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Preface

The field of “women’s health” is not a solitary discipline. Women’s health consists,
instead, of knowledge and expertise of professionals in many disciplines who work
together to improve women’s health status. Accordingly, the Encyclopedia of
Women’s Health brings together the knowledge and experience of professionals
from a wide range of fields including medicine, law, psychology, social work,
demography, education, epidemiology, dentistry, cosmetology, massage, nutrition,
physical fitness, history, and many others. This broad foundation allows us to
explore women’s health from a biopsychosocial perspective, and to consider the
many facets of women’s health and the many factors that impact women’s health
status. This text is intended as a reference both for nonhealth professionals who
wish to have a more in-depth understanding of various topics, and for health profes-
sionals searching for an introduction to fields outside of their own.

The first portion of the Encyclopedia serves as an introduction to the study of
women’s health. It includes an in-depth examination of various foundational
aspects of women’s health, including the history of women’s health, women in the
health professions, the impact of work on women’s health, and women’s role in
providing health care to others. The second portion of the Encyclopedia is orga-
nized alphabetically by entry. These entries focus on all aspects of women'’s health,
from medicine, to legal issues, to history, to beauty, to complementary and alter-
native approaches to health. The information that is presented is meant to be prac-
tical and informative. Each entry is followed by a list of suggested readings, as well
as a listing of resources available on the Internet and elsewhere. We trust that you
will find these pages both exciting and informative in their depth and coverage.

SANA LOUE
MARTHA SAJATOVIC
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History of Women’s Health in
the United States

Siran M. Koroukian

This chapter provides a brief overview of the history of
women’s health and the array of factors that have played
a central role in shaping it. First, it presents a background
describing gender-based disparities in health care. It then
discusses the cultural context in which women have
been perceived by society, their representation in the
health care workforce, and the development of the med-
ical specialty of obstetrics and gynecology (OB/GYN), as
well as social, economic, and political forces that have
shaped the medical care provided to women. It con-
cludes with thoughts on future directions in women’s
health, while considering the many advances made
toward gaining equality with men in education, employ-
ment, societal role, and political empowerment.

BACKGROUND

As discussed by Ruzek et al. (1997), the World Heath
Organization (WHO) recognizes several elements as pre-
requisites for health: freedom from the fear of war; equal
opportunity for all; satisfaction of basic needs for food,
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water, and sanitation; education; decent housing; secure
work; useful role in society; and political will and public
support. These elements provide a framework to study
women’s health in the United States in a temporal con-
text, and to draw a trajectory of it through history.
Inequalities in these elements between men and women
have greatly contributed to health disparities observed in
today’s societies throughout the world, particularly in
regard to education and to social, economic, and political
empowerment. These inequalities have existed in the past
and persist through contemporary times.

The dramatic improvements in women’s health dur-
ing the 20th century should be noted at the onset. These
changes are described in detail in a document compiled
by the U.S. Department of Health and Human Services
(DHHS), Office of Women’s Health. From 1900 to 1990,
women’s life expectancy increased by more than 30
years—from 48.3 years to about 80 years. Even in the
first 40 years of the 20th century, a significant reduction
was observed in maternal mortality (from 600-900 to
11 deaths per 100,000 live births), infant mortality (from
146 to 34 per 1,000 live births), and in the number of
deaths from tuberculosis (fourfold). These dramatic
changes occurred even before the introduction of antibi-
otics; further improvements followed the development
and availability of antibiotics, the improvement of
hygiene, and numerous advances in medical practices.
Unfortunately, however, increases in longevity were
accompanied by an increased likelihood of developing
chronic diseases, as shown by the shift in the causes of
death in women from infectious diseases in the early
1900s (tuberculosis, syphilis, pneumonia, and influenza)
to chronic illnesses at the end of the 20th century
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(cardiovascular disease [CVD], cancer, stroke, chronic
obstructive pulmonary disease, and diabetes). Also, due
to advances in medicine and technology, many women
with disabling conditions are now able to survive and
participate in various activities at a rate higher than ever.
By the end of the 1990s, 24% of adult women were liv-
ing with disabilities; 70% of those with nonsevere dis-
abilities and 25% of those with severe disabilities were
part of the U.S. workforce.

Despite the improvements highlighted above, gen-
der disparities in health persist today, with significant
gaps observed in the prevention and treatment of a
number of clinical conditions. This is in part a result
of the failure to integrate women’s health in general
medical practice due to (1) a view of women’s health as
encompassing only the reproductive system, consisting
of pregnancy and childbirth, abortion, contraception,
menstruation, and menopause, and (2) the assumption
that women'’s health care needs are identical to those of
men, except for the differences in reproductive health.

In recent years, medical research has been redirected
to determine whether, and in what aspects, disease pre-
vention, presentation, and treatment may differ between
men and women. Because until recently medical research
has almost exclusively included men, the symptoms, pro-
gression, and management of nonreproductive diseases
have been, and still are, based on what has been observed
in men and not in women. In turn, these observations
have been incorporated in didactic courses taught in med-
ical schools. Health care professionals who have received
teaching from this perspective have been trained to asso-
ciate certain symptoms with a given diagnosis.
Consequently, they may miss an opportunity for early
diagnosis and disease management if the disease is pre-
sented and/or described by women differently than by
men or if the disease presentation is not consistent with
what is described in the mainstream medical literature. For
example, the presentation of coronary artery disease
(CAD), the leading cause of death in women in contem-
porary times, may be very different in men than in
women. In a study by Philpott, Boynton, Feder, and
Hemingway (2001), gender-based differences were
reported in pain location when describing chest pain, with
women referring to pain in such locations as the throat,
neck, jaw, or even central and lower abdomen, more
often than men. As noted by Philpott et al. (2001), Such
locations are described as “atypical” in cardiology text-
books, a term used to mean “not like men.” Similarly,
women complained of shortness of breath, palpitations,
lack of energy, back pain, nausea, and dizziness more

often than men—symptoms that are not viewed as spe-
cific to CAD. Such patterns of “atypical” and/or nonspe-
cific symptomatology greatly contribute to an
underestimation of the extent of the problem by the
physician, and consequently to inadequate disease man-
agement. In fact, it has been found that women are
referred for coronary artery bypass graft at a more
advanced stage of the disease than men. As a result, they
are more likely to experience, in addition, a higher rate of
perioperative mortality. Another study by Ayanian et al.
(1993) examining the rates of diagnostic and therapeutic
procedures among patients hospitalized for CVD has doc-
umented higher rates of such procedures in men than in
women. However, investigators have been unable to
determine whether these findings indicated that these pro-
cedures were overused by men or underused in women.

Attention to differences in how diseases should be
treated in men compared with women has also been
neglected, reflecting the longstanding belief in the med-
ical community that treatment for nonreproductive dis-
eases should be identical in men and in women. Findings
from research in more recent years have highlighted the
important roles played by female hormones in maintain-
ing not only reproductive health, but general health as
well. One example is the role played by estrogen in pro-
tecting women against CVD. Such a finding has led us to
better understand changes in the likelihood of develop-
ing CVD in the peri- or postmenopausal periods. Similar
observations about disease presentation and treatment
may be made about other clinical conditions as well.

A committee of the American College of Physicians
(1997) recently recommended that women’s health care
refer to the “prevention, screening, diagnosis, and man-
agement of conditions that are unique to women, more
prevalent in women, more serious among women, have
different risk factors for women, and/or require different
interventions in women.” The committee places a special
emphasis on expanding “women’s health from the nar-
rower concept of reproductive health care.” This change
in paradigm, along with the very important gains that
women have made in mustering political forces in the
last century, particularly in the last few decades, is highly
promising for vast improvements in women’s health in
the decades to come. To understand gender-based dis-
parities, however, it is important to consider women and
their health in a cultural context through time. How
women were viewed by the society, and how the med-
ical profession perceived their health care needs—and
changes thereof over time—are paramount in under-
standing women’s health in contemporary times.



CULTURAL CONTEXT

For centuries, women have been perceived as
weak, sickly creatures. Assumptions have been made
about the smaller size of their brains and their inferior
intelligence, as well as their frailty. This position has
shaped the beliefs and attitudes of the medical commu-
nity, leading to an almost a priori assumption that most
health complaints presented by women may be psy-
chosomatic in nature or have a psychological under-
pinning. For example, nausea in pregnancy was
believed to have resulted from the ambivalence or the
resentment of women who were not well prepared for
motherhood.

Women were believed to have been “dominated by
their uterus and ovaries.” To illustrate the extent to
which such stereotypes are embedded in our culture, it
is worth noting that the term “hysteria” that originates
from the Latin root of “hyster,” meaning uterus, is a
term used in common language today to refer to “wild
uncontrollable emotion or excitement,” as defined in
the Oxford American Dictionary (1980). To date, the
term “hysteria” is used in the medical lexicon to refer to
a nervous affection occurring mostly in women.
According to the Merriam-Webster Online Medical
Dictionary, hysteria is “1. a psychoneurosis marked by
emotional excitability and disturbances of the psychic,
sensory, vasomotor, and visceral functions without an
organic basis, and 2. behavior exhibiting overwhelming
or unmanageable fear or emotional excess.” Given such
attitudes, it comes as no surprise, for example, that
removal of ovaries, or female castration, was performed
to treat psychological ailments.

There are several elements—or events—in female
reproductive health that have shaped society’s percep-
tions of women and their health over time. From a
biological perspective, the fact that menstruation and
childbirth are unique to women and that they are often
accompanied by a level of pain and discomfort (such as
bleeding and cramps in menstruation and labor pains in
childbirth) are likely to have helped develop the notion
of women being sicker and weaker than men.
Menopause has led a clear understanding of the pres-
ence of a biological clock in women’s reproductive
functions; in cultures in which women are valued
almost exclusively for their reproductive abilities, reach-
ing menopause implied a sense of finality and worth-
lessness, and even an end to sexuality as well.
Conversely, the sustained sexual functions in men and
their (apparently) sustained reproductive function in
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older age may have contributed to their feeling of
superiority in that regard. From a socioeconomic per-
spective, the traditional role of women in attending to
their families has been greatly responsible for the
reduced devotion of their mental and physical energy to
the personal development of their mind and body; this
focus has contributed to gender inequalities in educa-
tion, secure work, and income observed throughout
history and persisting until today. It is through the
consideration of the complex and strongly linked set of
biological, social, legal, political, and economic factors
that women'’s health and their quality of life should be
studied. The following sections provide a brief
overview of some of these factors.

Menstruation

Menstruation, in some cultures, has been perceived
as mystical, while in others, menstruating or postmen-
strual women have been viewed as “unclean.” This per-
ception varied widely across various cultures. For
example, Chinese sages considered menstrual blood the
essence of Mother Earth. At the other extreme, between
the 8th and 11th centuries, the Christian Church refused
communion to menstruating women.

It is believed that the concept of calendar devel-
oped first in women, as they followed their body
rhythm in relation to their observations of the moon.
Some refer to Chinese women’s establishment of the
lunar calendar 3000 years ago. It has also been claimed
that the origin of mathematics may have derived from
the concept of counting that is so deeply embedded in
the menstrual cycle.

It is worth noting the issues of quality of life that
are associated with menstruation. From sponges to
menstrual cups that had to be inserted in the vagina to
collect blood, to reusable pads, women have had to use
a wide array of menstrual products. According to the
DHHS document (2002), disposable pads were devel-
oped following World War I and marketed in the 1920s;
they were manufactured using materials and techniques
similar to those used in manufacturing war bandages.
This technology was later used to develop adult diapers
and special pads for adults with urinary incontinence.
Tampons were developed during the same time period,
and widely used in the 1940s. However, there were sev-
eral concerns with the use of tampons. One concern
was that tampons would compromise a girl’s virginity.
Fears about their safety were intensified in 1980, when
toxic shock syndrome in young women (813 cases and
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38 deaths) was linked to a type of superabsorbent
tampons. More recently, false rumors spread through the
Internet also raised concerns that tampons may contain
asbestos and dioxin.

Female Sexuality

Historically an interest in and enjoyment of sexual
relations were considered unhealthy for women. As an
example, masturbation and sexual arousal were thought
to lead to insanity. The suppression of sexual feelings
could be achieved by removing the clitoris; clitoridec-
tomies were performed in America until the late 1930s
and continue to be performed to date in many regions
of Africa.

Female sexuality remains severely underre-
searched. In 1953, a report published by Michael Kinsey
caused a major controversy, as it showed that many of
the 5,500 women interviewed for the study actually
enjoyed sexual life. These findings challenged the
widely held belief that women’s role in lovemaking was
to satisfy the husband. The biological framework in
which sexuality is studied, and the medicalization of it,
explain why the evaluation of sexuality has been
restricted to that of physical performance during inter-
course, without consideration of factors such as love,
passion, freedom from fear, emotional involvement, and
cooperative contraception. In the medical context, erec-
tile function is considered paramount in the study of
male sexuality, with numerous studies on impotence. It
had been hypothesized that the clitoris may suffer from
similar vascular anomalies as the penis. However, the
number of studies on female sexual dysfunction and its
association with chronic diseases, medications, or
lifestyle, is dwarfed in comparison to that of studies on
male sexual dysfunction (see Tiefer, 1994).

Pregnancy and Childbirth

Pregnancy and childbirth historically have been
considered to be focal events in reproductive life.
However, the male-centered understanding of these
events and their management have shaped women’s
health and its research in very important ways. For
example, as discussed by Duffin (1999), it was believed
in the late 1600s that a sperm included a fetus that a
woman would carry for nine months and later deliver.
The human egg was not discovered until early 1800s,
although it is much larger in size than the sperm.

Female midwives, many of whom were educated
and trained like surgeons, were primarily in charge of
childbirth. They were often respected as prominent
members of their communities. Male midwives started
appearing in the 17th century in birthing rooms, mostly
in affluent homes.

Obstetrics was slow to be incorporated in the
medical profession; it was rejected by the American
College of Physicians as an “ungentlemanly profession.”
By the early 19th century, however, obstetrics became
part of the medical curriculum. The study of the gravid
uterus, its pathology, and details in measuring the
pelvis to predict difficulties in childbirth became impor-
tant components of obstetrics. Ergotamine was intro-
duced in the early 1800s to control postpartum
hemorrhage. A significantly higher rate of infections
was observed among women attended by physicians,
compared to those who were attended by midwives.
It was hypothesized that the high rate of infections may
have been associated with inadequate hand-washing
techniques by physicians performing autopsies on
women who had died as a result of postpartum fever,
and who later attended to women during delivery,
resulting in the transmission of infectious agents.
Infection control was later introduced with a hand-
washing program of chlorine solution.

The concept of pain control during delivery encoun-
tered stiff resistance, however, due to a strong belief that
women were meant to suffer in childbirth, pursuant to
the Biblical imposition of labor pain as a punishment for
the “original sin.” It is unclear why physicians increas-
ingly came to rely on the use of anesthetics, despite the
higher cost, although some historians believe women
advocated for it. Pain control evolved from general anes-
thesia to regional anesthesia, which was shown to be
safer for the infant; later, pain was managed using
Lamaze education and psychoprophylaxis.

Use of instrumentation during childbirth, such as
forceps, electronic monitoring of fetal heartbeats and
uterine contractions, and cesarean delivery, increased
steadily as well. The use of diagnostic and interventional
technology in pregnancy followed; this included diag-
nostic ultrasounds, amniocentesis, and in utero surgery
on the fetus. The treatment of infertility, which led to a
dramatic increase in multiple births, also advanced
rapidly in the 20th century, through hormonal treat-
ments, in vitro fertilization, and more recently, cloning.

The movement favoring natural childbirth and
breast-feeding, which recognizes pregnancy and child-
birth as natural events, and mother’s milk as the best



source of nutrition for the infant, originated in the
1970s. The profession of midwifery experienced a
rebound during this time. Later, birthing centers were
developed and were designed to simulate a homelike
environment in a hospital setting. There was also
heightened interest in home deliveries and doulas, or
laypersons providing physical, emotional, and informa-
tional support to the birthing mother and her partner
during childbirth and postpartum care.

Abortion

Abortions were not considered illegal until the 19th
century when Britain and the United States passed their
first antiabortion laws. During this antiabortion period,
abortions continued to be performed, but they were
done in highly septic environments, using any means
that a woman could find: knitting needles, coat hang-
ers, vaginal douches with toxic solutions, or ingestion
of strong chemicals. Resorting to such measures
reflected women’s resolve to find any means to abort
when facing an unwanted pregnancy. Such practices
resulted in high rates of mortality, mostly from infec-
tions; when not fatal, severe complications such as
sepsis and perforation of the uterus often resulted.
Sepsis often led to secondary infertility, due to the
obstruction of the Fallopian tubes, as well as other
chronic conditions. The psychological stress was also
significant. And, because the tradition of early abortion
had been well rooted in these societies, abortions con-
tinued to be performed openly, and juries refused to
convict abortionists.

In 1973, the U.S. Supreme Court held that limiting a
woman’s right to terminate her pregnancy violated
the Due Process Clause of the 14th Amendment of
the Constitution (Roe v. Wade). In 1976, the Hyde
Amendment banned the use of Medicaid funds for abor-
tion, except when the woman’s life was endangered.
Nearly 20 years later, the law was broadened to allow
Medicaid coverage for abortion services in the cases of
rape or incest. To date, many faiths and institutions, such
as the Roman Catholic Church, consider abortion unac-
ceptable, except when performed in the cases of rape or
incest.

During the antiabortion era of the late 1800s, an
estimated 2 million abortions were performed.
One hundred years later, approximately 1.5 million
abortions are now performed every year. These, statis-
tics as noted in Our Bodies, Ourselves, speak to the
inability of laws to control the extent, to which women
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utilize abortions. However, the laws affect the practice
of abortions, as antiabortion laws encourage illegal
and clandestine practice of abortions, most often per-
formed in nonoptimal conditions, leading to adverse
outcomes, and even maternal death. The legalization of
abortions has contributed to dramatic reductions in
maternal mortality.

Contraception

Efforts to prevent pregnancy can be traced to as far
back as ancient Greece. Until a few decades ago,
however, women relied on breast-feeding that serves as
a fairly effective means of contraception, through the
suppression of ovulation. Throughout the centuries,
women’s diaries described their lives in a perpetual
transition from pregnancy to breast-feeding and then
back to pregnancy. Freeing themselves from the con-
stant function of reproduction was perceived as the key
to emancipation.

The first birth control clinic was opened in 1916, in
Brooklyn, New York, by Margaret Sanger who became
a major catalyst for changing laws pertaining to the
use and dissemination of contraception. The clinic
remained open for 10 days and served 500 women dur-
ing that time. It was forced to shut down, however, as
it was challenged by the Comstock Law of 1873, which
considered information on birth control as obscene,
and outlawed its distribution. In 1936, in U.S. v. One
Package, Margaret Sanger and the Federal Legislation
on Birth Control were successful in arguing that
physicians were exempted from the provisions of
the Comstock Law that prohibited the dissemination
of information on contraceptives. In Griswold v.
Connecticut (1965), the Supreme Court overturned one
of the last state laws prohibiting the use of contracep-
tives by married couples. Numerous initiatives aimed at
funding family planning services were introduced, first
in 1965 through the War on Poverty, by the Office of
Economic Opportunity; and later in 1970 (Title X), a
federally funded program to serve low-income women.

In the early 20th century, coitus interruptus, the
rhythm method, early versions of condoms and
diaphragms, abortion, and surgical sterilization were
common methods of birth control. Toward the end of
the century, the birth control pill, which was first
approved as a treatment for irregular periods and
menstrual cramps, became the most commonly used
form of reversible contraception. The Food and
Drug Administration (FDA) approved the use of birth
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control pills in 1960. Early versions of the birth control
pill contained high levels of estrogen; their use was
associated with elevated risks of blood clots, heart
disease, and stroke. As a result, increasing use was
made of contraceptives that carried lesser systemic
effects, such as the diaphragm and the condom.

The intrauterine device (IUD), first introduced in
the 1960s, was later discontinued in the 1980s, follow-
ing the FDA’s 1974 ban on the use of one type, the
Dalkon Shield, due to its association with uterine infec-
tions. In the 1990s, long-lasting and reversible forms of
contraceptives were introduced, such as Norplant
(implant) and Depo-Provera (injectable). The latter
product, which was often prescribed to young, sexually
active women, was viewed as a product that may have
contributed to the decline in teen births in the United
States during the last decade. The use of condoms
increased later as a result of the HIV/AIDS epidemic, as
it also presented an effective method to prevent sexu-
ally transmitted diseases (STDs).

Despite these advances in the development of effec-
tive methods of contraception, the topic of birth control
remains taboo, and many pregnancies occur without
planning, and/or are terminated deliberately. The use of
contraceptives requires careful planning; unfortunately,
access to contraceptives may be limited in some circum-
stances. The use of some of the most effective forms of
family planning methods requires consultation with a
physician and a willingness to undergo a gynecologic
exam. This poses a significant impediment to young
women who may find the physical exam and the disclo-
sure of their sexual history to health care providers too
embarrassing and/or frightening. To others, this process
is difficult or impossible because of financial barriers,
including lack of adequate insurance, or logistical diffi-
culties, such as travel and childcare. While the responsi-
bility of ensuring family planning is ideally shared by
sexual partners, the burden engendered by unprotected
sexual activity is typically borne by women.

Lesbian Health

Lesbian health has been part of public debate only
in recent years, and the Healthy People 2010 (the federal
government’s guidelines for health care in the next cen-
tury) has specifically called for the elimination of dis-
parities in the health of gay and lesbian communities. It
is estimated that 6.5 million women (or 4% of the adult
female population) in the United States are lesbian.
Consequently, a given provider attending to the adult

female population is likely to serve lesbian women as
well as women of other sexual orientations (heterosex-
ual and bisexual) and the physician must be prepared
to provide an adequate environment for optimal care.

It is of note that lesbians are significantly less likely
than their heterosexual counterparts to seek gyneco-
logic care for prenatal care or family planning. It fol-
lows then that they are less likely to also undergo
screening exams for breast and cervical cancer, or for
STD, a pattern that has contributed to increased risk of
cancer and STD in this population.

Numerous other barriers to care for lesbians are
identified. Health care providers rarely receive adequate
training on gay, lesbian, bisexual, and transgender
(GLBT) health care issues. For instance, it has been
reported that only a few hours are devoted to the study
of such issues in the course of several years of training
in medical schools. Providers’ attitudes range from
homophobia to “heterosexism” (a term that mirrors sex-
ism or racism), making the environment unwelcoming
to the GLBT population. Finally, the effects of financial
barriers are not to be underestimated, as lesbians are
less likely than heterosexual women to have health care
insurance, because they may not be eligible to receive
coverage under their partners’ policies. It has been
reported that in 2000, only 99 (or 20%) of Fortune 500
companies, and 8 state governments offered benefits to
domestic partners. Even when those benefits were
available, many employees were reluctant to disclose
their sexual orientation in the workplace for fear of
compromising their employment position.

Menopause

Negative attitudes toward menopause have persisted
throughout the centuries. Some have attempted to
explain cessation of menstrual blood flow through
the presence of “insufficient pumping force through
blood vessels.” Vaginal atrophy, bladder symptoms, can-
cer, gout, and arthritis were believed to occur during
menopause. The boundaries between normal physiology
and pathology with regard to menopause were not delin-
eated until recently. That menopause was a natural
process and that symptoms were not fatal was first
explained in a 1904 publication by Pancoast and others,
entitled Beautiful Womanhood: Guide to Mental and
Physical Development.

With menopause, an array of changes occurs grad-
ually over a period of several years, involving changes
in bleeding patterns, hot flashes, sleep disturbances,



weight changes, vaginal discomforts, changes in sexu-
ality, osteoporosis (or loss of bone mass), as well as
changes in mood and cognition. In the 1960s, estrogen
therapy was proposed as a remedy to menopausal
symptoms and aging. A number of studies were initi-
ated in later years as part of the Women’s Health
Initiative to investigate the risks and benefits of hor-
mone replacement therapy (HRT). HRT is believed to
provide relief from menopausal symptoms, and offer
protective effect against osteoporosis and CVD.
However, HRT also entails additional risks, such as an
increased likelihood of some cancers. Results from stud-
ies currently under way are expected to further elucidate
the effects of HRT.

Body Image

Throughout history, women have been expected to
meet a certain body image to conform to a contempo-
rary standard of appearance and beauty, which is usu-
ally set by male views. Preoccupation with body image
at the turn of the century was enhanced with the greater
availability of mirrors in private and public places and
the development of photography. Interest was acceler-
ated through the 20th century with the enhancement
of photography, and with the advent of television,
motion pictures, and, more recently, the Internet. The
idealized female body shape has transitioned from
corsets and the narrow waist in the 19th century, to the
natural shape early in the 20th century, the svelte look
in the 1920s, and the fuller bust and rounded hourglass
figures in the 1930s to 1950s. During the era of short
hemlines of the 1960s and 1970s, increased attention
was focused on the size and shape of women’s thighs
and buttocks.

The link between changes in body look and fash-
ion is evident through several examples. For instance,
the desired image of a fuller bust gave way to breast
augmentation surgery, which was achieved through the
insertion of silicone breast implants. These procedures
have been associated with a number of complications,
including infection, bleeding, and leakage of the sili-
cone, and even a systemic disease. The concern about
thigh size fueled efforts to develop cellulite-fighting
creams, and liposuction to remove fatty tissue.

Other items that were perceived to enhance body
image but actually had potentially harmful effects
include “beauty products” for makeup, hair coloring,
and footwear. The use of hair and facial products may
be associated with inflammation of the eyelid, chemical
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burns, and hair loss. Nail salons have been identified as
a possible venue for the transmission of various infec-
tious agents, including hepatitis B and C, and HIV;
transmission can be avoided through the use of proper
techniques for sterilizing instruments. A large proportion
of women wear shoes smaller than their feet, and many
develop arthritic changes over the years as a result of the
damage caused by footwear. Narrow toe-boxes in shoes
can exacerbate joint problems such as bunions and
hammertoes; 90% of surgeries to correct bunions are
performed in women. High heels may be responsible
for a number of health problems resulting from an alter-
ation in the normal function of the ankle and the ability
to maintain balance. These include an increased risk of
injury due to falls, low back pain due to compensatory
reliance on different parts of the musculoskeletal system
to achieve balance, and osteoarthritis of the knee.

Body image has also been incriminated in the
steadily increasing rates of eating disorders throughout
the 20th century, from self-starvation, to binge eating.
The creation of Barbie doll in 1959, setting an unrealis-
tic standard of beauty, has been blamed for encourag-
ing girls to adopt unhealthy habits in an attempt to
attain that body image. An estimated 5-10 million
women were identified with such disorders in the
1990s, with prevalence believed to have been higher
among white, middle-class, educated young women,
presumably because of differences in standards of
beauty and body image. Some argue, however, that eat-
ing disorders may be underdiagnosed among women of
color.

Since the late 1970s, the preference for body image
has shifted to a more athletic look, with increasing
numbers of women participating in sports and regular
exercise, while emphasizing a healthy lifestyle. The
female population is growing older and significantly
heavier in body weight, with increasingly higher rates
of obesity in the United States and elsewhere in the
world, and women are in search of an image that is
both healthy and realistic. Obesity and lack of exercise
have been identified as some of the most important
modifiable risk factors for CVD and cancer, the two
leading causes of mortality in women.

On a more positive side, considerations for body
image became a catalyst to reconsider radical mastec-
tomy for the treatment of breast cancer. This procedure,
developed by William Halstead in 1915, remained the
standard of care until 1985, when lumpectomy (removal
of lump), combined with radiation therapy, was shown
to be as effective as radical mastectomy.
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REPRESENTATION OF WOMEN IN THE
HEALTH CARE WORKFORCE

White men have dominated the medical profession,
and until the 1990s, most clinical studies that have led to
important guidelines in disease prevention and manage-
ment have enrolled white male subjects only. Findings
from these studies have been assumed to apply to
women or to minority men in a comparable way.

There are accounts of female physicians having
practiced obstetrics in ancient Greece and Rome.
However, with the advent of male midwives in later
times, women’s presence faded from obstetrics and
medical practice, and their practice remained limited to
rural areas, where physicians were scarce. In modern
history, one of the first women to have practiced
medicine did so by hiding her sex. For example, the sex
of Canada’s first known woman physician, Dr. James
Miranda Barry, a British military officer and surgeon in
the mid-1800s, was not known until after her death.
Simultaneously, however, history witnessed the found-
ing of the first medical college of women by Elizabeth
Blackwell (1868).

In the Western Hemisphere, men had no presence
in birthing rooms until the 17th century and there
was a general discomfort with the physician—
patient (male—female) relationship. It is recounted that
in Victorian society, a doctor performing a pelvic exam
had to gaze into the patient’s eyes, or off into space,
rather than looking on the patient’s naked body. In
Chinese society, women used dolls to indicate the loca-
tion of symptoms, so the physician would not have to
see or touch her body. Such levels of discomfort persist
to date, especially in certain cultures, and many women
in the United States choose female physicians and
report greater satisfaction with them.

In the 19th century, women joined the health care
workforce by entering the profession of nursing, which
initially included both men and women. Florence
Nightingale, considered one of the founders of nursing,
developed the profession on “womanly virtues” includ-
ing cleanliness, patience, order, and service. Feminists
have claimed that this approach was responsible for the
subservience that nurses (mostly female) were expected
to display toward physicians (mostly male) and for the
development of sexism in the nursing profession. Over
the course of the 20th century, nursing had become
a primarily female field, and this is believed to have
contributed to the lower status and pay for the profes-
sion, relative to other medical professions.

The role and status of midwives also declined
despite the fact that the training and practice of mid-
wifery was becoming more professionalized and regu-
lated. This was due in part to a dramatic decline in the
number of home births (from 90% in 1900 to 10% in
1950). This shift from home births to hospital deliveries
occurred simultaneously with the steady reduction in
the proportion of births attended by midwives (from
40% in 1915 to 11% in 1935), and the increase in male
predominance in the specialty of OB/GYN. With the
movement of natural childbirth, the profession experi-
enced a rebound in the 1970s. More recently, the role
of certified nurse midwives has been expanding into
the primary care arena.

Women began enrolling in medical schools in the
mid 19th century. In 1900, 6% of physicians were
women. This proportion remained unchanged through
1960, due to quotas that restricted women’s admission
to medical schools. A lawsuit by Women’s Equity Action
League against certain medical schools in 1970 changed
this course, and by the year 2000, nearly half of the
students enrolled in medical schools were women. Not
surprisingly, women’s health issues began to be included
in medical school curricula. In 1990, Dr. Antonia Novello
became the first woman—and the first minority person—
to be appointed and serve in the position of Surgeon
General.

Despite this progress, only eight U.S. medical
schools had women deans in the late 1990s. Although
the ratio of female to male medical students has been
increasing steadily, there are numerous indications that
medical schools remain ill-suited to educate women.
Even in the most renowned medical schools, women
students report sexist attitudes and insensitive comments
from their male educators, such as women being in med-
ical schools because of “unresolved penis envy.” To date,
women experience difficulty in being accepted as true
professionals both by their peers and their patients.

The dominance of men in the OB/GYN specialty
has undoubtedly shaped women'’s health, as they theo-
rized about birth, conception, and the woman’s body.
First came the overmedicalization of pregnancy and
childbirth that in turn has been responsible for the dra-
matic increase in the use of procedures in the practice
of obstetrics. This is best evidenced by the high rates of
cesarean deliveries (up to one in four deliveries in the
1980s in the United States); the gynecologic surgery also
developed. Several strategies were developed to rem-
edy psychological ailments in women. The practice of
“preventive” oophorectomy originated, with the belief
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that it prevented ovarian cancer, especially, but not
exclusively, among women with a strong family history
of breast or ovarian cancer. Unfortunately, the effec-
tiveness of this procedure in cancer prevention, and the
costs and benefits of surgical menopause have not been
studied with rigor, even though a considerable propor-
tion of hysterectomy procedures also entailed
oophorectomy. This procedure can be likened to cas-
tration, and the decision to undergo such drastic ther-
apy should be evaluated in light of the potential
physical and emotional consequences and the availabil-
ity of other treatment options.

POLITICAL FORCES

The dominance of men in politics has also been
a key factor in shaping policies on women’s health. As
outlined in Ouwur Bodies Ourselves (OBOS) and the
Boston Women'’s Health Book Collective, a premier book
that introduced key ideas, women are often catalysts for
social change. Women are often well-informed health
care consumers and they are overrepresented in the
health care workforce and among health care
consumers. However, they remain underrepresented in
positions of policymaking.

Following the numerous political successes out-
lined above, ranging from the legalization of contra-
ception and abortion to the increased representation of
women in academic medicine, women found them-
selves in an increasingly stronger position to participate
in policy debates and bring about important changes in
the health care system. In the 1990s, in an effort to
address longstanding inequalities in women’s partici-
pation in medical research, and the significant lack of
clinically relevant biomedical and health services
research for women, the 1993 National Institutes of
Health (NIH) Revitalization Act established the Office of
Women’s Health at the NIH. This Act requires that
women and minorities be adequately represented in all
government-supported research projects. As part of this
Act, the NIH sponsored the Women’s Health Initiative,
a 15-year, $625 million, multisite project, consisting of
prevention studies to examine heart disease, osteo-
porosis, and breast and colon cancer. These studies are
aimed primarily at ensuring that the 30-year gain in
longevity during the 20th century be translated into
a true improvement in quality of life. In 1996, the
Office on Women’s Health established National Centers
of Excellence in Women’s Health, with the goal of
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integrating women’s health research, medical training,
public health education, community outreach, and clin-
ical services. These centers are to strive to recruit,
retain, and promote women in academic medicine.

As outlined in the U.S. Department of Health and
Human Services Office of Women’s Health (2002) A4
Century of Women’s Health: 1900-2000, women have
accomplished other significant political achievements
including the passage of:

e Title IX of the Education Amendments (1976)
prohibiting sex discrimination in all educational
programs receiving federal funding

e the Pregnancy Discrimination Act (1978), pro-
hibiting sex discrimination in employment based
on pregnancy, childbirth, or related medical con-
ditions

e the Breast and Cervical Cancer Mortality
Prevention Act (1990) requiring the provision of
mammograms and pap smears to underserved
women

o the Mammography Quality Standards Act (1992),
establishing national standards and a uniform
system of quality control of mammography clin-
ics across the country

o the Infertility Prevention Act (1992), providing
screening, treatment, counseling, and follow-up
treatment to women diagnosed with STDs

e the Family and Medical Leave Act (1993),
enabling women and men to take up to three
months of leave in a 12-month period to care for
family, without losing their jobs

e the Violence Against Women Act (1994), defining
new federal crimes of violence against women and
establishing enhanced penalties to fight against
sexual assault and domestic violence

Other accomplishments include:

e the appointment of Patricia Harris, an African
American, as the first female Secretary of Health,
Education, and Welfare (1979)

e the consolidation of maternal, infant, child, and
adolescent health at the state level through
Maternal and Child Health Services Block Grant
(1981)

e the establishment of the Women Race for the
Cure (1983) to raise funds for breast cancer
research, education, screening, and treatment
programs
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o the appointment of Margaret Mary Heckler as
the first Secretary of the Department of Health
and Human Services (1983), best known for the
initiation of set rates for Medicare payments to
hospitals

With each president and administration, the politi-
cal climate engendered by the ideology of elected
officials is likely to facilitate or hinder efforts to gain
grounds on issues of health and social justice. Issues of
reproductive health are highly affected by such changes,
although the state of public health dictates a public pol-
icy agenda that may appear to be paradoxical with a
contemporary political outlook. For example, despite a
conservative government during the Reagan and Senior
Bush administrations, the high prevalence of HIV/AIDS
prompted the then-U.S. Surgeon General Dr. C. Everett
Koop to discuss in public messages the use of condoms,
with the intention of curbing HIV/AIDS transmission.

FUTURE DIRECTIONS

Women in the United States constitute an immensely
diverse group of individuals. Their emancipation,
achievements in higher education, and representation at
the highest level of business, government, and public
policy, will enable women to capitalize on the successes
accomplished over the last century and to shape the
health care system to adequately meet the needs of the
contemporary female health care consumer.

At the one end of the spectrum, we see women
who seek a balance between family responsibilities and
achievement in professional life, and between beauty
and health; women who are highly educated, with a
level of sophistication that demands information and
knowledge about health conditions and illnesses; a col-
laborative dynamic of decision-making between health
care provider and patient; a far better integration of
women’s physical and mental health in general medical
practice; a holistic approach to healing; a recognition of
spirituality as a new and integral dimension of health; a
network of support for women throughout the health
spectrum; and a health care system that can accommo-
date the diversity in ethnicity, creed, origin, languages,
and sexual orientation in the female population.

At the other end of the spectrum, the female
population includes the younger women with unwanted
pregnancies; those who never seek prenatal care; those
struggling to provide a living for their family; those who

transition from welfare to work and encounter multiple
barriers to adequate childcare; those who did not have
the knowledge and/or the means to seek preventive/
routine health and cancer screening services because
they were uninsured or underinsured, and presented
with metastatic cancer upon diagnosis; those whose STD
went undiagnosed and/or untreated and have secondary
infertility; those who are sexually assaulted and abused;
and those who are victims of domestic violence.

The challenges are numerous and diverse, and
there are multiple areas that require immediate atten-
tion. Meeting these challenges will require a fundamen-
tal change in the way health care is financed and
delivered, and the extent to which academic medicine
and allied health professions are able to integrate these
changes in their curricula and produce a cadre of health
professionals who are adequately trained to serve this
population. Women must continue to build and expand
on the successes made in the past century and prepare
the social, political, and health care environments for
future generations.
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Disparities in Women's
Health and Health Care

Sana Loue and Nancy Mendez

The United States is a large, multicultural society. The
total U.S. population in the year 2000 was 281.4 million;
women comprised 50.9% of this total. Focused attention
on women’s health is critical for numerous reasons, in
addition to the fact that women constitute slightly more
than half of our population. First, various health con-
cerns exist that are unique to women, such as ovarian
and cervical cancer, while still other health concerns
exist that impact women to a far greater degree than
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men, such as eating disorders and specific autoimmune
disorders. Women are also major consumers of health
care services and prescription drugs and often play a
critical role in deciding matters related to the health care
of family members. Finally, women and men differ bio-
logically and with respect to health indicators. For
instance, women tend to have higher rates of illness and
disability than men, but also tend to live longer than
men (Centers for Disease Control and Prevention, 1995).

Significant diversity exists even among women.
Almost one third of women in the United States self-
identify as other than white. The number of adult
women in the various subgroups in the United States
varies widely ranging, for instance, from 24,500 Alaskan
Native women to 15.3 million African American women.
However, health, health care, and health access are not
equivalent across subgroups of women.

These differences are known as health disparities.
Health disparities have been defined as “differences in
the incidence, prevalence, mortality, and burden of dis-
ease and other adverse health conditions that exist
among specific population groups in the United States”
(National Institutes of Health, 2003). This chapter
begins with an overview of the role of biological sex in
the determination of gender role and the impact of that
relationship on women’s health care. The chapter con-
tinues with a discussion of historical and cultural issues
that are relevant to the existence of health and health
care disparities across subgroups of women.

CULTURAL AND HISTORICAL CONTEXT:
SEX AND GENDER

Consider the following health disparities between
men and women:

1. Although women have both a lower threshold
and a lower tolerance for pain than men do, they are
more likely to be inadequately treated for pain
(Hoffman & Tarzian, 2001).

2. Manifestations of HIV/AIDS are different in
women than in men. However, until 1993, the definition
of AIDS formulated by the Centers for Disease Control
and Prevention did not include the symptoms that are
common to women. As a result, many women with
AIDS were unable to provide documentation to qualify
for benefits, such as Medicare and Social Security
Disability, even though they were as sick as many of
the men who were able to qualify.
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3. Research has found that among patients with pre-
sumed coronary heart disease, women with positive
radionuclide exercise tests were referred for coronary
angiography less frequently than men (Tobin et al., 1987).

4. Women are often referred for coronary artery
bypass surgery at a more advanced stage of the disease
than men, resulting in higher perioperative mortality
(Khan et al., 1990).

5. Researchers studying hospital discharges in
Massachusetts and Maryland found that women who
were hospitalized for coronary heart disease under-
went fewer diagnostic and therapeutic procedures
than men. It was not clear whether these differences
represented overuse by the men or underuse by the
women (Ayanian & Epstein, 1991).

6. Until relatively recently, women were often
excluded from clinical trials to test medications, even
though they would be consumers of the medication if it
were to later be approved for marketing. This was
problematic because women may respond differently
than men to pharmacologic agents.

Sex differences have often been attributed to one or
more of the following factors: (a) biological factors, such
as hormones; (b) acquired risks through work and
leisure activities; (c) psychosocial aspects of symptoms
and care; (d) health reporting behavior; and (5) the effect
of previous health care on future health (Verbrugge,
1990). However, the historical and cultural context in
which illness and health seeking occur is also relevant to
understanding why these disparities may exist.

Prior to the late 18th century, women in the United
States were viewed as fundamentally similar to men,
but inferior, due to the underdevelopment of their
reproductive organs. Beginning with the late 18th cen-
tury, women were seen as biologically different from
men, but still inferior, as evidenced by their smaller
skulls and resulting smaller brain capacity (Fee, 1979).
A division of labor by sex, it was argued, was justified
and necessary because women’s lives were tyrannized
and controlled by their reproductive systems, from
menstruation, through childbearing and menopause.
Consequently, women were not only debilitated, but
also disabled and unsuited for larger societal roles
(Smith-Rosenberg, 1973).

Unlike men who, it was believed in the 19th cen-
tury, had the power to indulge or repress their sexual
impulses (Skene, 1889, cited in Smith-Rosenberg, 1973),
women were subject to cyclical periods of pain, weak-
ness, irritability, and insanity (Wiltbank, 1854, cited in

Smith-Rosenberg, 1985). Puberty represented a precipi-
tous crossing into womanhood, fraught with danger of
diseases should there be either an “excess or a defi-
ciency of the proper influence of these organs [ovaries]
over the other parts of the system” (Kellogg, 1895,
p. 371, cited in Smith-Rosenberg, 1985). The preservation
of health, then, demanded full attention to the devel-
opment of healthy reproductive organs, which could be
accomplished by adherence to a regimen of rest, a sim-
ple diet, and an unchallenging routine of domestic tasks
(Smith-Rosenberg, 1973).

Menopause was similarly ominous, resulting
in numerous diseases including diarrhea, vaginal
inflammation, paralysis, tuberculosis, diabetes, depres-
sion, hysteria, and insanity, due to the cessation of
menstruation and the “violation of the physiological and
social laws dictated by [a woman’s] ovarian system”
(Smith-Rosenberg, 1973, p. 192). Such violations
included education, attempts at birth control or abortion,
a failure to adequately attend to the needs of one’s hus-
band or children, an overly indulgent lifestyle, and
engaging in sexual intercourse during or after
menopause (Smith-Rosenberg, 1973).

The late 19th century medical view of women and
their role rested, then, on four assumptions. First,
women had a closed energy system, whereby the use
of the brain would result in the theft of energy from the
ovaries. Second, bodily functions were organized in
a hierarchical fashion with the ovaries maintaining
a position superior to that of the brain. Third, females
were physiologically fragile. Finally, male and female
functions operated in a polarized fashion with men
embodying the brain and mind, and women, the
body and ovaries (Smith-Rosenberg, 1985). Women
who rejected these premises and engaged in viola-
tive behaviors were characterized by physicians as
an “intermediate sex,” fusing the female and male to
become the “Mannish lesbian” (Smith-Rosenberg, 1985).
In other words, women who rejected the traditional
female gender norms were considered abnormal.

The emergence in the late 1800s and through the
mid-1900s of the “New Woman” violated existing
taboos. “New Women” abandoned the domestic setting,
seeking an education not equal, but identical, to that
received by men (Smith-Rosenberg, 1973). It was pre-
dicted that such women would disrupt a delicate psy-
chological balance through the emphasis on the mind
rather than the ovaries. Within men, however, the brain
and heart were dominant permitting them to pursue
such intellectual activities.
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The women'’s health movement was to have a last-
ing impact on women'’s health and health care and, not
surprisingly, their social roles as well. The beginning of
the movement has been traced to 1970, when women
protested over their exclusion from congressional hear-
ings on the use of the birth control pill (Eagan, 1994).
The first printing of Our Bodies, Ourselves was released
in 1971, providing women with a basic source of
information. Abortion was legalized in 1973, with the
decision in Roe v. Wade. The publication of Why Me?
challenged medicine’s reliance on the Halsted radical
mastectomy, requiring the removal of the entire breast,
the axillary lymph nodes, and the underlying chest wall,
to treat breast cancer (Kushner, 1975).

