeveryou want to
bond with because otherwise it becomes
a lot ofemotional responsibility on me
and me alone. The reality is there will
come a point when you have your 4fe

Schools
are a

major
institution

that
lesbian

mothers
have to

confront

logical lesbian mother can feel exclud
ed even before the baby is born. A
non-biological lesbian mother, unlike
a father in a heterosexual relationship,
doesn’t have a defined role in helping
her partner get pregnant.

All of the women I interviewed
acknowledged that the period of
breastfeeding was the period where
the difference between the biological
and non-biological parent was most
marked. A breastfeeding infant is
much more dependent on and tied to
its biological mother than on anyone
else. Nobody else can meet its physio
logical or nurturing needs as fully. This
almost always results in some feelings
of jealousy and being left out on the
part of the non-biological parent.

‘From the day she was born she
(daughter) hated the bottle. So A. was

20

feeding and went to her newjob and
I wasfull-time at-home mom. So
whatever bonding stuff around
breasifeeding I might have been wor
ried about was obviously easily com
pensatedfor by thefact that I was
doing hours and hours with them. “A.

In the case where the couple had
only one child it seemed to take
longer for the relationships to equal
ize, even when the non-biological
mother spent lots of time as the pri
mary caretaker.

7 knew she would be more attached
to C. because of breasçfeeding. It didn’t
matter when she was a little baby, it
mattered later on when she was able to
clearly show a preference which she
did. Ifshe got hurt and we were both
there she’d go to C.first, or she’d want
C. at night. Now [child isfive] that has

andlhave mylfe and fIhaven’t
learned to let go it becomes harder the
older Iget. So it was importantfor me
for the two ofthem to establish how they
will operate with each other. “F.

One choice the lesbian non-biolog
ical parent has that fathers share but
rarely exercise, is the option to actual
ly suckle the babies they didn’t give
birth to. While it can take a great deal
of effort to actually produce milk,
suckling for comfort is easy to do.

‘1 suckled myfirst born for thefirst
month and a ha’f Comfort suckling
they call it. Instead of using a pacfier
she would do that. “E.

Non-biological parents also spoke
about the insecurity of their parenting
role and, indirectly, about the power of
the biological parent. Because non-bio-
logical lesbian parents are not legally
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recognized or socially sanctioned their
“right” to mother can be “granted” or
taken away by the birth mother.

‘7 remember when Y.[sonJ was
about 24 hours old, me saying to B.
you better be absolutely sure thatyou
agree with what we said all along,
cause I’m hooked... Ifyou don’t see me
quite the same as a mother you tell
me right away because fyou tell me
that a weekfrom now we have a large
battle on our hands, cause you ‘II be
fighting with his mom, notjust with
your lover, but with his mom. ‘A.

The parenting role of the non-bio
logical mother is not based on biolo
gy or on legal ownership. It is this
role in particular that challenges the
traditional model’s emphasis on biol
ogy and children as property and
which points the direction for new
definitions of “parent” and “family.”

Uerwiiit 1he chckUehc,e
The challenge lesbian parents pose

to the traditional model of the nuclear
family is undermined by the institu
tionalized homophobia and hetero
sexism embedded in the society and
encountered in the behaviours of
family, friends and institutions.

All the women I interviewed spoke
about on-going struggles with family
members, particularly parents, to get
them to recognize the legitimacy of
the non-biological parent and to con
sider themselves grandparents to the
children their daughters’ partners
gave birth to. This struggle for recog
nition can have a history in the fami
ly’s refusal to recognize or accept the
initial lesbian relationship, let alone
the children that become a part of it.
“My daughter’s friend’s daughter” is
how one lesbian’s mother described
the child her daughter is parenting
but didn’t give birth to. This descrip
tion sums up her refusal to legitimate
her daughter’s primary relationship
and role as a parent. Another woman
described being referred to in a jok
ing manner by her partner’s family as
the “aunt” or “live-in nanny.”

The homophobic behaviours of fam
ily members range from extreme acts of
exclusion, almost akin to “disowning”,
to much more subtle forms of showing
preference for biological links—taking
one kid out but not the other, forget
ting a birthday, writing to one but not
the other, refusing to recognize a non-

biological grandchild in public.
Lack of legal protection for non-

biological lesbian parents means that
negative reactions from their parents
can lead to fears about claims grand
parents might make on grandchildren
if anything happens to the children’s
parents, particularly to the biological
parent. Women talked about the need
to get parents to sign a written state
ment agreeing not to make such a
claim because “you know when peo
ple die, people get weird. So really
we should do it.” A.

Rejection by biological family is a
contributing factor in the establish
ment by many lesbians of what might
be called an “extended family by
choice”—a supportive network of
people who act as family to one
another. By establishing family ties
that are not based in biology, lesbians
once again challenge traditional
notions of family.

‘Tm not a nuclearfamily because
I have many extensions in myfamily.
I know that our children will be able
to turn to many people in our com
munity because we have established
the bondsfor them. “E.

Although it is less frequent and less
threatening, lesbian parents also run
into confusion and homophobia from
peers who do not understand or
accept the family forms they are creat
ing. Sometimes friends just can’t get
their head around the concept of two
women parenting together and will
only confer true “mother” status on
the biological parent.

“When I talk about Y. being my
daughter my stra4ghtfriends say ‘but
no, she’s F. s daughter.’ They have to
make it very clear that shes F. s bio
logical daughter. “E.

Lesbian parents, like all parents,
have to deal with institutions such as
hospitals, daycares and schools. This
means having to make choices about
how and with whom to be “out” and
when to intervene on behalf of your
kids.

All the women I interviewed had
chosen to be very “out” in dealing
with institutions in order to instill
confidence, not fear, in their children.
But being “out” means encountering
and dealing with homophobic
responses which can vary in their
intensity, from extremely serious to
mildly annoying. Non-biological par
ents are sometimes refused admission

to parent-teacher interviews or are
denied permission to make important
medical decisions for their children if
the biological parent is not present.
And then there is the day-to-day
unpleasantness of people’s reactions
to a lesbian family.

“You can tell a doctor three times
‘talk to me like I’m his mothei, so is
she’, and they don’t get it. Sometimes
they really say I don’t know what
you’re talking about.’ ‘We’re two les
bians, we’re both the mother.’ I-Iuh.
No, I’ll talk to the one with the dres.s
thats safe. “A.

Schools are a major institution that
lesbian mothers have to confront.
Many of the women I interviewed
had positive experiences with individ
ual teachers, although they also
talked about their parenting status
being tolerated but not made visible
in the classroom.

The kids of lesbians too have to
learn to deal with homophobic reac
tions from classmates, teachers, etc.
One couple’s strategy is to encourage
their kids to do well academically so
that at least they can’t be ‘gotten’ in
that area.

“Even though the kids tell him hes
going to burn in hell because he
believes in Nature instead of God and
that his mothers arefaggots.. . in that
environment hec still strong because
they still have to come to him for the
answers, because they don ‘t know
and he does. “A.

The homophobia and heterosexism
encountered by lesbian parents, and
particularly the powerful lack of vali
dation of the non-biological parent
can lead to doubts on the part of les
bian parents and their children about
the legitimacy of their families. The
pressure of always having to defend
your right to parent can undermine
your confidence in your role.

“When we were dealing with fami
lypressures that’c when we would
notice our biological role with the kids
and it would cause us conflict
because then we might getfearful that
I’m seeing V. more as my child and
she s seeing W. more as her child. “B.

Children too are vulnerable to
external pressures.

“Sometimes someone will say in
front of the kids ‘co you’re V. s mom
and you’re W. ‘c mom.’ That really
the hardest because you have to
watch them go through learningpeo
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ple’s rather heartbreaking confusion,
and maybe it makes them a little bit
doubtful. Are..are.. aren’t you my
mom? What do you mean I’m yours,
shes hers?”A.

sJew defi1iios
Although lesbian families might

resemble traditional male-female
nuclear families in some aspects of
outer appearance there are enormous
differences which pose a fundamental
challenge to this model. By their sim
ple insistence on their right to parent,
as well as through the parenting roles
they are developing, lesbian parents
profoundly challenge the patriarchal
model which defines roles through
biology. In particular, the non-biolog
ical lesbian mother defies traditional
notions of parenthood in that she has
neither biological connection nor
legal status as a parent. She is forging
new ground and her existence calls
for new definitions of “family” and
“parenting.”

Jo Van Every, in a 1991 presenta
tion on British social policy and the
family, proposes that “family” could
be defined as “an emotionally sup
portive network of adults and chil
dren, some of whom live together or
have lived together.” Brian Mossop, a
Toronto gay activist who recently
fought a case to get bereavement
leave to attend his lover’s father’s
funeral, argues that “family” has to be

defined in terms of how members of
a household act (sharing finances,
housework, emotional support, etc.),
and not in terms of legal status like
“spouse.”

In terms of parenting, both these
definitions imply that people would be
defined as parents based on the act of
parenting. These redefinitions raise
other important questions, starting with
how lesbians define their parenting
roles. All the women I interviewed
consider themselves “two mothers” and
want their children to refer to them
using some form of “mommyism.” Is
our desire to be “two mothers” buying
into the traditional model and an
example of consciously opposing the
nuclear family form while upholding it
in practice? Are we using the term
“mother” because that is all we know?
Is there another term that would more
usefully describe the act of parenting
children? Or, on the other hand, is our
insistence on the use of the term
“mother” to describe a non-biological
lesbian parent a radical redefining of
the term and a challenge to the notion
that everybody only has one mother? Is
a suggestion that we call ourselves
“parents” instead, a subtle rejection of
the legitimacy of the non-biological
“mother”? Lesbians are faced with the
choice of redefining and reclaiming or
redefining and renaming.

This question of reclaiming or
renaming is linked to the debate cur
rently being waged in the lesbian and

gay community about spousal rights.
If we fight for state-sanctioned les
bian and gay marriage and the rights
and privileges that go along with it,
are we embracing the nuclear fami
ly—an institution that has historically
oppressed us? Are we forsaking the
rich and varied alternative relation
ship structures lesbians and gays
have created? Or is a struggle for
spousal rights a way to obtain imme
diate gains for coupled lesbians and
gays while continuing to struggle for
more radical change that would guar
antee equal income support and
other benefits to everyone in society,
regardless of marital status? How do
we secure rights for lesbian parents
without recreating relationships of
economic dependence? The lesbian
non-biological parent is not a “hus
band.” Her experience defies con
ventional definitions of family and
points the way to new forms of
familial relationships, and possibly,
as one woman I interviewed said, a
new kind of love.

“Its a dtfferent love but its as big
a love or as love a love. W (biologi
cal child) and I areforced on each
other in a physical way. Conversely
with V. (non-biological child) there
a dtfferent deep, sort ofphilosophical
part of the love. “A.