These advances notwithstanding, women were
often excluded from research and the benefits it pro-
duced until relatively recently. The exclusion of women
was defended based on the need for homogeneity
among research participants in order to facilitate the
analysis, the potential liability of a woman and/or her
offspring were injured as a result of participation, and
the belief that it is morally wrong to include women in
studies because they may be, or may become, pregnant
(Merton, 1996). The exclusion of women may have
contributed to our lack of understanding about differ-
ences in such things as disease presentation and drug
metabolism between men and women.

DISPARITIES AMONG WOMEN

Health disparities also exist across subgroups of
women. Consider the following examples.

1. The cancer incidence per 100,000 women for
the years 1992-1998 ranged from 140.1 per 100,000
among American Indian women to 400.1 per 100,000
among Alaskan Native women. American Indian
women experienced the lowest rate of cervical cancer
(6.2 per 100,000), while Hispanic women experienced
the highest rate (14.4 per 100,000) (Glanz, Croyle,
Chollette, & Pinn, 2003).

2. Minority women have been disproportionately
impacted by HIV/AIDS. By the end of 1998, more than 77%
of women infected with HIV were from minority groups;
57% were African American and 20% were Hispanic.

3. Systemic lupus erythematosus affects approxi-
mately 239,000 individuals in the United States. Women
are disproportionately affected. The disease can affect
many parts of the body, including the skin, kidneys,
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lungs, heart, and brain. Out of every 10 cases of this
disease, 9 are in women. As many as 1 in every 250
African American women will develop lupus in their
lifetimes, compared to 1 in 400 Hispanic women and 1
in 600 white women. The increased incidence among
African Americans has been attributed to both genetic
factors (Hochberg, Petri, Machan, & Bias, 1991) and
environmental factors (Kardestuncer & Frumkin, 1997).
The mortality rate among African American women
with the disease is triple that in white women with this
illness.

4. Scleroderma is an autoimmune disease that
results in the hardening of the skin. This can potentially
affect tissues in the lungs, heart, kidneys, intestinal tract,
muscles, and joints. This illness is especially prevalent
among Native American women.

5. Homicide accounts for 40% of work-related
injury among women (Bell, 1991). The highest work-
related homicide rates are among African Americans
and women over the age of 65 (Bell, 1991).

6. In 1998, 68.1% of white women reported hav-
ing had a mammogram within the previous 2 years, in
comparison with 44.6% of Alaskan Native women.
Eighty percent of white women reported having had a
Pap smear within the previous 3 years, as compared
with 46% of American Samoan women.

7. African American women are more likely to
have had inadequate prenatal care than non-Hispanic
white women.

8. Compared to other Hispanic subgroups, Cuban
women appear to utilize preventive services, such as
mammograms and Pap smears, at a higher rate than
women in other Hispanic subgroups.

9. Among Hispanics, Puerto Rican women are
most likely to have health insurance. African Americans
are less likely than whites to have a usual source of care.

10. Among older women enrolled in Medicare
managed care, non-Hispanic black and African
American women are more likely to report fair or poor
health (Bierman, Haffer, & Hwang, 2001).

11. Among men and women who are infected with
HIV, women are less likely than men to receive highly
active antiretroviral therapy (HAART) to treat their
infection, even when they had equally likely come to
their medical appointment in the previous 6 months
and their illness was similar in severity.

12. Twenty-two percent of white women reported
smoking in 1998, compared to 7% among some Asian
American groups and almost 40% among some
American Indian tribes.
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An understanding of how these disparities may have
come to exist requires an examination of relevant his-
torical and cultural factors.

African American Women

It is critical to remember that the African ancestors of
persons now known as African Americans were brought
to the New World forcibly, as slaves. As of the 2000 cen-
sus, approximately 34.7 million individuals, representing
12.3% of the U.S. population, self-identified as African
American, while another 36.4 million individuals, or an
additional 12.9% of the population, indicated that black
or African American is one of their racial affiliations.
Women constitute slightly more than half of all African
Americans.

Despite the general tendency to view African
American women as constituting a homogeneous
group, there is, in fact, great diversity. Approximately
5% of black Americans were born outside of the
United States. This includes, for instance, French-
speaking individuals from Haiti, Portuguese-speaking
individuals from Brazil, Dutch-speaking individuals
from Aruba, and English-speaking individuals from
Belize.

More than three quarters of the black population
live in urban areas and more than half live in 13
southern states. Almost one quarter of all black
Americans lived below the poverty level as of 1999 and
almost one third of all black women lived in poverty as
of 1995. One sixth of employed black women earn
incomes below the federal poverty level. Blacks con-
tinue to experience racism and discrimination in access
to adequate housing, improved education, employ-
ment, and health care. These circumstances are associ-
ated with

e increased levels of violence associated with
internalized rage due to frustration and anger

e increased levels of hypertension associated with
stress

e higher rates of specific respiratory diseases due
to increased exposure to hazards in the living
and work environments

e decreased access to health care insurance and
health care

e inadequate treatment when health care is sought

e a lack of neighborhood facilities for the treatment
of illness and consequent reliance on emergency
departments as the usual source of care

American Indian Women

It is believed that between 12 and 15 million
American Indians lived in North America prior to the
arrival of the Europeans. However, as of the 2000 cen-
sus, only 2.5 million individuals self-identified as
American Indian or Alaskan Native and an additional 4
million indicated that they were part American Indian
or Alaskan Native. The category “American Indian or
Alaskan Native” includes individuals who trace their ori-
gins to the indigenous peoples of North and South
America and who continue to maintain a tribal affilia-
tion or community attachment.

American Indians and Alaskan Natives comprise
556 federally recognized tribes; each tribe belongs to
one of seven nations. There are 300 reservations in the
mainland United States and 500 government units in
Alaska that are home to the tribes. These tribes are
diverse in terms of culture, language, and habitat.
However, they share numerous common characteristics
and experiences, including:

e loss of their land and forced migration, often to
reservations or urban areas

o the outlawing of their language and spiritual prac-
tices, many of which were critical in addressing
health and illness

e the deaths of generations to war and infectious
diseases

e a coerced dismantling of a clan-based society
and reorganization to a nuclear family-based
system

e racism and discrimination, often resulting in a
lack of employment and poverty

e lack of adequate health care, despite a treaty
obliging the U.S. government to provide a rea-
sonable level of health care to American Indians
and Alaskan Natives

These circumstances, in turn, are associated with

e reliance on unhealthy diets due to poverty and
unemployment, and reliance instead on govern-
ment commodity foods that are high in fat and
calories

e an increase in obesity and associated diseases,
such as cardiovascular disease, due to decreases
in hunting and gathering following the loss of
lands and the assumption of a sedentary lifestyle

e an increase in family violence, associated with
frustrations arising from the extinction of tradi-
tional gender roles
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e a decrease in self-esteem and resulting increases
in rates of substance use, due to discrimination
and poverty

e an inability to utilize preventive care due to large
distances between providers and women’s resi-
dences

Asian and Pacific Islander Women

Almost 14% of women in the United States self-
identified as Asian or Pacific Islander in the 2000 census.
This designation includes individuals who have their
origins in original peoples of the Far East, the Indian
subcontinent, or Southeast Asia, such as Cambodia, China,
and India, as well as individuals who trace their origins to
the indigenous peoples of Hawaii, Guam, Samoa, or other
Pacific Islands. Asians represent more than 60 different
ethnic groups and speak more than 100 different
languages.

The majority of Asian Americans now live in urban-
ized areas. In 1998, the five cities with the largest Asian
and Pacific Islander populations were Los Angeles, New
York, San Francisco, Honolulu, and Washington, DC.
Among the states, California, New York, and Hawaii have
the largest Asian and Pacific Islander populations.

Like American Indians and Alaskan Natives, Asian
and Pacific Islanders are distinct in many ways, including
language, religion, customs, education, and health beliefs.
As communities they also share common experiences
and characteristics that may impact their health status and
their health care from Western medicine, including:

e the experience of prejudice and discrimination

o difficulties related to migration to the U.S. main-
land, including immigration bans against specific
groups for discrete periods of time

a high proportion of members born outside of
the United States

alternative systems of health care

an increased emphasis on the role of the family
in decision-making

These circumstances are associated with

e decreased access to health care providers due to
the scarcity of health care providers who speak
the languages of the consumers

o decreased willingness to seek health care due to
fear of difficulties in communicating

e decreased access to health care information due
to linguistic differences
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e decreased access to health care due to lack of
employment-based health care insurance and
publicly funded health care insurance associated
with immigration status

e increased substance use related to attempts to
cure certain illnesses without relying on Western
medicine

Hispanic/Latino Women

Hispanics now account for 35.3 million individuals in
the United States and an additional 3.8 million individuals
in the Commonwealth of Puerto Rico; this constitutes
12.5% of the U.S. population. Women account for 17 mil-
lion individuals, or slightly less than half of all Hispanics.

The major subgroups of Hispanics in the United
States are Mexican Americans, Puerto Ricans, and
Cuban Americans. Sizable portions of the Hispanic pop-
ulation also are from countries in Central America,
South America, and the Dominican Republic. Almost
40% of all Hispanics were born outside of the United
States, more than 90% of the population live in urban
areas, and slightly more than three quarters of the pop-
ulation reside in seven states (Arizona, California,
Florida, Illinois, New Jersey, New York, and Texas).

As of 1998, slightly more than one quarter of
Hispanics were living in poverty. In 1999, more than
one quarter of Puerto Rican women and more than one
quarter of Mexican women were living in poverty. This
poverty level is attributable in part to relatively high lev-
els of unemployment, as well as to a greater number of
female-headed households, which are more likely than
others to have incomes below the federal poverty level.

Many Hispanic women are employed in relatively
low wage jobs. Hispanics are three times as likely as
non-Hispanic whites to be employed on a full-time
basis and to still lack health care insurance. Almost one
third of all Hispanics did not have health insurance for
the entire year during 1999; even those who were
employed were less likely to be provided with health
insurance by their employers.

Acculturation appears to play a major factor in both
health and health care access. For instance, greater accul-
turation to U.S. culture has been found to be associated
with increased rates of substance use, while lower levels
of acculturation have been found to be associated with
a reduced risk of diabetes and heart disease, as well as
a lower incidence of low-birthweight babies. It has been
suggested that individuals who are highly acculturated to
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U.S. culture may experience increased levels of frustra-
tion due to an inability to access educational and other
resources due to prejudice and discrimination.

As a result of these circumstances, many Hispanics
may experience

e decreased access to health care due to a lack
of health insurance and additional economic
barriers

o difficulties in accessing care due to language
and/or immigration-related issues

e increased difficulty in seeking care for certain
types of issues, such as domestic violence, due to
fears associated with immigration status or lan-
guage barriers

e increased risk of disease associated with seden-
tary lifestyles due to environmental and eco-
nomic barriers to accessing fitness facilities and
safe recreational areas

Elderly Women

“Elderly” has been defined as persons who are
65 years of age or older. However, distinctions have
been made between those who are between the ages of
65 and 74, who are referred to as the young-old; those
between the ages of 75 and 84, who are considered to
be the old; and those who are over the age of 85, who
are referred to as the older-old. Some subpopulations
within the United States, however, may view old age as
beginning as early as 40.

Approximately 12% of the U.S. population is now
considered to be elderly; that proportion is expected to
increase. The geographic distribution of elderly persons
is not uniform, however, across the states. In addition,
there are more female than male elderly. For instance,
in the age group from 65 to 74 years old, there are
82 men for every 100 women, while among those
85 years old or older, the sex ratio is 49 males for every
100 females. Women are also more likely to be wid-
owed than are men and, because they are living longer,
are also more likely to suffer from chronic disease,
disability, and dependency.

As many elderly women age and their partners die,
an increased number of women may be living in poverty.
And, even though those over the age of 65 are eligible for
the receipt of Medicare, access to care may be impaired
nevertheless, because Medicare does not cover all health
care costs that may be incurred. As a result, Medicare
must be supplemented by private insurance, Medicaid,

and/or private resources. However, many elderly women
may not have such supplemental coverage due to either
eligibility restriction or financial resources.

Many elderly may have immigrated from other
countries. Depending upon their age at the time of
immigration, they may not have acquired skills in
English and sufficient knowledge of the U.S. health care
system that would enable them to access care more eas-
ily. For instance, in 1990, almost 40% of older Hispanics
reported that they did not speak any English.

Many elderly women may not have had a formal
education. It has been reported that 31% of all women
aged 65 and older, who are enrolled in Medicare
managed care, have not had a high school education
(Bierman et al., 2001).

These circumstances may be associated with

e inadequate access to health care due to financial,
immigration, and/or language barriers

o low health literacy

e increased difficulty in making complex health
care decisions

e increased incidence of psychosocial problems
associated with isolation

Rural Women

Even within subgroups of women, disparities may
exist in health status and health care access between
those women living in urban areas and those who
reside in rural locales. For instance, a recent study of
perinatal and infant health among rural and urban
American Indian and Alaskan Native women found that
rural women were much more likely to have received
inadequate prenatal care (Baldwin et al., 2002). In addi-
tion, both rural and urban American Indian and Alaskan
Native women were more likely to receive inadequate
prenatal care compared with white women.

Compared to their urban counterparts, rural women

e are more likely to be migrants, thereby decreas-
ing the likelihood that they will have time off for
sick leave or to seek care

e are less likely to have access to mental health
services, to pharmaceuticals, and to specialized
care due to a shortage of professionals and other
health care services in rural areas

e are less able to access care due to a lack of
insurance and transportation difficulties (Gaston,
200D)
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Lesbian and Bisexual Women

Nonheterosexuality has been variously seen as a
reflection of degeneracy, a criminal tendency, and/or a
matter for medical concern. The apparent medical
consensus that homosexuality was a form of pathology
resulted in its inclusion as a sociopathic personality
disturbance in the 1952 edition of the American
Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders (DSM-D. It was not until 1973
that homosexuality was declassified as a mental disorder.

Nevertheless, a number of states continue to
criminalize same-sex sexual behavior. Relatively few
jurisdictions in the United States prohibit discrimination
on the basis of sexual orientation. Homophobic atti-
tudes have been noted among diverse groups of health
care providers, including physicians (Matthews, Booth,
Turner, & Kessler, 1986) and social workers (Berkman
& Zinberg, 1997). In addition, relatively few employers
provide health insurance coverage to nonspouse part-
ners, although same-sex marriage and legally recog-
nized partnerships are still relatively rare.

These circumstances have been found to be asso-
ciated with

e decreased access to health insurance coverage
and, consequently, to care (Mays, Yancey,
Cochran, Weber, & Fielding, 2002)

o decreased quality of care

e increased risk of substance use

e an increased risk of suicide

CONCLUSION

Such disparities can and should be eliminated.
First, such inequalities are fundamentally unfair when
poor health results from “an unjust distribution of the
underlying social determinants of health” (Woodward &
Kawachi, 2000, p. 923). Our brief review of the histori-
cal and cultural contexts that have given rise to these
disparities evidences an unjust distribution of the under-
lying social determinants of health as the source of such
health disparities.

Second, it has been argued that health inequalities
ultimately affect everyone. For instance, infectious dis-
eases, such as tuberculosis and HIV/AIDS, do not limit
their impact based on classifications that we may have
established based on socioeconomic status, sex, or eth-
nicity. Mental illness and substance use affect not only
the individual, but also those around him or her.
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Third, inequalities are avoidable to the extent that
they can be modified through policy interventions. As
an example, the transmission of HIV/AIDS can be
reduced among populations at higher risk through
increased government action and funding.

Finally, public health interventions that reduce
health inequalities may also produce financial savings.
As an example, improving access to cervical cancer
screening among groups with low access may in the
long term result in lesser spending due to earlier inter-
vention (Woodward & Kawachi, 2000). Similarly, the
cost of preventing a case of HIV/AIDS far surpasses the
lifetime cost of treating an infected individual (Gorsky,
Macgowan, Swanson, & Delgado, 1995).
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women in the Health
Professions
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INTRODUCTION

Women make up 50% of the global population and
51% of the U.S. population, representing a large and
diverse group of individuals (United Nations, 1995; U.S.
Bureau of the Census, 1999). In the United States,
employment patterns for women have changed
tremendously over the last several decades. For exam-
ple, in 1950, women represented 34% of the workforce
compared to 60% in 1997 (Wagener et al., 1997). The
occupational roles and working conditions of women
also vary dramatically and have changed over the last
decades, profoundly influenced by economics and
sociopolitical culture.

Currently, women in the health care professions
deliver a wvast array of diverse services, including
preventative care, primary care, acute and specialized
services, and care in a variety of settings. In 1996,
registered nurse was the fourth and nurse’s aide/orderly
was the sixth leading occupation for women (U.S.
Department of Labor, 1997). The growing trend for
higher education among women has helped spur growth
in the number of women in the health care workforce.
Among occupations expected to grow the fastest
between 1996 and 2006, those where the majority of
employees are women include dental assistant (99.1%
women), physical therapists (61.9% women), and respi-
ratory therapists (58.4% women) (Welstedt, 2000).

The types of roles that women play in the delivery
of health care services have changed substantially as
well. This is well demonstrated by changes over the last
three decades in the medical profession. In 1970, 7.7%
of actively practicing allopathic physicians were
women. By 1996 this had increased to 22.0% and is
expected to increase to 29.7% by 2010 (American
Medical Association, 1997/1998; Council on Graduate
Medical Education, 1995). This trend is likely to
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continue as women currently make up approximately
half of medical student classes compared to only 11%
in 1970.

Over 60% of women physicians are clustered in
the specialties of internal medicine, family practice,
obstetrics—gynecology, pediatrics, and psychiatry (Clancy,
2000). The fact that a majority of women physicians are
younger and are primary care providers has important
implications in the delivery of preventative care services
as well as on patient satisfaction and communication
issues. Age and gender of physician significantly impact
likelihood of adherence with evidence-based guidelines
for medical care, and independent of physician age,
women physicians are more likely to provide Pap tests,
breast examinations, and recommend regular mam-
mography screening to women patients (Franks &
Clancy, 1993; Lurie et al., 1993). It has also been sug-
gested that women health care providers have communi-
cation styles that enhance patient satisfaction and the
provider—patient relationship (Clancy, 2000). Women
physicians spend more time in interactive communica-
tion and listen more closely to patient concerns (Clancy,
2000), and in situations where personal violence or
sexual abuse has occurred, patients are more likely to
reveal this information to their women physicians
(Roter, Lipkin, & Korgnard, 1991).

It must be noted that while women overall have
made substantial gains in representation in the health
professions, this is not the case for all women. The
numbers of minority women in medicine have
increased only slightly, and remain far behind
Caucasian women (Clancy, 2000). Additionally, women
still rarely occupy positions of leadership in profes-
sional medical organizations.

OPPORTUNITIES AND BARRIERS FOR WOMEN
IN THE HEALTH CARE PROFESSIONS

Throughout their life span women use health ser-
vices more than men (Verbrugge & Steiner, 1981). This,
along with a developing focus on women’s health
issues, a more informed consumer base, and a frequent
preference by women patients for women health care
providers, all create growing opportunities for women
in the health care professions. Job satisfaction, financial
remuneration, and personal empowerment are all
potential benefits for successful women health care
providers. A report from the U.S. Department of Health
and Human Services (1989) found that women in
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professional specialty occupations were the group with
the highest self-assessment of general health status in
the total labor force. Additionally, the growing numbers
of women in most health-related occupations offer
greater potential for social support, mentoring, and rela-
tive freedom from sexual harassment and discrimination.

However, as described by Stellman and Lucas
(2000), there are a variety of basic socioeconomic fac-
tors that affect all women workers. These factors are rel-
evant to women health care professionals as well, and
represent potential barriers to successful employment
by women in health care fields. Factors described by
Stellman and Lucas (2000) as affecting working women
in general, are discussed below in relation to women in
the health care professions.

1. Occupational segregation. As is the case for
women workers in general, women health profession-
als tend to be overrepresented in a relatively small
number of health occupations, particularly nursing and
health support/health aid capacities (U.S. Department
of Labor, 1997). These traditionally “female” occupa-
tions have tended in the past to be less well paid than
many traditionally “male” occupations (Stellman &
Lucas, 2000). When barriers that tend to keep women
within narrow occupational boundaries are lessened,
some professions may experience staffing losses such
as the current nursing “shortage.”

2. Barriers to advancement/attainment. For
women in medicine, the “glass ceiling” may be an invis-
ible, yet powerful force preventing advancement in job
status. Women in academic medicine are most likely to
hold lower level ranking such as instructor or assistant
professor while there are relatively few women depart-
ment heads or deans (McMurray et al., 2002; Nora, 2002).

3. Underemployment. Many women work part
time, with the proportion of all working women who
work full time remaining at approximately 73% over the
last two decades (U.S. Department of Labor, 1988; U.S.
Department of Labor, 1997). Twenty to fifty percent of
women physicians in primary care practice work part
time (McMurray et al., 2002). This is often in response
to other personal commitments such as parenting/child
care. A growing issue in the United States is “elder care”
where women, usually employed daughters, care for
aging parents (Messing, 1997). In general women con-
sistently perform significantly more “unpaid” hours of
home/family-related work compared to men with fewer
“paid” hours of work outside the home (Stellman &
Lucas, 2000).
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4. Lower remumeration. Women in medicine
continue to earn less than their male counterparts.
Some of this is due to working fewer hours (McMurray
et al., 2002) as well as working in lower paying spe-
cialties. The absolute numbers of women entering more
highly paid surgical fields remain low, and women are
rare in the higher paying medical specialties such as
cardiology, where only 5% of practicing cardiologists
and 10% of trainees are women (American College of
Cardiology, 1998).

5. Lack of seniority. Employees who are younger
or with less seniority may be more likely to suffer layoffs
or employment termination in times of economic hard-
ship or corporate downsizing. This is most likely to
affect women who are entering a health occupation only
recently. Managed care and reduction in hospital-based
services have eliminated many health care positions and
reduced job satisfaction (Davis, Scott Collins, & Schoen,
2000) for women, such as women physicians in health
maintenance organizations (HMOs).

6. Multiple burdens. While opportunities to expe-
rience multiple social and occupational roles offer
women more choices and potential for overall better
physical and mental health (Barnett & Baruch, 1987), the
presence of multiple, conflicting obligations may lead to
stress, exhaustion, and “burnout.” Many women have
substantial domestic and childcare responsibilities
(Messing, 2000) in addition to their occupations as health
care providers. For example, nurses who work full time
and have young children report more fatigue than those
without children, particularly in circumstances where
domestic tasks are not shared (Tierney, Romito, &
Messing, 1990). Lee, Duxbury, and Higgen (1994) have
noted that working women utilize organizational, plan-
ning, and negotiating skills to balance work and family
life. However, a continued lack of mentors, role models,
and women in leadership positions may make these
skills difficult to acquire for young women just entering
the health care professions.

7. Sexual harassment and discrimination. Sexual
harassment and discrimination against women may
occur in all the health professions, most particularly in
areas that have been traditionally male dominated.
Palepu and Herbert (2002) recently reported that three-
quarters of U.S. women medical faculty experience
sexual discrimination or harassment during their
careers. Devaluation of the nursing profession, a tradi-
tionally “female” occupation, may represent a form of
systematized and pervasive discrimination against
women, which has resulted in lack of empowerment

(Gary, 2002), lower pay (Scott, 2002), and nurses leaving
the profession (Rosenstein, Russell, & Lauve, 2002).

Variability among the Health Professions

While there are a number of factors that may be
substantial obstacles to career choice, development,
and advancement, the number of women in the health
professions continues to increase. Women are success-
fully overcoming barriers and entering nontraditional
fields in record numbers. However, variability exists in
opportunities and growth among the health care spe-
cialties. Some areas, such as nursing, are currently
experiencing staff shortages of crisis proportions (Ross,
2002). It remains to be seen how trends such as these
will affect health care practice and service delivery.

Nursing

History and Early Experience. Nursing is the
practice of caring or nurturing for others. The history of
nursing goes back many centuries, with the earliest
groups having minimal training and typically associated
with religious orders. Later, during the Crusades,
knights took part in nursing care of the wounded. At
the end of the 18th century, hospitals were considered
improper for young women. Modern nursing began in
earnest during the mid-19th century. Florence
Nightingale, a British nurse, is credited with making
nursing a desirable and respected profession. She was
a major force in securing a critical and valued role for
nurses in health care.

Nursing Today: Career Satisfaction and Career
Stress. Nurses are the largest group of professional
health care workers and have one of the largest per-
centages of women in an occupation. The nurses of
today have a degree in nursing ranging from a diploma
to a doctoral degree. Most commonly they become
licensed practical or registered nurses. Work locations
cover a broad spectrum from hospitals to nursing
homes and private practice offices. Furthermore, nurses
have a wide range of specialties to choose from, includ-
ing surgery, medical units, critical care, psychiatry, and
home health care.

In recent times, nurses have suffered from the
common angst of the working woman—specifically, the
challenges in combining professional ambition with
motherhood and family life. Some feel that nurses
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endure more than other female professionals because
their occupation is more stressful. Examples of current
stressors in the nursing profession include a severe
nursing shortage, corporate health care downsizing,
health resource restrictions inherent in managed care,
daily crisis, and long, irregular hours.

Many descriptions of nurses indicate that they must
be submissive, subordinate, and passive. These descrip-
tions have long been applied to traditional housewife
and mother roles as well. In contrast to the commonly
perceived central role of physicians for curing, nurses
may receive little credit for their important role in illness
treatment and recovery. There are many stereotypes of
nurses including “angels of mercy,” servants to physi-
cians, as well as “old maids” and “battleaxes.” Some feel
that the female domination of nursing has been one of
the reasons this field’s development has been ham-
pered; specifically, that nursing has been socialized to
be a female career and in a way is considered an
extension of work at home. Throughout the time of the
feminist movement, society in general has been quick
to criticize women who have a family and work for not
putting their family first. Others point out that the ideal
nursing traits of compassion, sensitivity, and compli-
ance are not useful in career success—where autonomy
and competitiveness are valued (Castledine, 1983).

In spite of the fact that most nurses are women, the
feminist movement has not always actively benefited
the nursing profession. This is true in general of female-
dominated professions, such as nursing and social
work, which have traditionally been identified with
a housewife role. The feminist movement has at times
ignored women nurses, as the strongest emphasis has
been on improving access for women into traditionally
male dominated fields. Because of this, some nursing
groups feel that their field is devalued by the feminist
movement (Letvak, 2001).

Job satisfaction and commitment to the profession
has been studied among nurses, as it has been
noted that there is a high turnover rate in nursing.
Multiple explanations have been proposed including
that women will never be satisfied in careers as they
value relationships above all else. Some have observed
that men and women have different approaches
toward morality. For example, it has been suggested
that women value caring and connections with
others, while men value justice, autonomy, and inde-
pendence (Letvak, 2001). A study by Magnussen (1998)
evaluated career perceptions of nurses who entered
the field between 1910 through 1980. Each woman
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represented a different decade and it was hoped that
this would shed some light on the perceptions of the
field. This report found that women in nursing had a
desire to serve others, and found the field to be finan-
cially accessible with regard to education. Women who
entered nursing in the latter decades also noted that
the work was satisfying, flexible, respected, and always
in demand (Magnussen, 1998). Letvak (2001) recently
suggested that women nurses may be able to improve
their job satisfaction through united effort and by
obtaining flexible work schedules, thus leading to
better attendance at work and fewer nurses leaving
the field.

Sexual harassment is an issue in the nursing field
that has been closely examined in recent times. This is
an important issue on many fronts—with regard to
nurse employees, nursing management, and health
care administrators. In addition to the destructive
effects on the victim, sexual harassment can lower staff
morale, efficiency, and productivity. Sexual harassment
is illegal and the employer can be held liable if it hap-
pens while a nurse is at work. A 1994 study (Libbus &
Bowman, 1994) found that 72% of women nurses
experienced sexual harassment while at work. Twenty-
five percent of the perpetrators were physicians,
approximately 54% were patients, and the remainder
were colleagues or family members of the patients.
Many of the women reported confronting patients for
this behavior, although fewer nurses did this if the
perpetrator was a physician or a coworker. It is felt that
this may be secondary to the power differential at play
in a hospital setting where physicians and male nurses
traditionally have had more power than female nurses.
Interestingly, most female nurses do not report feelings
of self-blame as is common for many female victims
of sexual harassment. It is possible that the ego
strength developed through nursing education and
experience allows many nurses to avoid the self-blame
typically seen in victims of sexual harassment. While it
has been suggested that women nurses directly
confront the perpetrator of sexual harassment, it is
essential for nurse managers and executives to take
responsibility for providing a safe work environment
and ensure that sexual harassment does not occur
(Libbus & Bowman, 1994).

Verbal abuse has also been examined in the nurs-
ing profession (Bruder, 2001). Although this type of
abuse appears to be fairly common, it is not often
openly addressed. Almost all nurses have experienced
verbal abuse at some time from peers, physicians, or
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patients (Bruder, 2001). This type of abuse can lead to
decreased self-esteem and job dissatisfaction. Of note,
male nurses are at much lower risk of verbal abuse
than are female nurses. A recent report emphasized the
importance of open communication regarding this
issue, role-play to come up with ways to confront a per-
son who is verbally abusive, and to refer to those in
power by their first name, if that is how they refer to
the nurse in question (Bruder, 2001).

Nurses are considered to be at relatively high risk
of substance use, possibly because of the high stress
nature of their work combined with access to controlled
substances. A survey of 1,951 female nurses (Collins,
Gollnisch, & Morsheimer, 1998) assessed lifetime illegal
drug use. This report noted that 37% of nurses had used
marijuana, 16% had used opiates, and almost 3% had
used hallucinogens. In the past month, approximately
1% had used marijuana and almost 2% had used
opiates. Prescribed drugs were also included in this
study; lifetime use of tranquilizers was 20% and
amphetamines, 12%. It was noted that the rate of pre-
scription drug use was comparable to that of male and
female physicians and this may relate to the fact that
both nurses and physicians have easy access to con-
trolled substances. Collins et al. (1998) suggested that
neuroticism, which is how stress is perceived, may be a
risk factor for substance use, and that female nurses
with higher neuroticism have higher perceptions of
stress and therefore are more likely to use alcohol to
cope with this stress (Collins et al., 1998).

Gender Differences in the Nursing Profession.
Men have always been a minority in nursing. In 1940,
only 1% of nurses were men and in 1984, only 4%.
Compared to women nurses, men are typically older
upon entering the field, more likely to be married, and
have a history of being in the military. One study com-
paring job satisfaction between male and female nurses
found that men appear to be more satisfied with their
supervisors and felt more motivated by their job com-
pared to women (Zawacki, Shahan, & Carey, 1995). As
is true in the other health professions, patients may
have gender preferences for nurses. A recent study from
Australia surveyed patient gender preferences for nurse
providers in 1984 and in 2000 (Chur-Hansen, 2002).
This study demonstrated that as the intimacy of a situa-
tion increases the more likely it is that patients would
prefer a nurse of their own gender. Furthermore, this
was found to be particularly true for female patients
compared to male patients (Chur-Hansen, 2002).

It has been noted that male nurses gravitate to
critical care, psychiatry, and general medicine. On the
other hand, female nurses tend to work in pediatrics,
midwifery, and geriatrics, which are specialty areas
considered more traditionally “female.” In a study con-
ducted in Ireland (Muldoon & Kremer, 1995), question-
naires were given to 123 student nurses to examine their
career aspirations, gender role, and job commitment.
The study found that career aspirations are influenced
by perceived gender role and motivation, but not by job
commitment (Muldoon & Kremer, 1995).

Pbhysicians

History and Early Experience. Early women doctors
learned through apprenticeships and cared primarily for
women and children. In the 1770s, Frances Coomes
may have been the first American woman physician.
She practiced in Kentucky and, although she was
known as Mrs. Coomes, she apprenticed along with
a man who was thereafter known as a practicing
physician. During the Civil War, Mary Walker served as
a doctor, while disguised as a man (Dickstein, 1996).

Elizabeth Blackwell, the first woman formally
academically trained as a physician in the United States,
was a governess in a physician’s home and studied his
books (Levin, 1988). In 1847, Blackwell was accepted
to the Geneva College of Medicine in New York, and
graduated at the top of her class in 1849 (Chin, 2002;
Friedman, 1994; Levin, 1988). In 1850, the Women’s
Medical College of Pennsylvania opened (Chin, 2002),
and in 1864, Rebecca Lee Wright was the first African
American female physician trained in the United States
(Hart-Brothers, 1994).

This progress was not without controversy. In 1874,
Harvard professor Edward Clarke reported that women
who attended medical school would develop “mon-
strous brains and puny bodies; abnormally active cere-
bration and abnormally weak digestion; flowing thought
and constipated bowels” (Chin, 2002). In spite of these
dire predictions, by 1900 there were 19 women’s med-
ical schools in the United States (Chin, 2002), and by
1900, 5% of U.S. physicians were women. This number
remained below 10% until the 1970s (Chin, 2002).

By 1893, the Women'’s Medical Journal had been
launched, and in 1915, the Medical Women’s National
Association was founded (Chin, 2002). In 1915, women
were also finally admitted into the American Medical
Association (Chin, 2002). Some specialties within
medicine were less accessible to women as the decades
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progressed, and the first woman was not certified by
the American Board of Surgery until 1940 (Jonasson,
2002). Federal legislation facilitated the increased
numbers of women in medicine into the 1970s and
beyond. Within two years of the 1972 passing of Title IX
of the Higher Education Act, which prevented universi-
ties receiving federal funding from discrimination based
on gender, over 20% of medical school entrants were
women (Chin, 2002).

Education and Training. A typical medical school
curriculum lasts 4 years after completion of an under-
graduate degree. Medical school mixes classroom learn-
ing and clinically based “rotations” in health care
settings. More than 40% of medical students in the
United States, Canada, England, and Australia are now
women, consistent with increases in female applicants
(McMurray et al., 2002), and 44.6% of U.S. medical
students in 2000-2001 were women (Jonasson, 2002).

Residency is the training after medical school, in
the new doctor’s choice of generalist or specialty field.
Residencies range in length based on specialty, with
most being 3—5 years long. In residency, women physi-
cians are often confused for nurses or aides. Residency
often falls during a woman’s childbearing years, and is
quite physically as well as mentally challenging due to
long and often unpredictable work hours.

Despite the increase in women completing medical
school in the last quarter century, differences persist in
choice of specialty and patterns of practice compared
with their male colleagues (McMurray et al., 2002). The
highest percentages of women residents can be found
in obstetrics—gynecology (67%) and pediatrics (65%),
caring for other women and children (Fye, 2002). Less
than 5% of women residents choose surgery (McMurray
et al., 2002). One former obstetrical resident who left
her program due to her desire to be a mother wrote
“residency is a barbaric training process during which
new physicians can have the humanity literally worked
out of them ... the dogma maintained is that residents
must work as many hours as are humanly possible
because of the vast amount of knowledge to be
learned ... ” (Becker, 2002).

Specialty Choice, Career Advancement, and Job
Satisfaction. In 1980, there were 37,189 female physi-
cians in the United States. In 2000, this rose to 148,768,
an increase of over 300% (Salsberg & Forte, 2002). The
influence of women in medicine is suggested by
an increased emphasis on the importance of the
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doctor—patient relationship and the growth of preventive
medicine (Chin, 2002). The majority of women physi-
cians practice in primary care settings such as pediatrics
or internal medicine. Female pediatricians increased
from 28% in 1980 to 48% in 1998, and women are soon
expected to represent the majority of pediatricians.
Women pediatricians are more likely than men to work
part time (26% vs. 4%), primarily due to childcare
responsibilities. This may lead to a need for more total
pediatricians to treat patients (Cull et al., 2002).

From 1988 to 1998, the income of women physi-
cians was “gaining on” the income of men at a rate of
about 1% per year (Wallace & Weeks, 2002). However,
women in internal medicine still earn less than 80% of
what their male counterparts make (Wallace & Weeks,
2002), and female physicians have been consistently
noted to receive less pay than male physicians
(McMurray et al., 2002). This difference persists even
after adjustment for age and hours worked (Wallace &
Weeks, 2002). Wallace and Weeks (2002) reported that
if the trend of increase in women physicians’ pay con-
tinues, women and men primary care physicians should
receive the same hourly pay by the year 2014.

In academic settings, women medical school faculty
earn less, and receive promotions more slowly than their
male counterparts (McMurray et al., 2002). A Harvard
study showed that women with children received pro-
fessorship less frequently than men or women without
children, and women with children were less satisfied
with their careers (Epstein, 2002). Women are promoted
less often than men with similar qualifications, and only
8% of medical school chairs are women (Nora, 2002).

Women physicians often must balance family
demands with the demands of work, suffering “fatigue,
stress, guilt, and role strain” (Palepu & Herbert, 2002).
Physician “burnout” occurs when doctors under pres-
sure are “overloaded with the demands of caring for
sick patients within constraints of fewer organizational
resources.” Physicians with burnout may experience
exhaustion, headaches, sleep problems, relationship
disturbances, anxiety, depression, heart attack, as well
as being more vulnerable to addictions and errors in
judgment (Spickard, Gabbe, & Christensen, 2002). This
has been explained as “the silent anguish of the heal-
ers” (Spickard et al., 2002). Unfortunately, women
physicians are much more likely to report “burnout”
than male physicians (Spickard et al., 2002). Women
physicians in the United States experience more
“burnout” than their male U.S. counterparts and more
than physicians in the Netherlands (Linzer et al., 2002).
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Manson et al. (2002) reported that women physicians
with children had the lowest level of career satisfaction
and that women in general reported less satisfaction
with career goals and work compared to men. Some
of these career satisfaction differences may be due to the
demands of multiple role obligations. For example, in a
survey of surgeons (Sonnad & Colletti, 2002), women
surgeons’ spouses were more likely to work outside the
home than were male surgeons’ spouses, and women
surgeons spent twice the number of hours parenting
compared to men. Women surgeons were somewhat
more likely to miss work for family obligations, while
male surgeons were more likely to miss family obliga-
tions for work (Sonnad & Colletti, 2002).

Midwives

History and Training. The word “midwife” is derived
from “mid” or “with” and “wife” or “woman” (Rooks,
1997), and it has been said that midwives truly epito-
mize the commitment of women to be with women
during childbirth (Reed & Roberts, 2000). In early times,
midwives were also known as “wise women” or
“witches.” They discovered herbal remedies, such as
ergot for labor pain, and belladona to inhibit uterine
contractions in threatened miscarriages. This was
unpopular with the church, because of the belief that
only God could heal (Garratt, 2001) and the view that
labor pain was a punishment for Eve’s original sin
(Ehrenreich & English, 1973).

Midwives, as women healers, were felt to have
special knowledge about the “female mystery” of birth.
During the Middle Ages, midwives were persecuted for
using pagan birth rituals, and witch hunts of the 1400s
and 1500s killed many midwives. Midwives were
accused of offering babies to the devil if the baby died
(Rooks, 1997). Men were often excluded from child-
birth, and male “barber-surgeons” were called in only
when forceps (invented in the 1600s) were needed
(Rooks, 1997). Women were not permitted to practice
surgery (Ehrenreich & English, 1973).

The history of midwives in the United States began
with dependence on them in the Colonies, a near dis-
appearance in the early 1900s, and reemergence of
midwifery later in the 20th century (Reed & Roberts,
2000). Bridget Lee Fuller was a British midwife brought
over on the Mayflower and salaried as the town mid-
wife in Plymouth (Rooks, 1997). Many early American
midwives were minority women or immigrants who
had trained in other countries (Reed & Roberts, 2000).

For example, Southern plantation owners often had
slaves serve as midwives, and skills were passed along
during apprenticeships (Rooks, 1997).

The first publicly funded midwife training program
began in 1911 (Rooks, 1997). A decade later, the
Sheppard Towner Act of 1921 allowed nurses to super-
vise midwives, and this was an impetus to begin edu-
cating nurses as midwives (Reed & Roberts, 2000). After
the development of midwifery schools, midwives
practiced in underserved areas, especially in New York,
New Mexico, and Kentucky (Reed & Roberts, 2000).
The first nurse-midwifery service in the United States,
the Frontier Nursing Service in Kentucky, was founded
in 1925 (Reed & Roberts, 2000). In the White House
Conference on Child Health and Protection that same
year, it was noted that “trained midwives surpass the
record of physicians in normal deliveries” (Rooks,
1997). However, by the 1930s, midwives attended only
one eighth of U.S. births (Rooks, 1997).

Midwifery Outside the United States. Midwifery is
seen as a standard model of care in other developed
countries (Rooks, 1997). Australian and Canadian studies
have demonstrated that continuity of midwifery care can
lead to a significant reduction in cesarian section rates,
and in the United Kingdom there is a growing use of
midwifery-led, freestanding birth centers (Brodie, 2002).

A recent study of Australian midwives showed that
they were underrecognized and underutilized (Brodie,
2002). In this same report, Australian midwives reported
feeling “dominated by medicine” as the amount of med-
ical intervention in pregnancy was on the rise. There
was also concern raised about difficulties in keeping up
skills in rural areas, due to lack of continuing education
(Brodie, 2002).

In many Latin countries, there are no schools for
professional midwifery, and in the poorer areas,
70-95% of births are attended by traditional midwives.
Notable exceptions are Costa Rica and Chile, in which
almost all births occur in hospitals, due to national
campaigns (Romero, 2002). Possibly as a consequence,
Chile also has the highest cesarian section rate in the
world, at 40-80% (Romero, 2002). In many parts of the
world, the willingness of midwives to practice in under-
served areas, and to focus on prevention, education,
and breast-feeding are important advantages.

Midwives in the United States. In the United States,
approximately 99% of midwives are women (Rooks,
1997). A midwife provides independent care of normal

26



pregnancies, delivery, postpartum period care, new-
born care, and family planning (Schuiling & Slager,
2000). Although midwifery and medicine differ, there
are some similarities as well (Rooks, 1997). Midwifery
has been described as “a celebration of life” rather than
a medical procedure (Romero, 2002) and the midwife
tends to focus on the woman and the experience of
pregnancy. Examples of midwife interventions during
pregnancy include efforts for smoking cessation and
domestic violence prevention. Additionally, midwives
collaborate with obstetricians and try to avoid obstetric
interventions when possible (Rooks, 1999).

Ideally, a pregnant woman is followed by the same
midwife throughout a pregnancy, with an obstetrician
providing medical review periodically during the
pregnancy (Waldenstrom, 1997). A prevailing strategy is
that of the “midwife as a present but nondominant
force” in childbirth who has the ability to take more
authority if needed (Kennedy, 2002). Hospital births
attended by midwives may vary greatly in technique
from those managed by obstetricians; for example,
there may be fewer procedures and pain medications,
more changes in position, and the woman may often
drink during labor (Rooks, 1997).

In 1971, the American College of Obstetricians and
Gynecologists (ACOG) endorsed the role of the nurse-
midwife in maternity care, and in the past several
decades, nurse-midwifery has expanded significantly
(Reed & Roberts, 2000). Training, scope of practice, and
licensing standards for midwives vary from state to state
(Reed & Roberts, 2000; Rooks, 1997). However, national
certification is necessary for the practice of nurse-
midwifery in almost all states. Sixty-eight percent of
nurse-midwives have a master’s degree while 5% have
a doctorate. In 2000, there were 45 programs accredited
for training nurse-midwives (Reed & Roberts, 2000).
Direct entry midwives (midwives not previously trained
as nurses) are legally prohibited in nine states (Reed
& Roberts, 2000), while in the majority of states, nurse-
midwives may prescribe medications to patients
(Reed & Roberts, 2000).

As of 1997, midwives attended 6% of U.S. births
(Rooks, 1997). Native Americans have the highest
percentage of midwife births, followed by African
Americans and Hispanics, at much higher rates than
Caucasian and Asian women (Rooks, 1997). Often, mid-
wives continue to practice in underserved areas such as
Appalachia, and minority and immigrant communities
(Rooks, 1997). Finally, nurse-midwives’ salaries are much
lower than that of obstetricians (Achterberg, 1990).
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Pbarmacists

History and Employment Patterns. Among the
health professions, pharmacy has one of the highest
percentages of women in the field. With current growth
trends, the proportion of women in pharmacy may
eventually exceed the proportion of women in the
nursing field (Francke, 1987). However, this pattern is
a change from the past. Women in pharmacy practice
are rather novel in the United States and the first
women graduated from a college of pharmacy in 1883.
This is not true in other countries. For example, in
Russia and the Philippines almost all pharmacists are
women (Slining, 2000). However, pharmacy schools
were open to women before they were allowed into
medical, dental, or law schools (Henderson, 2000).
During World War II, women made up 10% of phar-
macy students; this number dropped after the war
ended (Henderson, 2000). In 1950, 95% of practicing
pharmacists were men. This dropped to 91% in 1970
(West, 2000), and by 1983, 25% of pharmacists were
women (Henderson, 2000).

Enrollment in pharmacy schools has also seen an
upward trend for women. In 1950, 9.4% of enrollees
were women and this increased in 1972 to 24% (West,
2000). Projected data suggest that pharmacy is currently
a female-dominated profession (Francke, 1987;
Henderson, 2000). There are concerns that this will lead
to a shortage in the field, as women tend to work fewer
years compared to men (West, 2000). This concern is
partially fueled by the recruitment pitch that a career in
pharmacy can allow a woman to combine work with
having a family, and pharmacy can be practiced part
time while still earning a good salary (West, 2000).

It has been suggested that there are many reasons
why women are interested in the field of pharmacy.
These include the ability to use scientific knowledge
while being able to serve people. This field may be
attractive to women because there is the ability to move
to other fields and to specialize (Slining, 2000). It has
been suggested that women pharmacists are superior in
dealing with women’s health issues such as gynecolog-
ical, sexual, and contraceptive problems (Slining, 2000).

Academic institutions have been slow to hire
female pharmacists and 50 years ago faculty were almost
exclusively male. In 1973 women made up 4.8% of fac-
ulty. It is thought that women are not hired as frequently
because women had not pursued Pharm.D. degrees in
the past. As the female enrollment in doctorate degrees
increases, the prevalence of male-dominated faculty is
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likely to decline (West, 2000). The first female dean of a
pharmacy school was appointed in 1987, and in 2000
approximately 36% of full-time professors were women
(Henderson, 2000).

Pay and Job Satisfaction. In 1981, the American
Pharmaceutical Association’s Task Force on Women in
Pharmacy Final Report recommended that women insist
on equal pay and should seek out management
positions. Women earned $32.30 per hour compared
to $33.50 per hour that men earned in the year 2000.
The difference in pay was attributed to women working
part-time, as the part-time hourly wage was lower than
the full-time hourly wage (Henderson, 2000).

A 1978 study compared male and female pharma-
cists’ salary and benefits (Shoaf & Gagnon, 1980). This
study found that 29% of women worked part-time, com-
pared to only 5% of men. There was no difference in
disability insurance, sick days, or paid vacation. It was
found that men had higher salaries, because they had
higher level positions, such as management. Women
were also less satisfied with their work compared to
men—again, this was attributed to men having higher
level positions (Shoaf & Gagnon, 1980).

Another study examined the perceptions of work
between men and women pharmacists (Quandt &
McKercher, 1982). This study found no difference in the
perceived amount of time spent performing clinical
activities. However, women felt that they spent more
time in dispensing activities such as screening drug
orders. As had been seen in previous studies, men
reported a greater job satisfaction and women had a
greater likelihood of leaving the profession (Quandt &
McKercher, 1982).

In a study looking at career commitment
(Wolfgand, 1995), no difference was found between the
genders. It was found that for both men and women,
there was a negative relationship between career com-
mitment and professional recognition stress.

Other Health Professions

There are a multitude of other health professions in
which women find employment. As noted in the fields
already discussed, women have historically dominated
some professions, while women are relative newcomers
to other health professions. Health professions in which
women are well represented include dentist/dental
assistant, physical therapist, respiratory therapist,
occupational therapist, and music therapist. These fields

are briefly discussed, although it must be noted that this
is by no means a complete list of health professions that
women practice.

Dentistry. Dentistry is the field that is centered on the
treatment and prevention of tooth, mouth, and gum
diseases. There are many different health care profes-
sionals in this field including dental hygienist, dental
assistant, and dentist.

The education for dental hygienists varies from a
2-year degree to master’s level work. Dental hygienists
typically are responsible for performing tooth cleaning,
assistance with x-rays, and initially obtaining patient
histories. While dentistry is a fast-growing occupational
area for women, barriers to job advancement and career
satisfaction may continue to occur for women entering
these professions. Garvin and Sledge (1992) found that
almost 27% of dental hygienists reported sexual harass-
ment, with the majority reporting their employer/dentist
as the perpetrator. Patients were responsible for 37% of
the incidents reported in this study.

Dental assistants are, in general, responsible for
managing the office, recordkeeping, and sterilizing
equipment. They usually would have participated in a
dental assistant program at a community college level.

To become a dentist, one must complete under-
graduate level coursework and then graduate from a
dental school. Dentists can then choose to specialize in
one of eight fields including orthodontics and periodon-
tics. It has been noted that as recently as the 1960s
women in dentistry were expected to enter certain areas
of the profession, such as maternity and child welfare
services (Stewart & Drummond, 2000). Initially, women
were more common only in the supporting dental fields
such as dental hygienist. Recent data show that women
make up 38% of dental school students and approxi-
mately 14% of active practitioners. Scarbecz and Ross
(2002) recently studied gender differences in the moti-
vation of dental school students. This study found that
female students ranked people-oriented motives higher
than their male counterparts. Male students felt that self-
employment and business-related reasons were more
important. Both male and female students rated financial
gains and flexibility of career as being equally important.

Solomon and Hayes (1995) evaluated gender differ-
ences and type of practice of pediatric dentists. This study
specifically evaluated stage of career as well, by classifying
participants into groups of early career (1-5 years in prac-
tice) versus established career (>10 years). In the early
career group, more men were in private practice whereas
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more women were faculty at dental schools. In the estab-
lished career group, more men were group practice own-
ers and women were more likely to be in a solo practice.

In a study of job satisfaction of women dentists,
80% of respondents reported that they were satisfied
with their career (Price, 1990), and that they had a good
working relationship with male and female colleagues
and their staff.

In studies looking at career patterns of female
dentists, it has been found that women are more likely
than men to take breaks during their career (Newton,
Buck, & Gibbons, 2001; Newton, Thorogood, &
Gibbons, 2000). The median length of career break
taken by a woman dentist has been reported to be
9 months, that of hygienists 11 months, and that of den-
tal assistants 11.5 months (Newton et al., 2000, 2001).
Almost 61% of women dentists take a career break
whereas only 27% of men do. Most of the career breaks
taken by women dentists are for childcare reasons. It
has also been noted that female dentists who take a
break are expected to have a 25% shorter career life
than those who do not (Newton et al., 2000, 2001).

Physical Therapists. Physical therapy is the discipline
where scientific physical procedures are used to treat
people with disabilities or diseases with the goal of
functional recovery. Physical therapists work in a vari-
ety of locations including hospitals, rehabilitation
centers, nursing homes, clinics, and in private practice.
This type of treatment started in ancient times, and
there are records of this being used by ancient Greeks
and Romans. Modern physical therapy started in the
19th century in Britain, and became popular in the
United States shortly after its start in Britain. The field
was female dominated and most graduates from physi-
cal therapy school during that time were young women.
The numbers of indiduals in the field dramatically
increased after World War II secondary to the increased
demand. Physical therapy had shown impressive results
in the treatment of those injured in battle.

Rozier, Raymond, Goldstein, and Hamilton (1998)
evaluated career success of 1,906 men and women
physical therapists. It was found that family issues are the
primary factor responsible for success or lack of success
in the career of physical therapy. Specifically, success for
female physical therapists appears to depend largely on
their family responsibilities (Rozier et al., 1998).

Respiratory Therapists. Respiratory therapists are
often critical in the care of patients suffering from
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breathing disorders. The majority of respiratory thera-
pists are women. They treat all ages, from premature
infants, who have immature lung function, to adults
with chronic lung diseases. Approximately 80% of
respiratory therapists work in hospitals, while others
work in doctor’s offices and in home care settings.
Respiratory therapists play a role in evaluation of respi-
ratory disorders including testing as well as treating the
disorders with oxygen, aerosols, and chest physiother-
apy (which is used to loosen mucus from the lungs).

Respiratory therapists, on average, work 35—
40 hours per week. Their training is varied and qualifi-
cations may include specific degrees, or certificate pro-
grams. Most states have licensure requirements for
respiratory therapists. There is an expected future
increase in employment opportunities for respiratory
therapists, due to an increase of middle-aged and
elderly Americans, many of whom may develop chronic
obstructive pulmonary disease (COPD), pneumonia, or
cardiac conditions with pulmonary complications (U.S.
Department of Labor, 2003).

Occupational Therapists. Women have traditionally
been the primary caregivers of children and those with
disabilities; and they dominate the field of occupational
therapy (Froehlich, 1992). In fact, 93-95% of occupa-
tional therapists are women (Froehlich, 1992; Miller,
1992). However, male occupational therapists have
traditionally been better paid and have held propor-
tionally more roles of administration than their female
counterparts (Miller, 1992).

Occupational therapists believe in the importance
of meaningful work to the overall well-being of patients,
and work with patients to empower them (Froehlich,
1992). They must work against prevailing negative atti-
tudes of the population against persons with disabilities.

Music Therapists. The great majority of music thera-
pists are women (Lathom, 1982). While they are found
in many health care sectors, a large percentage of music
therapists work in psychiatric facilities (Lathom, 1982).
Music therapists treat patients using “the marriage of
science and art for the purpose of healing” (White, 2001).
Musical healing has been used in the United States since
the late 1700s (White, 2001). In the late 1800s, music
recordings were used to help with sleep and surgery-
related anxiety and anesthesia (White, 2001). In 1926, Isa
Maud Ilsen, a nurse, established the National Association
for Music in Hospitals (White, 2001). In the 1940s,
music was used to treat wounded and “shell-shocked”
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veterans, as well as patients undergoing dental proce-
dures (White, 2001).

Music therapists use music to “bring about changes
from undesirable, unhealthful, and uncomfortable con-
ditions to more acceptable states” (White, 2001). Music
is selected for specific elements including rhythm, har-
mony, and melody (White, 2001). For example, lower
pitched music can decrease tension, and some music
can bring up memories (White, 2001). Studies have
established that music therapy can cause changes in
respiration, heart rate, blood pressure, pain, nausea,
and anxiety (White, 2001).

CONCLUSIONS

Women in the health professions today are a pow-
erful force, delivering a vast array of services in a variety
of settings. The entry of women into formerly male-
dominated professions is changing the face of medicine
for both patients and health care providers. In tradition-
ally female-dominated professions such as nursing and
midwifery, issues of empowerment and autonomy are
increasingly emphasized. In many instances, women
patients prefer to be cared for by women providers, and
women patients are more likely to share information
with their women health care providers regarding such
sensitive and stigmatized issues as domestic violence and
addictions. Over time, this is likely to lead to improved
health care for women and their families.

A number of challenges exist for women in the
health professions including barriers to career access
(e.g., there are still few women physicians in surgical
specialties) and multiple job stressors. Some career
stressors for women in the health professions are simi-
lar to those experienced by male colleagues such as
long and unpredictable hours and corporate downsiz-
ing. Other stressors are particularly profound for
women, such as balancing the multiple demands of par-
enting and career. Finally, the gains made by women in
the health professions have not been equally distrib-
uted, with women of color still grossly underrepre-
sented in the greatest areas of growth.
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women in the Workforce

Lorann Stallones

Historically, women have been found working in six key
tasks in a majority of societies: provision of food; care of
the home; child care; nursing the sick; teaching; and
manufacture of clothing. As women have moved into
wage labor, they often have been found to perform
these same activities in a commercial form, that is, tasks
that are centered around care of and service to others.
Vast numbers of women are found working as teachers,
nurses, cleaners, and garment makers. Women also are
likely to work indoors at work considered to be lighter
than men’s work. Often the jobs involved are considered
clean and safe and are physically undemanding, repeti-
tive in nature, and boring. Some jobs require dexterity,
but not skill; and often jobs lack mobility, with women
working in one particular workstation for long hours. As
a result of the perception that women are working in
safe environments, studies have not focused on the haz-
ards encountered in those work sites. The work of
women has traditionally been viewed as marginal and
temporary, with the expectation that they would leave
paid employment once they married and began child-
rearing. This perception has had a marked impact on the
inclusion of women in studies of occupational hazards.
There is limited information about the occupational
hazards related to those occupations where women
have been the majority of workers.

Division of labor within factories, offices, schools,
and hospitals has evolved into sexual division of tasks
with distinct patterns of segregation that are somewhat
masked by the manner in which information is reported
in labor statistics. Although there has been a marked
decline in the number of occupations that completely
excluded one sex or the other, there is an increased
likelihood that men will work in occupations where
coworkers will be predominately men. While women
are gradually making inroads into occupations that have
previously been male dominated, a similar trend of
males entering female-dominated occupations has not
been as evident. This results in a persistent pattern of
gendered work segregation. Men may work in environ-
ments where there are few women, but women rarely
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work in environments where there are more women
than men. Traditional jobs that women have held have
often become mechanized, and have moved from
a domestic activity to a marketplace activity. Often, as
a result the jobs then become men’s work rather than
women’s work. An example of this would be the trans-
formation of sewing done by women as seamstresses in
their homes to factories devoted to sewing where men
operate the large equipment. Work of higher status and
higher pay has traditionally been men’s work and as cer-
tain jobs are upgraded, that work becomes men’s work.
Women’s entry into work that has been traditionally held
by men has the opposite effect, salaries decline, and the
status of the occupation similarly declines. Gender dif-
ferences in the workplace are of two types, employment
conditions (salaries, work hours, length of contracts, and
benefits) and job content. These differences influence
women’s occupational health and safety.

In the United States in 2001, there were 43.6 million
women aged 16 years and older working full time. This
represents about 60% of women in those age groups.
These women comprised 44% of the total workforce of
full-time workers. An additional 14 million women were
employed part time. Women represented 68% of the
part-time workforce. One of the most notable issues to
consider in the health and safety of women working in
the United States is the continued discrepancy between
salaries of men and of women. Table 1 contains data on
the number of women employed in specific occupa-
tions, the percentage of the total workforce they repre-
sent, and their weekly median income, contrasted to that
of the men in the same occupational categories.
Traditional women’s jobs have been defined as those
that include 75% or more of the workers. Using that def-
inition, there are not any major occupational categories
except administrative support services that would be
considered traditionally women’s work. There are occu-
pations within the major groupings where the work
would be considered women’s work, notably registered
nurses and health technicians, including licensed
practical nurses. In those occupational groups, women'’s
median weekly incomes are below men’s median
weekly incomes. In occupations where women com-
prise more than 50% of the group, professional special-
ties, administrative support including clerical workers,
and service occupations, median weekly incomes for
women are below incomes of their male counterparts.
However, there does not appear to be a correlation
between the percentage of women in any occupational
category and the magnitude of salary differential
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between women and men. For example, among equip-
ment operators women comprise only 5% of the work-
force, but their salary is 90% of men’s salaries, while
among nurses women comprise 91% of the workforce
and their salaries are 88% of men’s. The greatest differ-
ential in salaries is seen in the sales occupations, where
women comprise 45% of the total workforce and their
salaries are 62% of their male counterparts. Although
studies of the distribution of diseases in populations
have consistently associated lower income with poorer
health status, the extent to which income differentials
contribute to occupational illness and disease outcomes
among women has not been assessed in a comprehen-
sive manner. Access to high-quality medical care ser-
vices is influenced by the ability to pay. For example, if
women’s salaries are lower than men’s a larger portion
of their income goes to paying medical insurance.
Conversely, if women are employed part time they may
not receive medical insurance as a benefit of their
employment and will have to pay out of pocket for
medical care. This coupled with the perception that
women’s work environments are safe and healthy
results in little exchange about workplace between
a woman and a physician when a woman does seek
medical attention. As women move into more nontradi-
tional work settings, the absence of occupational medi-
cine training among primary care physicians will only
serve to exacerbate the problem of correctly attributing
diseases to working conditions.

Within major occupational groupings there are
a large number of specific occupational titles.
Several of the categories will be described. Managerial
and professional specialties include financial managers,
personnel and labor relations, purchasing managers,
educational administrators, medicine and health
managers, real estate managers, funeral directors,
accountants, auditors, financial officers, buyers, pur-
chasing agents, and construction inspectors. Professional
specialties include architects, engineers, surveyors, com-
puter system analysts, mathematical scientists, chemists,
atmospheric scientists, geologists, physicians, dentists, vet-
erinarians, registered nurses, pharmacists, dieticians,
respiratory therapists, occupational therapists, physical
therapists, teachers, librarians, economists, psycholo-
gists, social workers, recreation workers, clergy, lawyers,
musicians, actors, photographers, dancers, public rela-
tions specialists, and athletes. Technicians and related
support include clinical laboratory technicians, dental
hygienists, radiological technicians, licensed practical
nurses, electrical technicians, engineering technicians,
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Table 1. Median weekly earnings among full-time employed women aged 16 years and older by occupation, percentage
of workforce, and percentage of median male weekly income, United States, 2001¢

Women’s Women’s
Women as weekly income percentage
Total number percentage of total median of men’s median
Occupationh of women workforce income ($) income
Total 43,671,000 44 511 76
Managerial 15,956,000 49 732 70
Professional 8,510,000 52 749 73
Chemists 54,000 36 800 74
Physicians 161,000 32 958 70
Registered nurses 1,459,000 91 820 88
Therapists 246,000 71 782 96
Teachers—college 244,000 37 844 75
Teachers—except college 3,232,000 73 707 91
Technicians and related 1,883,000 50 580 74
support
Health technicians 1,099,000 79 534 76
Engineering technicians 187,000 20 608 82
Science technicians 98,000 41 558 81
Technicians, other ¢ 499,000 41 705 74
Sales occupations 4,574,000 45 429 62
Administrative support 10,954,000 77 469 81
including clerical
Service 5,812,000 52 335 76
Farming, forestry, fishing 222,000 15 308 84
Precision production, craft 1,012,000 479 74
and repair
Mechanics/repairers 201,000 5 594 89
Construction trades 94,000 2 437 72
Operators, fabricators, and
laborers 3,258,000 22 368 73
Machine operators 2,119,000 35 309 72
Production inspectors 329,000 50 400 67
Transportation and material
moving occupations 356,000 8 439 75
Motor vehicle operators 299,000 9 422 71
Equipment operators 51,000 5 486 90
Handlers, equipment cleaners 783,000 20 342 85

“ Data from the United States Bureau of Labor Statistics.

b Occupations listed under the major headings are representative of the types of occupations included but do not include all possible occupations under the

major grouping, therefore the numbers will not sum.

¢ Includes airplane pilots, navigators, legal assistants, and computer programmers.

biological technicians, chemical technicians, airplane
pilots and navigators, broadcast equipment operators,
computer programmers, tool programmers, and legal
assistants. Sales includes insurance, real estate, securities
and financial services, advertising, mining, manufactur-
ing, wholesale, motor vehicle and boat sales, apparel,
furniture, appliances, parts, news vendors, and models.
Clearly the broad occupational categories reflect a wide
array of hazards, some unrelated to others within the

broader occupational group, others closely related to
categories found within other occupational groupings.
For example, dentists and dental technicians, and
chemists and chemical technicians are more likely to
have similar exposures to hazards than to other cate-
gories within the broad heading of professional or tech-
nical specialties. For this reason, within Table 1, some of
the specific occupational groups are presented under
the major occupational category.
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Table 2. Number and median weekly earnings of part-time employed workers aged 16 years and over

by selected characteristics, United States, 20014

Men’s median

Women’s

Women’s median income percentage

Number weekly Number weekly of men’s median
Characteristic of men income ($) of women income ($) income
Age
16-24 3,590,000 140 4,538,000 136 97
25+ 3,077,000 219 9,721,000 218 99
Race/ethnicity
White 5,575,000 168 12,452,000 187 111
Black 722,000 160 1,240,000 175 109
Hispanic 712,000 185 1,266,000 179 97

“ Data from the United States Bureau of Labor Statistics.

Table 2 contains information about the part-time
employed workforce. Among part-time workers,
women comprise 68% of the total workforce. Benefits
are not usually available for part-time workers, there-
fore women are less likely than men to be employed in
circumstances that would provide full access to medical
care and disability insurance as part of their employ-
ment. Among part-time workers, women who are
Caucasian and African American receive higher salaries
than their male counterparts, but women who are
Hispanic receive lower salaries. This may be due to the
length of time women are employed as part-time work-
ers. Women may leave the workforce to raise their
children and then return to part-time work as their chil-
dren get older.

OCCUPATIONAL INJURIES AND ILLNESSES

Annually, the United States Bureau of Labor
Statistics publishes data on the number of nonfatal occu-
pational illnesses and injuries that occurred, which
required the person to miss days of work. For women
the common injuries by frequency are sprains and
strains (47%), bruises and contusions (10%), soreness
and pain (8%), fractures (6%), cuts, lacerations, and
punctures (4%), multiple injuries (3%), carpal tunnel syn-
drome (3%), back pain and tendonitis (3%), heat burns
(19%), chemical burns (<1%), and amputations (<1%).
Table 3 contains the numbers of injuries and illnesses
and rates per 1,000 by occupation and a comparison
between women and men. While women have long
been described as safer workers than men, in 16 of the

28 occupational categories presented, their rates are
higher than the rates for their male counterparts. In five
of the occupational groupings women’s rates were more
than two times greater than men’s rates of injury and ill-
ness. These occupations were physicians, registered
nurses, therapists, college teachers, and sales occupations.

The majority of information available from the
Bureau of Labor Statistics is related to occupational
injuries, not occupational illnesses. Acute episodes of
trauma, back pain, and chemical burns are far easier to
link with the workplace than are illnesses that develop
over long periods. Other types of data collection
systems are necessary to access information about occu-
pational illnesses.

Although the majority of information available
about occupational illnesses and injuries relates to the
occupation of the individuals, there are also data on
the industry in which someone is employed. The indus-
try influences hazardous exposures in a significant
manner. For example, a clerical worker may work in
a manufacturing plant, in a library, or at home.
Conversely, a nurse working in home health care or in
a public health department may experience very differ-
ent exposures than a nurse working in a hospital.
Similarly, within the hospital a surgical nurse will be
exposed to different hazards than a nurse working as a
supervisor on the pediatric floor. Therefore, data are
sometimes presented related to industry in combination
with occupation or industry alone. The major industries
are agriculture, mining, construction, manufacturing,
transportation/public utilities, wholesale trade, retail
trade and finance, insurance, and real estate. Whether
information is presented by industry or by occupation,
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Table 3. Nonfatal occupational injury and illness rates per 1,000 full-time workers involving days away from work

among women and men, 20004

Women’s Men’s
Women—Number illness/injury Men—Number illness/injury
of illnesses/ rate per of illnesses/ rate per Rate ratio
Occupation injuries 1,000 injuries 1,000 (female:male)
Total 555,722 12.72 1,097,104 19.62 0.64
Managerial 64,346 4.03 34,552 2.12 1.90
Professional 43,403 5.10 16,103 2.03 2.51
Chemists 48 0.89 62 0.64 1.39
Physicians 170 1.06 131 0.39 2.72
Registered nurses 22,047 15.11 2,408 16.61 0.91
Therapists 3,066 12.46 504 5.64 2.21
Teachers—college 68 0.28 48 0.11 2.54
Teachers—except college 4,936 1.53 1,192 1.00 1.53
Technicians and related
support 154,620 13.66 98,036 11.03 1.23
Health technicians 21,256 19.34 5,895 20.33 0.95
Engineering technicians 916 4.90 5,057 6.87 0.71
Science technicians 1,439 14.68 1,297 9.33 1.57
Technicians, other 2,097 4.20 8,383 1191 0.35
Sales 62,380 13.64 30,082 6.44 2.11
Administrative support 60,515 6.07 41,322 12.66 0.48
including clerical
Service 180,091 30.99 96,167 18.04 1.72
Farming, forestry, fishing 6,984 31.46 34,540 27.17 1.16
Precision production, craft,
and repair 18,933 18.71 278,522 25.28 0.74
Mechanics/repairers 3716 18.49 102,768 9.33 1.98
Construction trades 2,531 26.92 127,629 28.96 0.93
Operators, fabricators, and 128,937 39.58 550,096 48.64 0.81
laborers
Machine operators 46,846 22.11 111,039 28.08 0.79
Production inspectors 5,604 17.03 5,813 18.00 0.95
Transportation and material
moving occupations 17,273 48.52 171,832 41.41 1.17
Motor vehicle operators 14,990 50.13 144,992 48.27 1.04
Equipment operators 2,087 40.92 25,050 25.02 1.63
Handlers, equipment cleaners 42,310 54.04 214,158 66.78 0.81
“ Data from the United States Bureau of Labor Statistics.
the assumption that specific exposures have occurred TOXICOLOGY

or have not occurred to individuals must be viewed
with caution. Table 4 contains the occupational injury
and illness rates among women and men based on
industry codes rather than occupational codes. From
this comparison, women would be viewed as far less
likely to report occupational injuries when contrasted
with their male counterparts. However, those compar-
isons include such a wide difference in actual job tasks
that the conclusion would be suspect, especially when
compared with the results presented in Table 3.

Acute toxicity testing of xenobiotics has usually
been conducted in test animals of a single sex in order
to conserve animals. Differences in metabolism, trans-
formation, and toxicity by sex have been documented
in rats, mice, and humans. Sensitivity to the lethality of
xenobiotics has also been described with female rats
being more sensitive than males in some cases, but for
others, male rats were more sensitive. Little evidence
has accumulated in human research to provide
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Table 4. Rates of nonfatal occupational injuries and illnesses
involving days away from work per 1,000 workers by sex and
industry, 1996

Rate Rate
among among Ratio
Industry women men female:male
Agriculture 9.7 11.0 0.88
Mining 4.3 29.9 0.14
Construction 5.5 24.9 0.22
Manufacturing 17.5 24.8 0.71
Transportation 15.6 29.3 0.53
Wholesale trade and 12.6 22.1 0.57
retail trade
Finance, insurance, 4.6 6.3 0.73
real estate
Services 9.9 10.1 0.98

“ Data from the United States Bureau of Labor Statistics.

evidence of specific examples in which these differ-
ences have ultimately been linked with different disease
outcomes, with the exception of effects that are gender
specific, such as menstrual dysfunction.

OCCUPATIONAL CANCERS

Almost every type of cancer has been linked with
occupational exposures, but certain cancers such as
leukemia and cancers of the lung, bladder, and brain
appear to be more strongly related to occupational
exposures. These associations appear to be similar for
women as for men. Breast cancer and tumors of the
female reproductive system have been less well studied
and cannot be evaluated in studies where women have
been excluded. Long-term follow-up studies are
required to determine the association between occupa-
tional cancers and chemical exposures; however, these
studies have typically included only men.

Leukemia among women has been associated with
exposure to benzene, solvents, vinyl chloride, antineo-
plastic drugs, and x-ray machines. Lung cancer in
women has been associated with exposure to asbestos,
mercury, environmental tobacco smoke, solvents,
arsenic, chromium, nickel, and polycyclic aromatic
hydrocarbons. Bladder cancer among women has been
associated with dyes, metals, and other chemicals. Brain
cancer has been found to be elevated among women
employed in electronics industries, textile industries,
candy manufacturing, construction industries, the tele-
phone industry, and grain farming. Working women at
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high risk of breast cancer include teachers, nurses, other
health care workers, chemists, airline attendants, and
physicians. Increased risk of ovarian cancer has been
found among women employed as chemists, engineers,
in laboratories, cosmetologists, teachers, carpenters and
woodworkers, and those in textile manufacturing, stone,
clay, and glasswork, dry cleaning, telephone operation,
and nursing. Women exposed to herbicides have been
reported to have an increased risk of ovarian cancer.

Table 5 contains an abbreviated list of industries
and occupations where specific exposures have been
associated with cancers in women. Due to the overlap
of exposures associated with adverse reproductive out-
comes, both are included in the same table.

OCCUPATIONAL REPRODUCTIVE HAZARDS

Normal reproductive function in women requires
integration and proper functioning of the hypothalamic—
pituitary—ovarian axis (HPOA). Disruption of the
HPOA can result in lack of menses, menstrual irregu-
larity, or reduced fertility. A number of toxics in the
workplace may act on the HPOA, including lead,
mercury, carbon disulfide, formaldehyde, tetra-
chloroethylene, toluene, estrogens, anesthetic gases,
nitrous oxide, antineoplastic drugs, ethylene oxide,
cadmium, pesticides, and solvents. Physical agents that
have been associated with adverse reproductive health
include ionizing radiation, nonionizing radiation, noise,
and vibration. Biological agents that women workers
may be exposed to that are associated with adverse
reproductive outcomes include infectious agents such
as toxoplasmosis, listeriosis, German measles, herpes,
chickenpox, hepatitis B and C, cytomegalovirus infec-
tion, parvovirus infection, and HIV infection. Women
may also be exposed to mycotoxins from fungi.
Adverse reproductive outcomes may also result from
exposure to shift work, long work hours, physical exer-
tion, and psychosocial job stress.

Adverse reproductive outcomes that have been
associated with occupational exposures among women
include pregnancy-induced hypertension, spontaneous
abortion, low-birthweight babies, preterm deliveries,
and birth defects. Pregnancy-induced hypertension has
been associated with shift work, noise, physical work,
psychosocial job stress, lead, and cadmium. Spontaneous
abortion has been associated with ionizing radiation,
nonionizing radiation, low-frequency electromagnetic
fields (EMF), contagious diseases, and all the chemicals
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Table 5. Industries and occupations and exposures to reproductive and cancer hazards

Industry/occupations Hazardous exposure

Agriculture Pesticides®?

Service industries
Cosmetology
Dry cleaning
Food service
Health care

Solvents®?, standing®

Tobacco smoke®”, cooking fumes®
Antineoplastic drugs®”, anesthetic gases®”, standing®, shift work®”’, viruses

. solvents®?, petroleum, mycotoxins®

Formaldehyde®?, hair dyes®”, standing®

b, standing®

@b antibiotics?, lifting?,

ionizing radiation?, microwave exposure®

Clerical workers
Flight attendants

Video-display terminals®
Standing”, viruses”

Manufacturing
Computers, electronics
Furniture
Motor vehicle manufacturing
Chemical/plastics/rubber
Textile, apparel
Ceramics
Paint
Slaughterhouses, canneries

Lead”, metal fumes®”, solvents®®
Wood dust?, solvents®?
Paints?, fumes”, lead?, solvents®”
Vinyl chloride’, benzene?, solvents
Asbestos?, dyes”, lubricating oils”

Cold?, irregular work schedules®

Lead?, chromium®®, cadmium®, copper?, cobalt’, manganese
Metal®?, formaldehyde®”, antimicrobial agents

. glues®, formaldehyde®?
. machining fluids”
a,b

. nitrosamines”, fluoride®, toluene®”, metals*”, mercury®”, arsenic®”

a

a,b

“ Associated with adverse reproductive outcomes.
b Associated with cancers.
Sources: Goldman & Hatch (2001); Paul (1993).

listed in the previous paragraph. Low birthweight has
been associated with microwaves, short waves, high-
frequency EMF, noise, shift work, long working hours,
physical exertion, and pesticides. Preterm delivery has
been associated with lead, pesticides, mycotoxins, noise,
shift work, physical exertion, and psychosocial job stress.
Birth defects have been associated with anesthetic gases,
antineoplastic drugs, solvents, pesticides, contagious dis-
eases, and physical exertion.

Table 5 contains reproductive exposures that have
been found associated with specific industries and
occupations among working women.

WORK ENVIRONMENT AND TASKS

In terms of size, strength, visual acuity, and color
recognition, women differ from men. These differences
influence hazards in the workplace in a subtle fashion.
Materials, tools, workstations, chairs, and other equip-
ment designed for the average-sized man will not fit the
ergonomic needs of the average-sized woman and may
create strain that leads to injuries and cumulative
trauma disorders. Biological makeup certainly influences
the ability to do certain tasks; however, the structure
of the workplace can influence the ability of some-
one to perform the work. Adaptation of workstations

by individuals may provide a better and more cost-
effective mechanism for promoting health and safety
than by selection of individuals with specific character-
istics, especially in jobs where turnover rates are high.

Statistics are used to summarize information. In the
case of occupational studies, one job title combines
information that is inferred about income, training, job
content (tasks and activities), and hazardous exposures.
In order to define occupational health and safety haz-
ards for women, the actual job content associated with
a specific occupation or job title needs to be under-
stood. As more work is conducted, it has been increas-
ingly recognized that men and women with the same
job title do not perform the same tasks. Therefore, the
risks associated with the job title may not equally reflect
the hazardous exposures for both groups.

Conditions that affect women to a greater extent
than men in the workplace are closely linked to the
types of work environments where women predomi-
nate. Fibromyalgia, repetitive strain injuries, “sick build-
ing syndrome,” and multiple chemical sensitivity are
found twice as often among women as among men.
These conditions are among the most hotly contested as
real illnesses, being often attributed to “hysteria” or
neurosis. Mass hysteria, that is, physical symptoms sug-
gesting an organic illness but arising from a psycholog-
ical cause, has been used to explain periodic episodes
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of sick building syndrome when a specific exposure
cannot be identified as the “cause.” Females have been
shown to be more exposed to factors that may increase
the risk of reporting symptoms associated with sick
building syndrome including tobacco smoke, working
in open plan offices or reception areas, holding a lower
position in the office, handling more paper, and per-
ceiving psychosocial and physical work as being worse
compared with men. In addition, women were often
found living in apartment buildings, increasing the
complexity of indoor air exposures from multiple
sources. In most occupational health and safety
research, factors outside the workplace are not consid-
ered in the exposure assessment.

PSYCHOSOCIAL JOB STRESS

Stressors that have been studied in the workplace
include job insecurity, lack of control, role ambiguity,
role conflict, scheduling, interpersonal conflict,
work—family conflict, sexual harassment, long work
hours, monotony, and boredom. Job insecurity is a con-
cern of losing one’s job due to layoffs and to down-
sizing. Lack of control is having no say in the tasks one
performs, how they are performed, and when they
must be completed. Job control is measured by a
worker’s ability to develop skills, to learn new things,
to use creativity, to perform varied work, and to make
decisions about the task and the pace of work. Role
ambiguity is the uncertainty of a worker about what
expectations are resulting from a lack of feedback on
performance or job tasks. Role conflict is when there
are expectations that are not compatible, for example,
when one supervisor assumes a worker is responsible
for one set of tasks and another assumes the worker is
responsible for a different set of tasks and one person
cannot accomplish both sets of tasks. Scheduling issues
can include shift work, rotating shifts, night shifts, or
inflexible schedules. Interpersonal conflict is not getting
along with coworkers. Work—family conflict is complex
but relates to the need to respond to family issues and
to work issues where the demands cannot both be met.

The effects of stress include depression, anxiety,
aggression, low self-esteem, substance abuse, physiolog-
ical effects (elevated blood pressure and elevated
cholesterol), and diseases (cardiovascular disease,
pregnancy-induced hypertension, and preterm delivery).
Studies of the relationships between job stress and
health have only begun to integrate the notion that
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women have different types of work experiences than
men and that the stressors they experience may differ or
may be responded to in different ways. For women, the
highest level of job control is found in gender-integrated
occupations. The top stressor reported among women is
interpersonal conflict, while men in the same occupation
report the top stressor to be wasted work or time.

Evidence continues to accumulate that the psy-
chosocial aspects of work differ for women and for
men. However, how these differences relate to risk of
distress, mental disorders, and cardiovascular diseases
have not been well described among women. Social sup-
port appears to buffer the adverse effects of some occu-
pational exposures among women. Pregnancy outcomes
in relation to job stress have been shown to be better for
working women in the presence of support from others.
Other illnesses may benefit as well, but less work has
been done assessing potential protective effects.

One area where the interaction between work and
home can be demonstrated is that of workplace vio-
lence. Homicide is the leading cause of occupational
traumatic death among women, comprising 42% of all
traumatic injury deaths. While robbery was the primary
motive of job-related homicides, domestic disputes
accounted for one sixth of the workplace homicides
among women workers. Almost half of the homicide
victims work in retail, including grocery stores and eat-
ing and drinking establishments, common workplaces
for women. The fact that domestic disputes do enter the
workplace for women but not for men is an important
issue when developing workplace violence prevention
programs. If programs address only coworkers and
clients, family violence will not be addressed.

One area that has not received a great deal of
attention is the experience of women related to sexual
harassment. The most extreme example would be rape
and there is little written about rape in the workplace.
The stress of working in an environment where harass-
ment is accepted has not been extensively addressed in
medical literature. Perhaps these issues have been
viewed as legal issues, not medical ones, but clearly
they are likely to have profound long-term medical con-
sequences that are worthy of attention by occupational
health professionals.

SUMMARY

While women are moving into new jobs and experi-
encing new exposures, information about how the
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hazards will affect the health and safety of the women has
not been developed. The most significant difference
between women’s and men’s work is the persistence of a
salary differential. Income does influence health, through
access to medical care, quality food, and safe housing.
The roles women play at home also will influence their
capacity to work safely. Fatigue, lack of affordable day
care for children and aging parents, low salaries, inade-
quate design of tools and work tasks, and lack of control
over work hours contribute to other hazards that are pre-
sent in work environments. A more integrated approach,
including social, biological, and physical exposures exter-
nal to the workplace, is needed to benefit women and
men who work. Care must be taken when comparing ill-
ness and injury experience between women and men or
any two groups of workers, to account for actual expo-
sures at a particular job. Use of broad industry categories
may lead to erroneous conclusions about the safety risks
for specific groups of workers.

SEE Arso: Agricultural work, Cancer, Carpal tunnel syndrome,
Sexual harassment, Socioeconomic status.
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women in Health: Advocates,
Reformers, and Pioneers

Sana Loue

Throughout our history, women have played a critical
role in advocating for improvements in the health and
health care of not only women, but also the population
as a whole. Advocacy has been defined as “taking
a position on an issue, and initiating actions in a delib-
erate attempt to influence private and public choices”
(Labonte, 1994, p. 263). Advocacy can assume multiple
forms, including community organizing, coalition build-
ing, advocacy through politics, the courts, legislatures,
or regulatory agencies, and advocacy through the
press. These mechanisms are not mutually exclusive,
and many are used simultaneously to effectuate impor-
tant goals.

Other women have made significant contributions
to health through their professional achievements in
science and medicine. Some women have asserted the
right of women to practice in a health care profession,
such as Elizabeth Blackwell, who became the first
female physician in the United States. Others, like
Helen Brooke Taussig, were pioneers in their fields and
made outstanding discoveries that led to improved
health and/or health care for others.

Still other women have created significant change
by acting as reformers, creating change by establishing
organizations, shelters, and other institutions designed
to promote health and cure disease. Although many of
these reform efforts, such as those of Matilda Evans,
were accomplished almost single-handedly, they
brought numerous benefits to the communities and
populations who were their focus.
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This chapter reviews many health advocacy efforts
and pioneering achievements of women. The women
who are highlighted in this chapter are only a fraction
of those who have worked for or advocated for
improvements in health; it would be impossible to
describe the efforts of so many in only one chapter.
Instead, this chapter illustrates the breadth of contribu-
tions that women have made to improve health and
health care and provides examples of their inspirational
efforts.

WOMEN AS ORGANIZERS

Many women have been able to effectuate signifi-
cant change in health and health care as a result of
efforts to organize. Some of these efforts have involved
efforts to organize communities. This type of organizing
has been described as “the process of organizing people
around problems or issues that are larger than group
members’ own immediate concerns” (Labonte, 1994,
p. 261). Many times, community organizing utilizes a
“bottom-up” approach that allows community members
to direct the effort themselves. Power and empower-
ment are key to this process. Power allows people to
predict, control and participate in their environment,”
while empowerment is the “process by which individu-
als and communities are enabled to take such power
and act effectively in changing their lives and their envi-
ronment” (Minkler, 1992, p. 3). Activities often associ-
ated with community organizing include small group
meetings, town hall meetings, and marches and rallies.

Community organizing may sometimes evolve into
the development of coalitions in order to accomplish
stated goals. Oftentimes, organizing efforts evolve, as
well, into the formation of new organizations, such as
Mothers Against Drunk Driving (MADD), described
below. Those involved in such efforts may work or vol-
unteer in diverse fields including politics, health, and
social work, to name a few.

Occupational Health

Lucy Gonzalez Parsons (1852-1942) is best known
as a leftist writer and a labor organizer. Parsons had a
long history, though, of political involvement. In 1872,
she and her husband Albert were forced to leave Texas
due to their political involvement in opposing the Jim
Crow segregation laws that were being instituted at the
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time. The legality of their marriage was questioned
because the then-existing nonmiscegenation laws
prohibited cohabitation and marriage between mem-
bers of different races; Lucy was of African American
and Mexican heritage and her husband was African
American. When they arrived in Chicago in 1873, the
country was in the midst of a depression due to high
rates of unemployment. Chicago workers, in particular,
were impacted by mill closings and low wages at the
railroad companies. As a labor activist, Parsons sup-
ported the International Ladies’ Garment Workers
Union, and advocated for fair wages, equal pay for
women, and an 8-hour workday. She argued vocifer-
ously against the system of involuntary servitude that
was imposed on African Americans under the laws of
southern states following the conclusion of the Civil
War. She attributed women’s enslavement by men to
their lack of economic independence.

Public Health Nursing

The establishment of public health nursing as a
profession has been credited to Lillian D. Wald
(1867-1940). In 1893, with financial assistance from
philanthropists, Wald opened the Nurses Settlement in
New York. She expanded its services to include nurses’
training, educational programs for the community, and
youth clubs and, eventually, the center became known
as the Henry Street Settlement. The number of nurses
associated with the center grew from 2 in 1893 to more
than 250 by 1929. Wald was key in the decision to
extend nursing service to a local public school on a trial
basis in 1902. Ultimately, this experiment resulted in the
establishment of a citywide public school nursing
program, the first such program in the world.

Relief Work

Annie Turner Wittenmyer (1827-1900) was known
for her work establishing special diet kitchens at army
hospitals during the Civil War. She was instrumental in
training other women, who also followed her example
by opening other similar kitchens. By the end of the
war, the army’s medical department had adopted
Wittenmyer’s ideas. Later, Wittenmyer led a campaign to
establish a home for Civil War nurses and for the moth-
ers and widows of veterans. Wittenmyer is also known
for her support of the temperance movement and
women’s suffrage.
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Substance Use and Public Health

MADD came into being as a nonprofit organization
in August 1980, largely through the single-minded efforts
of Candy Lightner, who had lost her 13-year-old daugh-
ter as the result of a car accident caused by a drunk
driver. At the time of the accident, the driver was on pro-
bation for previous DUI (driving under the influence)
convictions and had been released on bail, posted by his
wife, for another hit-and-run DUI offense that had
occurred several days prior to the accident involving
Cari Lightner (Reinarman, 1988). The organization was
funded with the proceeds from Cari’s insurance settle-
ment, Candy Lightner’'s own savings, and various small
grants from the American Council on Alcohol Problems,
the National Highway Traffic Safety Administration, and
the Levy Foundation (Reinarman, 1988).

From its inception, MADD portrayed itself as the
voice of the victim: the individually harmed victim, who
survived an accident caused by a drunken driver; the
bereaved victim, who has lost a loved one due to the
actions of a drunken driver; and the general community
activist, who is convinced that community involvement
is a key to the resolution of social problems and the
restoration of justice (see Weed, 1990).

The organization focused its attention on three pri-
mary areas of activity: public awareness, legal advo-
cacy, and victim assistance. Chapters were urged to
educate communities about the seriousness of DUI and
to recognize individual responsibility for a decision to
drive while intoxicated. Community awareness and
education also included working with the media and
developing Speaker’s Bureau programs, poster contests,
and annual candlelight vigil and educational programs
designed for school-age children and youth. MADD
chapters also provided supportive services to families
who had lost loved ones, such as the provision of
appropriate referrals to community resources, the
Victim Information Packet, grief brochures, and suffi-
cient information to enable victims to assert their rights
through the court case.

WOMEN AND THE COURTS

Health and Civil Rights

Urvashi Vaid (1958-), born in India, worked on the
National Prison Project for the American Civil Liberties
Union in Washington, DC. She was instrumental in

focusing national attention on injustices within the
prison system through the numerous class-action law-
suits that she filed. In 1984, her focus shifted to address
the rights of HIV-infected prisoners. Vaid became the
executive director of the National Gay and Lesbian Task
Force in 1989. She remained active in advocating for
health care for HIV-infected persons and for recognition
of gays and lesbians.