More research needs to be done
focusing on the experience of the
non-biological lesbian parent, includ
ing the emotional aspects of her
experience as well as looking at what
happens when lesbian couples break
up in terms of custody and visitation
rights. Lesbian couples who adopt
might provide an important contrast
even though in Canada to date only
one woman can be the legal parent.

My hope is that this research will
be useful in several ways. First, that it
will offer an alternative vision to the
seemingly unchanging model of the
nuclear family; second, that it will be
a vehicle for the previously unheard
voices of lesbian parents; and finally
that it will provide a useful and
thought-provoking reflection of our
on-going struggles to create families.

Rachel Epstein has been in the “mother
zone” for thepast 18 months. A revised
version ofthis article will bepublished
nextyear in a textbook on Canadian
families, edited by Marion Lynn.

The
Regional Women’s

Health Centre

The centre offers a range of health
services designed to meet the special
needs of women of various ages. Our
aim is to encourage women to partic
ipate actively in the enhancement of
their reproductive health.

There are no service fees and referrals are not necessary.
Current programs include
• Bay Centre for Birth Control—Family Planning Program
• STDtHIV Prevention Program • Women’s Health Centre Resource Library
• Provision of contraceptive devices • Infertility Support & Education Program
• Midlife and Older Women Program • Life Skills & PMS Education & Support Groups
• Social Work Program—Incest Survivors Group

We are open evening and Saturday hours by appointment.
• For more information, contact us at: 586-0211

• Bay Centre for Birth Control 351-3700

• Women’s Health Resource Centre 351-3716
790 Bay Street, 8th Floor,
Toronto, Ontario, M5G 1N9

ISmI
WOMENS
COLLEGE
HOSPITAL
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Male violence against women will
continue to be a national epi

demic as long as state authorities
maintain the attitude that it is not a
societal problem but just a ‘domestic
argument gotten out of hand.’

Woman abuse has no class, colour,
creed, economic or educational
background. We all know someone,
or we ourselves have experienced
some form of abuse by brothers,
fathers, stepfathers, other male rela
tives or friends. Women who are
political refugees have experienced
forms of unspeakable abuse because
of their particularly vulnerable situa
tion. Male violence against women
can result in severe mental or psycho
logical injury, physical harm or death.

Women are reluctant to admit that
abuse is happening to them. This is
even more problematic because of
the tradition of handling health and
domestic problems privately; these
issues are considered the domain of
family or a very close friend whom
one can trust. As one woman point
ed out, “This forces the women of
my community to turn to the same
man who is her abuser, for solace
and understanding, which she will
never get from him.”

In order to develop effective pro
grams to eradicate woman abuse, the
issue has to be understood in all its
complexities: the reasons it occurs,
and the impact on the victims, the
children who experience it happen
ing to their mothers, the young girls
experiencing it in secret, and the men
responsible.

Many groups throughout Ontario
are working to stop woman abuse,
providing much needed services
including research, education and
training to professionals and coun
selors, group and individual counsel
ing and shelter.

The experience of Women’s
Outreach in Sault Ste. Marie, is that
abused women are left feeling isolat
ed, powerless and guilty; they experi
ence mixed feelings of anger, fear
and shame. Responding to this situa
tion, Women’s Outreach provides
short-term and long-term counseling
for women who have experienced
abuse of any form at any point in

their lives. They provide both individ
ual counseling and group sharing
programs, and produce materials
adapted to specific needs.

One of the major barriers faced by
the Women’s Outreach in Algoma
District is the response of the police,
the justice system, and city govern
ment to woman abuse. According to
Women’s Outreach, these political
and legal institutions “treat women as
if they are to blame, treating violence
and assault against women lightly.
This kind of attitude denies the
prevalence of violence against
women and therefore it is difficult to
get tax dollars apportioned for ser
vices for women.”

“Anduhyaun”, a women’s shelter
that deals with the specific needs of
First Nations women, runs a program
called “Nimisuk”. They found it nec
essary to develop a culturally-based
program which blends traditional
Native medicine and western psy
chotherapy. The women who started
this program recognized that the
western approaches were not work
ing for many of their people. One of
the major reasons for this failure was
the absence of an understanding of
Aboriginal culture and identity and
the impact racism has on aboriginal
women who are abused.

Education Wife Assault (EWA), a
non-profit community organization
providing education and training on
the issue of woman abuse, believes
that education and training are among
the first steps which must be taken to
stop abuse. They work towards this
end by encouraging public awareness
and supportive intervention. One of
the particularly effective projects of
EWA is their partnership program
where they work with women in dif
ferent communities to develop their
own resources and workshops in
their language.

EWA offers a framework for elimi
nating woman abuse: freedom from
assault is every person’s basic right,
wife-beating should no longer be
defined as a woman’s private dilem
ma, it is assault, not interaction gone
wrong. It is not a sickness, it’s a crime.

Perhaps the least understood aspect
of woman abuse is sexual abuse in a

Manj groups and

organizations

throughout Ontario are

worling to eliminate

woman abuse, reduce

worl<pLace &

environmentaL health

hazards and improve

the heaLth of women.

This section profiLes

some of these groups

and the issues

invoLved.

dating relationship. The woman is
invariably blamed as being responsi
ble because she put herself in a situa
tion to be raped, either by the way
she dressed or what she did. Women’s
Habitat, in partnership with EWA and
MediaCom, are running a pilot “Poster
Contest on Violence and Sexual
Assault in Dating Relationships,” in six
to eight high schools. The objective is
to educate teenage women and men
about the issue.

These groups along with thou
sands of others are working towards
zero tolerance: a time when women
can walk down the street, live with
their families and friends, and carry
on a full life, without fear of abuse of
any kind.

Woman Abuse: A National Crisis,
A National Responsibitit,J

IN OuR
OWN

WoRDs
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Women’s Outreach in
Northern Ontario
Women’s Outreach began in 1985 in
response to a strong community
need. They provide short and long
term counseling for women ages 16
and older who have experienced any
form of abuse at any point in their
lives. This includes sexual abuse,
assault, physical, emotional, verbal
and psychological abuse.

Women’s Outreach focuses on
helping women to understand the
source of the varied emotions they
experience as a result of abuse and
how society contributes to maintain
ing the abuse. They work with each
woman to try to help her develop
new coping mechanisms, teaching
her how to listen to her inner wis
dom. They also encourage women to
share with each other to help reduce
the feeling of isolation.

When their sense of isolation dissi
pates, the guilt and shame lessen.
Many realize that the medical and
psychiatric labels which are used to
control them, serve to reinforce the
societal denial of abuse. This aware
ness empowers women within their
personal/familial relationships and
affects the wider society.

Women’s Outreach faces a high
demand for their services in the large
community they serve. (The Algoma
District spans north from Sault Ste.
Marie by approximately 320 miles
and east by about 150 miles.
Populations are clustered in small
communities of between 50 and
6,000 people). They have a waiting
list of approximately a year for their
individual counseling services. And as
is typical in rural communities, there
is a lack of child care and transporta
tion to allow women to attend indi
vidual and group counseling. Women
must travel lengthy distances to get
together. Many women who are in an
abusive relationship may have to
walk 20 miles, and usually more to
escape or obtain services. Even when
transportation and childcare are avail
able, women often can’t afford to
pay.

If a woman lives in the city and
cannot get care from a public agency
due to a long waiting list, she may
not be able to afford private therapy.
In any case there are few private
therapists who are feminist and there

are very few female physicians, not
to mention physicians who under
stand the dynamics of woman abuse.

It is in these difficult conditions,
that Women’s Outreach works. There
is a clear need for expansion of ser
vices and resources in this area.

Women’s Outreach can be
reached at 898 Queen St. East, Sault
Ste. Marie, ON, P6A 2B4.

Dating Can be Dangerous:
Teenage Woman Abuse
When we think of woman abuse, we
think first of men assaulting women
they know or live with, and then of
rape by strangers. More recently the
silence surrounding the issue of rape
and physical violence in teenage rela
tionships has been broken. Date rape

and teenage woman abuse are
researched and talked about more
openly now.

Women’s Habitat, a women’s shel
ter in Etobicoke, in partnership with
Education Wife Assault and
MediaCom, are running a pilot
“Poster Contest on Violence and
Sexual Assault in Dating
Relationships”, in six to eight high
schools in Etobicoke in the fall of
1993. The objective of the project is
to educate teenage women and men
about the issue through their partici
pation in the poster contest.

Women’s Habitat became aware of
teen dating violence as a result of
speaking in schools on the issue of
violence against women. They were
asked questions by students such as
“what can I do if my boyfriend has
abused me?” The increased demand
for education on the issue of dating
violence led to the development of

Woman abuse has no cLass, coLour, creed,
economic or educationaL background
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he pilot poster contest.
According to Health and Welfare

anada, dating violence “is the sexu
I, physical or emotional abuse of
ne partner by the other in a dating
elationship where the couple is not
.ving together. While incidents of
iolence against men do occur, vio
nce against women is more perva
ive, more systematic, and usually
ore severe.”

It is difficult to determine the
ctual prevalence of dating violence,
ince it is rarely reported by the
enage victims. A study of 304 sec
ndary students in Toronto showed
Eiat one in every five women has
xperienced at least one form of
buse in a dating relationship; sixty
‘ercent indicated that they had been
xposed to dating violence. Date
pe however has the lowest report
g rate of all forms of rape; it is esti
ated that only 1% of date rapes are
ported to the authorities.

Young women face the problems
f shame and guilt more acutely than
ider women. Teenagers have diffi
ulty talking about their relation-
hips, particularly when they are
xperiencing physical and/or sexual
iolence. There is fear of being
lamed by parents and others in
uthority. Limited knowledge about
xuality, contraceptives, relation-
hips, and life as a whole makes the
xperience even more confusing.

What about the young men, the
erpetrators of the violence? They
)O are going through a very confus
ig period of their lives. They are
xpected to prove their “manhood,”
sing the prevalent role models.
heir acts of violence are an expres
on of their need to be in control, to
ominate a woman in the way that
iey have seen their father dominate
ieir mother or other men control
‘omen.

There is a great need for the
:hools to develop policies and pro
edures for dealing with woman
buse in the school system. Often
oung men who assault young
‘omen remain in the same class
‘ith no disciplinary measures taken
r attempts to deal with the impact
n the girl. Some schools do not
yen acknowledge that there is a
roblem. When there is some move-
lent on the issue, support must be
rovided in a culturally sensitive

ALTHSHARING SUMMER/FALL, 1993

manner, challenging racist attitudes
of staff and students.

The poster contest is an attempt to
get broad participation of students
and staff in discussing this issue. If
this project is successful it will be
extended to other schools.

For more information contact
either Gayle Janes at (416)968-3422
or Janet Walker at Women’s Habitat
(416) 252-1785.

For help call the following:
Assaulted Women’s Help Line, (416)
863-0511; Youthline, (416) 922-1700;
Kid’s Help Line, 1-800-668-6868;
Distress Centre, (416) 486-1456.

Fayola Lawrence

BuiLding Connections in
ELiminating Woman Abuse

Education Wife Assault (EWA), a
non-profit organization founded in
1978, believes violence against
women must stop, and that educa
tion and training are among the first
steps which must be taken to reach
this goal. They work towards this
end by encouraging public aware
ness and supportive intervention.

Like other groups in the city of
Toronto in particular, and in Ontario
as a whole, one of their major chal
lenges is to meet the needs of an
increasing range of cultures, lan
guages and expectations. To meet
this need EWA works in partnership
with other groups to develop
resource materials for education and
training in the language and culture
of the groups concerned. “We have
focused on projects, materials and
programs that reflect the true spirit of
working together, in terms of power,
control and trust, as these essential
elements impact on our relationships
with each other - personally and at
work.” EWA’s most recent partner
ship projects involved the develop
ment of materials in Vietnamese and
Urdu.

EWA’s partnership program is
unique. One of the biggest chal
lenges facing the Vietnamese women
in producing materials on woman
abuse is the lack of a vocabulary in
Vietnamese to describe the issue,
because of the fact that wife assault
is treated in their country as a private

family matter. According to Chi
Dang, one of the Vietnamese partici
pants, “as women together, we man
aged to overcome this linguistic
denial. We searched for, and recreat
ed words that best described us... We
dug deep into our soul and deeper
into our his/herstory in an attempt to
understand and acknowledge what
has caused violence against us.”

The work of EWA is guided by
an understanding of the complexities
of systemic racism in our society,
which add other dimensions to the
methods of solving problems of
woman abuse among women of
colour. A woman may be more
reluctant to call the police because of
the potentially racist treatment she
and her partner could receive, even
though he has hurt her. The fear of
children being taken away and put
under the care of the state also stops
many women from reporting abuse.

The work of these two partner
ships is only a small part of the
tremendous demand out there for
the services of groups such as EWA.

EWA also provides education and
training to a wide range of people.
Legal and health care professionals,
students, community groups, social
service workers, counselors, men who
are violent, and women who have
been assaulted use their services.

The wealth of clear, concise, qual
ity information available at a very
low cost makes their message very
accessible. All the basic information
on woman abuse is published by
them on 13 single page information
sheets at only $0.50 per sheet. EWA
continues to have an impact at vari
ous levels, with different communi
ties of women, social services work
ers and educators.

For further information on
Education Wife Assault, call (416)
968-3422 or write 427 Bloor St. West,
Toronto, ON, M4M 1T4.

25



Anduhjaun House

As a board member of Anduhyaun, a
women’s shelter that deals with the
specific needs of First Nations
women, I am aware that eight out of
every ten Aboriginal women in
Canada has been a victim of vio
lence. I cannot think of one Native
woman who has not suffered some
sort of violence. At the same time,
Aboriginal women also face racism
and the legacy of colonialism, which
have a constant impact on our lives.
Therefore it should not surprise
health practitioners that culturally-
based programs are required. This is
particularly true for women who
have survived child sexual abuse.
Although there are similar issues
with all women who have survived
sexual abuse, for First Nations
women, the prescriptions for healing
should take a different form.

Most of my experience around
sexual abuse and what the Native
community is doing to help incest
survivors, I have gained from my
involvement with Anduhyaun and
my relationships with women in my
community.

Anduhyaun runs a program called
Nimisuk, a Cree word meaning “my
sisters.” Nimisuk was started by two
women at Anduhyaun, Catherine
Brooks a former board member and
now executive director and Pauline
Smith, the assistant director of the
shelter. Pauline noticed that 60 per
cent of the women who went
through Anduhyaun had been vic
tims of sexual abuse; and forty per
cent of the women who stayed at the
shelter returned again and again over
a period of years before a level of
self-confidence and independence

was achieved. The women were
returning to the shelter despite
being referred to a program at the
Barbara Schlifer Commemorative
Clinic. It was apparent that
there were important elements
missing in the program and it
was not meeting the needs of
Aboriginal women.

For Pauline and Catherine
the solution was to develop a
culturally-based program for
Native women who are survivors
of incest. They consulted with First
Nation elders and traditional healers
on possible approaches for the pro
gram. It was decided that it should
blend traditional Native medicine and
western psychotherapy. Nimisuk was
born.

Traditional Native medicine in the
program consists of purification lodges,
women’s healing circles and full moon
ceremonies. These traditional healing
ceremonies are used to bring about
wholeness to the individual and con
nect them with the community and the
earth. The full moon ceremony is a
special ceremony to honour the moon
who represents our grandmother.

Issues of identity and the impact
of racism were immediately identified
as central to the program. These are
issues that all Aboriginal women
must face in their healing process. In
order for a program to be helpful, it
has to address not only the physical
abuse women have suffered but also
the systemic racism that they con
front. These cannot be separated.

Nimisuk is run as a self-help sup
port group with facilitation from two
counselors. There are three levels
that the women can go through and
as they progress through these levels,
they make more decisions as a col

lective about what to work on.
Nimisuk is not the only program in

the Toronto area for incest survivors.
Native Family and Child Services has
a program called Mooka-am, which
means breaking through the surface
in Ojibway. Like the Nimisuk pro
gram, Mooka-am blends traditional
and Western therapies.

Aboriginal women who have been
through these programs have a lot
more confidence and hope in their
future. Through the Nimisuk and
Mooka-am programs First Nations
communities in and around Toronto
are beginning to face the tremendous
challenge of healing the suffering
inflicted by incest and sexual abuse.
For more information about these
programs please contact: Catherine
Brooks, Anduhyaun House at 106
Spadina Road, Toronto, ON, M5R
2T8, Tel: 920-1492 or Native Child &
Family Services of Toronto, 464
Yonge St., Suite 201, Toronto, ON,
M4y 1W9, Tel: 969-8510.

Carole Couchie

Dr. Phyllis Marie Jensen RN, PhD.
Healing the body, mind, heart and spirit

Psychotherapy and Art Therapy
Jungian Dream Analysis
Smolcefee for Women

(416) 465-132

KINESIS is Canada’s foremost feminist newspaper. For wide-ranging
national and international coverage of women’s issues and culture,
send $1 for a sample issue, or $21.40 (Outside Canada $25) for a
year’s subscription (10 issues).

KINESIS: #301 -1720 Grant St, Vancouver, BC Canada V5L 2Y6
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“I have the right to decide
what happens to my own body,
not because I know more than
anybody else, but simply
because it is my body. And 1
have a right to acquire the
information that can help me
make those crucial decisions.”
Audre Lorde, “A Burst of Light”
(Ms magazine, Vol.111, No.6)

s we end the 20th century, envi
onmental hazards have become

one of the biggest health concerns
across North America. Dealing with
the many environmental concerns
and their impact on our health brings
us smack up against the political and
economic power of the financial and
manufacturing giants of the industrial
countries. It is no surprise that a
growing number of scientists, health
workers and environmentalists have
identified environmental contami
nants as playing a large role in our
deteriorating immune systems and
general increase in ill-health. More
specifically, it is now becoming clear
that environmental pollutants play an
important role in the current breast
cancer epidemic.

The increase in the prevalence of
breast cancer since 1950, from one in
twenty to today’s rate of one in eight
was the topic of a 1992 Greenpeace
Report entitled Breast Cancer and
the Environment: The Chlorine
Connection. The report concludes
that this increase is largely due to the
increase in chlorine-based com
pounds—the basis of some plastics,
pesticides and paper bleaching.
Megan Williams, in an article in The
Rag Times, Feb/March 1993, a
newsletter of the Women and
Environments Education and
Development Foundation, (WEED),
discusses the reaction of the
Canadian Cancer establishment to
this new evidence. WEED’s “Stop the
Whitewash” campaign advocates for
the elimination of chlorine based
compounds to bleach women’s sani
tary napkins and tampons.

The “Stop the Whitewash” cam
paign began in 1990, following the
brilliant example set by the Women’s
Environmental Network (WEN) in
Great Britain. Focusing on women’s

sanitary products and diapers, British
women wrote letters, telephoned
politicians and pressured manufactur
ers to abandon chlorine gas bleach
ing of these products. They succeed
ed. . .in just six weeks!

Another environmental concern
related to breast cancer is the star
tling evidence that mammogram
screening for women under 50 has
very low detection rates and at worst
can even be a culprit by inducing
breast cancer due to overexposure to
radiation. Dr. Rosalie Bertell, presi
dent of the Toronto based
International Institute of Concern for
Public Health discusses mammogra
phy and suggests that the less expen
sive breast self-examination may con
tinue to be the best form of early
detection.

The Ontario Nurses Association,
(ONA), the union representing more

than 50,000 Ontario registered and
graduate nurses has made health and
safety issues in the workplace a
major concern. Nurses are exposed
on a daily basis to both physical and
chemical hazards in their workplace.

“Nursing is often dangerous to
those who practice it. It does not
have to be that way—improvements
can be and have been made,
although not without pain, struggle,
patience and compromise.” says Lisa
McCaskell, research officer at the
ONA.

Workplace Hazards and Environmental Health

As we end the 20th centurj. environmentaL hazards
have become one of the biggest heaLth

concerns across North America
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may be exposed to anesthetic gases,
and many nurses have to handle
medications such as cancer-fighting
drugs that may damage their own
cells. They are also at risk of violence
from patients or their visitors as well
as sexual harassment from many
sources including physicians.
Furthermore, nurses work in an envi
ronment often made stressful by the
high emotional and physical
demands of ill people and their fami
lies. All this is handled with too few
staff and too little rest for those who
work shiftwork.

The Ontario Nurses’ Association
(ONA) is the union representing
more than 50,000 registered and
graduate nurses who work in hospi
tals, homes for the aged, nursing
homes, the community, and industry
in Ontario. ONA’s work, like that of
other unions, focuses on collective
bargaining, grievances and arbitra
tion, union education, and improve
ments to government legislation.
Although much of this activity focus
es on the bread-and-butter issues of
wages and benefits, health and safety
is also an important component.

Back injuries are the single most
important health and safety problem
faced by ONA members. Numerous
studies have demonstrated that nurs
es suffer from one of the highest
incidences of back injury compared
to other groups of workers. A recent
U.S. study showed that only one-
third of those nurses who said they
had episodes of occupation-related
back problems actually filed an inci
dent report. Workers’ Compensation
statistics show that in Ontario,
approximately 1200 nurses per year
suffer a back injury for which they
receive compensation. These injuries
represent between 50 and 60 per
cent of all compensable injuries to
nurses yearly, and result in compen
sation payments of over $8-million—
not to mention the anguish and
despair of those previously able-bod
ied nurses who may be incapable of
nursing again.