Mental Health and Civil Rights

During the late 1800s, it was not unusual for lax
commitment laws to be used against family members as
a means of resolving family conflict. Illinois law pro-
vided one such example. Under the then-existing law,
married women and invalids could be committed to a
mental hospital in the absence of any legal safeguards.
Elizabeth Packard (1816-1897) dared to disagree
publicly with her clergyman-husband regarding his
religious admonitions. In 1860, he had her involuntarily
confined to a mental hospital, claiming that she was a
threat to her family. Elizabeth claimed that this commit-
ment was retribution for her then-unorthodox religious
beliefs. She was not released from the asylum for
3 years. Following her release, she sued her husband
for wrongful confinement and worked to reform the
commitment laws. Her efforts resulted in the passage of
“Packard laws,” which provided mentally ill persons
with greater legal safeguards against wrongful commit-
ment. Packard was also the founder of the now-defunct
Anti-Insane Asylum Society.

Reproductive Health

Sara Ragle Weddington (1945~ ) successfully
argued the case of Roe v. Wade before the United States
Supreme Court in 1973; that decision resulted in the
legalization of abortion. Weddington had had personal
experience with difficulties associated with obtaining an
abortion; she had an unplanned pregnancy during law
school and, in order to obtain an abortion, traveled
across the border to Mexico.

Abortion had actually been legal in the United States
until the mid-1880s. At that time, a male-dominated med-
ical profession lobbied to make abortions not performed
by physicians illegal, in order to restrict the ability of
women to practice midwifery, which included abortions,
and to prevent “race suicide” among middle- and upper-
class white women who were obtaining abortions.
By 1900, abortion had become an underground activity.
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These “backstreet abortions” not infrequently resulted in
serious complications or death. The decision in Roe v.
Wade increased women’s access to safe procedures.

Sex Discrimination

Catherine MacKinnon (1947— ) focused her atten-
tion as a lawyer on issues related to pornography, which
she views as a form of sex discrimination that encourages
and legitimizes the exploitation and abuse of women.
MacKinnon is credited with successfully arguing before
the United States Supreme Court that sexual harassment
in the workplace is sex discrimination and should be
considered, therefore, a violation of federal law. She is
the author of numerous books including I Harm’s Way:
The Pornography of Civil Rights Hearings (1999) and
Sexual Harassment of Working Women (1978).

WOMEN, LEGISLATION, AND POLITICS

Health and Civil Rights

Although she is best known for her efforts to abol-
ish slavery, Sojourner Truth (1797-1883) played a key
role in securing the right of African Americans to use
public transportation. Originally named Isabella
Baumfree at her birth, Truth escaped from slavery
1 year before the state of New York granted emancipa-
tion. Her narratives about her experiences as a slave
helped to dispel the widely held belief that slaves were
cared for by their masters and were content to remain
in that condition. In 1865, after suffering a dislocated
shoulder when a conductor tried to evict her from a
streetcar, Truth filed a lawsuit in Washington, DC. That
verdict affirmed the right of African Americans to utilize
public transportation.

Health and Human Rights

The Universal Declaration of Human Rights, passed
by the General Assembly of the United Nations in 1948,
came about largely through the efforts of FEleanor
Roosevelt (1884-1962). In 1946, Roosevelt was
appointed as the Head of the United Nations Human
Rights Commission and served as the only female
member of the United States delegation to the United
Nations. Upon the passage of the Declaration, the mem-
bers of the General Assembly arose and gave her a
standing ovation. The Universal Declaration of Human
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Rights recognizes significant health interests in that it
specifically prohibits slavery and the slave trade (Article 4),
torture, or cruel, inhuman, or degrading treatment or
punishment (Article 5), provides for marriage by con-
sent only and the protection of the family as a unit
(Article 16), assures reasonable limitation of working
hours and periodic holidays (Article 24), and specifies
the right to a standard of living that is adequate for the
health and well-being of individuals and their family
members, including medical care and the right to secu-
rity when sick or disabled (Article 25). Prior to this
effort, Roosevelt had been active in speaking out
against the then-Senator Joseph McCarthy and his per-
secution of suspected communists and in support of
equal pay laws and civil rights.

Health Care Reform

Like Eleanor Roosevelt, Hillary Rodham Clinton
(1947— ) was deeply involved in politics. During her
husband Bill Clinton’s tenure as President of the United
States, she headed the Task Force on National Health
Care Reform. The task force included six Cabinet secre-
taries in addition to other White House officials. More
than 50 congressional meetings were held in order to
develop proposals that would fundamentally reshape
the health care system in the United States. Ultimately,
the recommendations of the task force were not
adopted. However, the effort to reform the health care
system may have served to galvanize organizations and
legislatures to reconsider various mechanisms for the
provision of health care. In 2000, Clinton was elected as
New York State’s first female senator. In the Senate, she
serves on the Health, Education, Labor, and Pensions
Committee.

Mental Health

Improved treatment of mentally ill patients and pris-
oners came about during the 1800s largely through the
efforts of Dorothea Dix (1802-1887). In 1841, Dix began
a Sunday school class for women in an East Cambridge,
Massachusetts, jail. She argued vociferously with prison
officials to remedy the harsh conditions of the mentally
ill individuals who were housed in the jails, only to be
told that “lunatics” were unable to feel cold and would
burn themselves if given a source of heat. Her exposé to
the Massachusetts legislature of the conditions of almost
1,000 mentally ill inmates resulted in the renovation of
the asylum in Worcester, Massachusetts. Dix eventually
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expanded her efforts to improve the conditions of the
mentally ill to Rhode Island, Connecticut, New York,
New Jersey, and Tennessee. Additional reforms came
about as a result of Dix’ lobbying and organizational
efforts including the founding in 1844 of Medical
Superintendents of American Institutions for the Insane,
the establishment of 32 mental hospitals in the United
States, and the removal of many mentally ill individuals
from jails. Unfortunately, although Congress passed her
proposed legislation permitting the use of income from
the sale of western lands to fund mental health pro-
grams, the bill was ultimately vetoed by the then-
President Franklin Pierce, who feared that the
government would become responsible for indigent
persons as a result. During the Civil War, Dix served as
the Union’s Superintendent of Female Nurses and, in
this position, sought to improve the conditions of the
soldiers and the nurses who cared for them.

Sex Discrimination

Many times, major changes are effectuated by
proposing legislation to interested legislators and cham-
pioning its passage. These efforts can occur at the local,
state, or national level. Bella Savitsky Abzug
(1920-1998) worked to effectuate change at the
national level. She was elected to the United States
House of Representatives in 1971, after having worked
as a labor law attorney for 23 years. Although its ratifi-
cation by the states ultimately failed, she worked dili-
gently for the passage of the Equal Rights Amendment
to the U.S. Constitution. Abzug also supported abortion
rights and a women'’s credit rights bill and was the first
person to introduce gay rights legislation into Congress.
She authored several bills while in Congress, which
were designed to improve the status of women and to
prevent discrimination on the basis of sex. Abzug
returned to her law practice following her tenure in the
House of Representatives.

WOMEN IN THE MEDIA

Environmental Health

The modern environmental movement essentially
came into being through the efforts of Rachel Carson
(1907-1964). Carson is perhaps best known for her
publication entitled Silent Spring, which has been
called one of the most influential books ever written on

conservation. Silent Spring was initially published in the
New Yorker, a short month after publications linking the
use of thalidomide to birth defects. At the time of Silent
Spring’s publication, the public was particularly con-
cerned about the potentially adverse health effects
of radioactive fallout from atomic testing. Silent Spring
detailed the damage that was being caused to the
environment by DDT and various other pesticides that
were then in use. Carson’s book influenced the then-
President John F. Kennedy to call for the testing of
chemicals that were highlighted in the book and, in
addition, prompted the drafting by state legislatures
of 40 bills to regulate the use of pesticides. Five years
after Carson’s death, the federal government phased out
the use of DDT.

Health, Violence, and Civil Rights

Ida Bell Wells-Barnett (1862-1931), an African
American journalist, challenged in the courts her
forcible removal from a first-class railroad car because
of her race. Sixteen years old at the time of the incident,
Wells hired a white attorney to press her claim in court.
Although she prevailed in the circuit court, the Tennessee
Supreme Court later reversed the verdict and found in
favor of the railroad. Wells was required to pay court
costs and return the $500 award. Her article describing
this experience marked the beginning of her career as
a journalist.

Wells” writing focused on the loss of rights that
African  Americans  had  experienced  under
Reconstruction. In 1889, she acquired a one-third own-
ership in the Memphis Free Speech and Headlight and
became its editor. Following the lynching of three of
her friends on manufactured charges of inciting a riot,
Wells prevailed upon African Americans to leave
Memphis, since it failed to protect the lives or property
of African Americans. In response, 6,000 African
Americans left Memphis for the newly admitted state of
Oklahoma, resulting in an economic crisis for white
Memphis businessmen. Her investigation of lynching
and the publication of her findings as Southern Horrors
(1892) and Red Record (1895) contributed to the
development of public awareness of lynching and its
condemnation.

Immigrant Health

Grace Abbott (1878-1939) played a key role in rais-
ing public awareness about the plight of immigrants to
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the United States with her book entitled 7he Immigrant
and the Commumnity (1917). Her efforts stemmed from her
work with poverty-stricken immigrants living in the slums
of Chicago and her study of the conditions on Ellis Island,
where intending immigrants were processed by immigra-
tion officials for entry into the United States. She testified
before Congress against immigration restrictions and, in a
series of weekly articles in the Chicago Evening Post,
attacked the exploitation of immigrants. In addition to her
work on behalf of immigrants, Abbott is known for her
work in support of child labor laws and her role in plan-
ning the social security system as a member of the then-
President Franklin Delano Roosevelt’s Council on
Economic Security.

Mental Health

Elizabeth Cochrane Seaman (1864-1922), writing
under the name of Nellie Bly, was largely responsible
for exposing the inhumane conditions that beset the
mentally ill women housed at the Blackwell Island
(now Roosevelt Island) women’s asylum. Seaman pre-
tended to be mentally ill in order to observe and record
the conditions at that hospital. She published her
expos¢ in New York World, these articles were later
collected and published as Ten Days in a Mad House
(1887). Her work precipitated a grand jury investigation
of the conditions in that asylum. Seaman was also
known for her effort to beat Phileas Fogg’s 80-day tour
around the world in Jules Verne’s fictional account,
Around the World in Eighty Days. Seaman set the
record, with a journey that required 72 days, 6 hours,
11 minutes, and 14 seconds. She has been called the
best known journalist of her day.

Reproductive Health

Margaret Sanger (1879-1966) is known as the
founder of the United States birth control movement. In
1912, Sanger began writing a column entitled “What
Every Girl Should Know” for the Socialist daily, 7he Call.
She discussed the reproductive process in the column,
but avoided any direct mention of contraception because
the 1873 Comstock law, which was then in effect, crimi-
nalized the publication, distribution, or possession of
information about devices or medications for abortion or
contraception.

Sanger viewed birth control as both a social issue
and a reproductive issue. Family planning, she believed,
would liberate poor women from the economic
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oppression that they suffered as a result of unwanted
pregnancies. Sanger argued that “no woman can call
herself free who does not own and control her own
body.” Following her publication of a pamphlet entitled
“Family Limitation,” Sanger moved to Europe. Her expe-
riences there impressed upon her the need for birth
control as a mechanism of women'’s sexual liberation.

Sanger opened the first birth control clinic in
Brooklyn, New York, in 1916. After distributing contra-
ceptives to approximately 400 women, she was arrested
and ultimately served time in prison for distributing
contraceptives. The following year, she began publica-
tion of the Birth Control Review and, in 1921, she estab-
lished the American Birth Control League that
eventually evolved into the Planned Parenthood
Federation of America in 1942. In 1923, she opened the
Birth Control Clinical Research Bureau in New York
City, which was to become the first permanent birth
control clinic in the United States.

Sanger’s efforts were opposed by the medical
establishment and the church. Physicians warned that
diaphragms would cause cancer and madness and that
interference with “God’s will” would lead to mental and
physical illness. Finally, in 1937 the American Medical
Association recognized the provision of contraception
as a legitimate medical service. And, although the fed-
eral Comstock Law was overturned in 1938, many states
retained similar laws. It was not until 1965, with the
Supreme Court decision in Griswold v. Connecticut,
that women were assured of their right to privacy that
included the decision to use contraceptives.

WOMEN AS HEALTH PIONEERS

Cardiology

Helen Brooke Taussig (1898-19806) is known as the
pioneer of the surgical technique that is used to save
“blue babies.” Taussig had originally studied medicine
at Harvard Medical School, but left there because of sex
discrimination (see entry on Discrimination). She
earned her medical degree, instead, from Johns
Hopkins University. In 1930, she became the Head of
the Johns Hopkins pediatric heart clinic. She became
interested in studying the condition popularly known as
“blue baby” syndrome, which was actually an infantile
heart malformation, pulmonary stenosis, that would
prevent the baby’s heart from pumping oxygen into
the blood. Taussig, together with the surgeon Alfred
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Blalock, developed an artificial duct that could be
implanted surgically to carry blood past the constricted
part of the artery. This mechanism is known as the
Blalock—Taussig shunt. This discovery is credited with
paving the way for open-heart surgery with the
heart-lung machine. In 1962, Taussig worked to alert
physicians about the dangers associated with the use of
thalidomide, prescribed as a sedative during pregnancy.
(See entry on Thalidomide.)

Occupational Health

Alice Hamilton (1869-1970) has become known as
“the matriarch of industrial medicine.” Hamilton was a
professor of pathology at Northwestern University,
located near Chicago. Her 1910 study of the poisoning
of approximately 600 workers implicated seven different
industrial processes as the cause. Her research ultimately
resulted in the development and implementation of new
testing and safety regulations in the state of Illinois.

Dr. Harriet Hardy was largely responsible for the
identification of beryllium as the cause of an outbreak
of sarcoidosis of the lung among predominantly female
employees at a fluorescent light plant in Massachusetts.
Although scientists at the state’s Division of
Occupational Medicine suspected that occupational
exposures were responsible for the outbreak, their find-
ings were suppressed as a result of industry pressure.
Hardy, then an employee of the Division, proceeded
with an investigation. As a result of her findings,
women were able to sue successfully for injuries result-
ing from exposure to beryllium while washing their
husbands’ work clothes or from exposure while living
near the beryllium plants.

Pediatrics

Ethel Collins Dunham (1883-1969) set the standard
of care for the treatment of premature infants. At the
turn of the 20th century, some cities were experiencing
a 30% mortality rate among infants under the age of
1 year. Dunham was the first researcher to recognize
the association between prematurity and infant death.
Her text, entitled Premature Infants: A Manual for
Physicians, became a standard text in this field.

Psychiatry

Karen Danielson Horney (1885-1952) is best
known as a feminist psychiatrist who rejected Freud’s

theory that women suffered from “penis envy,” asserting
instead that men might be suffering from “womb envy,”
which led them to claim their superiority in other areas
of life. Horney argued that environmental and social
conditions, rather than instinctual or biological drives,
as maintained by Freud, determined individual person-
ality. She objected to Freud’s concept of libido, a death
instinct, and the Oedipus complex. Horney argued that
the primary condition for the later development of neu-
rosis was the infant’s experience of basic anxiety arising
from the infant’s feeling of helplessness in a potentially
hostile world. She further asserted that the source of
much of women’s psychological distress was due to a
male-dominated culture that had produced Freudian
theory. Horney authored multiple texts, taught at the
New York Psychoanalytic Institute, and, together with
Erich Fromm, founded the American Journal of
Psychoanalysis.

Reproductive Health

Bertha Van Hoosen (1863-1952), while on staff of
Illinois University’s Medical School, invented what has
become known as “twilight sleep” anesthetic, a combi-
nation of scopolamine and morphine, to ease the pain
of childbirth while still retaining consciousness. Van
Hoosen delivered over 2,000 babies using this tech-
nique, although many of her male colleagues refused
to use it.

WOMEN AS REFORMERS

Health and Spirituality

Mary Baker Eddy (1821-1910) is best known as a
founder of Christian Science. Although this represents
a religious or spiritual orientation, its tenets are inti-
mately tied to efforts to improve health. Eddy’s first
edition of Science and Health, which addressed the
concept of mind healing, was published in 1875.

Ellen G. White (1827-1915) cofounded the Seventh
Day Adventist Church, together with her husband
James White, in 1863. That year, following a severe
illness, White received a vision telling her that
Adventists should refrain from meat, alcohol, tobacco,
tea, and coffee, and should rely on natural remedies in
lieu of physicians. Through her efforts, the Western
Health Reform Institute was established in Battle Creek
in 1866 and, shortly thereafter, the College of Medical
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Evangelists, now known as Loma Linda University,
was established in southern California. Although
many had conceived of White as a prophet, foreshad-
owing changes in health care, critics have suggested
that her ideas derive from those of others who
preceded her.

Health Care

During the early to mid-1900s, South Carolina was
known for its lack of attention to the health problems
plaguing its African American residents. Even when
attention was paid to diseases that disproportionately
affected the African American populace, it was often
to prevent the transmission of disease to whites.
Matilda Evans, an African American physician in
Columbia, South Carolina, sought to address the unmet
health care needs of African American families. In 1930,
she began a clinic for expectant mothers, infants, and
children. The Evans Clinic was supported by African
American businessmen and, eventually, state and local
governments.

Immigrant Health

Jane Addams (1860-1935) devoted her life to three
causes: social reform on behalf of the poor, woman’s
suffrage, and pacifism. Her social reform efforts
included the founding of the settlement house, Hull
House, to serve Chicago’s poor immigrant population.
Unlike many of her predecessors, Addams believed
that poverty resulted from social dynamics rather than
from personal defects. Hull House offered numerous
services including day care, vocational training, citi-
zenship and literacy classes, child and medical care,
music and art classes, and leisure activities. Volunteers
of Hull House were instrumental in the passage of state
child labor laws, compulsory education laws, and
the establishment of the first juvenile court in the
United States.

During her lifetime, Addams authored more than
450 articles and 12 books; she had her books printed in
only union shops. Her advocacy of labor unions and
her stance as a pacifist during World War I led to her
loss of support and her identification on a “traitor list”
of the Senate Judiciary Committee. However, in 1931,
Addams became the first woman to receive the Nobel
Peace Prize and, to this day, remains the only social
worker to have ever been awarded that honor.
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Public Health

Sara Josephine Baker (1873-1945), a physician in
New York, was perhaps best known for her role in
locating and apprehending “Typhoid Mary” Mallon,
a cook who infected seven families with typhoid.
However, her impact extended far beyond this one
incident. During the early 1900s, the United States had
one of the highest infant and maternal death rates in the
Western world. In 1908, Baker was appointed to head
the Bureau of Child Hygiene within New York’s
Department of Health; this was the first tax-supported
child health agency in the United States. As a public
health administrator, Baker worked ceaselessly to
decrease the rate of infant mortality. Her policies
emphasized the need for preventive medicine and good
hygiene; during her tenure, the agency distributed
pamphlets on hygiene, trained midwives, and taught
mothers to care for their infants. Ultimately, Baker’s
efforts led to a reduction in the rate of child mortality
from 1 in 7 births to 1 in 14.

Evangeline Cory Booth (1865-1950) was the
daughter of William Booth, who had left the ministry to
found an independent evangelical organization that
became known as the Salvation Army. In 1904,
Evangeline Booth assumed the leadership of the
Salvation Army in the United States. During her tenure,
the Salvation Army established soup kitchens, shelters,
hospitals for unwed mothers, and disaster relief efforts.

Substance Use and Pediatrics

Clara Hale (1905-1992), a social worker, was the
founder of Hale House, the first official home for babies
who were born addicted to drugs. Hale began babysit-
ting in her home during the 1930s and first became
a foster parent in 1940. She is credited with having
raised 40 foster children. Hale first took care of a drug-
addicted baby in 1969. In 1975, Hale House became the
Center for the Promotion of Human Potential, which
was the first black childcare volunteer agency in the
United States. In the 1980s, Hale began to devote her
attention to the care of HIV-infected infants.

Women in the Health Professions

Florence Nightingale (1820-1910) is known as the
founder of modern nursing. Nightingale supervised a
unit of field nurses in British army hospitals during the
Crimean War, with an emphasis on hygiene and the
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need for prompt attention. In 1860, she founded a train-
ing school for nurses, which became the model for
other training programs.

Elizabeth Blackwell (1821-1910), the first female
physician in the United States, lived during the same
period of time as Nightingale and considered
Nightingale a friend. Blackwell was denied admission to
every medical school in New York and Philadelphia
because of her sex. Geneva College in upstate New
York voted to admit Blackwell, believing that the com-
pletion of the application by a woman was a prank. Her
sister Emily Blackwell (1826-1910) experienced similar
difficulties securing admission to a medical school, but
was finally able to complete her medical education at
Western Reserve University in Cleveland. Blackwell,
Emily, and Marie Zackrzewska founded the New York
Infirmary for Women and Children in 1857. The infir-
mary established a training course for nurses in 1858
and began the first charitable in-home medical service
in the United States in 1866. By 1860, this institution
was providing services to more than 3,600 patients each
year. The institution was later expanded in 1868 to
include the first college for the training of female physi-
cians. The college remained operational until 1898,
when Cornell University Medical College began accept-
ing female medical students. At that time, the Women’s
Medical College closed and transferred its students to
Cornell. While settled in London, Blackwell helped to
establish the London School of Medicine for Women,
where she served as a professor. Her book, Pioneer
Work in Opening the Medical Profession to Women,
details these efforts.

CONCLUSION

As indicated, women have contributed to the
improvement of health across time and across disci-
plines. Ultimately, one must ask why these women

embarked on these paths. Few received any financial
remuneration for their efforts. Many would never have
anticipated that they would later receive recognition
and awards for their work. Still others, such as Jane
Addams and Lucy Parsons, were condemned for their
work when it became politically undesirable.

Carol Gilligan has maintained that the process
of moral development in women differs from that
among men. Her research findings indicate that, while
men may emphasize fairness and rules in the resolution
of moral dilemmas, women are more likely to focus on
the preservation of relationships. It is possible that this
process is reflected in the life choices that these and
other women have made and continue to make.

Many times, these contributions are not recognized
or remembered. However, they serve as an inspiration
to future generations of women to contribute to society.
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Abdominal Pain

Abdominal Pain Abdominal pain is the most
common gastrointestinal symptom for which medical
evaluation is sought. It is a nonspecific, unpleasant sen-
sation that can be associated with a multitude of condi-
tions originating both within and outside the abdomen.
Causes may range from common normal physiologic
processes to life-threatening emergencies. There are
many factors that contribute to the sensation and per-
ception of pain, including underlying pathology, psy-
chosocial disorders, and an individual’s pain tolerance.
Thus, abdominal pain is one of the most complex
complaints that clinicians encounter.

The sensation of pain is produced by mechanical
stimuli, chemical stimuli, or a combination of both. The
most common mechanical stimulus is stretch. There are
stretch receptors located in the muscular layer of the
hollow organs (gastrointestinal, urinary, and biliary
tracts), mesentery (membranous attachment of intra-
abdominal organs to the posterior abdominal wall), and
in the capsule (membranous outer covering) of solid
organs (e.g., liver, spleen, kidneys). Thus, any process
which leads to distention, stretching, and traction may
generate abdominal pain. Chemical stimuli can increase
the sensitivity of these pain receptors. Pain receptors
located in the mucosa (lining of the esophagus, stom-
ach, bladder, and intestines) are stimulated primarily by
chemical stimuli released in response to local injury due
to inflammation, infection, ischemia (decreased or
absent blood flow), necrosis (cell death), or radiation.

Broadly speaking, abdominal pain may be pro-
duced by obstruction, inflammation, perforation, or
ischemia of any hollow organ. Infection, obstruction of

drainage or blood flow, and infiltration (e.g., by tumor
cells) may cause capsular distention in solid organs
leading to pain. Normal physiologic processes like
menstruation and ovulation may also cause abdominal
pain. Abdominal pain may be a feature of a number of
extra-abdominal conditions including heart attack,
pneumonia, testicular torsion, and a variety of meta-
bolic disorders (e.g., lead poisoning, kidney failure).
A herpes zoster flare (“shingles”) affecting a nerve that
innervates the skin over the abdomen may be a mis-
leading cause of pain before the characteristic rash
appears.

Although most episodes of abdominal pain are
due to mild self-limited conditions, it is essential to be
able to discern the signs and symptoms that represent
potential emergencies and require immediate interven-
tion. Medical attention should be sought immediately
when abdominal pain is accompanied with any of the
following “alarm” signs or symptoms: red blood in the
stool; maroon stool; black tarry stool; fever; sudden
onset of constipation or bloating; persistent vomiting;
vomiting red blood or “coffee grounds”; history of
recent abdominal trauma; known or suspected preg-
nancy; or progressively increasing pain severity.

The clinician must interpret the complaints and
physical findings in the particular context of the patient
in order to first assess the level of urgency and then
implement an efficient diagnostic and treatment strat-
egy. A thorough history and physical examination is the
first crucial step in the assessment of abdominal pain.
Important information to be obtained are the onset of
pain, location, temporal qualities (e.g., intermittent vs.

50



constant), radiation (e.g., to the back, shoulder, groin),
relationship with gastrointestinal functions (e.g., eating,
defecation), associated symptoms (e.g., fever, vomit-
ing, jaundice, diarrhea), and any exacerbating or allevi-
ating factors. Other characteristics include the quality of
the pain (e.g., sharp, dull, cramping, or gnawing) and
its severity. A detailed menstrual history in female
patients should also be obtained.

The description of the onset of pain distinguishes
acute abdominal pain, lasting hours to days, from
chronic pain, occurring over a period of weeks to
months. A perforated ulcer, dissecting aortic aneurysm,
ruptured ectopic pregnancy, or kidney stones may
cause pain that is sudden in onset and reaches peak
severity within minutes. Acute abdominal pain that pro-
gresses to severe pain within a few hours should alert
the clinician to consider acute appendicitis, cholecysti-
tis, diverticulitis, intestinal ischemia, or intestinal
obstruction. Acute abdominal pain associated with
passing blood either from the upper or lower gastroin-
testinal tract can be a sign of ulcer disease, intestinal
ischemia, or inflammatory bowel disease.

Chronic abdominal pain occurring over a period of
weeks to months in the absence of any alarm signs or
symptoms may be less urgent, allowing for a more
systematic evaluation. Chronic intermittent pain may,
at times, be particularly difficult to diagnose whereas
chronic persistent pain usually has an identifiable
cause, such as chronic pancreatitis, disseminated malig-
nancy, or severe inflammatory bowel disease. Examples
of conditions causing intermittent abdominal pain, often
associated with meals, include gastroesophageal reflux
disease, peptic ulcer disease, biliary tract disease, and
chronic pancreatitis. Pain that is temporally associated
with a woman’s menstrual cycle may be due to
endometriosis or ovulation. Chronic pain associated
with anorexia and weight loss may indicate an underly-
ing malignancy. The symptoms of irritable bowel syn-
drome, a functional disorder characterized by abdominal
discomfort or pain associated with an alteration in bowel
habit, are often precipitated or worsened by stress or
anxiety. Chronic intractable abdominal pain (CIAP) is
another functional disorder seen predominantly in
women, often with a history of sexual or physical abuse,
in which pain is longer than 6 months in duration and
organic causes have been excluded.

Although abdominal pain may not be as precisely
localized as it is elsewhere (e.g., the skin), the location
of pain may provide some useful clues. Traditionally,
the abdomen is divided into four parts, referred to as
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the patient’s right upper, left upper, right lower, and left
lower quadrants. Other locations of clinical importance
are the epigastrium (in the central upper abdomen),
periumbilical area (around the umbilicus or navel), and
suprapubic area (below the umbilicus and above the
pubic bone). Pain arising in the right upper quadrant
may represent acute cholecystitis (inflammation of the
gallbladder) or hepatitis. Pain in the left upper quadrant
may be due to impaired blood flow to the spleen or left
colon. Pain caused by appendicitis often begins in the
periumbilical area and then settles in the right lower
quadrant. Pain due to disorders involving the kidneys,
ovaries, or fallopian tubes is usually perceived on the
same side of the abdomen as the affected organ.
Because diverticulosis most often involves the sigmoid
colon, which is located in the left lower quadrant, the
pain of diverticulitis (acute diverticular inflammation) is
usually perceived in this region. Suprapubic pain may
be seen in urinary tract infections, pelvic inflammatory
disease, and endometriosis. Central abdominal pain
may be due to gastroenteritis, peptic ulcer disease, or
acute pancreatitis. Diffuse abdominal pain may repre-
sent infectious peritonitis, appendicitis, inflammatory
bowel disease, or a perforated duodenal ulcer.

An important feature of abdominal pain is the
tendency for pain to be located at a site remote from the
affected organ. The term for this is referred pain. For
instance, pain from an inflamed gallbladder may some-
times be perceived in the right shoulder. Abdominal
pain may also radiate, for example, the epigastric pain
from pancreatitis may radiate to the back; and flank pain
from a kidney stone may radiate to the groin.

A careful, gentle physical examination plays a vital
role in the physician’s evaluation of abdominal pain and
is often more informative than laboratory studies. The
clinician assesses the general appearance of the patient
along with the vital signs. Alarm signs including confu-
sion, restlessness, sweating, rapid heart rate, drop in
blood pressure, or high fever usually dictate urgency in
the evaluation. A history of abdominal pain associated
with unresponsiveness, shock, or cardiac arrest suggests
that a catastrophic abdominal event has occurred that
requires emergent treatment. The presence of abdomi-
nal distention, scars, rashes, bruising, or hernias may
aid in the diagnosis. Absence of bowel sounds (after
listening for at least 1 min) may indicate the presence of
an ileus (the failure of intestinal contents to pass through
the gastrointestinal tract in the absence of an anatomical
obstruction), whereas hyperactive or high-pitched
tinkling sounds suggest intestinal obstruction. Guarding



Abortion

(involuntary abdominal muscular wall contraction) on
palpation suggests the presence of peritonitis. The
abdomen is also examined for the presence of masses as
well as liver and spleen findings such as enlargement,
nodularity, or tenderness. In women with lower abdom-
inal pain, a pelvic examination should be performed to
assess potential uro-gynecological causes. Tenderness,
blood, or a mass lesion found on rectal examination
provides other important diagnostic information.

Laboratory and radiologic studies can provide
additional information in making the diagnosis. Specific
tests ordered should reflect the clinical suspicion. In
general, a complete blood count, serum chemistries,
and urine studies are performed. A pregnancy test
should be considered in all women of reproductive age
with lower abdominal pain. Other laboratory tests,
including stool studies, liver function tests, amylase, and
lipase, are ordered when clinically appropriate.

A variety of diagnostic imaging tests are available
which may aid in the evaluation of abdominal pain.
Plain x-rays of the abdomen, in upright and supine
(Iying down) positions, is obtained when perforation
or bowel obstruction are suspected. Ultrasonography
is useful in the evaluation of the liver, biliary tract,
spleen, kidneys, and tubo-ovarian system. Doppler tech-
nology allows evaluation of the large vessels. Computed
tomography (CT), the most versatile imaging tool, is
highly sensitive for the detection of inflammatory, neo-
plastic, and vascular lesions, as well as for identifying
obstruction, perforation, and fluid collections. Other
potential radiologic examinations available, depending
on the clinical circumstances, include angiography, con-
trast imaging, nuclear medicine scans, or magnetic reso-
nance imaging (MRI). Clearly the specific management
of abdominal pain will vary greatly depending on the
acuity and cause. The evaluation and treatment of both
acute and chronic abdominal pain often require input
from a number of medical/surgical specialists including
surgeons, obstetrician/gynecologists, and gastroenterol-
ogists. The decision of which specialist(s) to involve and
when is dictated by the clinical circumstances. Surgeons
perform not only a great number of curative operative
procedures, but also both invasive (e.g., exploratory
abdominal surgery) and minimally invasive diagnostic
(e.g., laparoscopy) procedures.

Obstetrician/gynecologists are skilled in the evalu-
ation of women with a suspected gynecologic cause
of pain and perform a wide variety of diagnostic and
curative procedures such as transvaginal ultrasound,
diagnostic and therapeutic laparoscopy, and a number

of other pelvic surgical procedures. Gastroenterologists
offer a variety of procedures for the diagnosis and treat-
ment of abdominal pain including upper and lower
endoscopy (insertion of a flexible tube containing a
camera into the mouth or rectum) of the digestive and
pancreas—hiliary tracts, motility studies, and pH (acid)
monitoring.

Chronic abdominal pain is often difficult to diag-
nose and treat. At times, the involvement of an anes-
thesiologist or other pain management professional is
helpful. They are skilled in the management of pain
with medications, therapeutic nerve blocks (injection of
an anesthetic agent near a specific nerve or group of
nerves), and counseling. If there appears to be a psy-
chiatric component to abdominal pain, referral to a
mental health professional is appropriate. Chronic func-
tional abdominal pain syndromes require a combined
approach of education, reassurance, dietary changes,
medications, and, at times, behavioral therapies (e.g.,
relaxation and biofeedback techniques).

SEE Arso: Chest pain, Chronic pain, Nausea, Pelvic pain,
Peptic ulcer disease
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Abortion According to the US. Centers for
Disease Control and Prevention, 1.18 million legal abor-
tions were performed in the United States in 1997.

The risk of death from legal abortion is 0.4 per
100,000 induced abortions. Most abortions are per-
formed surgically by vacuum curettage. Medical abor-
tion (abortion induced by the use of medications) has
recently become an option in this country. In most
medical abortions, expulsion of the pregnancy occurs at
home. About 1% of women require surgical evacuation
to complete the process.
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TECHNIQUE FOR SURGICAL ABORTION

Surgical abortion can be performed in an office or
hospital setting. The success rate of surgical termination
is 99%. It is usually a single-step process that requires
one visit to the practitioner. In early pregnancy (less
than 7 weeks), a small flexible plastic cannula (5-6 mm)
is inserted into the uterus under sterile conditions.
Plastic syringes (50 ml) are used as the vacuum source
and the uterine contents are suctioned out. Adequate
pain relief is provided by injecting local anesthetic into
the cervix and administering intravenous sedation and
analgesics.

After 7 weeks, a larger rigid plastic cannula
(8-10 mm) is used with an electric pump as the vacuum
source. After 18 weeks, a dilation and evacuation (using
larger bore cannulae) usually must be performed under
general anesthesia.

Typically, seaweed (laminaria) or a synthetic ver-
sion is inserted into the cervix to prepare it for the pro-
cedure. The seaweed absorbs water, swells, and gently
dilates the cervix over a 24-hour period. This facilitates
the use of a cannula to extract the fetus and placenta at
the time of the procedure.

The risks associated with pregnancy termination
increase with gestational age and the use of general
anesthesia. Risks include hemorrhage, infection, and
perforation of the uterus if a surgical instrument slips
through the uterine wall. Uterine perforation can cause
bladder, bowel, or vascular injury necessitating further
surgery for repair. The most common complication is
uterine infection (0.1-4.7%).

MEDICAL ABORTIONS

Medical termination requires the close observation
of a practitioner. Tt usually requires two or more
visits, and there is a potential need for emergency inter-
vention during the process. Finally, it requires close
follow-up to ensure that the process of abortion is
complete.

The earlier the gestational age is, the higher the
complete abortion rate. The complete abortion rate
ranges from 92 to 96% if medication is begun before
56 days. The pregnancy age should be confirmed by
clinical evaluation and/or ultrasonography. Most med-
ication regimens require patients to be no more than
50 days pregnant (as calculated from the first day of the
last menstrual period).

Abortion

The bleeding resulting from a medical abortion is
heavier than that experienced during a normal menses
and is accompanied by severe cramping. Most patients
require pain medication. In rare instances, women
who are having a medical abortion require an emer-
gency dilation and curettage because of heavy bleed-
ing (1%). Postabortion follow-up with a practitioner is
extremely important because not all women are able
to determine whether they have completely aborted
based on their symptoms. In some studies, only half of
the women who thought they had aborted actually
had done so. Medical abortion is contraindicated in
women on long-term systemic corticosteroid therapy
or anticoagulant therapy and in those with chronic
kidney, liver, or respiratory disease, severe anemia, a
known coagulopathy, uncontrolled hypertension,
angina, valvular disease, cardiac arrhythmias, or cardiac
failure.

Three medications are currently used in medical
abortion: misoprostol, mifepristone (RU 4806), and
methotrexate.

Misoprostol is the most common medication used
in medical abortion. It was originally approved to pre-
vent gastric ulcers in persons taking anti-inflammatory
drugs. It causes softening of the cervix and uterine con-
tractions, resulting in the termination of a pregnancy.
Because misoprostol is potentially teratogenic (it can
cause physical malformations of the fetus), a surgical
abortion must be performed in the event of a continu-
ing pregnancy.

Mifepristone is a progestin-like structure that
occupies the progesterone receptor and prevents its
activation (antiprogesterone effect). This may cause an
alteration in the lining of the uterus (decidua) resulting
in termination of the pregnancy. It also softens the
cervix so the pregnancy can be expelled.

Methotrexate blocks DNA synthesis by blocking
enzymes. This halts the process of implantation (attach-
ment of the embryo to the uterine wall). All three med-
ications can cause side effects including pain, nausea,
bleeding, vomiting, diarrhea, warmth or chills, dizzi-
ness, headache, and fatigue.

Repeated use of medical termination has not been
well studied in the medical lecture. However, there is no
medical basis to believe that repeated medical abortion
has an untoward effect on fertility.

SEE Arso: Birth control, Ultrasound
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HABIBEH GITIFOROOZ

Access to Health Care Access to health care
has dominated the health policy scene for several
decades. In the early 1990s, national legislation, “uni-
versal access” to health care, was introduced by
President Clinton and the Congress as a way to provide
health security for all Americans. Lively debates were
generated and the topic commanded national attention.
The effort, although unsuccessful, has kept the problem
of health care access on the public agenda. Access to
care generally refers to the timely use of personal health
services to achieve the best possible outcomes. Initially,
the premise was access to physicians and hospitals.
More recently, health care access has included a variety
of providers, services, and facilities. In addition, access
describes the actual use of health services and factors
that facilitate or impede health care.

Aday (2001) and Anderson (see Anderson et al.,
1996) describe six types of access: Potential access
refers to health care system characteristics that influence
the use of services. Realized access is the actual use of
health services. Equitable access is the use of health ser-
vices determined by demographic characteristics and
need. Inequitable access refers to the use of health
services that is determined by social characters and
available resources. Effective access is the use of health
services that improves health status or satisfaction.
Efficient access minimizes the cost of health care ser-
vices and maximizes health status or satisfaction. Thus,
each type of access to care is influenced by a number
of characteristics and events. In an effort to understand
the influences on access to health care, numerous
studies have examined the barriers to care in specific
populations.

PERSONAL/FAMILY BARRIERS

Acceptability

Services must be desirable and viewed as accept-
able to the patient/client and family. Physical setting,
demeanor, and scope of services all must be acceptable.

Language/Literacy

Patients/clients experience significant barriers
when important information is complex and not in their
native language. Complicated systems such as applica-
tion for Medicaid present perceived and real barriers in
literacy and native language. Further, workforce studies
underscore the lack of providers who speak the lan-
guage and are from the same culture as the populations
they serve. Thus, barriers are influenced by provider
and patient factors.

Culture

Health care providers and facilities that do not
understand the cultural expectations and norms of the
service populations present obstacles to accessing care.
Lack of knowledge about the culture further creates dif-
ficulty in achieving compliance with necessary medical
treatments.

Attitudes, Beliefs

The relationship between the provider of services
and the patient/client involves mutual respect and
understanding. Barriers occur when patients/clients per-
ceive attitudes and beliefs about the nature of their
health as negative and not consistent with their own
beliefs about their health. This results in delays and lack
of compliance that undermines successful treatment out-
comes. Provider negative attitudes (fear, homophobia,
discomfort of dying patients) in caring for HIV/AIDS
patients is one example.

Human Behaviors

Individual characteristics may serve as barriers to
treatment. Patients with physical or emotional disabili-
ties may find it difficult to find services to meet their
needs. Health care providers, on the other hand, behav-
ing in a courteous and respectful manner are likely to
facilitate the engagement of at-risk patients/clients.

Education/Income

Multiple studies have documented that lower
income and less educated populations do not access the
health care system to the same extent that more edu-
cated affluent populations do. Utilization and quality
are notably less for some groups and higher utilization
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(such as emergency rooms) occurs in other populations.
With increasing health care costs, more of the population
is experiencing “out-of-pocket expenses” as a barrier to
obtaining services.

FINANCIAL BARRIERS

Insurance Coverage

Insurance coverage, tied to employment, is the
admission ticket to health services. While there are sev-
eral government programs to provide services, substan-
tial numbers fall into the “near poor” and uninsured or
underinsured groups. Patients/clients are reluctant to
seek care without insurance and providers/facilities are
reluctant to provide care since services may not be
reimbursed. Insurance reform is a health policy issue
currently under discussion at the federal and state levels
to stimulate investment in health care for all Americans.

Reimbursement Levels

Reimbursement levels for health services have
been a major disincentive for providers and health
care facilities. While government programs and private
insurance companies have attempted to implement cost
containment and reasonable reimbursement, significant
gaps exist and exacerbate the barriers that populations
at risk may experience.

STRUCTURAL BARRIERS

Availability

Access to health service, in particular, a regular
source of medical care, is contingent upon services
being available where and when needed by the service
population. Barriers based on availability, for example,
occur when services are located only in more urban
areas creating barriers for remote rural populations or
during hours when those working are unable to come
for services. Lack of access to the appropriate health
service and extended waiting times are also examples
of access limited by availability.

Transportation

Lack of transportation is frequently cited as a bar-
rier to access to care. Innovative approaches to support

Access to Health Care

bus fare and transportation vans have been developed
to complement basic medical services. These efforts
may not be sustained since they are not a reimbursable
service. Women frequently encounter this barrier when
they are dependent on others for transportation.

It is clear that groups and individuals at risk may
experience multiple barriers in trying to access health
care. These are often individuals and groups who are
vulnerable and need multiple services. Aday (2001)
notes that the principal health needs of vulnerable
populations are physical (high-risk mothers and infants,
chronically ill and disabled, persons living with HIV/
AIDS); psychological (mentally ill and disabled, alcohol
or substance abusers, suicide or homicide prone);
social (abusing families, homeless persons, immigrants
and refugees). Many of these vulnerable groups have
crosscutting health needs such as battered pregnant
women, pregnant, homeless, substance-abusing women.
These women are all at increased risk, requiring spe-
cialized services and experiencing multiple barriers to
accessing care. A single-parent Hispanic woman with
three children and no insurance, living in a rural area,
likely experiences the following barriers:

Fewer providers in rural areas

Providers may not take uninsured

e Providers may not understand language and
culture

e Transportation and childcare may not be available

e Fearful of her immigrant status being questioned

Concern over access to health care services is
generated by the observations that some population
groups may experience differences in access to health
and subsequently experience poorer outcomes. Testing
the equity of access involves measuring utilization of
services as well as outcomes and determining barriers
to care. In a landmark report, Access to Health Care in
America (1993), the Institute of Medicine proposed five
indicators for assessing access:

e Promoting successful birth outcomes

e Reducing the incidence of vaccine-preventable
diseases

e Early detection and diagnosis of treatable
diseases

e Reducing the effects of chronic disease and
prolonging life

e Reducing morbidity and pain through timely and
appropriate treatment
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Acculturation

Access to timely prenatal care, immunizations, Pap
tests, chronic disease management, and dental visits, for
example, are all personal health services that contribute
to favorable health outcomes. Thus, measurement of
these indicators provides useful clues to how Americans
access health care. In these selected examples, notable
differences in access to care and health disparities can
be determined. For example:

e There is a striking difference between Caucasians
and African Americans receiving prenatal care
(73.5% and 50.7% respectively) and a notable gap
in black/white infant mortality rates (black rates
twice as high as Caucasians).

e Childhood immunization rates reveal differences
based on race, ethnicity, and geography.

e Elderly white women were more than twice as
likely as younger white women to never have
had a Pap test in 1987.

e Persons from poor areas are two thirds as likely
as those from high-income areas to have access
to hospital admission and referral services.

e Those with dental insurance made an average of
about one more visit to the dentist than those
without insurance. Differences by race persist
after insurance.

Insurance, as a key to accessing health services in
this country, deserves special note. Studies support
that Americans without health insurance are generally
sicker, die sooner, and when they receive care, it is
likely to be of poorer quality than those with insurance.
The 43 million uninsured Americans and 30 million
underinsured reveal further racial, ethnicity, and income
disparities. Hispanics, Asian Americans, American
Indians, Alaskan Natives, and African Americans are all
less likely to have insurance, have more difficulty get-
ting care, and have fewer choices than Caucasians.
Those in the population who are low-income can
expect to have only limited access to preventive and
primary, specialty care and subsequently suffer from
poor health/outcomes. While many strides have been
made in improving access for women to prenatal care,
many services essential to low-income women are
government-supported programs (food stamps, WIC,
etc.). These programs are subject to the availability of
resources and women are often left vulnerable by
changing eligibility requirements, work program time
limits, lack of culturally and linguistically sensitive ser-
vices, and cross-cutting health issues.

While numerous federal and state initiatives have
attempted to provide universal access to specific
groups, to date a fragmented system with large numbers
of uninsured is the current reality. The implications for
women are significant. As high users of health services,
access to appropriate care has a significant impact.
Women are likely to have lower wages when they
work and are more likely to be uninsured or underin-
sured. Women also need preventive services to main-
tain their health, Pap tests, family planning services for
example. Women are frequently heads of household
and experience barriers such as childcare and trans-
portation. Minority women, low-income women, and
immigrant women are at particular risk for experiencing
barriers to care resulting in negative health outcomes.
Access to health care will be a major area of concern
for women and will require policy actions to remediate
this gap.

SEE Arso: Health insurance, Medicaid, Medicare
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BerH E. QUILL

Acculturation Acculturation has been defined as
the process of cultural change that immigrants undergo
when they enter in contact with a new, host culture.
Immigrants bring their own cultural identity, language,
values, beliefs, and behaviors, which might differ from
those of the host culture. Although it is less common
to acknowledge that the host culture can also change
through contact with immigrants, acculturation is a
dynamic, reciprocal process that generates change in
both groups, because culture is a dynamic and evolving
configuration of cognitions, identities, behaviors, values,
and norms.

There are two types of acculturation: group level
and individual. Group-level change involves change at
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the societal level, such as a change in economic or
political regime to which the entire population must
adapt. For instance, due to colonization, revolution, or
modernization, great economic and political changes
take place that impact the society at large. Simul-
taneously, changes can occur at the individual level,
and as individuals shift from an agricultural economy
to an industrial economy, changes in values, behaviors,
and competences take place. Individual-level accultura-
tion can be a consequence of group-level acculturation,
but not exclusively, as it also occurs when a single indi-
vidual migrates to a different culture. It is possible that
individuals are suddenly confronted with the need to
survive and therefore have to adapt and change former
behaviors, learn a new language, and live by different
rules.

Acculturation may take place at a variable pace. At
the group level it is possible that some changes happen
very slowly. For instance, the evolution of attitudes
toward vaccination or toward boiling water may require
a long time in some societies, particularly if the indige-
nous medical beliefs differ from those of the host or
colonial society.

In the early years of acculturation research, it was
believed that immigrants would lose their culture while
gaining the culture of the host society. Research has
found that, rather than acculturation being a linear
process, it is a dual process in which individuals can
acquire the skills necessary to live in the host country,
while retaining their own cultural skills. Such is the case
of language. Immigrants do not lose their native
language unless they migrate at an early age and are
unable to practice their native language. Learning a new
language does not have to happen at the expense of
the native language. Many immigrants are bilingual; one
does not have to forget one’s own language in order to
learn English. European countries exemplify bilingual
or multilingual societies in which bilingualism is not
perceived as interfering with cognitive processes.

While language acquisition may be relatively fast,
particularly if immigrants are exposed to education and
training in the new language, cultural identity may
change more slowly. Most immigrants continue to iden-
tify as Dominican, Brazilian, Vietnamese and, even after
naturalizing and becoming citizens of the host country,
they continue to identify with their original culture or
their ethnicity. In fact, the history of the world reveals
multiple examples in which ethnic identity is more
powerful than national unity. The Basque people have
retained their own ethnic identity and language despite

Acculturation

having been assimilated by Spain. A Basque identifies
first as Basque, and may even refuse to identify as
Spanish. In Cyprus, a Greek Cypriot will not identify
with a Turk Cypriot, even if both have been born on
the island.

The tendency in the United States is to encourage
“melting” into the pot rather than preserving a diversi-
fied, multicultural society. This is particularly true for
European-descent Americans, who may say “I am
American” rather than “I am Irish American.” However,
assimilation has not been easy for people of color
because they have been less welcome in the United
States than white European groups. Descendants of
enslaved African immigrants, of indigenous Latinos, or
of the East Asians who migrated in the 19th century are
often seen as strangers and foreigners in what has been
their own land for a number of centuries. Thus, it makes
more sense for them to identify as African American,
Latino/Hispanic American, and Asian American rather
than as American.

Immigration can be stressful because there are many
losses and challenges that individuals face throughout
this process. The resulting stress has been labeled accul-
turative stress. These pressures may come from the host
society and involve the requirement of learning the lan-
guage, customs, and mores, or they may come from the
culture of origin and involve the retention of traditions,
contacts with family, and potential disapproval from
loved ones. The latter type of acculturative stress is com-
mon among second- or third-generation immigrants
whose communities expect them to retain the behaviors
and traditions of their parents. This type of acculturative
stress has been less studied and it has often been disre-
garded in the literature.

Acculturative stress can result in poorer mental or
physical health outcomes. For instance, women who
had to leave children behind and cannot send for them
until much later often experience depression due to sep-
aration from their loved ones. Immigrants who have fled
war situations often suffer from posttraumatic stress
disorder in addition to acculturative stress. In order to
alleviate their pain, some immigrants may resort to alco-
hol or substance use, which, in turn, is related to greater
risk for accidents, HIV/AIDS, and social isolation.

In sum, acculturation is a process that is multi-
dimensional and complex, and that deserves careful
study. It requires interventions not only to help immi-
grants adapt to the new society but also to help the host
culture to successfully integrate the contribution of new
immigrants.
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SEE ALs0: Asian and Pacific Islander, Immigrant health, Latinos
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MARIA CECILIA ZEA

ACNe Acne vulgaris is a common disorder affecting
the skin. It specifically involves the pilosebaceous unit,
consisting of the hair follicle and sebaceous gland. The
cause is multifactorial and the four major causal compo-
nents are proliferation of the bacteria Propionibacterium
acnes, abnormal shedding of the cells lining the pores,
androgen-induced sebum production, and inflamma-
tion. It primarily affects teenagers but is not confined to
this age group. The lesion types in acne are divided into
two major groups, inflammatory and noninflammatory.
Noninflammatory lesions include open and closed
comedones, also known as whiteheads and blackheads,
respectively. Inflammatory lesions are more prominent,
appearing as red papules, pustules, or, the most severe,
cysts. Acne predominates in areas rich in sebaceous
glands such as the face, chest, and upper back. Although
acne does not constitute a life-threatening condition,
multiple studies have demonstrated that the psychoso-
cial ramifications of this highly visible condition occur-
ring during the formative teenage years can seriously
impact self-esteem and quality of life.

Multiple categories of drugs have proven efficacy
in the treatment of acne. Awareness of the multifactor-
ial pathogenesis of acne has facilitated the rational
application of combination therapies with different
mechanisms of action. Milder cases of acne are gener-
ally treated with topical products including benzoyl per-
oxide, antibiotics, and vitamin A derivatives. The side
effects of topical products are generally limited to local
irritation or drying of the skin. In more severe cases,
systemic antibiotics are used in combination with the
topical agents. The most commonly prescribed systemic
antibiotics are in the tetracycline class including
tetracycline, doxycycline, or minocycline. An increasing
prevalence of Propionibacterium acnes resistance to
the usual antibiotics used to treat acne is being seen,
and the treatment period should be kept as brief as pos-
sible for this reason. For the most severe cases of acne,
a systemic retinoid, isotretinoin, may be prescribed. All
of the systemic drugs are associated with various side
effects necessitating proper patient selection and
counseling before starting the medication and careful
monitoring during the treatment course.

Adult female acne is significantly influenced by the
effect of androgens on the pilosebaceous unit. An
index of suspicion for overproduction of androgens
from the adrenal glands or ovaries must be considered,
but in the majority of patients hormone levels are nor-
mal and there appears to be a peripheral alteration
whereby the sebaceous gland is more sensitive to nor-
mal circulating androgen levels. Acne in this popula-
tion is particularly challenging to treat because it tends
not to respond to the traditional therapies employed in
teenage patients. Efficacious treatments such as oral
contraceptives, some of which are now approved by
the Food and Drug Administration for the treatment of
acne, and antiandrogens, none of which are approved
for this indication, alter the hormonal milieu of the
pilosebaceous unit.

The most important aspect of acne treatment is
patient compliance with medications. Contrary to pop-
ular belief, particular foods are not implicated in the
development of acne. However, the Western diet, high
in sugar and refined carbohydrates, may have an
adverse effect on acne. Poor hygiene is also not a sig-
nificant factor in acne and, in fact, overzealous cleans-
ing can worsen the irritation. In most cases, the acne is
self-limited peaking in severity during the teenage
years and eventually remitting. The presence or absence
of acne in teenage girls is not predictive of who will
go on to develop the adult female variety. Early and
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appropriate treatment will reduce the likelihood of
long-term scarring as will avoidance of manipulating the
lesions.

SEE Arso: Adolescence, Oral contraception, Skin disorders
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MARY GAIL MERCURIO

Acquired Immunodeficiency Syndrome
(AIDS) AIDS is a medical diagnosis by a physician of
a set of symptoms or conditions based on specific cri-
teria established by the Centers for Disease Control and
Prevention (CDC). These criteria include infection with
human immunodeficiency virus (HIV) and either the
presence of one or more defined AIDS indicator dis-
eases or other indicators of a suppressed immune sys-
tem based on certain blood tests (CD4+ counts). The
“opportunistic” diseases associated with AIDS occur fol-
lowing the depression of an individual’'s immune sys-
tem, allowing susceptibility to unusual infections or
malignancies.

AIDS, the end stage of HIV disease, is caused by
the infection and spread of HIV within the body. A pos-
itive HIV test result alone does not mean that a person
has AIDS, only that HIV infection has occurred. HIV
destroys CD4+ T blood cells that are crucial to the
normal function of the human immune system. Most
HIV-infected people carry the virus for years before
the immune system is damaged enough for AIDS to
develop. There is a direct correlation between the
amount of HIV in the blood, the decline in CD4+ T cell
numbers, and the onset of AIDS. Progression from ini-
tial HIV infection to AIDS may take 10 years or more,
but varies greatly depending on many factors, including
a person’s health status and their health-related behav-
iors. Reducing the amount of virus in the body with
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anti-HIV drugs can slow down the rate at which HIV
weakens and destroys the immune system.

The natural history of HIV infection in adults is
well documented in the medical literature. The impact
of gender on the outcome of HIV infection is still being
investigated. HIV appears to progress more rapidly in
women than men and to present with a different array
of opportunistic conditions. These factors may also be
compounded by the tendency of women to receive less
care and to present with more advanced disease.

HIV TRANSMISSION

HIV can be transmitted through blood, semen
(including pre-seminal fluid or “pre-cum”), vaginal
fluid, or breast milk. The most common modes are:
sexual intercourse (anal, vaginal, or oral sex) with an
HIV-infected person; sharing needles, syringes, or injec-
tion equipment with an injecting drug user (IDU)
infected with HIV; and from HIV-infected women to
babies before or during birth, or through breast-feeding
after birth. HIV can also be transmitted through transfu-
sions of infected blood or blood clotting factors, but
routine screening of all donated blood since 1985 has
made this risk extremely low. Some health care workers
have become infected after being stuck with needles
containing HIV-infected blood.

Transmission of HIV can be influenced by several
factors, including characteristics of the HIV-infected
host, the recipient, and the quantity and infectivity of
the virus. Having a sexually transmitted disease (STD)
can increase a person’s risk of becoming infected with
HIV. In addition, if an HIV-infected person is also
infected with another STD, that person is 3-5 times
more likely to transmit HIV through sexual contact. HIV
cannot be transmitted from casual (i.e., hugging or
shaking hands) or surface (i.e., toilet seats) contact or
from insect bites. Intact, healthy skin is an excellent
barrier against HIV and other viruses and bacteria.

In the United States in 2001, CDC estimated that
66% of adult/adolescent women reported with AIDS
were infected through heterosexual exposure to HIV; of
these, 24% were infected through sex with an IDU.
Direct risks associated with drug injection (sharing
needles) accounted for 32% of all cases among women.
Additionally, women who use noninjection drugs
(e.g., “crack” cocaine, methamphetamines) are at
greater risk of acquiring HIV sexually, especially if they
trade sex for drugs or money.
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HIV TESTING

The only way to determine for sure whether some-
one is infected is to be tested for HIV infection. Many
people who are infected with HIV do not have any
symptoms for many years. The tests commonly used
detect antibodies produced by the body to fight HIV.
Most people will develop detectable antibodies within
3 months after infection, with the average being 25 days;
in rare cases, it can take up to 6 months.

Many women in care are not routinely screened for
HIV. Since women of color are less likely to receive reg-
ular health care, they are also even less likely to be
tested for HIV.

HIV testing and counseling provides an opportu-
nity for women to find out whether they are infected
and gain access to medical treatment that may help to
delay disease progression. For infected pregnant
women, it may provide a viable opportunity to access
treatment to prevent transmission of HIV to their child.
For women who are not infected, HIV counseling
offers an opportunity to learn important prevention
information.

STATE OF THE HIV/AIDS EPIDEMIC

Worldwide, the World Health Organization esti-
mates that the number of people living with HIV/AIDS
is rapidly approaching 50 million, of whom almost 50%
are women. In several regions of the world, the pro-
portion of women exceeds 50%. The United Nations
AIDS (UNAIDS) program estimates that 5 million new
HIV infections occurred in 2001, or approximately
14,000 new cases per day. An estimated 3 million adults
and children died of HIV/AIDS in 2001.

In the United States, the CDC estimates that
approximately 800,000-900,000 people are living with
HIV or AIDS, of whom 30% are women. Approximately
40,000 new HIV infections occur in the United States
every year. Of the 240,000-270,000 women living with
HIV disease in the United States, more than one half do
not know their serostatus, meaning whether they are
HIV-positive or HIV-negative, or that of their partner.
Many will not be tested for HIV until they seek prena-
tal care, give birth, develop an AIDS-related illness, or
until their partner develops an AIDS-related illness.

Through December 2001, 816,149 U.S. cases of
AIDS had been reported to the CDC. Since 1985, the
proportion of all AIDS cases reported each year among

adult and adolescent women has more than tripled,
from 7% in 1985 to 26% in 2001. The epidemic has con-
tinued to increase most dramatically among women of
color. African American and Hispanic women together
represent less than one fourth of all U.S. women, yet
account for more than three fourths (78%) of AIDS
cases reported to date among women. In 2001 alone,
African American and Hispanic women represented an
even greater proportion (80%) of cases reported in
women.

During the mid-to-late 1990s, advances in HIV treat-
ment led to dramatic declines in AIDS deaths and
slowed the progression from HIV to AIDS in the United
States. As a result, more people are now living with
AIDS in the United States than ever before. This grow-
ing population represents an increasing need for contin-
ued HIV prevention, care, and treatment services. Even
as HIV/AIDS-related deaths among women continued to
decrease in 1999, largely as a result of recent advances
in HIV treatment, HIV/AIDS was the fifth leading cause
of death among U.S. women aged 25-44, and the third
leading cause of death among African American women
in this same age group. HIV/AIDS-related deaths among
women of color also have declined less rapidly than
their white/Caucasian counterparts.

Despite the dramatic advances made in understand-
ing the natural history of HIV disease and the develop-
ment of effective antiretroviral therapies, the AIDS
epidemic continues to grow with some disturbing trends.
HIV/AIDS morbidity and mortality increasingly impact
the poor, the disenfranchised, and the young, groups in
which women are traditionally overrepresented.

PREVENTING HIV TRANSMISSION

Abstaining from engagement in any behavior that
carries risk of acquiring HIV (e.g., sexual intercourse or
using and injecting drugs) is the most effective way to
avoid HIV, but not always the most realistic. To mini-
mize risk for those who choose to be sexually active,
the CDC recommends the following: engage in sex that
does not involve vaginal, anal, or oral sex; have inter-
course with only one uninfected partner; and/or use
latex condoms every time you have sex. For IDUs who
cannot or will not stop injecting drugs, the following
steps are recommended to reduce risk: never reuse or
“share” syringes, water, or drug preparation equipment;
only use syringes obtained from a reliable source
(such as pharmacies or needle exchange programs);
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use a new, sterile syringe to prepare and inject drugs;
if possible, use sterile water to prepare drugs; otherwise,
use clean water from a reliable source (such as fresh tap
water); use a new or disinfected container (“cooker”)
and a new filter (“cotton”) to prepare drugs; clean the
injection site prior to injection with a new alcohol swab;
safely dispose of syringes after one use. If new, sterile
syringes and other drug preparation and injection
equipment are not available, then previously used
equipment should be boiled in water or disinfected
with bleach before reuse.

Medical therapy (ZDV—zidovudine, also known as
AZT or Retrovir) is available to effectively reduce the
chance of an HIV-infected pregnant woman passing
HIV to her infant before, during, or after birth. In 1998,
the U.S. Public Health Services released updated rec-
ommendations for offering antiretroviral therapy to
HIV- positive pregnant women.

Programs focusing on reducing the transmission of
HIV among women should include an increased empha-
sis on prevention and treatment services for young
women and women of color; address the intersection of
drug use and sexual HIV transmission; develop and
widely disseminate effective female-controlled preven-
tion methods; and better integrate prevention and
treatment services for women across the board, includ-
ing the prevention and treatment of other STDs and
substance abuse and access to antiretroviral therapy.
More options are urgently needed for women who are
unwilling or unable to negotiate condom use with a
male partner.

CARE AND TREATMENT

The field of HIV/AIDS care is advancing at a
breathtaking speed. New developments are rapidily
superseded by even newer data. Recommendations for
antiretroviral treatment and alternative regimens con-
tinue to evolve as new medications are developed and
additional data from clinical trials is presented. As a
consequence, treatment protocols will not be described
here in deference to a recommendation to review the
most current HIV/AIDS treatment guidelines available
through AIDS Treatment Information Service (ATIS)
(United States & Canada: 1-800-HIV-0440; TTY: 1-888-
480-3739; International: 1-301-519-0459; Mailing
Address: HIV/AIDS Treatment Information Service,
P.O. Box 6303; Rockville, MD 20849-6303; Web site:
http://hivatis.org; E-mail: atis@hivatis.org).
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Early medical treatment and a healthy lifestyle can
help an individual with HIV stay well. Prompt medical
care may delay the onset of AIDS and prevent some
life-threatening conditions. A person who has learned
that he/she is HIV-positive should see a doctor, even if
he/she does not feel sick. Drugs are now available to
treat HIV infection and to assist in maintaining health.

Because they are often diagnosed later and gener-
ally have poorer access to care and medications,
women tend to have higher viral loads and lower CD4
counts upon entering care. Even in care, the health
status of HIV-positive women continues to compare
poorly to that of their male counterparts. Despite
increased attention in recent years, HIV-positive women
in care are less likely than men to receive the current
standard of care, including regular visits with an experi-
enced clinician, antiretroviral therapy, combination ther-
apy, and/or a protease inhibitor(s). Receipt of care from
a less experienced provider is a critical problem, since
provider expertise and experience directly affect quality
of care and disease progression. Women are less likely
to know their viral load or CD4 count, and their medical
charts are less likely to contain this information. All of
these factors are further exacerbated for poor women
and women of color.

Research and experience indicate the following set
of conditions to facilitate HIV care for women. (a) The
risk for HIV must be perceived. (b) HIV status must be
known and the need for and promise of medical care
understood. (c) Caregiving responsibilities to children
and family members must be met. (d) Basic life needs for
food, shelter, and community must be met. (e) Treatment
for other problems including substance abuse and men-
tal health disorders must be ongoing. (f) Transportation
to appointments must be available. (g) Childcare must
be available. (h) Financial means to pay for health care
and medications must be available. (i) The patient must
encounter medical personnel qualified to treat HIV infec-
tion in women. (j) HIV-positive mothers must encounter
care that is “family-centered” and coordinated—care that
addresses the impact of HIV and barriers to care for the
family. (k) All prescribed medications must be available.
(D Informational, psychological, and emotional support
from peers and care providers must be ongoing.

At present, the approach to management of HIV
disease is the same for both women and men. The clin-
ical course of HIV infection in women does not seem to
differ significantly from that in men, with the exception
of the associated gynecologic and obstetric conditions
and issues. Women may have lower HIV viral loads
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than men with an equivalent degree of immunosup-
pression, but do not tend to differ in overall survival or
complication-free survival. As both women and men live
longer with HIV disease and AIDS, general preventive
strategies and health maintenance have become part of
routine care. These include smoking cessation, control of
hypertension, minimizing cardiovascular risk factors, and
routine screening for malignancy (cervical, breast, colon).

SOCIAL/PSYCHOSOCIAL CHALLENGES
AND NEEDS

Many social/psychosocial issues, including homo-
sexuality, drug use, mental illness, racism, homelessness,
and poverty, are linked inextricably to the context of
HIV/AIDS by association with the communities that it has
heavily impacted, in addition to the clinical challenges of
the disease itself and its toll on the health and well-being
of those infected. For many women with HIV/AIDS, spe-
cific challenges and needs impact their ability to protect
themselves from HIV and/or access care. These are:
(a) parenthood and caregiving, with approximately 62%
of all HIV-positive women taking care of at least one
child under age 20, with their first priority to their chil-
dren; (b) lack of awareness of risk and serostatus; (¢) dis-
crimination due to HIV status, and racial discrimination
for women of color; (d) poverty, with most HIV-positive
women already poor before becoming infected and
becoming poorer as their disease progresses; (e) psy-
chological distress, including fear, depression, and
anxiety about their serostatus, compounded by high inci-
dences of poverty, discrimination, caregiving responsi-
bilities, addiction, sexual abuse, and domestic violence;
(f) substance abuse of both injected and noninjected
substances, a prominent problem among women at risk
and with HIV disease, impacting health care utilization
and outcomes; (g) comorbidities, with women of color
in particular having less exposure to health information,
preventive health services, and primary care than men,
and subsequently suffering higher rates of certain can-
cers, cardiovascular disease, hypertension, obesity, tuber-
culosis, and diabetes, further complicating HIV care;
(h) STDs, with women of color, particularly African
American women, having higher rates of chlamydia,
syphilis, and gonorrhea than white women.

SEE A1sO: African American, Condoms, Discrimination,
Heroin, Homosexuality, Latinos, Lubricants, Preventive care,
Safer sex, Sexually transmitted diseases, Substance use
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DANIEL P. O’SHEA

Activities of Daily LIVING The ability of an
individual to provide self-care or function independently
is often referred to by the phrase “activities of daily liv-
ing.” This phrase is often used to describe physical func-
tioning, or those functions an individual performs daily
for his or her own safety and health maintenance. In the
early 1960s, Katz et al. described the six areas that are
considered the functions essential to physically care for
oneself. They are typically listed in the order in which
functions are lost due to physical illness or dementia:
bathing, dressing, toileting, transferring, continence, and
feeding.

Instrumental activities of daily living (IADL) are
functions that are essential for independent living. TADL
involve the ability to plan, organize, maintain a
dwelling, and manage the condition of oneself or oth-
ers. Several activities may be considered, including
meal preparation, doing laundry, providing for a clean
living space, paying bills and managing business affairs,
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taking medications as recommended, telephoning,
scheduling appointments, arranging transportation or
driving, traveling to both familiar and unfamiliar loca-
tions, shopping for groceries, remembering to refill pre-
scriptions, and remembering holidays and scheduled
events. Some of these activities may be culturally
bound, or gender specific. For example, if the husband
always handled the finances, a woman who finds her-
self suddenly widowed may be unable to carry out
these activities simply because she never learned how.
In evaluating both activities of daily living and TADL,
the focus is the ability to care for oneself. When this is
not possible, some assistance may be required.

SEE ALso: Assisted living, Long-term care, Nursing home
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EVANNE JURATOVAC

Acupuncture Acupuncture is a medical treat-
ment that has emerged from the naturalist school of
thought in China over 2,000 years ago. It has been mod-
ified and perfected over the course of its existence and
has been adapted by other cultures. Acupuncture is one
part of a Chinese medical system based on the produc-
tion and flow of Qi (pronounced “chi”), which may be
described loosely as vital energy. Qi circulates through
meridians and organs in an orderly fashion and it is the
disruption in the production and flow of Qi that results
in disease and pain. As a system of medicine quite dif-
ferent than the Western system, acupuncture has its own
language and references to organs may be thought of as
metaphorical when compared to the Western definition
of organ function. Traditional acupuncture treatments
consist of insertion of thin sterile needles at specific
locations along the meridians. The exact locations used
are determined by a careful assessment by the acupunc-
turist or the patient and the problem being treated.
This assessment involves questioning, observation of
the patient, assessment of the pulses and tongue, and
locating areas of tenderness on examination through

Acupuncture

palpation. In essence, a history and physical exam sim-
ilar to that done in Western medicine is performed, but
with a different emphasis. Treatments are thus individu-
alized, such that the same Western diagnosis may well
be treated quite differently in different patients.

In Western countries, acupuncture has been pri-
marily used to treat pain, but is increasingly receiving
attention for treatment of other conditions. Due to the
nature of the individualized treatments, acupuncture
does not lend itself well to the constraints of controlled
clinical studies, leading many Western trained physicians
to doubt or underestimate its effectiveness. Despite
these limitations, efforts to clarify the role of acupunc-
ture are receiving more attention. A National Institutes of
Health consensus panel has recently concluded that
acupuncture is probably effective for postoperative and
chemotherapy-induced nausea as well as postoperative
dental pain. Further it was stated that acupuncture may
be an acceptable alternative treatment for a number of
other conditions including headache, menstrual cramps,
low back pain, osteoarthritis, carpal tunnel syndrome,
addiction, stroke rehabilitation, tennis elbow, fibromyal-
gia, myofascial pain, and asthma.

During an acupuncture treatment, needles are
inserted at various points along a meridian. This usually
involves the use of both local and distal points. A local
point is a point at the location where the discomfort or
pain is present. Distal points are chosen for their tradi-
tional effects and are distant from the location of pain.
These acupuncture needles are extremely thin and
solid—unlike the hollow needles used to draw blood.

Although treatments involve minimal discomfort,
an aching or radiating sensation may be noted. This
phenomenon of “De Qi” is often sought by the practi-
tioner and is thought by many to be important for a
treatment to be effective. Needles may then be manip-
ulated manually or stimulated by low-level electricity.
A smoldering herb may also be used to warm the needles
in the technique known as moxibustion. As acupunc-
ture has evolved, multiple different styles and
approaches have emerged. One such approach involves
the use of “reflex microsystems.” Reflex microsystems
are localized areas of the body that have representa-
tions of the entire body within them. The most com-
monly used microsystem is the ear. Thus, for example,
treatment of the ear can have effects on the entire body.
Other microsystems commonly used include the scalp
and the hand. These are frequently stimulated in con-
junction with other acupuncture treatments. In addition
to the use of needles, stimulation of acupuncture points
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with lasers, magnets, and pressure show considerable
promise.

A treatment may last up to 45 min and the patient
not uncommonly experiences a sense of relaxed well-
being following a treatment. Transient fatigue or eupho-
ria is a less common effect. Other side effects that may
be seen include bruising and pain at the needle inser-
tion site, and a transient aggravation of the underlying
problem. Of note, a mild increase in symptoms is often
seen followed by improvement. Fainting may uncom-
monly occur, especially during a first treatment, but
future treatments can usually be continued with cau-
tion. Serious complications are exceedingly rare, but
could include bleeding, infection, and puncture of an
organ. While one treatment may on occasion produce
dramatic results, acupuncture is not magic, and usually
8-12 treatments are required. Periodic treatments may
be necessary to maintain a response.

Acupuncture is used in conjunction with Western
medicine and a recommendation to discontinue other
treatments should be regarded with suspicion and dis-
cussed with your physician. Acupuncture practitioners
may be medical doctors who have received further
training in acupuncture, or licensed acupuncturists who
also undergo extensive training. Further study should
help further elucidate the role of acupuncture. For now
it can be stated that acupuncture has been shown to be
safe and effective for a number of conditions.

SEE Arso: Back pain, Chronic pain, Headache, Pain
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DoucLas FLAGG

Acute Myocardial Infarction cardiovascular
disease is the leading cause of death among women in
the United States. In fact, according to the 2003 statistical
update from the American Heart Association, cardio-
vascular disease kills over 7 million women annually in
the United States, more than the next seven causes of
death combined. Of these cardiovascular deaths, the

most common cause is acute myocardial infarction (MD).
An MI occurs when blood supply to the heart is sud-
denly interrupted for some period of time. This process
may occur because of the development of a thrombus
on the surface of a previously existing cholesterol plaque
in the coronary arteries. If this blockage is complete and
persists for some time—often greater than 30-60 min—
the result may be death to the myocardium supplied by
this vessel, a so-called transmural infarction. In other sit-
uations, the blockage may not completely obstruct all
myocardial blood flow, yet it persists and leads to dam-
age. The resulting infarction is termed nontransmural,
indicating that the damage has not been as extensive.
On occasion, MIs may also be caused by spasm of the
coronary artery or very transient obstruction that cannot
be identified on later angiographic evaluation.

The pathophysiology that leads to an MI is the
same in women and men; however, there are impor-
tant gender differences that are apparent on presenta-
tion with MI. Women are less likely than men to
present with an acute transmural infarction (also called
an “ST-elevation MI” because of the typical EKG
pattern). Instead, women more often experience non-
transmural (“non-ST-elevation”) infarctions or acute
coronary symptoms not resulting in an MI. This more
subtle presentation may be one reason why physicians
and laypersons tended to consider coronary heart dis-
ease less as a disease of women than of men. In fact,
multiple studies have shown that, compared with men,
women present later to the hospital with an MI, are
less likely to receive important thrombolytic drugs
when appropriate, and are less likely to be referred
for coronary angiography. Furthermore, because MI
is often not correctly diagnosed, women are less likely
to receive appropriate medications and cardiac
rehabilitation.

Recent findings have effectively destroyed the
myth that MI is a less important disease in women than
in men. On the one hand, women have important
differences from men who present with MI—on aver-
age, the women are 10-20 years older, with more
elevated cholesterol levels and possibly more hyperten-
sion, but a lower prevalence of cigarette smoking.
Women also are more likely to have diabetes, which is
a major risk factor for poor outcome with MI and, when
present, negates any gender benefit for women. In
addition, women who sustain an MI are also as much
as 50% more likely to die in the short term as are men.
Finally, perhaps because of their older age and greater
extent of other illness, women are more likely to suffer
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so-called mechanical complications of MI, such as car-
diac rupture.

In addition to the different characteristics of
women and men with MI, there are important differ-
ences in the symptoms that each gender tends to report
upon presentation. The classic symptoms, such as the
sudden onset of pressure centered in the chest, radiat-
ing down one or both arms, and associated with a “cold
sweat” (or diaphoresis), should be considered more as
the typical middle-aged male symptoms associated with
MI. While both genders certainly experience a full
range of symptoms, women are much less likely to
have these so-called “classic” symptoms and are more
likely to have a wider range of complaints, including
shortness of breath (dyspnea), nausea or vomiting, and
pains in the jaw, back, or even abdomen, with or with-
out chest pain. Women are also more likely to sustain
an MI without any characteristic symptoms—the so-
called “silent ML.” It is now recognized that any indi-
vidual—either physician or layperson—who relies on
more stereotypical chest pain symptoms for diagnosis
will fail to appreciate early symptoms of an MI more
often in women than in men.

Good news is that the therapies for MI have,
almost uniformly, provided strong benefit to both gen-
ders. Unfortunately, there is mounting evidence that
women do not receive these therapies as often as men.
For patients with an ST-elevation MI, the accepted
beneficial therapies include thrombolytic therapy and
“primary angioplasty,” which involve emergent coro-
nary angiography to identify the occlusion and then
angioplasty to open the artery. Both of these therapies
work in women and men, and in the multitude of med-
ical studies to evaluate these treatments, it appears that
the benefit for women is similar to the benefit extended
to men. However, because women with MI tend to be
older, with greater comorbidity, and because they are
on average smaller in body size than men, they may
have more problems with bleeding with all therapies
and may sometimes not be eligible for thrombolytic
therapy. Furthermore, among older patients, there is a
concern that women may have more complications
with thrombolytics, and some investigators have pro-
posed that primary angioplasty is a better treatment for
women. However, it is also true that women may arrive
at the hospital too late for thrombolysis, emphasizing
that women, their families, and their physicians need to
recognize possible signs of MI and present to emergency
departments promptly so that appropriate therapy may
be pursued.

Acute Myocardial Infarction

Just as important as rapid treatment for ST-
elevation MI, is appropriate therapy for non-ST-elevation
MI, the more common presentation for women. While
thrombolytic therapy is not an effective treatment for
this condition, a wide range of medical therapies signif-
icantly reduce the risk associated with this type of infarc-
tion. Relative to management of this condition, debates
within the cardiology community have recently focused
on the routine use of certain medications, most notably
the glycoprotein IIb/IIla inhibitors, and the routine use
of an “early aggressive strategy,” which involves early
catheterization and intervention as needed for patients
with non-ST-elevation MI. While there has been some
evidence that women do not receive as great a benefit
with IIb/IlTa inhibitors as do men, a recent study that
used these agents in the evaluation of early catheteriza-
tion demonstrated that the benefit of an “aggressive
strategy” was just as strong in women as in men, but of
particular benefit in high-risk women.

Medications that should be considered for all
patients with MI provide benefits to both genders, in the
setting of ST-elevation or non-ST-elevation infarction.
The most important of these drugs remains aspirin,
which in the early studies of ST-elevation MI provided
benefit equal and in addition to that of thrombolytic ther-
apy. Other drugs that must be considered include beta-
blockers (which may provide even stronger benefits to
women than to men), ACE inhibitors, and statin medica-
tions. The statins, which lower blood cholesterol levels,
have demonstrated on average a 20% reduction in mor-
tality in all patients with coronary disease, and there is
no evidence of preferential effect by gender. One note
specific to women is that the majority of evidence now
indicates that hormone replacement therapy does not
provide any special level of protection before or after MI.

After recognition of an appropriate therapy for MI,
other procedures and treatments may be appropriate
for women. Some of these, such as nuclear cardiac
scans or echocardiograms, can give a better indication
of individual levels of risk and guide intensity of treat-
ment. Other treatments, such as cardiac rehabilitation,
including exercise training and secondary prevention,
are powerful tools that, again, physicians have been
less likely to offer to women than to men.

Scientific knowledge has increased the understand-
ing of the burden of cardiovascular disease in women.
With a better appreciation of the clinical characteristics
and symptoms that mark acute MI in women, we are
now much more able to provide therapies of proven
benefit to all patients.

65



Addiction Ethics

SEE Arso: Cardiovascular disease, Chest pain, Cholesterol,
Diabetes, Hormone replacement therapy, Smoking

Suggested Reading

American Heart Association. (2002). 2003 heart and stroke statistical
update (pp. 1-29). Dallas, TX: Author.

Douglas, P. (2001). Heart disease in women. In E. Braunwald (Ed.),
Heart disease: A textbook of cardiovascular medicine (6th ed.,
pp- 2038-2051). Philadelphia: W. B. Saunders.

Glaser, R., Hermann, H., Murphy, S., et al. (2002). Benefits of an early
invasive management strategy in women with acute coronary
syndromes. Journal of the American Medical Association, 288,
3124-3129.

Miller, C. L. (1997). A review of symptoms of coronary artery disease
in women. Journal of Advanced Nursing, 39, 17-23.

Tsang, T. S., Barnes, M. E., Gersh, B. K., & Hayes, S. N. (2000). Risk
of coronary heart disease in women: Current understanding and
evolving concepts. Mayo Clinic Proceedings, 75, 1289—-1303.

Welty, F. K. (2001). Cardiovascular disease and dyslipidemia in women.
Archives of Internal Medicine, 161, 514-522.

Suggested Resources

www.americanheart.org: Website of the American Heart Association.
Fact sheets on women and heart disease can be referenced by
searching for “Women and cardiovascular disease.”

JasoN H. COLE
NANETTE K. WENGER

Addiction Aaddiction is a common language term
for the clinical entity known as Chemical Dependence.
For decades Americans have known the term addiction
to indicate an individual who is out of control in their
use of mood-altering drugs. The term addiction has
taken on a connotation that is highly stigmatized (like
the term “alcoholic” is much more stigmatized than the
term “drinking problem”). In reality, addiction is a pri-
marily genetic, chronic progressive disease of the brain
that is characterized by the intermittent inconsistent loss
of control over the use of mood-altering drugs, result-
ing in repetitive adverse consequences to the user. The
basic brain problem of addiction appears to be an
inability to consistently control the use of drugs that
produce an acute or quick surge of dopamine in the
brain. This surge of dopamine leads to a feeling of
euphoria or “high.” Addiction to mood-altering drugs
other than nicotine affects 10-13% of Americans at
some time in their lives. A more complete description
of addiction is in the entry entitled Substance use.

SEE A1s0: Chemical dependency, Substance use
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www jointogether.org: A national service for addiction treatment and pre-
vention education funded by the Robert Wood Johnson Foundation.

TED PARRAN JR.

Addiction Ethics Aithough women today make
up nearly a third of those persons who abuse substances
in the U.S. population, they have often been neglected
in research and clinical care. Since the 1970s, increasing
academic and governmental attention has been focused
on the needs of addicted women. However, significant
ethical challenges remain in the effort to provide
compassionate, competent, and equitable treatment for
women suffering from addictions.

EPIDEMIOLOGICAL BACKGROUND

In 1994, the United States Department of Health
and Human Services estimated that 200,000 women
died of illnesses related to drug abuse. The figure was
more than quadruple the number of women predicted
to die of breast cancer. Large epidemiological studies
estimate that 4.4 million women had used an illicit drug
in the month prior to being surveyed, and that half of
all women 15-44 years of age have used an illicit drug
at least once in their lives.

The media have offered often highly stigmatizing
accounts of an epidemic of substance abuse among
contemporary women. Although the scientific evidence
does not support such a dramatic rise in alcohol and
drug abuse among women, there are disturbing trends.
Heavy drinking is increasing in younger women and
students on college campuses, with women in the prime
reproductive years of 21-34 having the highest rates of
problem substance use. Seventy percent of AIDS cases
in women are related to illicit drug use, and at least half
are the result of sexual contact with a partner who is an
intravenous drug user.

ETHICAL PRINCIPLES

There is a consensus among Western ethicists that
respect for persons, autonomy, veracity, beneficence,
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nonmaleficence, and justice are cardinal principles of
modern medical ethics. These principles have received
wide acceptance and are especially relevant to the
ethical issues involved in the treatment and research of
women with addictive disorders. Respect for persons
requires that health professionals and researchers honor
the fundamental dignity of each human being. Autonomy
is self-determination, the ability of an individual to make
her own medical decisions. Veracity is the obligation of
the physician to tell the truth about medical conditions
and treatment. Beneficence mandates that health profes-
sionals place promoting the good and avoiding harm of a
patient or research participant above all other considera-
tions. Nonmaleficence literally means to “do no harm”
to the patient through medical care. Justice means that the
burdens and benefits of prevention research and treat-
ment must be distributed fairly and impartially.

STIGMA

Stigma in the context of addictions has been
defined as “a mark that sets a person apart linked to
an undesirable characteristic leading to rejection.”
Although men in nearly every society are heavier and
more destructive users of substances, women have con-
sistently been more highly stigmatized. Historically,
women in many cultures have been acculturated to
view the use of drugs and alcohol as behavior contrary
to their role in society. These cultural expectations play
a protective role in discouraging substance use. On the
other hand, women who do use substances are dispar-
aged and may be blamed for domestic violence or sex-
ual trauma that befalls them in the context of substance
use. In ethical terms, stigmatization fails to respect the
intrinsic worth of women suffering from addictive dis-
orders as persons. Stigmatization has contributed to the
failure of the medical profession to fulfill the duties
of nonmaleficence through adequate attention to issues
of domestic victimization and social inequities that con-
tribute to addictions in women.

ETHICAL DIMENSIONS OF CRIMINAL
JUSTICE SYSTEM INVOLVEMENT

Women with addictions are frequently involved
with the criminal justice system. Although in many
cases this involvement is due to serious criminal behav-
ior, in other cases it is due to the criminalization of
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addictive behavior. There is a growing trend toward
diverting individuals with petty drug-related offenses
from incarceration to treatment. However, this progress
is opposed by punitive attitudes toward substance
abusers, rooted in stigma as described above.

Beyond the stigma attached to substance abuse
irrespective of gender, women have been punished
for abusing substances under a double standard that
treats them differently from men who abuse substances.
During the last decade, state legislatures have taken
punitive action against women abusing drugs during
pregnancy, creating a climate of fear for those seeking
help. A 1992 survey found that 150 women in 24 states
had been prosecuted for drug use during pregnancy.
Ethnic minorities were 10 times as likely to face charges.
At least 10 states currently have laws that require manda-
tory reporting to child protective services of any new-
born who tests positive for drugs. It is estimated that
thousands of children have been removed from their
mothers who were incarcerated rather than sent to drug
rehabilitation.

Health professionals often experience ethical dilem-
mas when treating women who are involved with the
criminal justice system. Reporting requirements (e.g., to
a probation officer) may create a conflict between vera-
city (truthfulness) and nonmaleficence (the obligation to
do no harm). Mandated treatment compromises auton-
omy and may seem disrespectful. For clinicians, the eth-
ical mandate is to honestly negotiate with the patient
a treatment agreement which acknowledges the con-
straints imposed by the legal system and professional
ethics, and which is on the whole beneficial to the
patient. Court-ordered treatment in fact tends to have sig-
nificant positive consequences for the patient. Since doc-
umentation of treatment compliance is often a condition
of release, such reporting can literally keep the patient
out of jail. Such requirements moreover serve as a strong,
albeit coercive, incentive to participate in treatment.

SPECIAL FEATURES OF ADDICTION
IN WOMEN

Fair (just) and effective (beneficent) treatment of
substance use disorders in women requires adequate
knowledge. In particular, it is crucial to understand how
addicted women tend to differ from addicted men,
rather than blindly to apply models that were developed
for men. Social and environmental influences are strong
determinants of addictive behavior in women. Many
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addicted women are involved with partners who abuse
substances and frequently are also perpetrators of
domestic violence. Without family system treatment,
these women have a poor chance of recovering. Women
are often without the job skills, income, or insurance
that would enable them to access and afford health care.
Many women with addictions are single mothers, yet
few programs have childcare available. The highly suc-
cessful 12-step approach, originally developed by and
for white men, emphasizes the surrender of power. This
model may be less appropriate and effective for women,
and minority women in particular, who have been
lifelong victims of exploitation.

Medical and psychiatric comorbidity in women
with addictions is different from that found in men.
Women become dependent upon substances more
rapidly than men even though they tend to consume
smaller quantities per body weight. Women also more
quickly develop the medical sequelae of alcohol and
other drug use for physiological reasons such as lower
levels of the enzyme that metabolizes alcohol, and a
higher percentage of body fat, which influences how
long a drug remains active in the body. Liver disease,
hypertension, cardiomyopathy, peptic ulcer, and ane-
mia all have a more severe course in women. Women
who abuse substances also have a higher rate of comor-
bid psychiatric disorders than men. Depression is
particularly common and frequently precedes the sub-
stance abuse, suggesting that depression may play a
causal role. A number of barriers to care have pre-
vented addicted women from receiving appropriate and
high-quality care for both addictive and psychiatric
disorders.

SEE Arso: Depression, Domestic violence, Informed consent,
Mental illness, Pregnancy, Substance use

Suggested Reading

Beauchaump, T., & Childress, J. F. (2001). Principles of biomedical
ethics (5th ed.). New York: Oxford University Press.

Blume, S. B. (1998). Understanding addictive disorders in women.
Annapolis Junction, MD: American Society of Addiction
Medicine.