In recent years, ONA has sought
to reduce the number of back
injuries by lobbying for legislative
changes that would offer nurses and
other healthcare workers greater pro
tection. In 1993, the provincial gov
ernment made into law a regulation
under the Occupational Health and
Safety Act, specifically targeted at
workers in health care facilities. The
new regulation was to have obliged
employers in the health care sector
to provide mechanical lifts and other
devices to assist in moving patients.
However, at the last moment, the
government withdrew these provi
sions because of the financial burden
on employers who would have had
to invest in new equipment. ONA
continues to lobby to have these pro
visions reinserted into the regulation.

Another health and safety issue of
great importance to ONA members is

Workptace Hazards
in Nursing

Every working day, nurses face
numerous threats to their safety and
health. They risk back injuries as
they assist heavy or uncooperative
patients; they may be exposed to a
number of infectious diseases or to
radiation as they assist patients being
x-rayed. Dangerous cleaning and
sterilizing chemicals are found
throughout most healthcare facilities;
nurses who work in the operating
room, recovery room, or in obstetrics

Health Professionals
needed overseas!

Nigeria - Nurse/Midwives to facilitate the delivery of pri
mary health care activities in a hospital and a community
health extension program.
Nigeria-Child-to-Child Coordinator to train teachers and
health workers in the Child-to-Child approach to primary
health care.
Ghana- Public Health Nurse with experience in maternal
and child health for a community outreach program.
Ghana- Registered Nurses with surgery and pediatric skills
to work in a hospital ward.
Nigeria- Health Educators to work with government and
village health workers in a guinea worm eradication pro
gram.
Ghana- Ophthalmic Nurse/Technician with experience in
out-patient care and surgery to work in an eye clinic.
Indonesia- Nurse to work in a community health program
aimed at mobilizing local health workers and villagers to
improve nutrition, sanitation, organization and disease
prevention.
Sierra Leone, Ghana & Indonesia- Medical Doctors to work
in a community health program aimed at mobilizing local
health workers and villagers to improve nutrition, sanitation,
organization and disease prevention.
Nigeria - Physiotherapists and Occupational Therapists to
work at a rehabilitation centre and participate in a commu
nity outreach program.

Salaries are modest but cover overseas living costs. To
apply, send your resume to: CUSO GH-1, 135 Rideau Street,
Ottawa, Ontario KiN 9K7.

IN
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abusive and violent patients.
Numerous Canadian studies have
pointed to the magnitude of the
problem: a 1992 report by the Nurses
Assault Project Team, which sur
veyed over 800 Ontario nurses,
found that 59 per cent of nurses
reported being physically assaulted
at some time in their nursing career
and 92 per cent had experienced
harsh or insulting language on the
job; a survey of 350 Saskatchewan
nurses found that, in the preceding
year, 81 per cent had been subjected
to verbal abuse—75 percent of it
from patients—and 53 per cent had
experienced physical abuse at work.
A 1989 study from Manitoba found
that one-half of Manitoba nurses are
physically assaulted by their patients
at some point in their career.

ONA has sought to address this
problem in a number of ways. In
1991, a booklet, “Violence in the
Workplace,” was produced and dis
tributed to the entire membership
The booklet defines the problem of
violence and gives practical advice
on how to improve safety conditions
and develop policies and proce
dures. ONA also worked to have the
issue addressed in the recent health
care regulation, in sections on
staffing and the employers’ obliga
tion to warn staff of potentially vio
lent patients. However, as with pro
visions on patient handling, it was
dropped because of “cost implica
tions.” The union has also attempt
ed, with limited success, to include
the issue of abuse by patients in col
lective agreements so that nurses
have some way to deal with the situ
ation when it arises. Other nurses’
unions in British Columbia and
Manitoba have been more successful
in winning effective clauses in union
contracts.

Nurses, as well as other healthcare
workers, are also exposed to danger
ous chemicals and substances: disin
fecting and sterilizing solutions such
as glutaraldehyde and ethylene
oxide; anesthetic gases such as
nitrous oxide; and recently even
latex gloves designed to protect
workers from infectious diseases
have proved to be hazardous to
nurses’ health. Glutaraldehyde, used
to disinfect instruments, can cause
skin problems and severe respiratory
sensitivity. Exposure to anesthetic

gases has been linked to increased
rates of miscarriage, and very recent
ly nurses have begun to develop
severe respiratory symptoms and der
matitis from latex exposure.

Locally, ONA advises members of
ways to reduce or avoid exposure to
dangerous substances and helps
them develop strategies to work
effectively within health and safety
committees in their workplaces.
Those nurses, for example, who have
developed sensitivities to substances
often need assistance from ONA to
negotiate their return to a work area
which does not endanger their
health.

numerous threats
to their

safetj and heaLth

Shift work is another threat to
nurses’ health. The majority of hospi
tal nurses continue to work rotating
shifts. Typically, nurses who work
12-hour shifts rotate from day to
night shift every two weeks, year
round. Eight-hour shift workers may
work a combination of days and
evenings, or days and nights,
although some nurses still rotate
through all three shifts. Studies on
shift workers consistently point to ill
effects on health, mood, productivity,
safe work practices, and social and

family life.
Winning improvements in nurses’

schedules has been a top priority of
ONA members, and gradually
improvements have been made. Most
hospital nurses now get at least one
in every three weekends off. Many
have every other weekend off. Eight-
hour shift workers, who for years
rotated through all three shifts now
work only two. Collective agree
ments now set out the number of
hours that a nurse must have off as
she changes from one shift to the
next. However, when compared to
much of the workforce in Canada,
nursing shifts remain grueling. Many
eight-hour nurses have to work
seven consecutive shifts with only
one weekend off every three or four
weeks; many remain on-call at night
for specialty areas and still have to
work the next day. To make matters
worse, many “weekends off” follow a
night shift ending on Saturday morn
ing which often means the first part
of their weekend is spent sleeping.

Sadly, it seems that nursing and
other healthcare groups have lagged
far behind other workers, in the bat
tle to improve working conditions.
Nurses have often been reluctant to
demand safer healthier working con
ditions, perhaps in part because of
nursing’s history as a female-domi
nated, caring profession. For years,
many nurses have accepted back
injuries, violence, fatigue, and expo
sure to dangerous diseases and
chemicals as “just part of the job.”
Gradually however, this acceptance
is disappearing, and nurses are
demanding their health and safety on
the job be treated seriously. The
Ontario Nurses’ Association is fully
behind nurses in their struggle.

Lisa McCaskell

Ever!,j working daj,
nurses face
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Breast Cancer: The
ChLorine Connection
A growing body of scientists, health
workers and environmentalists are
pointing to environmental contami
nants as playing a large role in the
breast cancer epidemic. A recent study
released by Greenpeace comes to the
striking conclusion that chlorine-based
compounds make a significant contri
bution to breast cancer.

Current statistics estimate that an
alarming one in eight women in
North America will contract breast
cancer at some point in her life. This
makes it the most prevalent type of
cancer in women and the leading
cause of death in women between
ages 40 and 55. These rates have risen
from one in twenty in 1950 to today’s
rate of one in eight. The worldwide
increase in breast cancer rates has
occurred during the same period in
which the global environment has
become contaminated with industrial
synthetic chemicals, including the
toxic and persistent organochiorines,”
the Greenpeace report entitled “Breast
Cancer and the Environment: The

= Chlorine Connection” states.
Organochiorines, first produced in

the early 1900s, have been made on a
large scale since World war II when
they were used as chemical weapons.
They include DDT, PCBs, dioxin,
Agent Orange and thousands of less
er known chemical products and by
products. Each year in North America
13 tons of chlorine are produced,
Greenpeace reports. Only one per
cent is used to chlorinate drinking
water—the rest is employed in the
production of plastics, to bleach
paper and for a myriad of other
industrial and agricultural uses.

A recent study carried out in
Hartford, Connecticut—the first of its
kind in North America—found that
women with breast cancer have 50 to
60 per cent higher levels of
organochlorines, including PCBs in
their breast tissue than in the breast
tissue of women without breast can
cer. Experts say these toxic com
pounds are attracted to fatty tissue.

Mary Wolff, an epidemiologist at
Mount Sinai Medical Center in New
York, who led the study, says the
results surprised even her. “This is
the first new evidence that could be a
clue about the rising breast cancer

rates. I’ve personally been a skeptic
all along about the environmental
connections to breast cancer, but I
keep being proven wrong.”

Similar findings to Wolff’s study
surfaced in a recent Finnish study. A
group of 44 women with breast can
cer were found to have significantly
higher concentrations of the pesticide
bHCH in their breast fat than a set of
33 women without breast cancer. The
findings of these two studies confirm
similar results by Israeli researchers.

The report also cites Israel’s
decline in breast cancer rates over
the last decade as the probable result
of an aggressive program to phase
out pesticides made from
organochiorines. From 1951 to 1976,
Israeli levels of chlorine-based pesti
cides in cow’s milk, human milk and
human tissues were among the high
est in the world, and 5 to 800 times
higher than US levels. When the
phase out program began, breast
cancer rates in Israel dropped by 8
per cent over the first ten years—a
stark contrast to the rising rates in
other industrialized nations.

Despite this evidence, no
Canadian studies have been done
exploring the link between breast
cancer and environmental contami
nants. Indeed, most North American
cancer researchers believe this is sim
ply not a worthwhile area of pursuit.
Howard Morrison, a scientist at the
Laboratory for Disease Control at
Health and Welfare Canada, howev
er, was spurred on by this evidence
and, along with several other
American and Israeli scientists, is cur
rently planning a study that will look
at toxins and breast cancer.

Jay Palter, a chlorine issues cam
paigner at Greenpeace Toronto says
Greenpeace would like to see
organochiorines phased out or “sun
set” as a class. “This class of toxins
behave in an extremely dangerous
way.” he says. “Research has found
that individual compounds can’t be
singled out as the sole cause of can
cers, that in fact it’s a combination of
these toxins that’s so dangerous.
That’s why it’s essential to target
them as a class, rather than regulat
ing individual chemicals.”

Megan Williams, reprinted with per
missionfrom The Rag Times,
Feb/March 1993.
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December 6th Rose Buttons

December 6th is Canada’s
National Day of Remembrance

and Action to End Violence Against
Women. To honour this day, and
as part of the 16 Days of Global
Activism Against Gender Violence
(November 25—December to), the
YWCA of/du Canada is again
producing Rose Buttons with an
accompanying bookmark. The
December 6th button, which bears
a large red rose, reads:

“In Commemoration of the 14
women killed in Montreal,
December 6, 1989, and all women
who have suffered from violence.”

Groups working to end violence
against women can sell the
buttons for fund-raising and public
education. Available in bags of ioo
for $50.00. English or French text.

V
To order, contact:

YWCA Canada, 8o
Gerrard St E., Toronto,

ON, M5B iG6, Tel:(416)
593-9886, Fax:(416)971-

8084, Att:Rose Button
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Breast Cancer and
Mammographj
The use of mammography, in con
junction with other diagnostic meth
ods, is not controversial. It is univer
sally recommended. However, mam
mography performed yearly on
asymptomatic women, or undertaken
for screening purposes on large
numbers of women, raises medical
and ethical questions.

One problem is accuracy.
Mammography provides five to 10
false reports of tumors to every cor
rect report. Many false-positive
results lead to reexamination, expos
ing women to additional X-rays and
further stress. Some lead to unneces
sary surgery.

Mammography also fails to detect
advanced tumors measuring more
than two centimeters in diameter.
Failure to detect a cancer can
encourage a false sense of well-being
and lead ultimately to extensive
surgery and chemotherapy.

A second problem with mammog
raphy is efficiency. Proponents of
mammograms hope to reduce breast
cancer deaths through early detec
tion; at the same time, they admit
that in the process of reducing
deaths, mammography programs
may increase breast cancer rates
through cumulative X-ray exposures.

Advocates say each breast cancer
zure attributed to mammography is
worth it. Critics argue that the result
ing number of breast cancers and
innecessary surgeries is too great a
:rade-off. Critics also note that physi
:ians intent on “preventing death”
Dften fail to inform women of the
nown and suspected risks of mam
nography screening.

The public relations effort behind
nammography conveys a false sense
f benefit, security and control, and

t does so by glibly overlooking the
:ore question: How much X-ray
xposure is too much? Part of the
mswer can be found in the epidemi
logical studies, which reveal that

)reast tissue becomes cancerous over
wide range of doses.
While the most up-to-date mam

nographic equipment delivers only
).14 rads to breast tissue, the total
lose measurement of such exposures
nay not be the critical factor. Indeed,
rnce a breast tumor overrides the

body’s defense system and becomes
established, any further dose of radi
ation is not cancer inducing. What
counts, according to an updated
report on the Hiroshima and
Nagasaki data, is a percentage
increase per exposure over a per
son’s base risk.

A 1991 report on a Canadian study
investigating the risks and benefits of
mammography analyzed the study
group of 50,000 women. Of those
between the ages of 40 and 49 who
received mammograms, 44 devel
oped breast cancer; of those in a
comparable control group not receiv
ing mammograms, 29 developed the
disease. The entire report has not yet
been released; however, the findings
have been verified and the outcomes
are statistically significant.

How much is too much? Quite sim
ply, no level of mammography expo
sure can be presumed safe, particular
ly for females under 55 years of age.

One last question overlooked by
many of mammography’s ardent
champions: What might lie at the
root of today’s breast cancer epidem
ic? Percent increases in breast cancer
throughout North America began
appearing in the mid-1980s among
women approaching 60-plus years of
age. These women were just over 20
years old at the time the first nuclear
bomb was set off in
Alamagordo, New Mexico,
in July 1945. Then, after
the second and third
nuclear bombs were
dropped on Hiroshima
and Nagasaki, this group
of women was exposed to
repeated fallout from
nuclear weapons testing,
the debris of which was
deposited from west to east
throughout the entire North
Temperate Zone.

Between 1946 and 1958
about 109 nuclear weapons
were detonated over the
Pacific Islands; and between
1951 and 1963 about 214
were detonated over
Nevada. Radioactive debris
from these more than 300
above-ground tests drifted
eastward over the conti
nent—so much so that mea
surable amounts of radioac
tive particles were found in

milk, vegetables, meat, and fish
throughout the United States and
Canada. Women who were in their
20s at the time comprise the largest
group of today’s breast cancer victims.

If the root of today’s breast cancer
epidemic lies in above-ground
nuclear testing, mammography—a
source of further exposure to radia
tion—may only intensify the prob
lem. Certainly, since babies born in
the 1940s and 1950s have become a
generation of men and women at
risk for many diseases such as AIDS,
toxic shock syndrome, and chronic
fatigue, the password ought to be
caution. And caution in terms of
breast cancer prevention means spe
cial protection against mammography
and sound information on self-care.

Rosalie Bertell, exceipted with permis
sion from Mothering, Summer, 1992.

No LeveL of mammographj
exposure can be presumed safe,

particuLart for femaLes under
55 jears of age
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Challenging the Medical Sjstem

“A detailed review of the lit
erature demonstrated how little
reliable research has in fact been
carried out in this area...”

This is a quote from a Society of
Obstetricians and Gynecologists

of Canada (SOGC) report on
endometriosis from April 1993. The
same could probably be said of many
health and medical conditions that
mainly affect women.

Women with endometriosis, breast
cancer, stress-related symptoms,
chronic fatigue and reproductive
health problems are constantly
searching for answers from the med
ical system, but with very little satis
faction. Diseases which primarily
affect women are often less
researched and therefore prevention
and treatment lag behind. But some
of this is beginning to change through
the efforts of feminist health activists,
patients’ rights advocates and health
educators over the past twenty years.

The Endometriosis Network of
Toronto (TENT), a non-profit organi
zation run almost entirely by volun
teers is attempting to respond to a
significant gap in medical knowledge
about the illness. It provides public
education, family support services
and coordinates medical care and
social services for persons suffering
from endometriosis. They encourage
medical and scientific research into
the causes of the disease, with a view
to developing preventive measures
and treatment. TENT also promotes
early diagnosis and use of existing
technology for treatment.

On another front, lesbians, gay
men and bisexuals are continuing to
fight for equity within health care.
Project Affirmation is a three-year
project sponsored by the Coalition
for Lesbian and Gay Rights in Ontario
and funded by Health and Welfare
Canada, which is addressing the dis
crmination and ignorance that many
lesbians and gay men experience
within the medical system.

The project will conduct a
province-wide assessment of needs,
host a province-wide conference,
publish a resource guide and recom
mend responsive programs.

Despite campaigning for years to

passionate and committed
to changing the system

promote breastfeeding over the use of
infant formula, Infact Canada contin
ues to struggle against the infant for
mular manufacturers. These manufac
turers are as strong as ever and still
have the power to influence the med
ical establishment. Through their deals
with hospitals, whom they pay to be
the sole supplier of infant formula and
are therefore compelled to distribute it
free, the manufacturers have a tremen
dous impact. Women are inundated
with information and advertising
which encourages bottlefeeding over
breastfeeding. The dominant view of a
woman’s body as a sexual object dis
courages women from baring their
breasts for the purpose of breastfeed
ing, despite the overwhelming evi
dence that breast milk is healthier. The
challenge for Infact and others pro
moting breastfeeding is to deal with
both the pro-fonnula propaganda and
the free cans of baby formula which
women often receive in hospital.

There are many women seeking
doctors who can help them find solu
tions to their reproductive health
concerns. This includes teenagers,
women in their menopausal years,
lesbians and women with disabilities.
This search sometimes leads them to
organizations which are practicing
and researching holistic approaches
to health care. The Justisse Group is

one of these. They promote a
method of fertility awareness which
puts control back in the hands of
women. One of Justisse’s primary
goals is to inform women of their
choices in birth control methods and
to act as a resource centre. They are
also hoping to teach teenage girls
about fertility through the school sys
tem and to increase public knowl
edge of birth control issues and new
reproductive technologies.

These are some of the organiza
tions struggling for change within the
health care system. Women are in
the leadership of this struggle. But it
is not enough just to be a woman.
We must understand the issues and
be passionate and committed to
changing the system.

Project Affirmation: Service
Equity for Lesbians
and Gay Men
Lesbians, gay and bisexuals are
mobilizing for equal access to health
and social services in Ontario. Project
Affirmation, an organization formed
to coordinate these efforts, will need
your input for their needs assessment
process this fall.

Early in 1993, Project Affirmation
brought together many people across
the province who are committed to
fighting for equity for sexual minorities.

Overseen by the Coalition of
Lesbians and Gay Rights of Ontario,
Project Affirmation, has received a
three-year project grant of $275,000
from Health and Welfare Canada.

Lesbians, gay men and bisexuals
often find health and social services
unsafe and unaffirming. Admission
forms often request information about
a heterosexual partner, but leave no
space to identify a same sex partner.
A same sex partner often does not
have access to information and deci
sion making about their sick partner.

This lack of recognition often dis
courages people from “coming out”
and declaring their sexuality. When
lesbians, gay men and bisexuals can’t
be honest about their real lives this
silence results in service inequities
and ill-health. Lesbians who have sex

We must understand the
issues and be
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only with other women are given
unnecessary pregnancy tests.
Assumptions by health practitioners
about their clients’ sexual practices
can often delay diagnosis of HIV.

People who do disclose their sex
ual preference face other risks. Many
encounter discomfort, ignorance and
outright discrimination. They may
feel unwelcome in programs where
heterosexuality is the assumed norm.
Their lovers may be excluded in situ
ations where heterosexual lovers are
welcome. They may battle homopho
bic stereotypes about their life choic
es. They may be given inferior treat
ment or refused service.

Living in a homophobic world
creates tremendous pain and strug
gle. As many as 30 per cent of com
pleted youth suicides are committed
by lesbian and gay youth. Some of
the youths who attempted suicide
frequently cite negative responses to
their sexual orientation as motivating
factors. Programs that address sur
vivors of violence or people coping
with addictions must acknowledge
the distinct pressures that sexual
minorities face.

Project Affirmation plans to con
duct a needs assessment survey, host

province-wide conference in 1994,
ecommend new and responsive pro
grams, implement plans of action
md publish a resource guide.

The project will visit nine cities in
Dntario: Thunder Bay, Sudbury,
ondon, Kitchener, Ottawa, Oshawa,
eterborough and Toronto.
or more information or to get
nvolved, contact Project Affirmation
it 552 Church Street, Box 90,
Foronto, Ontario, M4Y 2E3. 1-800-
63-5530 or in Toronto 593-9229.
[TY 416-974-9450.

Endometriosis

As many as one in five women suffer
from endometriosis. Endometriosis
occurs when tissue similar to the
endometrial lining of the uterus exists
elsewhere in the body, usually in the
pelvic cavity. The disease can cause
internal bleeding, scarring, and cyst
formation. Symptoms tend to worsen
at time of menstruation.

In April of this year, the Society of
Obstetricians and Gynecologists of
Canada (SOGC) published a report
on the recent Canadian Consensus
Conference on Endometriosis. One of
the SOGC’s most welcome statements
is that research into the cause of
endometriosis should have priority
over research into existing treatments
for the disease. Today’s improved
technology for treatment is based on
unproven theories of causation that
date as far back as the 1920’s.
Women with advanced endometriosis
can endure repeated regimens of
powerful hormonal drugs, multiple
surgeries, and possible hysterectomy,
only to have the disease recur.

The Endometriosis Network of
Toronto (TENT) frequently hears from
women who have run the gamut of
medical intervention and are still des
perate for relief from their pain. TENT
offers these women, and all women
with endometriosis, a community in
which to share their experience and
pool their knowledge. TENT helps
women with endometriosis to be
sophisticated consumers in the med
ical market.