Galanter, M., & Kleber, H. D. (1999). Textbook of substance abuse
treatment (2nd ed.). Washington, DC: American Psychiatric
Press.

Link, B. G., Struening, E. L., Rahav, M., Phelan, J. C., & Nuttbrock, L.
(1997). On stigma and its consequences: evidence from a longi-
tudinal study of men with dual diagnoses of mental illness and
substance abuse. Journal of Health and Social Behavior, 38,
177-190.

Wetherington, C. L., & Roman, A. B. (Eds.). (1998). Drug addiction
research and the bealth of women. Rockville, MD: U.S.
Department of Health and Human Services, National Institute on
Drug Abuse.

CYNTHIA M. A. GEPPERT
MICHAEL BOGENSCHUTZ

Adolescence Adolescence, by many accounts, is
a period rooted in culture and society. Prior to the
industrial revolution, children were treated like adults
and worked side by side with their parents in the fac-
tories. Industrialization during the 19th century led to
new patterns of work that excluded children, length-
ened the amount of formal schooling, and brought
increased economic dependence of youth on their fam-
ilies. These events ushered in the period of the life
cycle we now call adolescence, defined as a transitional
stage whose chief purpose is to prepare children for
adulthood. Broadly speaking, this developmental
period spans the second decade of life and ends with
the assumption of adult work and family roles.

Adolescence is characterized by a series of
dynamic and interactive changes across several
spheres, including biology, psychology, cognitive
functioning, social interactions, and emotions. While
these changes proceed in relatively the same sequence
for most teens, they occur at varying rates and times
for youth and are shaped by the environments in
which they take place. Thus, it is typical for teens to
mature in some respects before others. A more com-
plete understanding of these changes is achieved
by using a multidisciplinary contextual perspective
that incorporates the impact of culture, families, peers,
schools, communities, neighborhoods, and society.
Indeed, youth face unprecedented challenges in
society today compared to 20 years ago, and these
challenges shape their long-term functioning in funda-
mental ways. Today, more than ever, teens are con-
fronted with an array of confusing messages about
their responsibilities, sexual behavior, health risks, life
choices, job opportunities, interpersonal relationships,
and future potential. Yet, despite these added chal-
lenges, most young people traverse the teen years
with relative ease and success. Research indicates that
youth have the capacity to cope with these challenges,
and in fact, it is through the successful resolution of
these experiences that most youth achieve significant
personal growth.
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STATUS OF ADOLESCENTS

In 1999, there were approximately 39.5 million
youth between 10 and 19 years of age in America. Recent
census data show that the majority of these youth lived
in Western states and metropolitan areas. Based on
current projections, the racial and ethnic makeup of the
adolescent population in the United States will become
increasingly heterogeneous, including a decrease in
whites, an increase in other racial/ethnic groups, and
growing numbers of Hispanics. One in six youth less
than 18 years of age live at or below the poverty line,
and ethnic minorities constitute a large percentage of
poor youth; nearly one third of black and Hispanic youth
live in poverty. Poverty is related to a host of conditions
that negatively affect youth’s development, including
increased exposure to crime and unemployment, poor
health status, low-quality schools, and limited access to
health care and adequate housing. Moreover, economic
hardship on the family influences adolescents’ function-
ing and well-being through increased parental distress
and less effective parenting behavior. The percentage of
adolescents living in two-parent households has fallen
sharply over the past 20 years particularly for minority
youth, and nearly 42% of teens living in single-parent
female-headed households are poor.

TRENDS IN ADOLESCENT PHYSICAL
AND MENTAL HEALTH

The majority of adolescents appear to be in good-to-
excellent physical health. They show low rates of cancer,
hypertension, and other physical disorders, and mortality
rates have dropped dramatically for all adolescents over
the past two decades. Nonetheless, trends in mortality
rates underscore the health disparities for males and
females and different ethnic groups. Mortality increases
with age, and males are three times more likely to die
than females. The rate of death among black males con-
tinues to be much higher than for any other group. The
leading causes of death for teens are no longer a natural
phenomenon but instead constitute injury and violence
resulting from motor vehicle accidents, homicide, suicide,
and other unintentional injuries. Thus, a large majority of
the deaths are preventable, and understanding these
behaviors is critical to public health prevention efforts.

The Surgeon General recently released a report on
mental health indicating that nearly 21% of youth aged
9-17 meet criteria for a diagnosable mental or addictive
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disorder, and 11% report significant impairment as a
result of their mental health problems. There is addi-
tional evidence that mental health disorders are under-
diagnosed among youth, and that more than 30% may
have some mental health symptoms. Obesity has
emerged as a major health and mental health concern
because evidence points to serious risks associated with
poor nutrition and excess weight. Indeed, the percent-
age of overweight youth rose from 5% in 1980 to 20%
in 2002 with black adolescents at greatest risk.

TRENDS IN ADOLESCENT RISK BEHAVIOR

Experimentation and risk taking are hallmarks of
adolescence, yet the negative health consequences
today are more serious than ever before. Unprotected
sex will not only result in unwanted pregnancy, but it
may also lead to HIV transmission. Illegal substances
are more potent and more addictive, and cars and guns
are easily accessible. Specific risk behaviors show
divergent patterns among adolescents. Tobacco use
peaked in 1997 but appears to have stabilized, while
alcohol use remains high. Almost half of all high school
seniors report using marijuana at some point in their
lifetime, although recent use (in the past 30 days) has
fallen in the past 5 years. The trends for sexual behav-
ior are more mixed. For the first time in two decades,
fewer adolescents are having sexual intercourse and
more teens are using condoms. However, only 30%
report using condoms consistently, and almost 75%
of high school seniors have had sexual intercourse.
Furthermore, teens account for approximately 25% of
new sexually transmitted diseases reported annually,
and adolescents are one of the only groups for which
rates of HIV infection are increasing. The primary mode
of HIV transmission for adolescents is through unpro-
tected sexual activity, and adolescent females are now
almost as likely to become infected with HIV as males,
comprising 59.7% of new HIV cases in 2001. These
trends underscore the new predominance of hetero-
sexual HIV transmission among youth.

ADOLESCENT DEVELOPMENT IN CONTEXT

Biological Changes

Adolescence marks the most rapid and significant
biological changes throughout the life span with the
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exception of infancy. Puberty and menarche (see
entries in this encyclopedia) end with the ability to
reproduce and the appearance of a physical adult form.
The main physical manifestations of these changes are
a dramatic growth in height and weight, further devel-
opment of the gonads or sex glands (i.e., ovaries in
females), growth of secondary sex characteristics (e.g.,
breasts, pubic hair, sex organs), changes in the distri-
bution of fat and muscle in the body, and increased
tolerance for exercise resulting from improved circula-
tion and respiration. The changes in appearance evoke
mixed reactions from the teenager about herself and
mark critical shifts in family relationships, peer relation-
ships, and societal expectations (see below).

Cognitive Changes

There are important changes in cognitive function-
ing during adolescence that have far-reaching implica-
tions for achievement and interpersonal relationships.
Advanced reasoning abilities emerge and teens become
increasingly capable of abstract and logical thought.
They are able to consider multiple hypothetical out-
comes and view events from perspectives other than
their own, although shifts in emotions may impair their
judgment at times. Teens acquire a greater capacity to
think in a multidimensional way rather than being limited
to a single issue, and they begin to think more about the
process of thinking or metacognition. However, adoles-
cence also brings a heightened focus on the self, or ego-
centrism, and the belief that one’s own experiences are
unique. These cognitive changes may lead to increased
conflict in the family as youth become increasingly aware
of their parents’ limitations. Youth typically assume they
are immortal and invulnerable, and these beliefs have
been implicated in elevated risk-taking behavior, such as
unprotected sexual activity and substance use.

Social Changes

Social relationships change in distinct ways during
adolescence. It is common for teenagers to evoke com-
plex reactions from parents, peers, and society, espe-
cially with the development of secondary sex
characteristics and need for increased autonomy. There
is a shift in focus from parental relationships to greater
intimacy with peers. Peer groups become larger and
more complex during adolescence, and they form
around similar interests (e.g., hobbies, sports teams).
Adolescents may adopt the values of their peers, but

there is extensive evidence to suggest that teens assume
transient peer values such as music, fashion, clothes, and
makeup, but not more rooted beliefs such as antisocial
behavior or political views. Romantic relationships
increase in significance with age with early romantic
feelings characterized by distant crushes developing into
intimate adult-like relationships in later adolescence.
Developing sexual interests and impulses are linked to
increases in hormones (estrogen and testosterone) and
other elements in the adolescents’ social context. The
emergence of close social ties is an important develop-
mental milestone during adolescence and failure to
achieve close interpersonal relationships is associated
with distress.

Families play a central role in helping youth
traverse the second decade of life. Family relationships
shift with the transformation of the parent—child rela-
tionship. Parental control over adolescent behavior is
more limited, and there is a redefinition of the bound-
aries between autonomy and connectedness among
family members. A key challenge for the family during
this transition is to permit individuation and identity
exploration and at the same time stay connected to one
another. Autonomy and connectedness in the family
may be viewed along a continuum with either end lead-
ing to impaired adolescent development. When there is
too much autonomy or chaos, reliable parental figures
are absent, and teens seek a secure environment out-
side the home, for example, among peers by joining a
gang. At the other extreme are families who maintain
rigid roles and relationships, adhere unbendingly to
rules, and show little tolerance for deviance. Adolescent
identity formation is compromised because there is min-
imal acceptance of self-expression, differing opinions,
and independence.

Optimal adolescent development occurs in the
context of supportive and nurturing family relation-
ships, parental flexibility and adaptability to the
individuation process, tolerance for role experimenta-
tion and confusion, and the transformation of the
parent—child relationship to a more equal give-and-take.
Parents must continue to set firm and consistent limits
and follow through on consequences, but discipline is
most effective in the context of a warm and loving
parent—adolescent relationship. There is a popular
belief that adolescence is a time of “storm and stress,”
when family relationships become highly argumentative
and hostile. Some conflicts can positively facilitate the
process of redefining rules, roles, and relationships,
but most families do not experience significant

70



disagreement. Indeed, most adolescents and parents
successfully modify and renegotiate their relationship to
accommodate the adolescent’s increasing maturity. Of
note, adolescents report that parents remain the most
important confidants during this transitional period.

Psychological Changes

There are unique psychological changes that take
place during the second decade of life. Youth begin to
question and formulate new identities and definitions of
the self. They seek out novel experiences in order to
explore different options, experiment with diverse roles
and values, identify potential role models, and test the
limits of their newfound autonomy. Adolescents look
for ways to separate and individuate while at the same
time feel pulled to remain a child. As a result, youth will
often vacillate between rebelliousness and dependence.
The desire for individuation increases with age, but all
youth continue to yearn for closeness with others
including their families.

Changes in emotional development have important
implications for future functioning. Teens experience
mood swings from happiness to sadness and may be
unfamiliar with how to adapt to these shifts. During ado-
lescence, the first gender disparity in rates of depression
emerges, with teenage girls reporting significantly more
depression than boys. Explanations for this increase
include hormonal changes, increased cognitive process-
ing and the tendency to compare one’s self to others,
greater sensitivity to life events and stressors, and nega-
tive perceptions of body image. Some girls have difficulty
adapting to their altered appearance as they mature,
specifically around normal weight gain during puberty.
Girls gain on average 40 1b over the course of adoles-
cence, and this increase sometimes leads to eating disor-
ders, such as anorexia nervosa and bulimia.

Cultural Issues

Many cultures do not have an “adolescence” or a
transition period between childhood and adulthood. In
agrarian societies, for example, girls begin to work in the
home at a very young age observing their mothers and
performing the adult roles they will eventually assume.
On the other hand, some cultures mark the transition to
adulthood using unique rituals or rites of passage. For
example, in Jewish tradition, a girl performs a series of
rituals as part of her Bat Mitzvah that culminate in her
becoming a “woman.” As another example, in many
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Latino communities, girls are initiated into adulthood
through a coming-out ceremony called the Quinceanera.
These examples illustrate the importance of cultural
influences on adolescent development. Some theorists
suggest that youth need an event to demarcate the tran-
sition to adulthood, and they hypothesize that the
absence of socially sanctioned “rites of passage” in
America explains the growing involvement of youth in
gang activity where initiation rituals are enacted.

Legal Issues

The second decade of life is fraught with confusing
messages about the transition to adulthood. Consider,
for example, the laws that allow youth to consent for
health care at age 12, but drive at age 16. They are per-
mitted to watch R-rated movies at age 17, but they must
be 18 years old to vote. Moreover, they are not allowed
to drink alcohol until age 21. These inconsistent mes-
sages about youth’s decision-making ability, maturity,
and adult status are confusing and unsettling.

Conclusions and Recommendations

Today’s youth are tomorrow’s leaders. They will
shape the future of our society, and they will determine
our role and status in the world. Investing in our
nation’s youth will yield significant benefits, while not
investing in them will have far-reaching consequences.
Indeed, America has devoted few resources to nurture
our young people, and it shows. The United States has
the highest death rate among youth than any other
developed nation. Access to drugs, alcohol, guns, and
cars have produced high morbidity and mortality rates
among adolescents. Our mass media bombards youth
with positive images of risk behavior, violence, and
unbridled pleasures without corresponding messages
about the need for responsibility to others and produc-
tive roles in society. Institutional opportunities to learn
how to function in adult roles are limited in scope and
restricted to certain populations, and there are few
chances to achieve outside the mainstream (e.g., those
without a college degree, poor). In sum, we have a sig-
nificant challenge ahead of us to help youth achieve
their full potential, but it can be done. Our future
depends on it.

SEE Arso: Child abuse, Environment, Menarche, Puberty,
Sexual abuse, Socioeconomic status, Substance use
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Adoption Adoption is both a legal event and a life-
long experience that affects birth parents, adoptees, and
adoptive parents. The birth family, the adoptee, and the
adoptive family are known as the adoption triad. Tt is
estimated that 2-5% of American households include
adopted children. This translates into over 100,000 adop-
tions occurring in the United States each year. Based on
a national survey of adoption attitudes reported by the
Evan Donaldson Institute for Adoption, in 2002, most
Americans (64%) knew a birth parent, someone who is
adopted, or an adoptive parent. Adoption is a part of the
national fabric of family life in the United States.

Adoption philosophy has changed since the 1970s.
The paradigm has changed from finding infants for
infertile couples (i.e., parent-centered adoption practice)
to finding adoptive families who can meet the needs of
children (.e., child-centered adoption practice)—be
they infants, older children, children with special health,
developmental, or behavior needs; or children adopted
from other countries.

The pool of adoptees has changed over the last
few decades. Stepparent adoptions, usually an unre-
lated man adopting the minor children of a women he
marries, represents about half of all adoptions in the
United States. Children adopted from the public child
welfare system comprise the second largest group of
adoptees. These children often have a history of abuse,
neglect, and trauma prior to their adoptions. The chil-
dren from the public system represent about 20% of
adoptions. International adoptees represent the next
group and have grown over time, reaching to almost
20,000 children adopted from other countries into
the United States in 2001. This is about 15% of all adop-
tions. Infants placed for adoption comprise the last

group of children. Many of these children are placed
through private attorneys and private agencies. They
represent the last 15% of the pool of adoptees.

Adoption practices are undergoing radical changes.
Until recently in our culture, adoption has been marked
by secrecy and denial. The usual practice in adoption
was to seal birth records, amend the birth certificate to
reflect as if the child was born to the adoptive parent,
and sever all contact with any member of the immedi-
ate or extended biological family. Now, adoptions have
an option of being more open, including having ongo-
ing contact between adoptees and biological family
members.

Adoption is a women’s health issue in several ways.
Women are triad members in that they are birth mothers,
adoptees, and adoptive mothers. Unique issues emerge
for all of the members of the adoption triad, each revolv-
ing from loss.

Birth mothers, while an intrinsic member of the
adoption triad, are often the least acknowledged and
understood member for a variety of reasons. While
we have a better understanding of some of the issues
encountered by birth mothers who relinquished infants,
we have very little knowledge about birth mothers who
had parental rights involuntarily terminated or whose
children were placed for adoption internationally. The
next few paragraphs discuss the issue only from the
perspective of the first group of birth mothers.

In the past, there was a greater societal stigma
against unmarried women being pregnant. The shame
and secrecy that was part of adoption was due, in
part, because the pregnancy was a clear indication of
women’s sexuality. Social mores attempted to regulate
women’s sexuality and having sex outside of marriage
resulted in ostracism for many birth mothers. They were
often hidden from the community in maternity homes
or at family members not living in the same community.
These women were often pressured to place their child
for adoption.

Birth mothers were encouraged to put the relin-
quishment of the child behind them emotionally and
go on with their life. For many birth mothers, the act of
surrendering the baby for adoption was a traumatic
experience—a physical, emotional, and psychological
loss that had implications for the rest of the mothers’
lives. This loss, complicated by the isolation, shame,
and secrecy surrounding the relinquishment of the
child, affected self-esteem, sexuality, marital relationships,
subsequent childrearing, relationships with the family
of origin, and the birth mother’s capacity for trust and
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intimacy in all relationships. The loss was compounded
by the institution of closed adoptions that put legal,
social, and emotional barriers on contact between birth
mothers and the adoptee or adoptive parents. Today,
women who have lost children to adoption have many
more avenues to speak openly about and deal with this
loss. Some search for their now adult children and
others hope to be found. With changing societal atti-
tudes, many birth mothers now reach out for support
from family, friends, and organizations that were not
available to them in past generations.

One of the biggest issues facing adoptees is the
resolution of identity issues. Adoptees experience a
variety of issues around identity, varying in intensity
and frequency, throughout the life span.

Identity issues are compounded by the lack of
information, in closed adoption, about basic physical
and mental health information from their biological
family members. In closed adoption, unless this infor-
mation was gathered at the time of adoption and given
to the adoptive family, this information is generally
inaccessible to the adoptee. The building blocks of
identity are basic information. Because they lack infor-
mation about their biological origins, some adoptees
experience identity difficulties in the form of “genealog-
ical bewilderment’—a sense that one’s genetic history
is hidden by legal barriers that result in difficulty forming
a complete self-identity.

To fill gaps in knowledge, some adoptees make the
decision to search for the birth family. Although the deci-
sion to search is a multidimensional issue for adoptees,
one reason for searching is to resolve identity issues
related to developing a healthier and more self-aware
sense of self, including seeking answers to questions
regarding physical resemblance, genetic health issues,
and emotional resolution about relinquishment. In
domestic cases of adoption, adoptees have been largely
successful at gaining access to previously confidential
identifying information. In contrast, the majority of inter-
national adoptees often have no identifying information
about birth parents due to cultural attitudes about relin-
quishment and adoption. For example, in China, no for-
mal mechanism exists for parents to relinquish a child for
adoption. Birth parents are forced to abandon their chil-
dren, who are primarily female, in a safe place such as a
market, residential area, or factory, where they know
their children will be found and placed in a social wel-
fare institution. In turn, adoptive families are encouraged
to give their children a cultural and ethnic history since
a biological history may never be available to them.
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Therefore, the issue of search and identity is more com-
plicated for international adoptees.

Adoptive families, in particular, adoptive mothers,
often have gone through a lengthy process of trying to
get pregnant before they pursue the option of adoption.
One of the most salient health issues for adoptive
mothers is dealing with infertility. About 19% of all U.S.
couples have a fertility problem. Many adoptive mothers
build or add to their families through adoption after mul-
tiple unsuccessful attempts at reproductive technologies.
These technologies are stressful on the mental and
physical health of women and often involve increased
physician visits, out-of-pocket costs to families, and time
lost from employment; women may experience an emo-
tional rollercoaster each month, especially if pregnancy
is not achieved.

Some adoptive parents have been reluctant to have
an open adoption. Some fear contact or feel threatened
by the presence of the birth mother. With the advent
of openness in adoption, a new era in adoptions has
begun where both birth parents and adoptive parents can
reach an agreement upon the type of disclosure and con-
tact they will share as the adoption continues. Openness
is seen to be in the best interest of the child, and is now
embraced as a positive trend by the adoption community.

The adoption of a child impacts all members of the
adoption triad throughout their lives and for genera-
tions to come. The unifying point for all adoptive fam-
ilies is that adoptive parenting has special issues related
to adoption and these issues need to be addressed
throughout the family life cycle. In each case, differ-
ences between adoptive parenting and biologic parent-
ing must be acknowledged, addressed, and celebrated
as a unique element specific to each individual family.

In conclusion, while the more difficult issues of
adoption are discussed above, it is important to have
a balanced view. There are many strengths to be
acknowledged about adoption. First, all adoptions are
planned and the parents want children. Second, adop-
tive parents have demonstrated basic competence in
motivation, problem-solving skills, and mental health in
order to adopt by successfully completing a home
study. Third, a broader definition of family through
adoption raises awareness that relationships build
families, not necessarily biology.

A significant part of the child population is affected
by adoption. Adoption is a social arrangement that has
more positives than it does negatives and remains the
best solution for children who cannot be raised with
their biological parents.
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Adultery Adultery is consensual sexual intercourse
between a married person and someone other than that
person’s spouse. Adultery is rarely charged as a crime. It
is more often a concern as a part of a divorce case.
Adultery is one of many possible grounds for divorce
in the majority of states in the United States. Historically,
adultery was one of the few grounds, and in one state
the only reason, on which divorce would be allowed.
Adultery was also historically important in states that
linked child custody or property decisions to the grounds
for divorce. Now that most states have “no fault” grounds
for divorce, adultery is much less legally significant. Some

states even have a requirement that the grounds for
divorce not be taken into account when the judge
decides issues of child custody and property distribution.

Proving adultery can be very difficult because
sexual acts rarely take place in front of witnesses. Some
courts have considered adultery proven when the par-
ties had motivation and opportunity, such as checking
in to a motel together, to engage in sexual conduct.
A few courts have even been called upon to determine
whether graphic sexual communication over the
Internet constitutes adultery, but there is no clear law
yet established.

SEE ALSO: Divorce
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SHEILA SIMON

Advance Directives since the mid-1970s, a
great deal of attention has been focused on advance or
prospective health care planning as a way for individu-
als to maintain some control over their future medical
treatment even if they eventually become physically
and/or mentally unable to make and express important
decisions about their own care. Proponents of advance
care planning also claim that it may help individuals and
their families avoid court involvement in medical treat-
ment decisions, conserve limited health care resources
in a way that is consistent with patient autonomy or self-
determination, and reduce the emotional or psycholog-
ical stress on family or friends in difficult crisis situations.

There are two main legal mechanisms available
for use in prospective (i.e., before-the-fact) health care
planning. One is the proxy directive, ordinarily in
the form of a durable power of attorney (DPOA), while
the second is the instruction directive, usually referred
to as a living will, health care declaration, or natural
death declaration. In the United States, these legal
mechanisms have their basis in various statutes enacted
by state legislatures. In some countries (e.g., Great
Britain), advance directives have been recognized by
the courts even though they have not been codified in
the form of statutes.
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In their advance directive statutes, many state legis-
latures have attempted to draw distinctions between
artificial means of feeding and hydration, on one hand,
and other forms of life-sustaining medical treatment
(such as ventilators and antibiotics), on the other.
Specifically, many statutes try to make it more difficult
procedurally for families or other decision-makers for
incompetent patients to refuse or withdraw artificial
feeding or hydration than to refuse or withdraw other
forms of life-sustaining medical treatment. Some persons
argue that these legal provisions are necessary to protect
very vulnerable patients from unfair undertreatment and
medical neglect; however, advance directive statutes that
discriminate on the basis of the type of medical treat-
ment being refused by the patient or surrogate probably
are unconstitutional.

The courts and legislatures consistently have made
it clear that state advance directive statutes are not
intended to be the only means by which patients may
exercise the right to make future decisions about med-
ical treatment. For instance, a patient might convey
wishes regarding future medical treatment orally to the
physician during an office visit, with the physician doc-
umenting the patient’s words in the medical chart.
When that patient later becomes unable to make med-
ical decisions, the patient’s oral instructions are just as
valid legally as would be a written document executed
in compliance with all the statutory formalities found in
the state’s advance directive statute.

There is a substantial body of evidence indicating
that very often patients’ stated wishes regarding life-
sustaining medical treatment are not respected and
implemented. In actuality, critically ill patients frequently
receive more aggressive medical treatment than they
earlier had said they would want.

State advance directive statutes all excuse a health
care provider who chooses, for reasons of personal con-
science, not to implement the expressly stated treatment
preferences of a patient or surrogate, as long as that
provider does not impede that patient being transferred
to the care of a different provider if that is what the
patient or surrogate wishes. Similarly, courts have
declined to hold health care providers legally liable for
failing to follow a patient’s or surrogate’s instructions to
withdraw or withhold particular forms of treatment, on
the grounds that providing life-prolonging intervention
cannot cause the sort of injury or harm for which the legal
system is designed to supply financial compensation.

SEE A1s0: Durable power of attorney for health care, Living wills
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Affirmative Action Even with the passage of the
Civil Rights Act of 1964, the fight for equality and against
discriminatory practice has continued. Although the Act
is the nation’s strongest civil rights law, minority groups
still lack basic equal opportunities. Affirmative action is a
proactive policy used to provide equal opportunities for
groups such as women, blacks, and other disadvantaged
social and ethnic groups. Before the adoption of affir-
mative action, women and minorities were not being
hired for jobs and were being denied admission into
higher educational programs because of their race or
gender. Affirmative action is an essential tool in correct-
ing the widespread and wrongful discriminatory prac-
tices of this past century, which have kept minorities and
women from pursuing higher education and employ-
ment opportunities. Specifically, affirmative action
requires organizations to establish programs that ensure
equal access be given to disadvantaged social and ethnic
groups.

The term affirmative action was first used by
President John F. Kennedy in an executive order to the
Equal Employment Opportunity Commission (EEOC).
Executive Order 10925 charged the EEOC to use “affir-
mative action” to ensure that employment practices
did not discriminate. This was followed by Executive
Order 11246, which was issued by President Lyndon
B. Johnson in 1965, requiring government contractors to
use “affirmative action” in their employment practices in
order to increase equality for minorities. Two years later,
the executive order was expanded to include women.

Not only was the support of President Johnson
essential in ensuring the passage of the Civil Rights Act
of 1964, he was also the key figure in the advancement
of affirmative action. The strong support from President
Johnson eventually led to the adoption of a governmen-
tal requirement that all federal programs provide equal
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opportunity and treatment for minorities. In one speech,
President Johnson championed affirmative action by stat-
ing, “We seek not just freedom but opportunity—not just
legal equity but human ability—not just equality as a
right and a theory, but equality as a fact and as a result’
(Timeline of Affirmative Action Milestones, Brunner).

Although affirmative action had never been
embraced with open arms, it was not until 1978 that it
was first challenged in federal court. Alan Bakke, a
white student, claimed that the University of California
Davis Medical School’s affirmative action program dis-
criminated against him because it used a quota system
reserving 16 seats for minority students. Consequently,
minority students with lower grade and standardized
test scores than Bakke were admitted, while his appli-
cation was denied for two consecutive years. Even
though the Supreme Court ruled that the use of quotas
was unlawful, it did rule that it was lawful for the
school to use race as a factor in the admission process.

The three branches of government have all taken
differing views as to the future of affirmative action. For
instance, in 1989, the Reagan administration pushed for
the Supreme Court to declare affirmative action unlaw-
ful. While the Court did not abolish affirmative action
outright, it did substantially limit the scope and use of
the policy. Most of these rulings were handed down
within a 3-month period shortly after Justice Rehnquist
became the Chief Justice. The Democrats who were then
in control of the Congress responded by attempting
to pass legislation in 1990 that would overturn the
Court’s decisions, but were unsuccessful in overriding
President Bush’s veto. In 1991, a compromise between
the Democrats and the Bush administration was reached
which prohibited the use of quotas, and allowed legis-
lation to pass that would overturn the Court’s decisions
which limited affirmative action. However, during the
Clinton administration, a 3-year moratorium on new
affirmative action programs was imposed, coupled with
a promise not to end affirmative action.

While the federal government grappled with the
future of affirmative action, more than a few state
governments have pressed hard to eliminate it altogether.
In 1997, California passed Proposition 209, which abol-
ished the use of affirmative action throughout the state.
Washington and Florida soon followed suit; Washington
abolished affirmative action in 1998 with Initiative 200,
and in 2000, Florida abolished the use of affirmative
action in education. More recently, two cases arising out
of the admission policy of the University of Michigan
may determine the future of affirmative action. In Grutter

v. Bollinger and Gratz v. Bollinger, the plaintiffs chal-
lenged before the U.S. Supreme Court the use of race as
a factor in the school’s admission process. In Grutter v.
Bollinger, the United States Supreme Court held that
the University of Michigan’s consideration of race as a
factor in law school admission was not unconstitutional.
However, the awarding of points based on minority
status alone in the consideration of undergraduate admis-
sions was found unconstitutional in Gratz v. Bollinger.
These two cases reflect very different schools of
thought on affirmative action. Proponents of its contin-
ued use argue that affirmative action is responsible for
providing minorities with equal opportunity and access.
Equal opportunity and access are critical because of the
underrepresentation of minorities and women in higher
education, in higher paying employment, and in profes-
sional positions. Furthermore, proponents argue that if
factors such as athletics, legacies, and other relationships
to benefactors are all given special consideration in
admission, then a student’s diverse background should
be taken into account as well. Opponents of affirmative
action argue that if it is wrong to discriminate based on
race and gender, then it is equally wrong to use such
factors to help an applicant in the selection process
because it leads to reverse discrimination against whites.
This is because affirmative action programs use prefer-
ential treatment and quota systems to give undeserving
applicants a free ride at the expense of a better qualified
white student. Opponents emphasize that this goes
against the grain of the American value of self-reliance.
For women, affirmative action has meant that they
now enjoy nearly the same opportunities as men in
employment, education, and business opportunities. In
1987, the Supreme Court held that it was lawful for an
employer to use affirmative action to increase the ratio of
female employees. Although affirmative action has
helped women make progress, women still have not
realized the promise of “equality as a result” in President
Johnson’s speech. Women do not receive equal treatment
and parity in the workforce. When compared to men,
women earn only 74 cents per dollar; African American
and Hispanic women earn even less at 63 and 57 cents,
respectively. Furthermore, there is still a gap in profes-
sional education programs because only 25% of doctors
and lawyers in the country are women, and only 8.4% of
engineers are women. Affirmative action programs for
women are still widely supported abroad. In 1997, the
European Court of Justice held that affirmative action for
women is lawful in the private sector and has become
the legal precedent for all European Union members.
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Affirmative action has been instrumental in providing
equal access and opportunities for minorities and women.
Although several states have abolished affirmative action,
the Supreme Court has been reluctant to immediately
follow suit. Now, the future of affirmative action is uncer-
tain. The July ruling expected by the Court will either
support its continued existence or abolish it altogether.
Whether or not affirmative action has a future in the
United States, history has shown the demonstrably posi-
tive impact it has had on minorities and women. Today,
both groups enjoy opportunities in employment and
education that would not have been possible otherwise.

SEE ALsO: Discrimination
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African American

quilting*

somewhere in the unknown world
a yellow eyed woman

sits with her daughter

quilting.

some other where

alchemists mumble over pots.
their chemistry stirs

into science. their science

freezes into stone.

in the unknown world

the woman

threading together her need
and her needle

nods toward the smiling girl
remember

this will keep us warm

how does this poem end?
do the daughters’ daughters quilt?
do the alchemists practice their tables?

*From Lucille Clifton, Blessing the Boats: Poems New and Selected,
1988-2000. Copyright © 2002, 1991 by Lucille Clifton. Reprinted with per-
mission of BOA Editions, Ltd.

African American

do the worlds continue spinning
away from each other forever?

Lucille Clifton

African American (AA) women’s health care has
been and continues to be unacceptably poor. Some AA
women are numbered in the lowest socioeconomic status
for both wealth and education. Many of them live and
raise their families under conditions of poverty with a pri-
mary concern for the basic needs of food, clothing, and
shelter. Health care for some of these women is a luxury
and is attended to in an emergency situation only. Many
women who live in poverty were born into an environ-
ment of poverty and have had limited exposure to formal
education. There are other AA women who are well edu-
cated and affluent—some are categorized as middle class
and others as wealthy. However, research studies have
shown that across the spectrum of class and socioeco-
nomic status, AA women’s health care remains unaccept-
ably poor. The reasons for this seem to be multifaceted
and reflect several barriers to health care for AA women.

The U.S. Department of Health and Human Services
Office of Women’s Health describes some of the barriers
as being related to: “the current state of medical practice,
medical education, medical research and medical lead-
ership in the United States creates its own obstacles for
minority women. These four areas of medicine have
traditionally ignored the health of women and minori-
ties.” These obstacles take into account the physical
location of medical practice facilities, many of which
tend to be inaccessible to a sizeable portion of the AA
female population who live under conditions of impov-
erishment. The lack of access to health care resources
results in a decrease in the receipt of preventive care
and continuity of care. This can result in an increase in
hospitalizations and higher health care costs.

According to the census report for year 2000, while
most women across racial and ethnic groups had an
office-based usual source of care, white woman were
more likely to have office-based care than nonwhite
women. AA women were more likely to use a hospital
outpatient department or emergency room for their usual
care. Hospital outpatient departments often have high-
volume practices and as a result physicians in these
settings have less time to spend with patients. And some-
times these physicians provide less preventive care coun-
seling than do physicians in other medical practices.

The lack of access to health care providers in
minority communities does not address the full scope of
the problem. In April 2000, The New England Journal of
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Medicine published an article based on a survey by
Dr. Sean R. Morrison et al. The authors reported that
they had observed that many AA and Hispanic patients
who were receiving palliative care at a major urban
teaching hospital were unable to obtain prescribed opi-
oids from their neighborhood pharmacies. Dr. Morrison
and colleagues surveyed a randomly selected sample of
30% of New York City pharmacies to obtain information
about their stock of opioids.

Our data demonstrated that many New York City
pharmacies do not stock sufficient medication to treat
patients with severe pain. Furthermore, pharmacies in
predominantly nonwhite neighborhoods are signifi-
cantly less likely to stock adequate supplies of opioids
than are pharmacies in predominantly white neighbor-
hoods. These results suggest that nonwhite patients
maybe at even greater risk for the under treatment of
pain than previously reported...

This practice impacts the heath care of AA women who
live in neighborhoods that consist of a predominantly
minority population.

There are many other health care system barriers
related to medical practice; it would require a separate
volume to address them all. Two additional issues that
will be addressed here are AA women and mammo-
graphy, and AA women and the practice of cardiac
catheterization.

Many studies have focused attention on AA women
and the use of mammography: the results have shown
that AA women are less likely to undergo mammogra-
phy and are more often diagnosed with advanced-stage
breast cancer than are white women. The question that
remains unanswered is why are AA women more often
diagnosed with advanced-stage breast cancer? Is the
access to providers for primary prevention the issue or
are the providers not referring AA women for mam-
mography? According to Ellen P. McCarthy et al., in their
study “Mammography Use Helps to Explain Differences
in Breast Cancer Stage at Diagnosis between Older
Black and White Women”:

We previously found that greater mammography use
was associated with an increasing number of visits to a
primary care provider among Black and White women
but receipt of primary care was not enough to correct
the disparity in mammography use between Black and
White women. Furthermore, many studies show that a
physician’s recommendation is the most important
determinant of mammography use.

In the case of cardiac catheterization, it has been
well publicized that there is a clear racial difference in

the referral pattern practice of physicians when pre-
sented with patients who have a complaint of chest
pain. AA women are less likely than white women and
men, AA and white, to undergo a cardiac catheteri-
zation or coronary artery bypass graph surgery, when
they are hospitalized with a diagnosis of chest pain or
myocardial infarction.

The Department of Health and Human Services has
also listed medical education, medical research, and med-
ical leadership as barriers limiting access to health care.
Medical education was targeted because of limited train-
ing in the area of cultural competence in health care train-
ing programs. In addition, the enrollment of AA students
into traditionally white medical school matriculation has
declined as expressed by Jack H. Geiger in an article titled
“Comment: Ethnic Cleansing in the Groves of Academe.”
The article was published in 7he American Journal of
Public Health in September 1998. As a consequence of
the decrease in minority enrolment in health care training
programs, there is, as well, a disparity in the number of
minorities who serve in all areas of health care. This is
especially evident in the lack of diversity among the med-
ical school faculty members, researchers, and administra-
tors. Disparity in the racial/ethnic mix of the providers
can add to the stress and uncertainty of care that is expe-
rienced by the patient.

To accurately assess the issues of health care in AA
women, we need researchers and participants. Lessons
learned from the Tuskegee Syphilis Study have stressed
the importance of informed consent and health care
ethics in every research situation. It is imperative that
AA women become more actively involved in research
projects and fulfill the roles of both the researcher and
the educated consenting participant.

HEALTH STATISTICS

The average life expectancy between 1950 and
2000 increased by an average of 8 years for males and
females of all races. But, the most significant increase in
life expectancy was among AA females whose average
life expectancy increased by 12.3 years. This improve-
ment has raised the average life expectancy to 75 years
for AA women, but it remains below the 79.5 years
average life expectancy for all race females.

The Health Resources and Services Administration
Office of Women’s Health also looks at the years of
potential life lost as a measure of population health. This
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measure calculates the years of life lost by people who
died before their full life expectancy. In 1998, AA women
had more than 10,000 years of potential life lost due to
all causes. That number is double that of white women
and more than three times the number for Asian women.

What are the leading causes of death for AA
women? Heart disease, cancer, and stroke rank as the
top three with diabetes listed as fourth. Obesity and
hypertension, although not listed as major causes of
death in AA women, contribute to the disease process
for both heart disease and stroke. According to the year
2000 census report, 35.8% of AA women self-reported
that they were obese. Obesity can lead to heart disease,
stroke, and diabetes. It has also been implicated in
some forms of cancer. Obesity is a treatable condition
that requires full participation by the patient along with
medical advice and support.

Not all threats to the health and well-being of the
AA women are as treatable as obesity. AIDS has a high
incidence and prevalence in AA women. According to
the U.S. Health Status Morbidity Report, the age and
prevalence are as listed:

Age in years AIDS cases
13-19 1,112
20-24 4,443
25-34 27,885
3544 28,863
45-64 11,717

65 and older 967

These figures are staggering and will continue to
grow if we allow it; therefore, as AA women we must
move forward as advocates for an improved health care
system that will meet the needs of a diverse population
of consumers.

SEE Arso: Access to health care, Discrimination, Education,
Racism, Socioeconomic status
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Age Spots see Liver Spots

AgeiSM The term “ageism,” a set of beliefs about
age, was coined in the late 20th century. It is a form of
stereotyping that refers to prejudgment or discrimination
against any particular age group, although it is typically
viewed today as a negative perspective about the aged.
Categorizing by chronological development, ageism can
be framed either in positive or negative terms: babies are
dependent/uninteresting, toddlers are explorers/opposi-
tional, teenagers are defining their values/unreliable and
self-centered, young adults are energetic/unfocused,
middle-aged workers are successful/entrenched, retirees
are carefree/useless, the elderly are to be honored/
forgetful and frail. One’s chronologic age or stage of
development may influence the nature of the stereotypes
held. Whether in the context of ageism, sexism, or
racism, attributes which are viewed as positive in one
group may be negative for another (such as labeling the
same behavior as “forcefulness” in males and “aggres-
siveness” in females, or “forgetfulness” in the young as
“senility” in the old).

References to ageism obtained through an Internet
search and a review of the medical literature predomi-
nately refer to prejudice against the elderly—such as
inequities in work opportunity, portrayal of the elderly
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in the media, and inappropriate medical care. In 2002,
the American Psychological Association specified that
“ageism is defined as a prejudice toward, stereotyping
of, and/or discrimination against any person or persons
directly and solely as a function of their having attained
a chronological age which the social group defines
as ‘old’.” The U.S. Department of Health and Human
Service’s Administration on Aging defines ageism as “a
term expressing prejudice against older adults through
attitudes and behavior.”

Government financial support for elderly individu-
als with little to no resources was initiated in the 1930s
and 1940s as Social Security in the United States, and as
Old Age Pensions in Britain, coupled with mandatory
retirement ages. In the 1970s, political activists such as
Maggie Kuhn in the United States pursued the notion
that mandatory retirement was ageism, and by 1978,
mandatory retirement was effectively abolished. Recent
changes have raised the lower limit of “retirement age”
(eligibility for full Social Security pension benefits) from
65 to 67, because of concerns regarding the solvency of
the Social Security system.

Contemporary definitions of “old” or “elderly” are
variable: old enough for membership in the American
Association of Retired Persons (AARP) at 50; retired from
the workforce (which may be, depending on one’s occu-
pation, as early as age 40 in the military/police/firefighter
sphere, or 55, 60, or 75 as negotiated with employers);
eligible for Social Security and Medicare benefits; gray-
haired or wrinkled; unable to appreciate the current
generation’s popular music/fashion/aspirations.

Ageism in its limited meaning (regarding discrimi-
nation against the elderly) tends to assume that the
elderly are no longer able to contribute to society in
a meaningful way, and drain the broader society’s
resources because of a continuous decline in health and
well-being. Census Bureau statistics challenge this con-
cept, noting that a relatively small number of the elderly
are in fact in nursing homes, and that these individuals
tend to be the very oldest. Some research and anecdotes
indicate that being segregated with other aged people
and having limited opportunities for decision-making
leads to declining function. Chronological age does not
solely define function, though health and social policy
might suggest otherwise.

While it is understood that discrimination against
the elderly is prohibited, it is less well known that the
Age Discrimination Act of 1975, which affects programs
or activities receiving U.S. federal financial assistance,
“applies to persons of all ages.” In both industrialized

and nonindustrialized societies, there are generally
accepted ages or stages for the definition of childhood
(dependent status) or adulthood (the age of consent or
majority), with variation by societal norm or law. For
example, adulthood may be defined as the onset of
puberty, becoming a parent, entering a career, complet-
ing education, living independently, or solely by age
(e.g., 13 or 18 or 21 years). In medical care, the context
of the visit may determine the age of consent: minors
may not be treated for injury without permission from
a parent or guardian, but may receive care for sexually
transmitted diseases or family planning without such
permission.

Even though chronological age or distinguishing
between “childhood” and “adulthood” are convenient
ways to categorize people, this can overlook the possi-
bility of continuing growth and development through-
out the human life cycle. Just as children can be seen
as progressing through recognizable stages or streams,
so can adults. There are, not surprisingly, different
models of child development rooted in various theories
such as those of Piaget, Freud, Gesell, and Bandura.
The work of Eric Erickson extended the notion of child-
hood developmental stages into adulthood, pairing
ranges of chronological age (early adulthood, middle
age, and later years) with psychosocial conflicts and
their resolutions. Subsequently, the scholarly and pop-
ular literature has addressed various formulations of
such phases or stages of adulthood and now includes
the elderly.

Overall, we expect that age and experience will
yield maturity; we expect a 3-year-old to handle adver-
sity differently than a 30-year-old. But a 16-year-old
may be wise and a 60-year-old foolish; a 30-year-old
well settled into a career or still unfocused. Stages of
development may overlap or be revisited. In contem-
porary society, we are likely to have multiple roles in
family, work, friendship, and community. We may
achieve maturity in one role but find it elusive in
another, or devote energies to one sphere of life (work
vs. family) or stream of development (intellect vs. social
relationships) at the expense of another. Further, we
may interrupt career or postpone family for a period of
time, then reassess and refocus, no matter what our
chronological age. In the late 20th century, individuals
as unlike as Julia Child and Jimmy and Roslyn Carter
publicly embarked on new directions in their lifework
at a time that many would be simply “retired.”

Age, like gender or race, may have less importance
in defining one’s place in modern society than in
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previous generations. A new and positive “ageism” may
take the forefront in the 21st century, expecting and
encouraging persons to develop their strengths and
skills without respect to chronological age.

SEE Arso: Activities of daily living, Affirmative action,
Dementia, Discrimination, Social support, United States Civil
Rights Act of 1964, Youth
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TERESA TROGDON ANDERSON

Agoraphobia Agoraphobia is a psychiatric
illness in which individuals are anxious about being in
situations where escape may be difficult or embarrassing.
Nervousness may also occur if someone is not available
to help in case a panic attack or panic-like symptoms
occur. Due to these apprehensions, individuals with ago-
raphobia begin to avoid situations, or experience intense
anxiety or fear having a panic attack or panic-like symp-
tom attack while in them, or require a companion to
accompany them. Individuals with agoraphobia typically
avoid being alone either at home or otherwise. Other
typical situations that are avoided are places that are dif-
ficult to leave abruptly like public transportation, tunnels,
theaters, restaurants, and the like.