Lorri, a member of TENT, was
relieved to be told after surgery that
she had only “mild” endometriosis.
She has since learned that the stan
dard classification system for

endometriosis describes the disease’s
potential effect on fertility, not the
extent of the disease itself.
Traditionally, research has concen
trated on improving fertility, not on
reducing pain.

Lorri was twenty-five years old
when she underwent her first surgery
for endometriosis. The doctor per
formed open-and-close diagnostic
surgery; he did not remove any of
the disease. After surgery, Lorri was
back in pain. Her doctor prescribed
Danazol, a hormonal drug which
induces menopause for the duration
of treatment. Lorri at first refused,
knowing that the drug could have
powerful, sometimes permanent, side
effects. But, desperate for interven
tion, she at last agreed to try it. Lorri
was on the drug for two years.

Toward the end of this period Lorri
agreed to a second operation. Her
doctor removed much endometriosis
but left “powder bum lesions.” She
assured Lorri that this remaining
endometriosis would be eliminated by
a post-surgical round of Danazol.
Lorri went back on Danazol. At the
end of treatment, her pain returned.

Clinical studies show that Danazol
reduces symptoms for the duration of
treatment, but that in many women
the disease later recurs. Sterling
Winthorp, Danazol’s manufacturer,
recommends that women undergo no
more than one treatment of Danazol,
over a period no longer than nine
months. Some women, like Lorri,
have come to TENT after spending
years on Danazol. The long term
effects of the drug are still unknown.
Lorri leamed more: “The doctor
informed me that two years of being
in a menopausal state, the effect of
Danazol, could have already seriously
affected my chances of child-bearing.”

Another gynecologist suggested
pregnancy, which is thought to pro
vide the same relief as drug therapy
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without the side effects. But TENT
knows of women who became
swamped when their new responsi
bilities of motherhood were compli
cated by a recurrence of the disease
that pregnancy was to have “cured”.

Lorri instead agreed to try a new
GnRH hormonal drug, Lupron. Like
Danazol, Lupron induces temporary
menopause to control the
endometriosis. Clinical studies invari
ably measure the effectiveness of
GnRH drugs against the effectiveness
of Danazol, not against long term
health improvements in women tak
ing the drug. For this reason,
researchers funded by the drug man
ufacturers can promote GnRH drugs
as being equally as effective as
Danazol, with fewer side effects.

Four weeks into Lupron therapy,
the familiar pain returned. At her
absolute limit with pain, at the age of
twenty-seven, Lorri agreed to under
go the definitive treatment for
endometriosis—hysterectomy. A
recent clinical study conducted for
the Endometriosis Association based
in Milwaukee concludes that nearly
half of women who have a hysterec
tomy for endometriosis afterward
suffer recurrence of symptoms.

Eight weeks after surgery, Lorri’s
pain returned: “Both of us [she and
her husband] were visibly upset
when my doctor suggested psychi
atric help. I told her that I would
take my business elsewhere.”

Lorri accepted a prescription of
Synarel, another menopause-induc
ing GnRI-l drug, to see her through
the pain while she looked for a
replacement doctor.

Through research, Lorri located a
gynecologist in Toronto who has a

high reputation for his surgical treat
ment of women with endometriosis.
At laparoscopy he discovered a spot
of endometriosis. More importantly,
he saw that scarring from previous
surgeries had caused Lorri’s bowels
to twist around and adhere to her
abdominal wall. In the next year, he
operated twice more on Lorri for
these bowel complications.

Within a month after the last
surgery, Lorri found herself bedrid
den, hospitalized, and drugged with
morphine for pain relief. Her only
recourse was to travel, gravely ill, to
a clinic in the United States for emer
gency surgery. She almost didn’t
make it.

A malpractice suit has been sug
gested to Lord, but she will not sue
the gynecological surgeon for per
forming endometriosis-related bowel
surgery, out of regard for other
women like herself.

Lorri’s is just one story. The SOGC
reports that “The Consensus
Conference was in many ways a
chastening experience.. Women with
endometriosis associated symptoms
currently must seek medical care
which may or [may] not be helpful.”

It is TENT’s hope that, until a cause
and a cure for endometriosis are
found, greater public awareness and
greater physician awareness can con
tribute toward improving healthcare
for women with this disease. TENT
can be contacted at (416) 591-3963, or
by letter to The Regional Women’s
Health Centre, 8th Floor, 790 Bay
Street, Toronto, Ontario, M5G 1N9.

Arlyss Ponchuk

Justisse: The Feminine
of Justice
The Justisse Method of Fertility
Awareness is putting the knowledge
of women’s bodies back into the
hands of the women. Besides pro
moting reproductive health, fertility
awareness is extremely empowering.
When I learned to chart my cycles
and found I could avoid or achieve
pregnancy without the aid of the
medical and pharmaceutical industry,
I felt incredibly empowered. I also
felt ripped off that I hadn’t been
given this information years earlier.

In the tenth grade we studied arti
ficial methods of birth control, and I
scored a perfect mark on the exam.
A year later I was in the hospital giv
ing birth to my son. Somehow I had
learned all that information in my
head without ever knowing it in my
own body. I had no idea what my
own cycles were, or what they could
tell me.

An I.U.D. I had caused Pelvic
Inflammatory Disease and being on
the Pill for years seemed foolish, with
all the studies warning of its dangers.
When I heard that natural methods
existed, I didn’t realize that learning
them would benefit me in many ways.

The advantages of Justisse are
numerous: a woman can avoid or
achieve pregnancy as she chooses,
when she chooses; it is inexpensive
to learn; and there are no harmful
side effects. Fertility charts provide an
important diagnostic tool if and when
problems do arise, and the knowl
edge a woman can gain about her
body will benefit her through all her
reproductive years and menopause.

One of the main arguments against
Justisse is that it takes patience to
learn. It takes a few minutes a day of
observing and noting symptoms at
first, but the motions quickly become
second nature. Have you ever noticed
that pregnant women go to great
lengths to learn about their bodies
and hormonal changes, but the rest of
us take no time at all?

It is a practice that has coloured
my whole way of life, because as I
have become aware of my fertility
cycles, I have also become more and
more sensitive to the needs of my
body. Cyclical changes, like menstru
ation and premenstrual tension
become easier to accept when seen
as valuable signals and not simply
inconveniences to be dispensed with
as quickly as possible.

The effectiveness of The Justisse
Method increases with diligence.
Justisse bases its 99.6% effectiveness
rate on careful charting and following
instructions. Justisse practitioners are
trained to teach women how to
determine their own personal fertility
cycles and they know that no two
women are alike. They won’t tell you
when you are fertile; instead, they
teach you how to judge for yourself.
Charting your cycles will determine
your fertility every hour of every day
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of your cycle.
Many women reject fertility aware

ness as contraception because they
don’t wish to be abstinent for the
few days every month that they are
fertile. Conversely, many women
who chart their cycles find their fer
tile days an exciting challenge to
explore sexuality in new ways.

The Justisse Group has practitioners
in Edmonton, Toronto, Vancouver,
Kitchener, Mississauga, and Halifax.
We communicate through our
newsletter “The Justissue” with Fertility
Awareness Educators all over North
America and are currently modifying
our teacher-training course so that it
can be taught by correspondence.
Although we are privately-owned and
a profitable company (in theory, any
way), we see clients on a sliding scale
basis and have been known to barter
for services. We publish TheJustisse
Method ofFertility Management: A
Users Guide, available by mail order
and through retail outlets.

In a culture so inundated with
quick and potentially harmful tech
nological fixes, we believe that fertili
ty awareness should be an essential
part of the education of women and
health professionals.

Justisse can be reached at 21
Badgerow Avenue, Toronto, ON,
M4M 1T4.

Connie Littlefield

The Big Business of
Feeding our Babies
Many Canadian hospitals accept huge
sums of money—up to a million—
from infant-formula companies in
exchange for being the sole supplier
to the hospital. Often these contracts
compell hospitals to distribute free
samples to new mothers. Infact
Canada is campaigning to stop this.

Infact Canada (Infact Feeding Action
Coalition) is part of the International
Babyfood Action Network works to
“protect, promote and support breast
feeding”. It actively promotes the
implementation of the World Health
Organization (WHO) code on
Marketing of Breast Milk Substitutes.

According to WHO studies, infants
up to two months old who are not
breast-fed are twice as likely to have
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diarrhea—the cause of one-third of all
infant deaths in the world—and their
chances of dying from it are 25 times
greater than those children who are
breast-fed. The International
Lactation Consultant Association,
(ILCA), based in the U.S.A., in their
Summary of The Hazards of Infant
Formula, compiled by Marsha
Walker, points out that while there
has been “increased awareness of the
risks which a failure to breastfeed
holds for infants, young children,
mothers and families” in developing
countries, in many developed coun
tries “. . . replacement of breastfeeding
by commercially prepared breastmilk

breastfeeding must be
encouraged & supported

substitutes has become the norm, if
not at birth then shortly thereafter. In
these resource-rich areas, the deci
sion of what to feed infants is
becoming an increasingly emotional
issue.” She cites some of the cultural
pressures such as: the commercializa
tion of infancy and childhood, non
disrupting parental lifestyle, market
ing strategies of bottlefeeding, and
health workers’ fear of creating guilt
in mothers who choose not to breast
feed.

UNICEF and the WHO have
launched a ‘Baby Friendly Hospital
Initiative’ campaign to stop infant-for
mula companies from influencing
hospitals.

The initiative started in Pakistan
and 11 other developing countries in
1991 and since then more than 760
hospitals in developing countries
have been ‘certified’ as baby-friendly,
including 100 in the Philippines. In
Canada, this initiative has been slow
to catch on, thanks to the contracts
signed between hospitals and infant

formula companies.
In Ontario, the Women’s College

Hospital accepted $1 million from
Mead-Johnson for exclusive rights to
provide free formula for the next ten
years. A split in their board and
opposition from staff could not pre
vent the contract. Other Ontario hos
pitals such as the Doctors’ Hospital
and the Toronto General also have
contracts with infant formula compa
nies. Many of these companies are
located south of the border.

“Unfortunately, there is no legal
means to enforce the WHO marketing
code. We’re trying to seek support
from the Liberal Party and the NDP to
legislate some restrictions on these
companies. Meanwhile, we’re writing
letters and doing advocacy work”,
said Betty Sterken, National
Coordinator of Infact Canada,
“Corporate influence is hard to crack”.

On April 1, 1993, Barbara Sparrow,
Parliamentary Secretary to the
Minister of Health and Welfare told
the House of Commons that Canada
has realized the aims and principles
of the International Code of
Marketing Breastfeeding Substitutes -

first by encouraging all hospitals to
adopt policies and practices in sup
port of breastfeeding and secondly by
endorsing the Canadian Infant
Formula Association’s Code of prac
tices which she claims supports the
International code. But as Jim
Karpoff former NDP health critic,
points out “. . .the infant formula com
panies. . totally disregard their own
code, let alone the much more stren
uous WHO code.” Breastfeeding pro
tection will be achieved through grass
roots action and education with the
support of organizations like Infact.

For information on Infact Feeding
Action Coalition, write or phone:
Infact, 10 Trinity Square, Toronto,
Canada, M5G 1BI (416) 595-9819.

Virginia Mak
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—Josephine Grey, anti-poverty activist in Metro Toronto
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extends patents for up to 20 years
should have brand name manufactur
ers laughing all the way to the bank.

What the patent laws really do is
give the brand name producer a full
20 years before the ‘recipe’ for the
drug becomes public property and
can be used by a generic manufactur
er even if it is only marginally differ
ent from another. It is hard to see
how this will not mean astronomical
drug prices—and the end of drug
benefit plans delivered by most
provinces.

Under the implementation proce
dure, all three federal governments
must pass and proclaim the NAFTA
legislation before it comes into effect
on January 1, 1994. In Canada, the

legislation has already passed both
the House of Commons and the Sen
ate. As of July 15, 1993, proclamation
is still required for Canada to be
bound by the terms of the Agree
ment. It is anticipated that passage in
Mexico will not be a problem, but the
situation in the United States is less
and less certain. President Bill Clinton
has indicated that accompanying its
passage in the U.S. Congress will be
side agreements on labour and envi
ronmental standards. Even with those
agreements, it is by no means clear
that the deal will get congressional
assent. In late June 1993, environ
mental activists secured a U.S. court
decision requiring an environmental
impact assessment before the legisla

Tackling such issues as addiction,
violence, truth—
telling, spirituality,
work, grieving,
erotic experience,
reconciliation,
corn mu n ity
activism, and
estrangement from
nature, hooks
shares numerous
strategies for self—
recovery that can
heal individuals
and empower
effective struggle
against racism,
patriarchy, and
capitalism.

ISBN 0927284 756 $16.95

beerhine
394 Euclid Ave. Toronto, Ont. M6G 259

tion passes the House of Representa
tives. If this court ruling stands it is
unlikely that the assessment will be
completed within the required time
frame.

Can We Save Medicare?
Medicare, presumably the most

sacred of the sacred trusts of social
programs, has been eroded in such a
piecemeal way that it is now difficult
to restore as a national program. It
has become even more challenging
to move to the second phase of pub
lic and preventive strategies that hold
so much promise for reducing our
overall costs of maintaining a healthy
population.

There is probably no question that
women, as the lower income earners
and those still socially responsible for
the care of children and elders, have
benefited from government policy ini
tiatives like pay equity and affirmative
action, and from transfer payments
which make possible the expenditures
on social programs. And so, it is no
surprise that women have the largest
stake in supporting medicare and the
allied range of social programs.

Although the situation looks bleak,
we still have superior healthcare provi
sion for virtually the whole Canadian
population while spending less than
10 per cent of our Gross Domestic
Product (GDP). According to the Gen
eral Accounting Office of the United
States, it takes 14 per cent of U.S. GDP
to provide very uneven levels of ser
vice to some 30 million Americans.

The reform of healthcare in Cana
da is long past due. But what we
should be defending is not simply a
system of illness care against “deficit
fighters” and commercial interests.
Community-based care need not be
undertaken as a cost-containment
measure, but as a legitimate option
with adequate support systems and
professional, well paid staff, in safe
and comfortable working conditions.
Investment in preventive and public
health measures is every bit as impor
tant to the health status of Canadians
as investment in new drugs and high-
technology medical devices.

Janet Maher has been active in the
women’s movementfor 20 years. Her
interests areprimarily in the areas of
socialpolicy, socialplanning and
healthcare.

“Who is looking at the cumulative effect of all these
cuts—in social assistance, the drug program and
medicare?...With NAFTA there will be no turning
back...”

Sisters of the Yam
black women and self-recovery

bell hooks
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by Virginia Ross

i. My name is Virginia. I
am an alcoholic.” Before

reading further, reflect for a
moment on this statement. What
images and labels come to
mind? What images and labels
do you think others typically
assign alcoholic women?

I do not fit the stereotype,
and, more importantly, virtually
no woman does. Yet, we all
believe we do—women I know
in recovery internalize the mes
sages given us by society—some
times with tragic consequences.

I remember a very coura
geous, beautiful woman with
two young children. She could
not escape the awful stigma of
the label, the myths, and the
stereotyping because her family,
too, were ashamed of her. She
was a responsible caring mother,
an obedient wife to an abusive
husband, and a well respected
employee. Finally, unable to
cope, this woman with so much
to give took her own life.

Journal Entry: June, 1987
“I can’t figure out why I am a

mental mess.. .struggling more
and more. God, I hate myself.
Why do I need to drink.. .to take
valium? Why do I have such
strong feelings of failure? I have
failed all my life.. .need to find
the common decency to disap
pear.. .suicide. God, I am so
afraid, so full of fear. What caus
es alcoholism? How, at age 46,
can I put my life together so I
can become someone worth lik
ing? I am so ashamed, I have let
everyone down.. .so worthless.
This world, and especially those
I love, would be better off if I
really never were here.. .how
can I disappear? No matter how
hard I try, there is an obsessive
voice inside me saying, you
can’t do it—you wifi fail again.
Whose voice is it?”

Six years have passed since
those dark journal days, and I
have “put my life together and

become someone worth liking.”
Words that fified my world, like
denial, despait; feat; failure,
shame, suicide bad, hatred, guilt,
anget; blame, have been replaced
with acceptance, hope, courage,
success, pride, living, good, love,
innocence, joy, fo’iveness.

In my journey I have discov
ered many things. None,
though, more important than
the discovery that the “obsessive
voice inside me” was mine, but
it was also more than mine. It
was society’s voice—the voice

that labels an alcoholic woman
as “the lowest of the low.” This
is not to deny my share of the
responsibility, but it is vital that
alcoholic women, indeed all
women, become more aware of
the role society plays in perpet
uating women’s addictions.

My Addiction
My story begins in 1974. I

was two different people. In
“society’s” eyes, I was bright,
hard working and successful. I
obtained many of the rewards
most valued in our culture, such
as a satisfying career, money,
“perks” (the corner office, club
membership, company car), a
house with a pooi, friends and
social activities. Yet, I carried a
huge secret: I was useless,

worthless, and no good. I was
an alcoholic! Yes, despite hav
ing a negative view of alcohol,
and especially a negative view
of women who drank, I was an
alcoholic. Alcohol removed
those deeply imbedded feelings
of worthlessness and fear. I
finally belonged! As I advanced
up the career ladder, I also fell
deeper and deeper into that pit
called alcoholism. Finally at age
34, it all caught up with me.
Being bright, smart, and “alto
gether”, I decided to seek med
ical help. This was 1974—if neg
ative stereotypes exist today,
imagine 1974! Fraught with inse
curity, I labeled myself with all
the negatives. Over a period of
some months my experience

with the medical pro
fession went some
thing like this:

Virginia: Doctor,
I’m an alcoholic, I
can’t stop drinking.

Family physician:
Nonsense, If you drink
too much, stop. You
are not an alcoholic.

Virginia: Doctor, I
can’t stop drinking. If
I’m not an alcoholic,
then something else
is wrong with me.

Family physician:
I will send you to a
psychiatrist.

Psychiatrist Here,
take these pills, and if you decide
to drink, stop taking them.

Virginia: I have started drink
ing again.

Psychiatrist: If you decide
to stop, come back and see me.

Virginia: I have collapsed. I
can’t drink. I cannot go to work.
I cannot cope.

Family physician: I will
refer you to the Clarke Institute
(a psychiatric centre in Toronto).

And so began my first recov
ery, one that now carried two
stigmatizing labels: alcoholic
and psychiatric patient. For the
next twelve years I refrained
from using alcohol. I became
more driven to succeed, more
driven to prove that those labels
were not me. Despite my exter

Lfl

Finding My Voice, Finding Our Voices:
A journeyfrom alcoholism to lfe :r
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College Street
Women’s Centre

for Health Education and Counselling

College Street Women’s Centre
for Health Education and
Counselling provides therapeutic
and consultative services.

As women and as therapists we
are sensitive to the socio-cultural
context in which we live. We
believe that education is essential
to restoring the power and control
women need to make informed
choices. We are committed to
providing an atmosphere where a
woman can learn to nurture and
strengthen herself.

Services Provided
Individual counselling
Couple counselling

Consultation and education

Groups
Body Image
Menopause

Early menopause
Sexual abuse/incest

Guilt, anger and shame

Areas of Specialization

Life transitions

Relationships

Personal growth

Sexual abuse

Sexual assault

Incest

Eating disorders

Body image

Sexuality

Reproductive cycle
• abortion
• PMS
• menopause
• infertility
• pregnancy
• gynecological health

Head injury

We are a fee for service.
A sliding scale is available.

College Street Women’s Centre
for Health Education and Counselling

489 College Street, Suite 201
Toronto, Ont. M6G 5A1

Tel. (416) 929-1816 Cd

nal success, I remained emotionally
unequipped to handle any crisis.
When that crisis came in 1984—my
only brother was diagnosed with
AIDS—I encountered stress I simply
did not have the skills to handle.
Finally, in January 1987, I began to
drink again.. .the voice in my head
that had been imploring me to kill its
pain won out. At that time I had
been using valium over two years.
Ironic that when I wrote my journal
entries, the world saw me as a suc
cess, but I knew it was only on the
outside. My insides, as reflected by
those journal entries, knew the truth:
I had reached the breaking point.

My Recovery
It was at The Donwood Institute

(an addiction treatment centre in
Toronto) that true recovery began.
The last 12 years of abstinence were
not recovery, they were simply
abstention. Cross-addicted to alcohol
and valium, the pain of the first few
months of recovery was incredible. I
had to throw off my armour of inde
pendence, carefully acquired and
nurtured all my life. Strangely, as I
began to let others into my world of
pain and fears, change began and a
flicker of hope returned. I learned
that good health encompasses all our
being: physical, mental, emotional,
and spiritual.

Exactly how did I recover? First, let
me say that recovery is hard work. It
is more, much more, than a three or
four week stay in a treatment centre,
although that is an excellent begin
ning. I attribute a large part of my
recovery to my participation in a self-
help program. I continue that pro
gram, but have also extended it. A
group of 10 women joined together
four years ago to support a terminally
ill friend. We remain a group today,
and strengthen each other with regu
lar meetings and frank talk. I am also
undergoing therapy to uncover the
real reasons for my addiction. Finally,
three years ago, I began night classes
at York University. Next month I
begin my social work practicum at
The Donwood Institute where six
years ago my recovery began. I plan
to work with addicted women and to
advocate for the structural and attitu
dinal changes that are crucial for the
good health of all women.