To understand agoraphobia, the notion of panic
must first be elucidated since it is a key component in
diagnosis. Panic attacks are episodes of intense anxiety
in which at least four of the following thirteen symp-
toms peak very quickly: increased heart rate, sweating,
shakiness, shortness of breath, choking feelings, chest
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pain, abdominal distress, dizziness, feelings of unreality
or detachment from self, fear of losing control or dying,
tingling, chills, or hot flushes.

Panic-like symptoms are fewer in number than is
required for a full-fledged panic attack, but can also
include other incapacitating symptoms (e.g., severe
headache). Panic attacks or panic-like symptoms can be
either unexpected or situationally predisposed. The
former occur unpredictably whereas the latter can be in
response to some stimulus, but at other times attacks do
not occur with that stimulus at all (e.g., an attack may
occur after entering a mall but at other times this may
not happen).

A diagnosis of panic disorder with agoraphobia
is given when agoraphobia occurs along with unex-
pected full-fledged panic attacks with a month of con-
cern about one of the following: fears of another attack,
or the implications of the attack, or a marked change
in behavior associated with the attacks. On the other
hand, a diagnosis of agoraphobia without history of
panic disorder is made when agoraphobia symptoms
are related to fears of developing the panic-like symp-
toms without a history of full-fledged panic attacks.

There is considerable controversy about the inci-
dence of agoraphobia without a history of panic attack.
The unitary model postulates that panic and agoraphobia
are variations of the same underlying disorder whereas
the dualistic model postulates that they are discrete dis-
orders. Although an epidemiologic study reported a 68%
rate of agoraphobia without panic attacks or disorder, it
is rarely seen in clinical settings. Another study found
that agoraphobia without panic occurred in 7.8% of
study participants as opposed to agoraphobia with panic
in 0.8% of a young sample (ages 14-24). Others report
that the occurrence of agoraphobia without panic disor-
der is rare as most individuals (95%) have past or present
panic disorder. Differences in the results obtained are
blamed on flawed study methodology.

Agoraphobia generally develops between the ages
of 18 and 35. The exact cause is unknown; however, it
is thought to be a combination of biology, gender, and
environment. Panic disorder with agoraphobia is three
times as likely to occur in women than men. Community
samples of individuals with panic disorder indicate that
from one half to one third also have agoraphobia. It is
estimated that clinical samples (individuals being treated
for psychiatric disorders) have even higher rates of ago-
raphobia. Agoraphobia usually occurs within the first
year of frequent panic attacks and can continue even
though panic attacks may remit. Most individuals with



Agricultural Work

limited symptom attacks have experienced full-fledged
panic attacks at some point. Panic attacks, as opposed
to limited symptom attacks, are associated with greater
impairment. In some cases a decrease in agoraphobia
follows a decrease in panic symptoms. Cases of agora-
phobia without a history of panic seem to have a more
difficult course and outcome. Individuals who experi-
ence more severe agoraphobia tend to experience other
anxiety disorders as well. The course of agoraphobia
varies. Some individuals experience a waxing and
waning course, while others will have periods of brief
improvement or remission.

Treatment of agoraphobia targets the panic symp-
toms with antipanic medications such as tricyclics, ben-
zodiazepines, serotonin reuptake inhibitors, and
monoamine oxidase inhibitors. Psychotherapy using
cognitive-behavioral therapy (CBT) focuses on chang-
ing the dysfunctional beliefs and behaviors associated
with the interpretation of panic symptoms and the ago-
raphobic avoidance. Exposure-based therapies seem
to be most effective for agoraphobic avoidance. A 70%
improvement in agoraphobia symptoms has been doc-
umented when the treatment used was in vivo expo-
sure. Depending on the assessment of symptoms and
their severity, either medication or psychotherapy is
used, or a combination of both.

SEE Arso: Anxiety disorders, Depression, Panic attack,
Phobia, Posttraumatic stress disorder
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VIRGINIA E. AYRES

Agricultural Work approximately 22,200
women in the United States are employed in agriculture
as farm owners, managers, workers, and in other
related occupations. Although women employed in
agriculture represent a small portion of the total agri-
cultural workforce—less than 15%—this number under-
estimates the contribution of women to agricultural
productivity. Women contribute untold hours of unpaid
work on farms.

As informal and formal workers on farms, women
are exposed to a multitude of biological, chemical, phys-
ical, and mechanical hazards. Occupational diseases in
women working on farms will go undiagnosed if a physi-
cian assumes she does not work or if a physician is unfa-
miliar with occupational diseases. Hazards encountered
on farms include heavy equipment; enclosed spaces such
as silos, grain bins, and manure storage structures; toxic
and irritant gases and dusts including carbon dioxide,
nitrogen dioxide, anhydrous ammonia, pesticides, endo-
toxins, fungi, and molds; weather extremes; and animals.
Respiratory diseases, traumatic injuries, musculoskeletal
disorders, noise-induced hearing loss, skin disorders,
chemical poisoning, infectious diseases, cancer, infertility,
low birthweight, birth defects, and Parkinson’s disease
are associated with hazards encountered in agriculture.

Due to the fact that women are often employed off
the farm, their contribution to farm work may put them
at higher risk of injuries due to fatigue. In addition,
since the work changes seasonally and is often done
under time pressure, women are likely to be at a high
risk of injury comparable to new workers in other occu-
pational settings. Inexperience and lack of familiarity
with equipment often leads to work-related injuries.
Equipment designed for an average male may increase
ergonomic strain for women and result in increased risk
of musculoskeletal injuries.

Women who have been exposed to agricultural
chemicals have been found to have excesses of non-
Hodgkin’s lymphoma, leukemia, multiple myeloma, soft
tissue sarcoma, and cancers of the breast, ovary, lung,
bladder, cervix, and sinonasal cavities. Exposure assess-
ments to toxic substances have largely been derived
from male animal models. Genetic and other biological
differences may contribute to differing susceptibility to
agricultural chemicals between men and women.
Susceptibility may be increased or it may be reduced
due to gender. Therefore, patterns of cancer among
women exposed to agricultural chemicals may well
differ from patterns observed among men.
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Emotional and psychological gender differences
related to the isolation of rural farm life have not been
assessed. Mental health in rural areas has been a
neglected issue in medical care service access. The
absence of services may have a detrimental effect on
the health and well-being of farm women.

Women who are migrant farm workers are
exposed to the same hazards as men who are migrant
workers. However, they are likely to experience greater
ergonomic problems than their male counterparts. In
addition, migrant women who work during their preg-
nancy are likely to experience problems due to bend-
ing and lifting. Exposure to pesticides in the fields has
been a persistent problem for all migrant workers and
should also be of concern for the children exposed in
utero. Women who migrate from other countries may
also experience high levels of exposure to farm chemi-
cals that are no longer in use in the United States,
increasing their risk of medical problems. Cultural dif-
ferences, differences in perception of risk, differences
in prevention strategies, and language barriers create
unique problems for addressing the medical problems
of migrant women.

Women who work on the farm are often excluded
from consideration of agricultural safety and health
programs. Role definition as homemakers or employed
workers in settings other than agriculture may influence
women’s perception of risk, involvement in safety
programs, and identification of diseases related to
agricultural exposures.

In general, safety measures to reduce problems
among women working in agriculture are the same
as those proposed for men. However, women
who work infrequently with equipment may need to be
retrained when they have been away from it for a
while. Women need to be aware that they are exposed
to dusts and chemicals that should be mentioned to
their physicians when they are having health problems.

SEE Arso: Cancer, Immigrant health, Rural health, Women in
the Workforce (pp. 37-40)
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AIDS see Acquired Immunodeficiency
Syndrome

Alcohol Use Although patterns of drinking and
behavior when inebriated vary cross-culturally, alcohol
consumption affects men and women differently in
all cultures for biological as well as social reasons.
Women’s bodies metabolize alcohol differently from
men’s because of their generally smaller body size,
greater fat-to-muscle ratio, and fluctuating hormonal lev-
els. Although the capacity to drink alcohol without
showing strong effects of inebriation varies individually
and can be modified by experience, in general, women
get drunker faster on less alcohol than men. In addition,
negative effects of chronic overconsumption of alcohol
such as liver disease, anemia, peptic ulcers, high blood
pressure, and hepatitis develop more quickly in women.
Not only has breast cancer been linked to alcohol con-
sumption in women, but also the well-cited protective
factors of moderate consumption against heart disease
only apply to women after menopause, and then only if
women consume half the quantities permitted in men.
Women have been found to suffer psychological harm
from alcohol addiction more strongly than men, and
addiction among women in most societies is so heavily
stigmatized that female problem drinkers are at higher
risk than men for depression, low self-esteem, and suici-
dal impulses. However, because most research on prob-
lem drinking has focused on men, health providers know
less about female addiction and how best to treat it.
Alcohol use during early pregnancy can cause
birth defects. Even a single instance of consuming
5-7 drinks in the first trimester can lead to fetal alcohol
syndrome, which causes characteristic facial deformi-
ties, developmental disabilities, and seizure disorders.
Heavy drinking can also trigger miscarriages. The
effects of alcohol consumption in the second and
third trimesters are poorly understood, but preliminary
evidence suggests a link between moderate drinking
(4 drinks or less per session) in later pregnancy and
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dyslexia, learning disabilities, and other forms of brain
damage. Rates of fetal damage may vary by ethnic
group, possibly because of differences in drinking
behavior and access to prenatal care. Concern over the
effect of maternal drinking on fetal health has led to
attempts to impose sometimes oppressive restrictions
on drinking by women of reproductive age.

Heavy drinking has social as well as biological costs
for women. Socially it makes women vulnerable to vio-
lence and sexual abuse. Although the exact nature of
the link between alcohol use and violence, especially
sexual violence, remains an object of debate, research-
ers have discovered some patterns. A double standard of
women’s drinking can lead men to see inebriated
women as legitimate targets for sexual aggression.
Alcohol outlets such as bars vary in terms of the
respectability of women who enter. In outlets at the
lower end of the scale, men may regard any woman who
enters as, by definition, sexually available, putting them
at risk for harassment or rape.

Drinking impairs decision-making, makes people
clumsy, and can lead to unconsciousness. This
decreases women’s awareness of possible impending
danger, and lowers their ability to respond to a haz-
ardous situation. Because alcohol use can also increase
a person’s risk of perpetuating a violent act (whether
male or female), as well as intensify the degree of vio-
lence, women can be at risk of violence not only
because of their own drunkenness but also because of
that of their male partners. Even at moderate levels,
alcohol encourages aggressiveness; at higher levels it
can inhibit cognitive capacity. Drinking heavily forms
part of male status-building in groups: men often
encourage one another in capacity competitions. The
combination of male status-building through heavy
drink and impairment of reasoning capacity in both
men and women can lead to violent escalation of sex-
ual conflicts. Even moderate drinking can impair
women’s ability to negotiate sexual behavior, increasing
their risk for pregnancy and sexually transmitted
diseases as well.

Culturally based excusing of inebriate behavior
means that drunkenness can absolve personal responsi-
bility in what anthropologists call a “time-out” phase, in
which inebriates are not held to the same standards of
behavior as sober people. For example, a rapist who
demonstrates inebriation at the time of the assault may
face a lesser legal penalty. Ironically, double standards
often mean that juries see inebriated female rape
victims as having invited assault, or confusing the rapist

as to her intent, lessening his attributed guilt. Alcohol
use also increases risk of conjugal violence. Women
with a drinking problem are more likely to be slapped,
beaten, kicked, hit, or have their lives threatened by
their husbands. Conflicts related to finances, jealousy,
and gender role transgressions can be heightened
through regular alcohol abuse by both partners. Alcohol
addiction can increase risk for codependency and eco-
nomic dependence on men, constraining women from
leaving abusive relationships, creating a vicious circle
that is difficult to escape.

Concern over alcohol’s effects on women’s sexual
continence and the health of their children has led to
restrictive laws against female drinking and even
against women entering bars. Feminist-led changes in
sexual mores and the entrance of large numbers of
middle-class women into the workplace have opened
more opportunities to drink for women desiring social
connotations surrounding drinking, such as glamour,
independence, free choice, and masculine privilege, as
women increasingly try to fit into a male-dominated
world, to compete with men on equal footing in all
levels, and see the double standard which governs
drinking as oppressive. While employed men gener-
ally drink more heavily than employed women, women’s
drinking rates increase with some types of employment.
Women are generally more likely to drink if they earn
enough to buy alcohol, have completed higher educa-
tion, live in an urban area, and have professional
employment, but researchers cannot make any strong
connection between employment in itself and drinking
problems among women. Greater access to alcohol and
greater social freedom to drink among women can be
seen as positive; increased moderate drinking among
employed women does not necessarily imply a greater
rate of problem drinking.

Since the 20th century, U.S. feminists have seen
women’s drinking in terms of greater freedom.
Historically, though, in the United States, Mexico, and
Great Britain, women led the 19th century temperance
movement against drinking by both men and women.
In the contemporary world, female-led antidrinking
movements have arisen in many developing countries
in which women agitate politically against male drink-
ing and also take steps to smash breweries and boycott
alcohol products. In the United States and Great
Britain, women have led political movements to crimi-
nalize driving under the influence, citing maternal
grief at the loss of children to drunk driving crashes.
Ironically, both women who seek to expand female
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access to alcohol, and women who seek to restrict alco-
hol use by both sexes see their efforts as improving
women’s lives.

SEE A1s0: Addiction, Pregnancy, Rape, Violence
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Alpha-Fetoprotein Screening The value
of alpha-fetoprotein (AFP) in detecting neural tube
defects was recognized over 30 years ago. AFP is a gly-
coprotein synthesized by the fetal yolk sac, gastroin-
testinal tract, and liver. When the fetal integument is not
intact, markedly elevated levels of AFP occur in the
amniotic fluid and maternal serum. Hence, elevated
AFP levels are associated with neural tube defects, such
as anencephaly and spina bifida, and abdominal wall
defects. Other causes of high AFP levels include renal
anomalies, decreased maternal weight, and multiple
gestation. Conversely, low AFP levels are associated
with chromosomal trisomy, fetal demise, and increased
maternal weight. Inaccurate estimation of gestational
age is the most common reason for an abnormal
AFP value.

AFP screening is recommended for all pregnant
women in order to help detect those among the general
population who may require further diagnostic evalua-
tion. In most regions of the United States, AFP is com-
bined with two additional analytes produced by the

Alpha-Fetoprotein Screening

placenta, human chorionic gonadotropin (hCG) and
unconjugated estriol (uE3). These markers, commonly
referred to as the triple screen, can be done from 15 to
22 weeks gestation, but are most accurate between 16
and 18 weeks gestation. The triple screen is designed to
identify pregnancies complicated by neural tube
defects, trisomy 18, and trisomy 21. An increased hCG
value is the most sensitive marker for detecting trisomy
21, while low hCG levels are associated with trisomy
18. Levels of uE3 are decreased in pregnancies affected
by trisomy 21 and trisomy 18. Of the markers, only AFP
has value in screening for neural tube defects. Absolute
values of the three serum analytes are converted to
multiples of the median (MoM) and used to calculate a
woman’s age-related risk of fetal anomaly. Gestational
age, maternal race, and maternal weight are also factors
used to adjust the level of risk.

Maternal serum AFP screening can detect about
90% of anencephaly cases and 80% of all open spina
bifida cases. The three serum analytes combined detect
60-70% of trisomy 21-affected fetuses with a false
positive rate of 5%. Ongoing research aims to improve
detection rates using better combinations of maternal
serum markers. Inhibin A, free BhCG, and plasma pro-
tein A (PAPP-A) are among the serum analytes proposed
either to increase screening sensitivity or to allow detec-
tion earlier in gestation.

Appropriate diagnostic testing after positive screen
result depends on the analyte levels. For AFP, a MoM
value greater than 2.0-2.5 is considered abnormal. Next
an ultrasound examination is done to rule out inaccu-
rate estimation of gestational age as a source of error.
Because elevated AFP levels persist with neural tube
defects, a repeat maternal serum measurement is some-
times obtained. If the AFP remains elevated and gesta-
tional age is confirmed, the patient should be referred
for a high-resolution ultrasound. When performed by
an expert, ultrasound can detect nearly all cases of
anencephaly and spina bifida. Amniocentesis may also
be utilized to assess karyotype, amniotic fluid AFP, and
acetylcholinesterase.

Trisomy 21 screening uses a series of age-specific
risk cutoff levels for each triple screen analyte. Many
labs select a risk cutoff of 1 in 270, the risk of a 35-year-
old woman for carrying a fetus with trisomy 21.
Amniocentesis and detailed ultrasound are offered to
women whose triple screen values place them in an
at-risk group.

Although triple screening is noninvasive and
does not physically harm the mother or fetus, receiving
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abnormal results can cause great emotional stress.
Awareness of congenital anomalies in the fetus leads to
ethically complex decisions like whether to terminate
the pregnancy or not. Before prenatal serum marker
screening is done, women should understand how the
test may affect them. Counseling should include expla-
nations of the accuracy of the test, the conditions
detectable by screening, and the follow-up diagnostic
testing recommended for a high-risk screen.

SEE Arso: Neural tube defects, Pregnancy, Prenatal care
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Alternative Medicine see Complementary
and Alternative Health Practices; see also spe-
cific treatment, for example, Acupuncture

Alternative Treatment see Complementary
and Alternative Health Practices; see also spe-
cific treatment, for example, Acupuncture

Alzheimer's Disease The syndrome of demen-
tia is an irreversible decline in cognitive abilities that
causes significant dysfunction. Like most syndromes,
dementia can be caused by a number of diseases. In the
19th century, for example, a main cause of dementia was
syphilis. Currently, as a result of dramatic increases in
average human life expectancy, dementia is caused pri-
marily by a number of neurological diseases associated

with old age. Dementia is distinguished from “pseudo-
dementia” because the latter is reversible—for example,
depression, extreme stress, and infection can cause
dementia, but with treatment, a return to a former cog-
nitive state is likely. Dementia is also distinguished from
“normal age-related memory loss,” which affects most
people by about age 70 in the form of some slowing of
cognitive skills and a deterioration in various aspects of
memory. But “senior moments” of forgetfulness do not
constitute dementia, which is a precipitous and disease-
related decline resulting in remarkable disability. Since
1997, a degree of cognitive impairment that is greater
than normal age-related decline but not yet diagnosable
as dementia has been labeled “mild cognitive impair-
ment,” or MCI, with about a third of those in this cate-
gory “converting” to dementia each year. These cognitive
conditions from normal age-related forgetfulness to
dementia form a continuum. Specialized clinics that were
once called Alzheimer’s Centers are increasingly chang-
ing their name to Memory Disorders Centers in order to
begin to treat patients at various points along the contin-
uum prior to the onset of dementia.

Although dementia can have many causes, the
primary cause of dementia in our aging societies is
Alzheimer’s disease (AD). Approximately 60% of
dementia in the American elderly and worldwide in
industrialized nations is secondary to AD. About two
thirds of those with AD are women. This is because
women in industrialized countries tend to outlive men,
and age is the most significant risk factor for AD. It is also
the case that women’s brains may be adversely affected
by diminished estrogen levels. One epidemiological
study in the United States estimated that 47% of persons
85 years and older (the “old-old”) had probable AD,
although this is considered somewhat inflated.
Epidemiologists differ in their estimates of late-life AD
prevalence, but most studies agree roughly on the fol-
lowing: about 1-2% of older adults at age 60 have prob-
able AD, and this percentage doubles every 5 years so
that 3% are affected at age 65, 6% at age 70, 12% at age
75, and 24% by age 80. While some argue that those who
live into their 90s without being affected by AD will usu-
ally never be affected by it, this is still speculative.
According to a Swiss study, 10% of nondemented per-
sons between the ages of 85 and 88 become demented
each year. There are very few people in their late 40s
and early 50s who are diagnosed with AD. Without
delaying or preventive interventions, the number of
people with AD, in the United States alone, will increase
to 14.3 million by 2050. These numbers represent a new
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problem of major proportions and immense financial
consequences for medicine, families, and society.

AD family caregivers are predominantly women
across the world. In many countries, like Japan, it is
even assumed that the daughter-in-law married to the
oldest son will take on caregiving duties for her mother-
or father-in-law. In other societies, the youngest daugh-
ter in a family has often had to sacrifice marriage and
other plans to stay home and care for aging parents.
About 80% of family caregivers in the United States are
women.

Men tend to focus on indirect forms of care, such
as managing finances and other needs that do not
involve direct caring. This is especially significant for
women’s health because AD caregivers are typically
under stress, and studies show high susceptibility to
stress-induced caregiver illnesses such as depression.
Financially, women who care for their husbands will be
impacted by Medicaid “spend down” policies, which
require an expenditure of the couple’s assets before
qualification for assisted living or nursing home benefits.
This contributes to the feminization of poverty.

Filial duties between an adult child and a parent
raise complex ethical questions. That women are
assumed to have these duties in the sense of demanding
everyday care, and must therefore bear the brunt of
caregiver stress, suggests that men must learn to accept
a more engaged caregiving role.

Women have especially high stakes in many aspects
of AD care and policy. They are deeply impacted by
policies that preclude federal support of respite care for
family caregivers. Women will be especially affected by
successful research into treatments for AD, as well as in
the ethical policies surrounding treatment decisions and
end of life. Because there are more women than men in
nursing homes, they are impacted more significantly by
nursing home policies. Women do most of the direct
caring, and they are at greater risk of AD. Thus, this is a
disease with clear feminist implications.

SEE Arso: Activities of daily living, Assisted living, Disability,
Medicaid, Medicare, Nursing home, Quality of life
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Amenorrhea see Menstrual Cycle Disorders

Americans with Disabilities Act signed in
July 1990, the Americans with Disabilities Act (ADA)
provides the disabled with protections similar to those
already covering discrimination on the basis of sex,
national origin, race, religion, and veteran status. An
individual is protected under the ADA if his/her ability
to perform one or more major life activities (such as
hearing, sight, self-care, walking, breathing, speaking,
or learning) is hampered by a physical or mental
condition, if they have a record of having such a
condition, is thought of as such, or associates with such
a person. The law is designed to open up employment
opportunities, government services, public accommo-
dations, transportation services, and telecommunica-
tions to the disabled on an equal-opportunity basis.
Unfortunately, successive Supreme Court rulings have
steadily weakened the ADA.

The ADA prohibits discrimination against qualified
disabled people in all employment-related activities,
including: hiring, promotion, training, and compensa-
tion. Except in cases where a person’s disability poses
a direct threat to their own and/or others’ health and
safety in the performance of the job, disability cannot
be used as a basis for discrimination. Except where it
would be infeasible, or impose a significant expense or
effort (an “undue hardship”) on the part of the
employer, organizations employing 15 or more must
provide reasonable accommodations to disabled
employees and job applicants as they request or
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indicate. Such reasonable accommodations can include,
for example, accessibility modifications to existing facil-
ities, changing work schedules, providing adaptive or
modified equipment (such as speech-recognition com-
puter software for someone with cerebral palsy), or
adjusting training.

In covering the provision of government services,
the ADA obligates states and localities to ensure that the
disabled enjoy equal access to government employ-
ment, programs, and services. Besides being subject to
similar employment and access rules to those governing
private employers, state and local entities also must
remove discriminatory barriers to the disabled for par-
ticipation in and eligibility for programs, activities, and
services. Additionally, these organizations must provide
for “public accessibility,” that is, they need to ensure
that the disabled can access all of their programs, activ-
ities, and services, by providing them in accessible loca-
tions, whether in their own facilities, or at an offsite
location.

Some of the most visible changes brought by the
ADA stem from the law’s “public accommodations”
provisions, which apply to a private company or other
organization which owns or operates a facility open for
public access, such as a theater, restaurant, shopping
mall, park, museum, or any other of a wide range of
facilities. These provisions, which include both major
renovations of existing buildings and new construction,
are intended to ensure the accessibility of new and
newly renovated public facilities. Such places include
a variety of access-minded features, providing, for
example, parking lots with curb cuts and a number of
designated accessible spaces, elevators, barrier-free
design and layout, accessible bathrooms, tables of
wheelchair-appropriate clearance and height, and suffi-
ciently wide doorways. Under the ADA, reasonable
accommodations for such public establishments go
beyond just physical access; they can include, for exam-
ple, reading a price tag to a blind customer, retrieving a
book from an unreachable shelf for a wheelchair user,
and providing straws and cutting up food for a patron
with limited arm function at a restaurant.

Public and private transportation services are simi-
larly enjoined by the ADA against discriminatory behav-
ior to the disabled; they must provide an equal or at
least equally effective level of service as that provided
to the nondisabled. Airlines, taxi lines, train and bus
lines, and other transportation providers must make
reasonable accommodations, including, for example,
ensuring the accessibility of: new and refurbished buses

and depots, commuter and light rail train cars, stations,
and providing access-enabling services to physically or
mentally disabled riders.

Another major area covered by the ADA is that of
telecommunications services for those with hearing
and/or speech impairments. Telecommunications
providers (phone companies), for example, must allow
telecommunications device for the deaf (TDD) and tele-
type usage and communication with operators. In addi-
tion, in states lacking their own telecommunications
relay service (TRS) programs (TRS allows, through an
intermediary, a person using a TDD to communicate
with an unimpaired person without one), providers
must provide impaired customers with these services
continuously 24 hours a day, 7 days a week, at no extra
cost or limitation (such as call length).

SEE Arso: Disability, Discrimination
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Anorexia NervosSa The Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV ) cate-
gorizes eating disorders as anorexia nervosa (AN),
bulimia nervosa (BN), and eating disorder not other-
wise specified (ED-NOS). AN is characterized by an
intense fear of gaining weight, refusal to maintain a nor-
mal body weight, disturbed perception of one’s own
shape or size, and, if female, amenorrhea of at least
three consecutive cycles. Individuals lacking insight are
frequently brought to professional attention by a family
member after marked weight loss. AN is subcategorized
as either restrictive eating or binge-eating/purging type
with self-induced vomiting, misuse of laxatives, diuret-
ics, or enemas. Up to 50% of patients with AN develop
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bulimic symptoms, and some patients who are initially
bulimic develop anorexic symptoms. Psychiatric comor-
bidities include depressive symptoms like sadness,
social withdrawal, irritability, insomnia, or decreased
sexual interest. These may be secondary to physiologi-
cal sequelae of semistarvation and resolve only after
partial or complete weight restoration. Obsessive-
compulsive features like frequent thoughts of food,
hoarding food, picking/pulling apart small portions of
food, or collecting recipes, along with anxiety and con-
cerns of eating in public, are common. Other comorbid
conditions include substance abuse, sexual abuse, and
bipolar disorder.

Although AN frequently begins in the midteens, the
onset is in the early 20s for 5% of patients. Estimates of
male-to-female ratio range from 1:6 to 1:10. The
reported lifetime prevalence of AN among women has
ranged from 0.5% when narrowly defined to 3.7% for
more broadly defined AN. Eating disorders are more
frequent in industrialized societies, where there is an
abundance of food and being thin, especially for
females, is considered attractive. In the United States,
eating disorders are common in young Hispanic, Native
American, and African American women, but the rates
are still lower than in Caucasian women. Female athletes
involved in running, gymnastics, or ballet dancers, male
body builders and wrestlers are also at increased risk.
Biological and psychosocial factors are implicated in the
cause of anorexia, but the etiology and underlying
mechanisms of eating disorders remain unknown.
Antidepressants often benefit patients with AN and
implicate a role for serotonin and norepinephrine.
Starvation results in many biochemical changes such as
hypercortisolemia, nonsuppression of dexamethasone,
suppression of thyroid function, and amenorrhea.
Monozygotic twins, other first-degree female relatives,
and children of patients as well as low levels of nurtur-
ance and empathy are reported in families of children
presenting with eating disorders. In addition to the clin-
ical interview, rating scales such as the Eating Attitudes
Test, Eating Disorders Inventory, or Body Shape
Questionnaire can be used for assessment of eating
disorders.

Medical comorbidity and complications of AN are
related to weight loss, starvation, purging, and laxative
abuse. Generalized weakness, dehydration, electrolyte
and cardiac rhythm abnormalities, and amenorrhea
are common. AN should be differentiated from malig-
nancy, seizures, AIDS, depressive disorders, somatiza-
tion disorder, schizophrenia, and BN.

Anovulatory Uterine Bleeding

A comprehensive treatment plan includes a combi-
nation of good nutritional rehabilitation, psychotherapy,
and medications. Weight, cardiac, and metabolic status
of the individual with AN determine the acuity of the
illness and the need for hospitalization. Aims of treat-
ment are to restore the patient’s nutritional status
by establishing healthy eating patterns, treat medical
complications, correct core dysfunctional ideations
related to eating disorders, enlisting family support, and
providing for family counseling. Medications for treat-
ment of AN can be initiated before or after weight gain.
Medications can maintain normal eating behaviors
as well as treat associated depressive or obsessive-
compulsive symptoms. Antidepressants like the serotonin-
specific reuptake inhibitors, for example, fluoxetine
(Prozac), are commonly considered. Low doses of
antipsychotics for marked agitation with psychotic
thinking and benzodiazepene anxiolytics for extreme
anticipatory anxiety are helpful. Long-term follow-up
shows recovery rates ranging from 44% to 76% with
mortality of up to 20% primarily from cardiac arrest or
suicide. Treatment guidelines are readily available with
an abridged, up-to-date version at www.guidelines.gov/
index.asp.

SEE A1s0: Body image, Bulimia nervosa, Depression, Eating
disorders, Weight control
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Anxiety Disorders The term Anxiety Disorders
refers to a category of psychiatric illnesses that are gen-
erally more chronic than substance use or affective
(mood) disorders. It is estimated that 25% of the popula-
tion have had some type of anxiety disorder in their life-
time. The fourth edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-1V) classifies 12 anxi-
ety disorders: panic disorder without agoraphobia, panic
disorder with agoraphobia, agoraphobia without history
of panic disorder, specific phobia, social phobia, obses-
sive-compulsive disorder, posttraumatic stress disorder
(PTSD), generalized anxiety disorder (GAD), acute stress
disorder, anxiety disorder due to a general medical
condition, substance-induced anxiety disorder, and anxi-
ety disorder not otherwise specified.

The two most common anxiety disorders are social
phobia (13% lifetime prevalence) and simple phobia
(11% lifetime prevalence). Risk factors for anxiety
disorders include lower socioeconomic status, female
gender, and living in the Northeast region of the United
States. Women are twice as likely to have any anxiety
diagnosis, except social phobia, where the women-
to-men ratio is 3:2. Adults between the ages of 25 and
34 have the highest prevalence rates. There are no
differences among races. Individuals with anxiety
disorders are highly likely to have another coexisting
mental disorder, but only a small number actually seek
treatment.

Anxiety is a universal feeling that is normal and
adaptive in the right circumstances; however, when the
level of anxiety begins to interfere with functioning or
cause considerable emotional distress, it is important to
evaluate for the presence of an anxiety disorder. In
most of the disorders outlined here, the level of anxiety
experienced causes the suffering person to seek refuge
by avoiding the source of anxiety, or by performing
some neutralizing behavior until the lifestyle is drasti-
cally hampered, or to experience intense anxiety in the
face of the source. Panic attacks are a central feature of
several of the anxiety disorders. These are episodes of
intense anxiety in which at least four of the following
thirteen symptoms peak very quickly: increased heart
rate, sweating, shakiness, short of breath, choking feel-
ings, chest pain, abdominal distress, dizziness, feelings
of unreality or detachment from self, fear of losing con-
trol or dying, tingling, chills, or hot flushes. Panic-like
symptoms are fewer in number than is required for a
full-fledged panic attack, but can also include other
incapacitating symptoms (e.g., severe headache).

Panic attacks or panic-like symptoms can be either
unexpected, situationally bound, or situationally predis-
posed. The first type occurs unpredictably whereas the
situationally bound type occurs in the presence of a
trigger. Situationally predisposed can be in response to
some stimulus but at other times attacks do not occur
with that stimulus at all (e.g., an attack may occur after
entering a mall but at other times this may not happen).

A diagnosis of panic disorder with agoraphobia is
given when agoraphobia occurs along with unexpected
full-fledged panic attacks with a month of concern about
one of the following: fears of another attack, the impli-
cations of the attack, or a marked change in behavior
associated with the attacks. Panic disorder without ago-
raphobia has the same criteria for diagnosis except that
it occurs in the absence of agoraphobia symptoms. On
the other hand, a diagnosis of agoraphobia without his-
tory of panic disorder is made when agoraphobia symp-
toms are related to fears of developing the panic-like
symptoms without a history of full-fledged panic
attacks.

Specific phobia and social phobia are similar in that
the increased anxiety is situationally bound to a specific
trigger(s). In specific phobia, this can be anything from
animals, to storms, to public transportation. When these
triggers can be easily avoided, functioning is rarely
impaired (e.g., fear of buses, but no need to travel by
bus). However, when the specific phobia is something
occurring in everyday life, the impairment can be con-
siderable (e.g., fear of tunnels when living in New York
City). In social phobia, the anxiety arousal is linked to
social interactions and feared negative evaluations
by others. Since anyone can speak to you at any time,
individuals may experience more of a general anxiety
arousal than those with other anxiety disorders.
Individuals with this disorder will adopt a range of
avoidance behaviors to manage their anxiety, at times
with significant consequences (e.g., turning down a
promotion that requires more social interaction).

Individuals with obsessive-compulsive disorder
(OCD) experience recurrent intrusive thoughts or
behaviors that are time consuming enough to impair
functioning or cause significant distress. Obsessions are
not worries about everyday problems, but instead
can be about contamination (touching a public door
handle), order (distress when objects are asymmetrical),
or aggressive imagery (hurting a child). Attempts are
made to ignore these thoughts or to neutralize them
with some repeated action (e.g., hand washing). These
repeated actions (compulsions) serve to lower the
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anxiety associated with the unwanted thoughts or
impulses. At times this may also take the form of men-
tal acts (e.g., repeating words to oneself or counting).
Compulsions can be related to the obsession (e.g.,
checking that the iron is unplugged in response to fear
that the iron was left on and may start a fire), but in
other cases, may have nothing to do with them (e.g.,
counting backwards from 100 to neutralize fear of
hitting someone while driving). Attempts to avoid
provoking situations or objects can lead to even greater
decrease in functioning.

PTSD develops after exposure to some extreme
traumatic stressor that was either experienced directly,
was witnessed, or learned about that involved either
actual or threatened death or injury or threat to physical
integrity of others or self. The person’s reaction to the
event is one of intense horror. Triggers can be anything
reminiscent of the original event including similar
sounds, smells, dreams, or internal body sensations.
Symptoms include a feeling that one is reexperiencing
the event, avoidance of any cues that are related to
the original trauma, and increased arousal (e.g., sleep
difficulties, irritability) that persist for more than a month.
Those who develop PTSD continue to experience a myr-
iad of symptoms long after a typical recovery period.
Acute stress disorder is similar to PTSD but it involves sig-
nificant dissociative symptoms (e.g., dazed, numb) and
the duration is shorter, a minimum of 2 days and a max-
imum of 4 weeks after the traumatic event occurs.

Individuals who worry excessively and are unable
to control it may be experiencing GAD. Associated
body symptoms include feeling restless, irritable, and
easily fatigued. Sore muscles and sleep disturbance may
also accompany the anxiety. The focus of worry is
usually everyday things like work, school, or family
finances but it is severe enough to cause impairment in
functioning or cause significant distress.

Anxiety disorder due to a general medical
condition and substance-induced anxiety disorder are
diagnosed when anxiety symptoms from panic, GAD,
or OCD occur in direct relation to a medical condition
in the former or, in the latter, as a response to a med-
ication or drug. A diagnosis of anxiety disorder not
otherwise specified is given when anxiety symptoms are
predominant but do not meet criteria for any of the
specific disorders listed above.

Hypotheses regarding individual differences in vul-
nerability to anxiety include genetic, cultural, and per-
sonality factors, early childhood experiences, and other
learned factors. Various interventions have been used to
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target specific anxiety symptoms. More common treat-
ments include exposure-based therapies, behavioral
therapy, cognitive restructuring, and relaxation training.
Numerous medications are available to treat specific
anxiety disorders, most notably the selective serotonin
reuptake inhibitors, monoamine oxidase inhibitors, bus-
pirone, tricyclics, beta-blockers, carbamazepine, ven-
lafaxine, and benzodiazepines.

SEE Arso: Depression, Panic attack, Phobia, Posttraumatic
stress disorder
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Arthritis Osteoarthritis and rheumatoid arthritis
are the two most common types of generalized arthri-
tis. Unfortunately, many think that the two terms are
interchangeable but in fact, they are two very different
diseases with different treatments. As treatments differ,
it is vital that the correct diagnosis is made.

OSTEOARTHRITIS

Osteoarthritis is the most common form of arthritis.
It is primarily a disease of the cartilage that cushions the
joints, leading to progressive thinning of that cushion.



Arthritis

More than just “wear and tear” leads to osteoarthritis.
Cartilage undergoes constant recycling of removing old
cartilage and replacing it with new. With aging, the
recycling process breaks down and osteoarthritis then
begins to form.

The most common joints affected are the fingers,
base of the thumb, hip, knee, spine, and the great toe
(a bunion). Risk factors for developing osteoarthritis
include: obesity, aging, and situations that put one at risk
at certain joints. For example, occupations that involve
repetitive knee bending, kneeling, squatting, or stair
climbing are associated with an increased frequency of
knee osteoarthritis.

The symptoms of osteoarthritis include pain, stiff-
ness, and disability. Initially, the pain is only intermit-
tent, typically associated with the use of the joint. With
time, the pain can be more constant as the disease
advances. With inactivity, the joint stiffens and can give
the sensation of locking up when trying to move it
again. Morning stiffness, after a full night of inactivity,
usually lasts about 15-30 minutes. This is in contrast to
rheumatoid arthritis where morning stiffness can last for
hours. The mainstay of treatment for osteoarthritis is
nonsteroidal anti-inflammatory drugs. Osteoarthritis is
discussed in greater detail elsewhere.

RHEUMATOID ARTHRITIS

Rheumatoid arthritis is a disease of a disordered
immune system in which inflammatory cells attack
the joints. Because of the aggressive joint inflammation,
the pain is much more severe and disabling than that
of osteoarthritis. Like most autoimmune diseases,
rheumatoid arthritis is more common in women. Other
risk factors for rheumatoid arthritis include age
greater than 50, smoking, and relatives with rheumatoid
arthritis. Because this is an immune system process,
multiple joints are involved at the same time. The most
common joints include the hands, wrists, knees, and
feet, but any joint can be involved. The disease is usu-
ally symmetrical, in that the same joint is affected on
both sides of the body. Because of the inflammation,
morning stiffness can last for hours. Some patients
develop rheumatoid nodules, which are bumps on their
elbows. This is a sign of severe progressive rheumatoid
arthritis.

Abnormal blood tests in rheumatoid arthritis patients
include an elevated erythrocyte sedimentation rate
(ESR) and C-reactive protein, which are both signs of

inflammation. A positive rheumatoid factor can be sug-
gestive of rheumatoid arthritis but it is not absolutely nec-
essary to make the diagnosis. The presence of a positive
rheumatoid factor means that a more aggressive form of
rheumatoid arthritis is present which requires more
aggressive therapy. Treatment of rheumatoid arthritis has
two goals: to control pain and to stop the joint destruc-
tion. To control pain, nonsteroidal anti-inflammatory
medications or sometimes prednisone can be used to
control the inflammation. With decreased inflammation
in the joints, the pain and stiffness will decrease. How-
ever, these medications cannot stop the abnormal
immune system from attacking the joints: other medica-
tions are needed for this.

The mainstay of rheumatoid arthritis treatment has
been methotrexate, which was originally a cancer drug.
A low dose of methotrexate given once a week has
been shown to significantly improve the symptoms of
rheumatoid arthritis in most patients. Other immune
system altering medications are used if methotrexate is
ineffective.

Recently, technology has allowed medical
researchers to create medications that specifically target
immune molecules that are known to be the cause of
the inflammatory process in the joint. One such mole-
cule is tumor necrosis factor (TNF), which is a highly
destructive molecule in rheumatoid arthritis, causing
lots of inflammatory debris in the joints. One medica-
tion that targets TNF is etanercept (Enbrel), given by
subcutaneous injection twice a week. Etanercept is a
TNF receptor that binds up the circulating TNF and pre-
vents it from affecting the joint. Imfliximab (Remicade)
is an antibody to TNF that binds it so that the TNF can-
not affect the joint. Imfliximab is given by intravenous
infusion every 4-8 weeks. Both of these medications
have revolutionized how rheumatoid arthritis is treated.
These medications, as with all immune system altering
medications, can increase the risk of infections.
All patients who use these drugs should be closely
monitored by their physicians.

We now approach rheumatoid arthritis much
like we treat cancer, by attempting to put the disease
into remission. Aggressive therapy can prevent future
joint damage and avoid disability. Of course, aggres-
sive therapy is associated with more potentially
harmful side effects. Anyone who uses these medica-
tions must consider the potential risks and benefits of
therapy.

SEE ALso: Autoimmune disorders, Osteoarthritis
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Asian and Pacific Islander The women of
Asia and the Pacific Islands are the world’s largest
demographic group, comprising over one quarter of
humankind. They inhabit regions as diverse as cos-
mopolitan Taipei and Tokyo, snowy Himalayan peaks,
and the tropical isles of the Philippines. Over 10,000
years ago, Asians journeyed across land bridges and
the ocean to become the first inhabitants of what is
now known as the Americas. After the founding of the
United States, Asian immigration was severely limited
by more than two centuries of laws such as the 1790
Immigration and Naturalization Act that only allowed
naturalized citizenship for “white” persons, and the
Chinese Exclusion Act in effect from 1882 to 1943.
In 1965, immigration quotas favoring those of European
national origins were replaced by those favoring
skilled professionals. Whereas 19th century Asian
immigrants were mostly Chinese and Japanese male
agricultural and railroad laborers, the post-1965 Asian
immigration wave largely consisted of highly educated
Chinese and Asian Indians. With the fall of Saigon
to communist forces in 1975, Southeast Asians
sought refuge in the United States. Initially comprised
of the Vietnamese upper class fleeing political perse-
cution, later waves consisted of rural populations from
Laos, Cambodia, Vietnam, and other parts of Asia.
Although now largely abandoned, anti-Asian laws
continue to exist, such as those prohibiting Asians
from owning land in Florida and New Mexico.
However, because of civil rights legislation, these laws
are unenforced.

According to the 2000 U.S. census, over 5.6 million
Asian and Pacific Islander American women live in the
United States, totaling approximately 2% of the U.S.
population. They are remarkably diverse in terms of
ethnic origin, educational status, socioeconomic status,
and degrees of acclimatization to the Western world.
The very concept of “Asia” originates from Europe and
many who we consider “Asian” may not feel that they
share a common ethnic identity. For example, Chinese

Asian and Pacific Islander

and Japanese, who have a long history of war and
genocidal conflict, see themselves as distinct as
Germans and Jews. With the passing of the Civil Rights
Act of 1964, legal bans on interracial marriage, existent
in many states, were lifted. Today, many Asian and
Pacific Islander Americans are of mixed race, further
defying categorization.

Asian and Pacific Islander American women have
made notable achievements. During much of the 1990s,
Maxine Hong Kingston was the most widely taught
living American author. Elaine Chao currently serves as
the U.S. Secretary of Labor. Nevertheless, Asian and
Pacific Islander women often endure negative stereo-
types of submissiveness and of being accepting of
sexual exploitation, as put forth by media images
such as Suzy Wong and Miss Saigon. In 1988, play-
wright David Henry Hwang won a Tony Award for
“M. Butterfly,” a play that critiques these stereotypes.