The details are mine, but this story

belongs to many women. The need
is great, collective action critical. I
end with the statement that opened
my story, with one slight difference:
Hi. My name is Virginia. I am an
alcoholic, and much, much more, I
have found my voice.

Virginia Ross will complete her Social
Work degree next Spring. Hergoal is
to work with addicted women, advo
catefor change andpursue related
studies in the addiction field.

Resources & Further Reading
Call a self-help group and/or a treat

ment centre in your community.
Alcoholics Anonymous (AA) is listed in
your telephone directory. It has, in
larger centres, some “women only”
groups. In Toronto and Kingston,
Women for Sobriety meetings are
available. There are about 25 “women
only” treatment centres in Ontario, plus
numerous mixed centres. Most, if not
all, centres are covered by OHIP. In
Toronto, the Jean Tweed Treatment
Centre for Women is especially recom
mended. The Donwood Institute also
has a program for women.
• Understand that a treatment centre
is only the beginning. Family mem
bers often expect you to leave
“cured”. In fact, the first few months
are often harder on everyone, includ
ing you, because you are beginning
to experience the emotions and deal
with the events that caused you to
self-medicate in the first place.
• Continue to build a support net
work, such as a self-help group.
• Consider therapy, preferably with a
professional familiar with addiction
problems of women.
• Learn more about addiction from a
woman’s perspective. Suggested
Reading: Turnabout by Jean
Kirkpatrick, founder of Women for
Sobriety and Many Roads One
Journey by Charlotte Davis Kasl.
• For women not addicted, I encour
age you to learn more about the
problems of addicted women. For
example, do you know that recent
research suggests that 60% - 80% of
women who become addicted have
previously experienced incest, physi
cal abuse, or other forms of sexual
assault? An excellent book on this
topic is Trauma and Recovery by
Judith Lewis Herman, M.D.
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You’re in Charge:
A Teenage Girl’s Guide
to Sex and Her Body
Niels H. Lauersen, M.D., Ph.D.,
and Eileen Stukane, (Fawcett
Columbine), New York, 1993,
$11.00, 345 pp.

Reviewed by Fayola K. Lawrenc

ou’reln Charge is a book
that every teenage girl

should pick up, written for all
growing girls, from puberty to
older teens, who are wondering
what is happening to their bod
ies and have questions about
their sexuality. You’re In Charge
covers subjects that seem
uncomfortable to talk about with
our parents or any adult, the
things we whisper about with
our peers during sleep-overs.

For the very first time here is
a book that teens can relate to.
The authors have written it in a
way that makes the reader feel
that she is being spoken to
directly, in a language and style
that is matter-of-fact, conversa
tional and easy to read. By the
fourth page you actually say
“Yes, I know how this feels,”
and you keep on saying it

throughout the book.
As a teenager I know exactly

how it feels to think we know
everything, to think we’re in con
trol of certain situations and to
think we’re all grown up. But this
is not so at all. We have so much
to learn, so much to experience,
so much growing up to do.
Reading You’re In Charge is one
of the first steps a teenage girl
can take to know more about
herself and her body, and one of
the first steps a boy can take in
understanding girls better.

Chapters Two and Three talk
about the first things that are real
ly important to young girls; how
our bodies are changing and how
to be happy with our bodies.

Chapter Two, “How Your
Body and Looks are Changing;
What They Didn’t Tell You in
Health Class” explains the power
of hormones, how they control
the body, the body’s glands (the
home of the hormones), and

how each hormone affects our
growth. On the menstrual cycle,
the first and second half is
explained, giving the reader a
clear understanding of what
goes on in our bodies through
out the month. Some amazing
facts about the nature of our
reproductive organs and how
they work is described. Did you
know for example that a girl is
born with two million follicles,
or eggs in her ovaries, and that
she uses about four hundred in
her lifetime?

Chapter Three, “How to Be
Happy with Your Body” tells
about the process by which our
figures change, how our hair
grows, how our skin reflects
what we eat, the bad and good
sun, acne; the list goes on.
Throughout this chapter and the
book, questions are asked by
teens wanting to know more
about themselves and their bod
ies, and they are answered by
both Lauersen and Stukane.

The authors see the impor
tance of letting the girls learn a
bit about the development of
the opposite sex. We have to
understand the boys to get
along with them better in rela
tionships of any kind. Birth con
trol methods, sexually transmit
ted diseases, what it means to
be pregnant and have a baby,
ending a pregnancy before
childbirth, how you eat and
what it reveals about how you
feel about yourself and making
healthy choices, are topics all
covered in You’re In Charge.

IrLJwE III
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ATeenage Girl’s
Guide to Sex

and Her Body

This book made me more con
fident in myself because I came to
realize that the things I have gone
through, every other teenager has
gone through too. I learned in
Chapter Four “What Boys are
Going Through”, that the feelings
boys have and the cycles they go
through are very similar to what
we girls experience.

The parent of every teenage
girl should buy her this book. It
will be a good guide and friend
to her at every opportunity. The
price is reasonable. Your life
and that of others could be
changed through this book. As
Lauersen and Stukane conclude,
“You are the master of your
own destiny because you’re in
charge.”

Fayola Lawrence is a Grade 13
student interested in a journal
ism career.
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1992
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Finally, here is a book that celebrates the twenty-year career of

social commentator Gail Gelmer. A sharp-cvitted talent, Geltner

and her pen and ink illustrations have confronted and
challenged readers in hundreds of magazines, books and

newspapers. Since the 1970s, she has been a strong graphic

voice for the women’s movement. This beautifully designed
collection Contains dozens of reproductions and provides an
entertaining and incisive window on contemporary society.

DiAwINGs BY GAIL GELTNER
INTRODUCTION BY LINDA HuTcHEON

[IEALTHSHARING SUMMER/FALL, 1993 39



“Community Action for Health”
Community educators and health
activists produced this special
issue of The Moment, (Vol 6
No.3 1993), to be used by com
munity organizers, health care
workers and anyone who wants
to do something to transform the
system of treating illnesses to a
system that promotes all round
well-being, reduces illness and
respects health as a fundamental
human right.

Copies are $3 from The
Moment, 947 Queen St. E.,
Toronto, ON, M4M 1J9, Tel: (416)
469-1123, Fax: (416) 469-3579.

Black Coalition for
AIDS Prevention
This is a coalition of organiza
tions and individuals represent
ing diverse Black communities
which provides training, work
shops, community forums, sup
port and counseling to people
living with AIDS, as well as
developing culturally-specific
educational material.

To become involved, contact
the coalition at 597 Parliament
St., Suite 103, Toronto, ON, M4X
1W3, Tel: (416) 971-7588, Fax:
(416) 599-0759.

Peterborough Area Handbook
Who Can IAsk?A Handbookfor
Women in the Peterborough
Area is a resource produced by
the Women’s Health Care Centre
of Peterborough Civic Hospital.
They offer individual counseling
on sexual abuse, eating disor
ders and unplanned pregnancy,
a resource library, and sponsor a
“Facts of Life Line” at 749-9111.

The Centre can be contacted
at 876-5031.

Toronto Health Network
The Toronto Women’s Health
Network is a 125-member orga
nization of women who are
involved in or interested in
women’s health issues. They
produce a monthly newsletter
which contains current informa
tion about women’s health
resources and upcoming events,
meet on a monthly basis in a
wheelchair accessible location,
and are open to women of dif

fering backgrounds.
For more information contact

the Toronto Women’s Health
Network, 1884 Davenport Rd.,
Toronto, ON, M4V 1W3, Tel: (416)
392- 0898, Fax: (416) 392-0645

Women’s Health Interaction
Women’s Health Interaction is an
Ottawa collective of volunteers,
supported by Inter Pares, working
with groups across Canada and in
the Third World. They focus on
women’s health as it relates to
reproduction, population control,
new reproductive technologies,
medical violence against women
and pharmaceuticals.

Women Creating Reproductive
Freedom, Challenges and Dilem
mas: A Critique ofPopulation
Contro4 as well as other pam
phlets and resources are avail
able from WHI, 58 Arthur St.,
Ottawa, ON, K1R 7B9, Tel: (613)
563-4801, Fax: (613) 594-4704.

HW/AIDS Newsletter
VOICES is a newsletter of Voices
of Positive Women, an organiza
tion directed by and for women
living with HIV/AIDS. VOPW
was formed to empower women
regardless of race, creed, colour,
ethnic origin, age or sexual ori
entation, through education,
information and support.

VOICE.S and other resources
can be ordered from VOPW,
P.O. Box 471, Station C, Toron
to, ON, M6J 3P5, Tel: (416) 324-
8703, Fax: (4160 324-9701.

Women’s Health Office
The Women’s Health Office of
the McMaster University Faculty
of Health Sciences works to
increase awareness of and
responsiveness to women’s health
issues. Their network includes
members and students from Medi
cine, Nursing, Occupational and
Physiotherapy, the Women’s Stud
ies program, local doctors and
nurses, representatives from the
Women’s Centre of Hamilton
Wentworth and interested mem
bers of the community.

For more information about
involvement in a committee or
project, or to add your name to
the mailing list, contact the

Women’s Health Office, McMaster
University Faculty of Health Sci
ences, Room 3N45A, 1200 Main
St.W., Hamilton, ON, L8N 3Z5,
(416) 525-9140 ext.2210.

Women’s Health Conference
“Reproductive Health and Jus
tice: International Women’s Con
ference for the International
Conference on Population and
Development 1994”, will be held
in Rio de Janeiro, Brazil, January
24-28, 1994.

Information and eligibility re
quirements can be obtained from
the International Women’s
Health Coalition, 24 East 21st
street, New York, NY 10010 USA,
Tel: (212) 979-8500, Fax:(212)
979-9009.

Electronic Mail Network
The Centre for Women’s Health
Research in the US is starting an
electronic newsletter (Women s
Health News Line Newsletter) and
discussion group for anyone
interested in women’s health
who can access E-mail on inter
net or bitnet. The newsline will
provide networking opportuni
ties by connecting subscribers to
one another.

To subscribe, send the follow
ing E-mail message to: LIST
SERV@UWAVM.U.WASHINGTO
N.EDU (for internet users) or
LISTSERV@UWAVM (for bitnet
users). Make the body of your
message one line that says: Sub
scribe WMN-HLTH firstname
lastname. For example: Sub
scribe WMN-HLTH Jane Doe.

Women Against Violence Kit
MATCH International has devel
oped a resource kit “Linking
Women’s Global Struggles To
End Violence” in which women
from developing countries and
Canada share their experiences.
MATCH also works to broaden
the network of women organiz
ing for change by trying to
bridge North and South, con
tributing to the growth of a femi
nist perspective of development.

The resource kit is available
from MATCH International Cen
tre, 1102-200 Elgin St.. Ottawa,
ON, K2P 1L5.
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