HEALTH BELIEFS

Many Asian and Pacific Islander cultures have
highly evolved health practices. Examples include
acupuncture, Chinese herbal remedies, yoga, medita-
tion, and Ayurvedic medicine, all of which are gaining
increasing acceptance into mainstream America and
being incorporated into Western medical practices.
Whereas many Asian and Pacific Islander women are
well informed about the offerings of Western medicine,
many elderly and recent immigrants may not under-
stand Western medical concepts, or find them confus-
ing. For example, a study of Southeast Asians in Ohio
found that 94% did not know what blood pressure is.
A survey of Vietnamese women in San Francisco
revealed that 52% believed “there is little one can do to
prevent cancer.” In fact, traditional Chinese medical
texts have no concept of cancer. Beliefs such as these
can interfere with preventive mammograms and Pap
smears that screen for cancer. Chinese medical doctors,
prevalent throughout Asia, largely rely on examinations
of the pulse and the tongue, and Asian and Pacific
Islanders accustomed to seeing these physicians may
find the extensive questioning and physical examina-
tions of Western doctors intrusive. Western and Asian
cultures have many dissimilar concepts and interpreters
must therefore not only translate language, but culture
as well, a difficult task during today’s time-limited
medical visits.

93



Asian and Pacific Islander

Many surveys have shown that Asian Americans
are likely to use traditional Asian remedies even when
they seek help from Western doctors. A 1992 study
found that 69% of Asian American women and 39% of
Asian American men used traditional Asian remedies.
Often, this concomitant usage remains unknown to
their Western physicians.

Many Asians believe that they are more sensitive to
drugs than Caucasians and may therefore intentionally
take lower doses of medicines than prescribed. A grow-
ing number of studies now support the validity of what
has been considered to be an “old wives’ tale.” In a 1989
study, Zhou found that Asians respond more profoundly
to propranolol, experiencing lower blood pressures
and heart rates than Caucasians. The liver enzyme
cytochrome P450-2D6, responsible for degrading
numerous psychiatric medicines, exists in at least nine
variations, with a less active form found in 33-50% of
Asians and Africans. Several studies show that Asians
experience higher plasma levels and more severe side
effects than Caucasians in response to Haldol, an
antipsychotic medication metabolized by P450-2D6.
Similarly, studies confirm that Asians have higher plasma
levels of the antidepressant desipramine (P450-2D6
metabolized) than Caucasians.

PHYSICAL HEALTH

Asian American women have the highest life
expectancy of any ethnic group in the United States, at
85.8 years. Issues of major concern with Asian and
Pacific Islander American women include: higher rates
of osteoporosis, hepatitis B infection, and tuberculosis
(TB). Lower incidences of screening for breast and
cervical cancers are also of concern.

Osteoporosis

Osteoporosis is more common among women of
Asian race than any other. Asian women tend to have
small skeletal frames along with low dietary calcium
intake, as many traditional Asian diets lack dairy
products, given the high prevalence of lactose intoler-
ance among the population. Despite a higher rate of
osteoporosis, Asian women have a lower incidence of
hip fractures than Caucasian women, but an equal
prevalence of vertebral fractures.

Infectious Diseases

Worldwide, the vast majority of those infected with
hepatitis B are in Asia. In the United States, many Asian
immigrants have hepatitis B and women may transmit
the virus to their children during birth. A study found
that although Asian and Pacific Islander women
accounted for only 3% of births in the United States,
they accounted for 48% of births to hepatitis B carriers.
TB is the number one infectious killer in the United
States, and it is four times more common among Asian
Americans than the general population. The risk of TB
declines as time spent in the United States increases.
HIV infection is rare among Asian and Pacific Islander
Americans and accounted for less than 1% of AIDS
cases in the United States in 1999.

Breast Cancer and Cervical Cancer

Asian and Pacific Islander American women have
the lowest breast cancer death rate of any U.S. group at
13.1 per 100,000. However, an example of the hetero-
geneity of the population is that Native Hawaiians have
the highest breast cancer death rate of any U.S. ethnic
group at 37.2 per 100,000. The example of breast cancer
in Asian women is often used as evidence of environ-
mental rather than genetic causes of cancer. Breast can-
cer for Chinese and Japanese women living in Asia is
lower than for American women, but with immigration
to the United States, breast cancer rates rise. Ethnic
Chinese, Japanese, and Pilipina women born in the
United States have a breast cancer risk that is 60% higher
than their counterparts born in Asia. Preventive screen-
ing for breast cancer and cervical cancer among Asian
and Pacific Islander American women is a major public
health concern as these women tend to have low rates
of obtaining mammograms and Pap tests. Interfering
with screening may be cultural biases against genital
examinations by male physicians and beliefs that these
exams might affect virginity. Subsequently, Asian and
Pacific Islander American women tend to have more
severe cases of cervical cancer due to late diagnosis.

MENTAL HEALTH

Suicide

Whereas Western cultures view suicide as a reli-
gious sin, such a taboo does not exist in most Asian
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cultures. For traditional Chinese and Japanese, suicide
can be seen as an honorable way to save face and to
remove shame from one’s family. The Japanese lan-
guage has over 20 words for suicide, mostly describing
different means of accomplishing it. For women aged
15-24, and over age 65, Asian Americans have the
highest rates of suicide.

Stigma

Mental illness holds great stigma for many Asian
and Pacific Islanders, so that when they finally seek
psychiatric help, they are severely ill. Mental illness is
often underreported because of interdependence and
duty between family members. For example, if mental
illness in the family is revealed, relatives may become
stigmatized, unemployable, or unmarriageable.

Trauma

Posttraumatic stress disorder and the psychological
impacts of trauma are rampant within Asian and Pacific
Islander American families. Many have endured torture,
rape, starvation, and the witnessing of family members
being murdered as a result of political persecution or
difficult journeys of exile. This is especially true for
recent Southeast Asian immigrants from Vietnam and
Cambodia. Although most U.S.-born Asian Americans
have not personally suffered these traumas, parents
who have shaped their emotional and intellectual
world-view may be heavily influenced by trauma
inflicted by the Chinese Communist Revolution, the
Korean War, or the internment of Japanese Americans
in U.S. concentration camps during World War II.

Somatization

Many Asian and Pacific Islanders tend to express
emotional distress through physical symptoms such as
headaches, stomach upset, or various other symptoms
with no discernible physical cause. For example, among
a group of Cambodian American women who suffer
psychosomatic blindness, 90% had witnessed the killing
of a relative.

Alcoholism

About 80% of Asians and 10% of Caucasians
metabolize alcoholic beverages in a manner that causes

Assisted Living

flushing and gastrointestinal upset, a reaction that can
be protective against alcoholism. Many studies confirm
ethnic differences in enzymes that metabolize alcohol.

SEE Arso: Immigrant health, Posttraumatic stress disorder,
Suicide
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Assisted Living 1ndividuals who need help with
one or a few of the activities of daily living (such as
meal preparation, dressing, bathing, and the like) can
often continue to reside in the most independent setting
possible if this help is provided. This is described as
assisted living.

Assisted living can be provided in the home or in
specially designed housing. Services typically provided in
assisted living facilities include three meals per day (usu-
ally served in a restaurant-style common dining room),
help with taking medications on schedule, transportation
to local stores or medical appointments, housekeeping
and laundry service, and social activities. Assistance with
eating, bathing, dressing, toileting, and walking is usually
restricted to minimal assistance with dressing and
grooming, or supervision transferring into and out of the
tub for safety. In general, residents of assisted living facil-
ities must be able to feed and toilet themselves.
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Asthma

Most facilities have staff available 24 hours per day
to monitor, remind, or supervise. However, the staff
members are there to assist only and are not medical
professionals. If a resident requires close supervision,
assistance with several of the activities of daily living, or
24-hour availability of a licensed nurse, then transfer to
a nursing home is usually recommended.

Increasingly, individuals and their caregivers prefer
to not have to move when their needs change. Because
of consumer demand, some assisted living providers
have responded with increased staffing levels of
licensed nurses to help with medication administration,
continuous oxygen treatment, and even hospice care.
Assisted living apartments sometimes exist as part of a
larger facility that includes a nursing home and perhaps
transitional housing for those residents who need help
with multiple activities of daily living but do not yet
qualify for the nursing home. This arrangement is called
a continuing care retirement community. These commu-
nities allow residents to maintain continuity with famil-
iar staff members and a familiar environment, and allow
spouses to remain close even when one enters the nurs-
ing home while the other remains in assisted living.

SEE Arso: Activities of daily living, Long-term care, Nursing
home
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Asthma Asthma is a chronic inflammatory disease
characterized by periodic obstruction of the bronchi-
oles. Two key features of asthma are reversible airflow
obstruction and bronchial hyperresponsiveness to
stimuli. Triggers of airway hyperresponsiveness include
respiratory infections, exercise, cold or dry air, atmos-
pheric pollutants, occupational irritants, or specific
environmental allergens. Other risk factors for asthma
include heredity, history of allergies, cigarette smoking,
and socioeconomic status.

The overall prevalence of asthma is increasing. In the
United States, asthma has a prevalence of approximately

6% and mortality is 1 in 10,000. In the last decade, the
death rate from asthma in the United States has increased
significantly, with the increase in women being more than
twice that observed in men (54% compared to 23%).

In addition to having a higher mortality in females,
asthma displays several other differences between
genders. The gender differences in asthma begin in
childhood in which the prevalence of asthma is higher
in boys. This has been attributed to boys having smaller
airways in proportion to lung volumes than girls,
although it has also been suggested that there is an
underdiagnosis of asthma in girls. The difference in
asthma prevalence between genders reverses sometime
during adolescence, when the asthma rate in females
actually increases. Lung growth is dysynaptic in girls
and their lungs stop growing in the late teens. The
lungs of boys, on the other hand, demonstrate isotropic
growth and their lungs continue to grow until the age
of 20. These differences may be the result of pubertal
changes in sex hormones.

In adulthood, asthma is more common in women
than in men, and it appears to have a greater impact
on quality of life in women. Recent studies have also
found that obesity is associated with the development
of asthma in women but not in men. This difference
is believed to be due to the influence of obesity on
levels of female sex hormones. Studies of patients
reporting to the emergency department for asthma
have found that although men typically have worse
lung function as measured by flow spirometry, women
are hospitalized more frequently than men and
have longer hospital stays. In a longitudinal study of
914 patients with asthma in Kaiser Permanente,
researchers found that women reported more symp-
toms, used more medication, and had greater health
care use than men. In general, women tend to experi-
ence greater discomfort than men for the same level of
airflow obstruction. Reasons for these gender differ-
ences are not entirely known but are thought to be
multifactorial, including biological, social, and psycho-
logical factors.

Two aspects of asthma unique to women are
premenstrual asthma and asthma during pregnancy.
Premenstrual asthma has been reported in up to
30-40% of women and is associated with a worsening
of asthma symptoms prior to and during menstruation.
Several mechanisms for premenstrual asthma have been
proposed, but the most widely studied is the influence
of sex hormones on asthma. Studies demonstrating
the relaxant effect of estrogen and progesterone on
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bronchial smooth muscle, as well as studies showing an
improvement in asthma symptoms after estrogen
administration, have led researchers to speculate that
the premenstrual drop in estrogen levels may be
responsible for the worsening of asthma symptoms.

Hormonal influences are also among the proposed
mechanisms for the course of asthma in pregnancy.
Asthma is a common problem during pregnancy and can
have a potentially serious impact on pregnancy out-
comes. Recent studies have found that, on average,
asthma symptoms during pregnancy worsen in a third of
women, improve in another third, and remain the same
in the remaining third. Women with severe asthma prior
to pregnancy are at greater risk for exacerbations during
pregnancy. Furthermore, while symptoms tend to
improve during the third trimester, they may worsen
postpartum. However, the majority of women return to
their prepregnancy asthma state in a few months. Proper
management of asthma is essential during pregnancy, as
poor control has been associated with increased mater-
nal morbidity and adverse perinatal outcomes. Treatment
of asthma during pregnancy is similar to treatment
in nonpregnant women and includes the use of inhaled
beta agonists, corticosteroids, theophyllines, and anti-
allergy medications.

SEE A1so: Adolescence, Lung disease, Menstruation, Pregnancy,
Smoking
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Autoimmune Disorders

Augmentation Mammoplasty see Breast
Augmentation

Autoimmune Disorders The immune system
is a highly complex system of cells and chemical reac-
tions that fights off infection and protects the body from
germs. When germs invade the body, the immune sys-
tem detects proteins on the surface of the germs and
then gears up to remove the foreign invasion. In gen-
eral the system works very well. However, at times the
immune system malfunctions and begins to see normal
body proteins as foreign. The immune system then
gears up to fight against this “foreign” protein that really
is part of normal cells. This is called autoimmunity and
causes autoimmune disease, including connective tissue
diseases and inflammatory conditions such as arthritis
and vasculitis. These are all diseases where the body
fights against itself and its normal tissues.

The true reason for the reaction against normal
body proteins is not well understood, but some auto-
immune diseases are inherited. Some people may have
the gene for an autoimmune disease but the gene must
be turned on for the disease to occur. The exact triggers
are not known and that is why some members of a fam-
ily may develop disease whereas others do not. The
most common belief is that exposure to an infection
may be the trigger but the specific infection is
unknown. Sometimes the apparent infection is not even
noticed or the autoimmune disease develops long after
the episode of infection.

Sometimes, an infection can trigger an autoimmune
response even after the infection is cleared. This may
happen if the protein of the infecting germ is almost
identical to the person’s normal cells. This is termed
molecular mimicry. Aside from this, infectious particles
can alter the immune system directly and alter the
cell’s ability to function properly or just interfere with
some of the immune system functions. Another way to
cause autoimmunity is by a change in the way cells die
in the body. Cells in the body die and are cleared
through specific pathways. If dying cells are not
removed appropriately and linger about, they may start
to seem foreign to the body. Another potential cause for
autoimmunity may be a change in the way a body
normally produces inflammation. Some cells in the
body are assigned to police the inflammatory cells and
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Autoimmune Disorders

chemicals so they do not get out of hand. The policing
mechanism may not work and the system runs out of
control. Other theories about autoimmunity exist. It is
unlikely that there is a sole culprit, and more likely that
small alterations at various levels cause the body to
fight against itself.

Autoimmune disease can affect any body part.
Because it is a disease that can affect lots of parts of the
body at once, many organs can be affected at the start
or only a few may be affected initially and then other
symptoms occur over time. The diagnosis of an autoim-
mune disease is not easy and may require repeated
history and physical examination sessions along with
blood testing. Most of the signs and symptoms of the
various autoimmune diseases are categorized into
groupings that make up certain disease syndromes.
Criteria for each have been established but the criteria
are primarily for research purposes to ensure that
patients in a study really have the same disease. Patients
may be diagnosed with a specific disease without meet-
ing full criteria and their symptoms can and should be
treated as they arise. Autoimmune diseases must be
diagnosed with extreme care and caution because many
other diseases may mimic or appear to be autoimmune
when they are not. The danger herein lies with the treat-
ment. Since autoimmunity is a disease of almost a
“hyperactive” immune system, the treatment is aimed at
suppressing the immune system. Many of the diseases
that look like they could be autoimmune disease are
infections or cancer, and blocking the immune system in
these instances could be fatal. Infections must be ruled
out through vigorous testing before treating and diag-
nosing an autoimmune disease. Even if an autoimmune
disease is diagnosed with certainty, the patient must be
entirely free of infection before treatment begins.

Although any infection can rev up the immune
system and cause changes that look like an autoim-
mune disease, there are certain classic mimics that will
be discussed here. Subacute bacterial endocarditis,
which is a bacterial infection of the heart valves, is fre-
quently confused with rheumatoid arthritis and systemic
lupus erythematosus (SLE) because all of these cause
joint swelling, rashes, and positive laboratory tests. It is
important to note that infections themselves cause
a surge in inflammatory chemicals and cells and can
cause unreliable laboratory tests. The infectious growth
on the heart valves may become dislodged and land in
the joints, skin, and kidney, causing symptoms that we
also see with autoimmune disease. Blood cultures and
careful evaluation should always be done to rule out

bacterial endocarditis as a cause of the “autoimmune”
symptoms.

Another disease that should not be missed is tuber-
culosis (TB). TB can cause disease all over the body
including the lungs, kidneys, and skin. Syphilis and HIV
diseases are also commonly misdiagnosed as autoim-
mune diseases. It is important to realize that the above
diseases as well as others may give false-positive labo-
ratory tests that may be confused with autoimmune dis-
eases, but the diagnosis should be based primarily on
history and physical examination. In some cases biopsy
specimens are critical to confirm the diagnosis.

SLE is the classic autoimmune disease and is dis-
cussed in detail elsewhere. In SLE, the primary problem
is the production of autoantibodies to several normal
proteins found in the core of normal cells. The anti-
bodies form clumps of proteins and cause injury when
they deposit on various tissues. In SLE, first-degree
relatives of patients with SLE will have a much higher
chance of developing the disease: SLE occurs in
approximately 25-50% of identical twins versus 5% of
fraternal twins. This disease can affect virtually any
organ system. The classic symptoms are the butterfly
rash on the face, mouth sores, inflammation of the
lining of the heart and lungs, and arthritis.

Rheumatoid arthritis is also a classic autoimmune
disease and can affect organs other than joints. The
nonjoint manifestations can involve the heart, lungs,
skin, and eyes. The trigger for rheumatoid disease is not
known.

The inflammatory muscle diseases are another
group of diseases that have an autoimmune basis. These
diseases cause breakdown of muscle and weakness. The
hallmark of these diseases is muscle weakness of the
shoulder and hip areas, with or without associated mus-
cle pain. Patients have difficulty raising their arms to or
above their heads, and difficulty getting out a chair or
walking up stairs or inclines. In severe cases, the disease
may affect the neck muscles and the head may feel
heavy. Respiratory muscle weakness and breathing prob-
lems can also occur, as well as swallowing difficulties.
As implied by the name, these diseases affect mainly the
muscles, but the lungs themselves may also be affected,
causing an inflammatory lung disease and resulting in
heart failure. The skin may also display a classic rash.
In children, the rash is called a heliotrope rash and it is
a purple or violaceous discoloration of the upper and
lower eyelids. In adults, the rash may appear as shiny
plaque-like lesions over the knuckles of the hands. There
may also be joint pain without joint swelling.
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Laboratory tests in the inflammatory muscle
diseases show breakdown of muscles but also signs of
autoimmunity on special testing. Specific tests can pre-
dict lung involvement or worse prognosis. Muscle test-
ing via electrical analysis of the muscles and nerves, and
also muscle biopsy are critical since other muscle dis-
eases that are not autoimmune related can only be diag-
nosed with a biopsy. In one of these diseases, adults
with both skin and muscle disease (dermatomyositis)
have a 25% increased chance of having cancer before,
during, or after the disease develops.

Scleroderma is another interesting manifestation of
autoimmune disease. Again, the exact cause is not clear,
but cases have been noted to cluster within families that
have other autoimmune diseases. Scleroderma causes
skin tightening and hardening. Certain cells that are
responsible for scarring and scar tissue formation
appear hyperactive in this disease. The more scar tissue
they deposit, the less able the tissues are to breathe and
this loss of breathability or oxygenation causes even
more scar tissue to be deposited. Autoantibodies are
associated with scleroderma but it is not clear if they are
a cause or a result of the process.

Patients with scleroderma may develop a wide vari-
ety of symptoms, ranging from Reynaud’s phenomenon
(sensitivity and skin color changes in response to cold)
or calcium deposits, and some small amount of skin
tightening, to kidney failure, lung damage, and severe
thickening of the skin that encases the whole body. The
gastrointestinal tract and heart may also be involved.
Treatment of scleroderma is very difficult and can only
slow the disease. However, it is important to be aware of
the diagnosis and work toward treatment.

Another family of classic autoimmune diseases is a
group of diseases causing inflammation of the blood
vessels (vasculitis). Inflammation of the blood vessels in
these diseases may be due to an allergic response, or
cell changes within the vessel wall, or dying off of ves-
sels. Each of these diseases tends to involve only the
small, medium, or large arteries. Vasculitis is associated
with fever, general illness, and can involve multiple
organs. In situations where a diagnosis of vasculitis is
considered, infection must be ruled out or treated, and
the degree of organ involvement must be determined.
Examination of the skin, hands, oral or vaginal lining,
urine, stool, and complete blood work must be done to

Autoimmune Disorders

look for any abnormality. Often a biopsy will allow the
disease to be categorized.

Small vessel vasculitis usually involves the skin,
joints, and gastrointestinal tract. An example is hypersen-
sitivity vasculitis, which is a response to something out-
side the body. Behcet's syndrome causes eye ulcerations
and gastrointestinal problems in people of Mediterranean
or Far East background. Small vessel diseases may also
involve the brain, causing very subtle behavioral changes
or obvious neurological symptoms. Medium vessel vas-
culitis commonly involves the lungs and kidneys. Some
classic syndromes are polyarteritis nodosa, allergic gran-
ulomatosis and angiitis, Churg—Strauss vasculitis, and
Wegener’s vasculitis. The large vessel diseases include
Takayasu’s arteritis, temporal arteritis, and polyarteritis
nodosa. A good and detailed history usually reveals
classic symptoms of these disorders.

Autoimmunity does not only cause rheumatologic
disorders. Diabetes, thyroid diseases, and other endo-
crine diseases may also be autoimmune, as well as some
neurologic diseases and blood diseases. Many gastroin-
testinal illnesses are associated with abnormalities of
the immune system. More than one autoimmune disease
may be found in the same patient, or members of a
patient’s family may have different autoimmune diseases.
It is important to look for those patterns to help diagnose
some of these conditions, because diagnosis is often dif-
ficult. These diseases can get better or worse in cycles
and more symptoms can occur over time. Often, the
symptoms are treated while the entire process of disease
is unfolding. Patience, thoroughness, and keeping an
open mind will help to diagnose patients who have these
relatively rare diseases.

SEE Arso: Arthritis, Raynaud’s phenomenon, Scleroderma,
Systemic lupus erythematosus
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Back Pain

Back Pain  Back pain is the second most common
reason for medical office visits. About 60-90% of
people will have at least one significant episode of
low back pain during their lifetime. Low back pain is
the most common and the most expensive cause of
work-related disability in the United States. Workers’
compensation costs as well as medical expenses run as
high as $100 billion per year. At any given time, at
least 1% of the workforce is either permanently or
temporarily disabled by back pain.

There are many risk factors for low back pain
including increasing age, heavy physical work, obesity,
smoking, drug abuse, and history of headache, job
dissatisfaction, and monotonous work. Rarely, severe
scoliosis (sideways curvature of the spine) can place
a person at risk for low back pain. Minor postural
problems including mild spinal curvatures, leg length
differences, and physical fitness do seem to affect
the development of low back pain. Most important,
abnormalities on x-rays including lumbar spine films
that are commonly taken by chiropractors as well as
abnormalities seen with computerized tomography (CT)
scans and magnetic resonance imaging (MRD scans, do
not match up with the existence of low back pain. In
fact, abnormalities on spine films are found in the
majority of adults, most of whom have no back pain at
the time.

There are many causes for low back pain, and the
more serious causes need to be excluded by an accu-
rate history and physical examination. However, in
acute low back pain, a definite source of pain cannot
be found in about 85% of people.

Low back pain that does not send pain into a leg
is rarely if ever caused by a ruptured disk in the low
back. Usually, this kind of low back pain is related to
muscle strain, spasm, or trigger points. Trigger points
are areas in the muscle that are tender, feel like a taut
band, and reproduce a patient’s pain when pressed on.
A lot of pressure on these trigger points can sometimes
cause shooting pain, which may mimic a herniated
disk. Another cause for acute low back pain is inflam-
mation in the sacroiliac joint, where the base of the
spine rests on the pelvis. This can cause pain that
increases with walking, sitting, or standing, and
improves with position change. Other symptoms
include pain that travels to the groin, and pain that trav-
els down the back of the leg or the side of the thigh.
This can also mimic a herniated disk in the spine.
However, pain from a trigger point or the sacroiliac
joint usually stops near the knee, while the pain of a
herniated disk more often travels all the way to the foot.

There are many causes of low back pain, including
abnormalities of the spinal column, the joints between
vertebrae, the disks between the vertebrae, and the lig-
aments and muscles that support the lower back. All of
these problems can cause low back pain with or with-
out pain going into a leg. In addition, acute and chronic
low back pain may be caused by infections, either
infection elsewhere in the body or localized to the
spine and its surrounding structures. Other causes
include autoimmune and inflammatory diseases such as
ankylosing spondylitis, psoriatic arthritis, and reactive
arthritis. Endocrine abnormalities and certain toxins can
produce low back pain. Cancers beginning in the spine
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or metastasizing from other parts of the body, especially
from the lung, bone, kidney, prostate, or thyroid gland,
are also important causes of acute low back pain. Blood
vessel problems such as strokes in the spinal cord and
abdominal aortic aneurysms can produce pain localized
to a particular region of the lumbar spine.

If the history and physical examination raise the
suspicion of a serious cause for the pain, then more
testing needs to be done. However, it is important to
remember that even when abnormalities are seen on
imaging studies such as CT scans and MRI scans, the
abnormality often has nothing to do with the pain.
Eight-five percent of patients with acute low back pain
and approximately 65% of patients with chronic low
back pain cannot be given a specific diagnosis.

The treatment of low back pain is usually nonsur-
gical. Ninety percent of patients with an initial acute
episode of low back pain will recover with simple treat-
ments. In large studies, elaborate treatments for acute,
nonspecific, nonradiating low back pain have not been
proven to be particularly effective. Bed rest in particu-
lar should be avoided after 1-2 days. During the first
week or so of low back pain, physical therapy should
be avoided, but after about 7-10 days gradual stretch-
ing and strengthening exercises of the spine and
abdomen can help relieve the pain. Careful use of nar-
cotic pain relievers and muscle relaxants can be helpful
in severe, acute pain. However, over the long term,
nonsteroidal anti-inflammatory drugs such as ibuprofen,
naproxen, and similar prescription drugs are more
effective. Surgery should only be considered if there is
progressive weakness, bowel or bladder incontinence,
or a significant structural deformity.

Back braces, except in rare instances, are not help-
ful, especially in someone who has chronic low back
pain, since braces can lead to weakening of the mus-
cles. Heat and cold can provide comfort. Epidural
steroid injections have not been proven to be an effec-
tive therapy for back pain or radiating symptoms,
according to researchers who reviewed lots of studies
of back pain. In fact, some of the additives in steroid
preparations, when injected in and around the spinal
canal, can be toxic to the nerves. This can cause
increased pain due to scarring and infection. Other
treatments, such as spinal manipulations, acupuncture,
and transcutaneous electrical nerve stimulation, are not
very useful in acute back pain but may be helpful in
chronic back pain.

Chronic low back pain should be treated with an
aggressive regular exercise program and nonsteroidal

Bereavement

anti-inflammatory drugs. A variety of other medications
that are used for all kinds of chronic pain are also help-
ful in chronic low back pain. These medications include
antidepressant medications and antiseizure and antispas-
ticity drugs. Special programs that teach about pain and
stress management and include physical reconditioning
and an ergonomic evaluation can also be extremely help-
ful for people with chronic low back pain.

SEE Arso: Arthritis, Autoimmune disorders, Chronic pain,
Exercise, Physical examination
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Behavior Therapy see Cognitive-Behavioral
Therapy, Psychotherapy

Bereavement The death of a loved one,
especially a child, spouse, or someone of similar
closeness, is one of the most significant and traumatic
events a person is likely to experience. Despite this, the
majority of people handle the loss with minimum
morbidity. For a small minority, the loss may lead to
increased doctor visits for new or worsening medical
conditions, increased use of substances (such as alcohol,
benzodiazepines, and hypnotics), the development of
chronic depression or a posttraumatic stress disorder
(PTSD)-like syndrome termed “complicated grief,” and
even increased mortality. In order to understand the
more pathologic outcomes, one must be familiar with
the more expected reaction in the immediate post-
bereavement period and in the year following.

101



Bereavement

Before proceeding with the normal reaction, it is
necessary to clarify terms. Bereavement is the reaction to
a loss by death. Griefis the emotional and/or psycholog-
ical reaction to any loss, but not limited to death.
Mourning is the social expression of bereavement or
grief, sometimes defined by culture, custom, and religion.
Complicated or traumatic grief is the disordered psyche
and behavioral state present beyond 6 months following
a loss; the term implies unresolved loss and impaired per-
formance. With these definitions in mind, we will discuss
bereavement and complicated or traumatic grief.

Most studies of the recently bereaved have delin-
eated three stages. The first stage is termed numbness,
since this is the term that the recently widowed used to
describe themselves. It lasts from a few hours to a few
days, perhaps a few weeks. Things that need to be
done get done, but most of what is said and done is
poorly remembered. Anxiety symptoms may appear.
The second stage is depression. While symptoms of irri-
tability and restlessness are prominent, all depressive
symptoms are common. Many people are on their way
to recovery by 6 months, although others continue to
have symptoms through the first year and even into the
second year. The survivor's mood is almost always
disturbed on holidays, anniversaries, the birthday of the
deceased, the anniversary of the death, and other per-
sonal or meaningful events and may partially be the
cause of the much-discussed “Christmas depression.”

In the recently bereaved, prominent symptoms of
the second stage are crying, sleep disturbance, sadness,
depression, loneliness, restlessness, poor appetite, feel-
ing tired, poor memory, loss of interest in some things
(but not necessarily neighbors and friends), difficulty
concentrating, and weight loss. The weight loss can
be profound. The sleep disturbance often remains
entrenched, whereas the weight loss usually ends after
the second month. From the third month on there is
more likely to be weight gain. By one year, the most
prominent symptoms are sleep disturbance and loneli-
ness. The third stage, recovery, is acceptance of the
death and a return to some level of functioning that was
established before the death.

Since depressive symptoms are common, the ques-
tion is how many of the recently bereaved experience the
full depressive syndrome that we know as major depres-
sive disorder. In studies of widowed persons, about 50%
meet criteria for major depression at some time during the
first year. About 10% of the recently widowed experience
a chronic depression. There are very few predictors of
this chronic depression. Those that have been verified

across several studies include poor physical health prior
to the loss, poor mental health prior to the loss (particu-
larly a previous depressive episode or prior substance
abuse), and depression at 1-2 months postloss. An
unknown percentage of those with chronic depression
develop complicated grief. These people experience pre-
occupation with the deceased, crying, searching, and
yearning for the deceased, feeling stunned, disbelief,
nonacceptance, anger, distress, detachment, avoidance,
some replication of symptoms that the deceased experi-
enced, loneliness, bitterness, and guilt. This syndrome
demands an intervention.

There is still a good deal of controversy over the
physical morbidity and mortality of bereavement. The
bereaved do not have more physical symptoms than
matched controls; and there is no increase in hospital-
ization, either psychiatric or general, after a loss. The
most important outcome in the immediate bereavement
period is that those who use substances, use more; those
who drink, drink more; those who smoke, smoke more.
This may explain some of the morbidity and mortality
associated with bereavement. There have been numer-
ous studies on mortality following the death of someone
close. Men under the age of 75 (the “young-old”) have
an increased mortality in the first 6 months after a loss.
Women do not clearly have this increased mortality.

The vast majority of people who experience a loss
will recover gradually without any interventions. Those
who become chronically depressed or develop compli-
cated grief need psychiatric intervention. Although the
treatment could be simple, such as education and self-
help groups, a more logical treatment is psychotherapy
(such as interpersonal therapy, IPT) or pharmacotherapy
(such as antidepressant therapy). It is unclear how best
to treat complicated bereavement. For postbereavement
depression, open-label studies of antidepressants have
demonstrated remission rates at or above 50% in the first
2-3 months of treatment; low relapse rates occurred
following medication discontinuation. The field awaits a
definitive study involving placebo controls.

SEE Arso: Depression, Mood disorders, Posttraumatic stress
disorder
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Binge Eating Disorder Binge eating disorder
(BED) is characterized by recurrent episodes of binge
eating in the absence of inappropriate compensatory
behaviors such as vomiting or excessive use of diuretics
and laxatives. Currently, it falls under the category of
Eating Disorder Not Otherwise Specified in the
Diagnostic and Statistical Manual of Mental Disorders,
fourth edition (DSM-IV). An individual with BED lacks
control over his or her eating, rapidly consuming large
quantities of food over an extremely short period of
time. Commonly, they eat when not hungry and will
continue to eat until they are uncomfortably full. They
may eat alone out of embarrassment and disgust,
experiencing depression and guilt over their eating
patterns. The frequency of binge eating is at least twice
a week, for 6 months or more.

BED affects 2% of the general population or 30%
of obese patients in medical treatment. All eating disor-
ders affect females more than males and perhaps 60%
of BED patients are females. All socioeconomic classes
and ethnic groups are affected. BED is distinct from
anorexia nervosa (AN) and bulimia nervosa (BN) and
rarely do patients with BED develop AN or BN. BED
patients do not fixate on body shape or weight, are
often overweight, and do not generally use vomiting,
diuretics, or laxatives to control weight. Most patients
with BED have physical complications of obesity such as
hypertension, non-insulin-dependent diabetes mellitus,
and menstrual disturbances. Patients with obesity and
BED often become trapped in a cycle of desperately
attempting to diet followed by losing control, binge eating,
and gaining more weight.

Adopting a treatment approach with long-term
focus on improved physical and psychological
health could lead to behavioral changes and improved
self-acceptance. The goals of treatment include cessa-
tion of binge eating, improved physical health mediated

Binge Eating Disorder

in part by weight loss, and reduction in psychological
distress. Behavioral weight control, cognitive behavioral
therapy, and interpersonal therapy are all advanta-
geous. Behavioral weight control techniques include
positive reinforcement of healthy eating, stimulus con-
trol by limiting exposure to unhealthy foods, and devel-
opment of pleasurable alternatives to binge eating.
These therapies reduce binge frequency and promote
short-term weight loss in obese patients with BED. A
variation to this approach is following a very low calo-
rie diet with liquid nutritional supplements, but partial
relapse during refeeding frequently occurs. Cognitive
behavioral therapy (CBT) in group or individual therapy
seeks to identify the thoughts, feelings, and circum-
stances leading to binge eating and to modify these by
restructuring dysfunctional cognition. The specific focus
is on examination of thoughts and feelings related to
body image and in promotion of self-acceptance.
Studies of CBT for BED have reported excellent short-
term binge reduction but variable deterioration over the
long term and no significant weight loss. Interpersonal
therapy seeks to identify the problems between indi-
viduals that contribute to maintenance of this maladap-
tive pattern. A substantial reduction in binge eating may
initially occur but by 1 year, some symptoms often
return. An alternative is a sequential treatment model
consisting of 12 weeks of CBT followed by 24 weeks of
group behavioral weight loss treatment and subsequent
follow-up for 1 year. This model, advocated by the
Stanford group, was successful in reducing binge eating
and maintaining the response at 1 year. The New York
State Psychiatric Institute also promoted a combination
of group behavioral weight control program and close
follow-up.

Pharmacological interventions include use of
serotonin reuptake inhibitors like sertraline (Zoloft) and
fluoxetine (Prozac), venlafaxine (Effexor), and tricyclic
antidepressants. However, weight loss is usually a
short-term effect and none of these medications have
been Food and Drug Administration (FDA) approved
for treatment of BED. A retrospective review of ven-
lafaxine (75-300 mg/day) used in obese BED patients
showed a decrease in binge eating severity and fre-
quency with 5% weight loss in 43% of the patients.
Fluoxetine is approved by the FDA for treatment of BN
and has been noted to decrease binge eating. A 6-week
placebo-controlled trial of fluoxetine (20-80 mg/day)
in 60 outpatients reported a significant reduction in
frequency of binge eating, body mass index, and sever-
ity of illness. A recent 14-week placebo-controlled study
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of topiramate (Topamax) (50-000 mg/day) in obese
BED patients reported a reduction in binge frequency,
body mass index, body weight, and scores on the Yale
Brown Obsessive Compulsive Scale (modified for binge
eating). One small study suggests that the opiate antag-
onist naltrexone may also reduce binge eating and
block the urge to eat.

Patients with obesity and BED face multiple chal-
lenges. A therapeutic plan tailored to the individual
patient’s needs is advisable. More information is available
for the public at www.nationaleating disorders.org, the
website for the National Eating Disorders Association.

SEE ALsO: Anorexia nervosa, Body image, Bulimia nervosa,
Eating disorders
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Biofeedback see Psychotherapy

Bipolar Disorder Bipolar disorder, also known
as manic-depressive disorder, is a type of mood
disorder, which occurs in approximately 1% of the
population. This rate of occurrence is consistent across
groups of diverse ethnicity and culture. In general,
bipolar disorder is a long-term illness with an episodic
and variable course. Unlike major depressive disorder

that is significantly more common in women, the
occurrence of bipolar disorder is equally common in
men and women. Bipolar disorder is characterized by
the presence of mania, or a manic episode, defined as
a period of abnormal, persistently elevated, expansive,
or irritable mood. An individual need only have one
manic episode to fit lifetime diagnostic criteria for
bipolar disorder. Additional symptoms that may occur
in the context of mania include grandiosity or
inappropriately elevated self-esteem, excessive or
“pressured” speed, diminished need for sleep, racing
thoughts, agitation, distractibility, and involvement in
activities that potentially lead to negative consequences
such as substance abuse, excessive spending, sexual
promiscuity, or other high-risk behaviors. Although
individuals with a manic episode frequently lack
insight into illness (understanding and awareness of
their illness), and will deny acknowledgment of their
condition if confronted by it, manic symptoms are
associated with severe impairments in functioning. Risk
of harm to self or others may occur in the context of
impulsive decision-making. Some individuals with
mania become psychotic or paranoid, and may require
hospitalization for protection of themselves and others.

Individuals with bipolar disorder may also experi-
ence depressive episodes characterized by depressed
mood, diminished interest in everyday activities, difficulty
sleeping, significant weight change, decreased energy,
feelings of worthlessness or inappropriate guilt, dimin-
ished concentration, and thoughts of death or suicide.

Gender appears to be related to the order and
frequency of manic and depressive episodes. In men,
the first episode is more likely to be manic, and men
may be more likely to experience subsequent manic
episodes. Women are more likely to have the first mood
episode in the form of depression, and may be more
likely to experience depressive episodes compared to
men. Additionally, women with bipolar disorder are
particularly vulnerable to episode recurrence after
childbirth, in the postpartum period. Postpartum psy-
chosis may occur, with some women experiencing their
first episode shortly after childbirth.

Mean age of onset of bipolar disorder is 21 years;
however, there is frequently a 5- to 10-year interval
between age of onset of illness and age at first treatment
or first hospitalization. Bipolar disorder may occur in
children and adolescents as well as may occur for the
first time in adults over the age of 60. Bipolar disorder is
generally a chronic illness, with multiple occurrences of
mood episodes. More than 90% of individuals who have
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a single manic episode go on to have future episodes.
Studies on the course of bipolar illness prior to the com-
mon use of treatment for the disorder suggest that an
average of 4 episodes will occur over a 10-year period,
and individuals with untreated bipolar disorder may have
more than 10 episodes of abnormal mood states (highs
or lows) during their lifetime. The duration of episodes
and duration of between-episode periods frequently
stabilize after the fourth or fifth episode.

In many cases, an individual will experience several
bouts of depression before the occurrence of a first manic
episode. For this reason, a diagnosis of bipolar disorder
may be overlooked, particularly in the early phases of ill-
ness. It is not uncommon to see individuals who eventu-
ally are proven to have bipolar disorder being mistakenly
diagnosed with depressive disorder, schizophrenia, or
even some types of personality disorders.

Clarifying diagnoses can be sometimes difficult,
especially in cases where patients may not be knowl-
edgeable about bipolar disorder and its symptoms. This
may lead to a nonreporting/underreporting of manic
symptoms. It is critical that the diagnosing clinician be
aware of such issues as individual history of mania or
hypomania, family history of mood disorder or family
history of manic episodes, substance abuse history, and
any history of previous treatment. Consultation with
family members or significant others is often extremely
important. Bipolar disorder may be differentiated from
major depressive disorder by the occurrence of
mania/hypomania in bipolar illness. Individuals with
schizophrenia primarily experience psychotic symp-
toms such as hallucinations or delusions in contrast to
the primary disorder of mood seen in bipolar illness.
Individuals with personality disorder, particularly bor-
derline personality, may exhibit labile (rapidly fluctuat-
ing) mood state, impulsivity, and risk-taking behavior,
which may mimic a manic state. Close observation of
symptoms over a longer time period will assist in dif-
ferentiating these disorders from bipolar illness.

Approximately 5-15% of individuals with bipolar
disorder experience four or more episodes within a
12-month period. This variant of bipolar disorder is clas-
sified as rapid-cycling type and is more common in
women. Other factors that favor the occurrence of the
rapid-cycling variant of bipolar disorder, and which
are particularly relevant to women, are borderline
hypothyroidism (underactive thyroid functioning) and
menopause.

Bipolar disorder has both genetic and biological
underpinnings. Bipolar illness tends to run in families,

Bipolar Disorder

and it is known that the concordance for bipolar illness
is higher among monozygotic (identical) compared to
dizygotic (fraternal) twin pairs. The specific biological
factors that cause bipolar illness have not been clearly
identified; however, most theories regarding possible
biological origins of bipolar disorder involve dysregula-
tion/dysfunction in neurotransmitter systems including
the serotonergic, noradrenergic, dopaminergic, cholin-
ergic, GABAergic, and glutamatergic systems.

In addition to the often-serious effects of acute
symptoms of bipolar illness, individuals with bipolar
disorder frequently have substantial psychosocial diffi-
culties as a result of the disorder. Multiple aspects of life
are frequently affected including marriage relationships,
child-rearing, and occupational status. Divorce rates are
generally higher among individuals with bipolar illness,
approaching two to three times the rates of individuals
who do not have bipolar illness. The occupational
status of individuals with bipolar illness is twice as
likely to be impaired as compared to individuals with-
out bipolar illness.

Suicide is also a significant risk in bipolar disorder,
with up to 19% of individuals with bipolar illness even-
tually committing suicide. The risk of suicide appears to
be greatest when individuals have depressive symptoms
and during the first few years after the onset of bipolar
illness. Individuals with comorbid alcohol abuse are
more likely to make suicide attempts compared to indi-
viduals with bipolar disorder who do not abuse alcohol.
Additionally, stressful life events may precede suicide or
suicide attempts among individuals with bipolar illness.
On the positive side, treatment for bipolar illness,
specifically the use of lithium carbonate, has been asso-
ciated with a sixfold reduction in the rate of suicide
attempts among individuals with bipolar illness.

Psychiatric comorbidity is defined as the presence
of other psychiatric syndromes in addition to the prin-
cipal psychiatric diagnosis. In the case of bipolar dis-
order, psychiatric comorbidity is relatively common, with
estimates in the order of 35-65%. The rate of comor-
bidity between bipolar disorder and substance-related
disorder is particularly high, and among all Axis I psy-
chiatric conditions, bipolar disorder appears to have the
highest prevalence of comorbid substance abuse.
Prevalence rates of substance abuse in bipolar popula-
tions have been reported to range from 21 to 58%.
Among individuals with bipolar illness, early age of
onset is a risk factor for comorbid substance abuse.
Although substance abuse is generally seen more often
among men than among women, some researchers
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have reported that among individuals with newly
treated bipolar illness, women are more likely to have
a history of comorbid substance abuse or dependence
compared to men with bipolar illness. However, the
issue of substance abuse as it relates to gender in bipo-
lar illness needs further study before definitive conclu-
sions can be drawn regarding gender differences on
this specific aspect of bipolar disorder.

GENERAL TREATMENT RECOMMENDATIONS

The goal of treatment in bipolar disorder is com-
plete remission of symptoms with a return to baseline
level of health and functioning. Unfortunately, at this
time, there is no “cure” for bipolar disorder, but it is
entirely possible for individuals with bipolar illness to
experience long periods of freedom from symptoms or
with minimal recurrence of mood episodes. Predictors
of good outcome include good response to medica-
tions, older age at illness onset, good psychosocial sup-
ports, absence of comorbid psychiatric and medical
conditions, and adherence with treatment.

It is known that psychotherapies may make bio-
logical treatments more effective in the management of
bipolar illness. Thus, a general recommendation is the
use of combined psychotherapy and medication man-
agement in optimizing treatment for bipolar disorder.
Most studies of psychosocial treatments for bipolar dis-
order utilize contemporary psychotherapies such as
cognitive behavioral therapy, tend to be fairly focused,
and are delivered in the context of standard medication
treatments. These therapies offer practical techniques
for coping with stress, educate patients and families
about bipolar illness, and encourage adherence with
medication treatment. Types of psychotherapies that
have been reported to be particularly beneficial in bipo-
lar illness include family-focused treatment and inter-
personal and social rhythm therapy. Psychosocial
treatment of bipolar disorder may be delivered in indi-
vidual, family/couples, or group formats.

The cornerstone of medication treatments in bipolar
disorder is mood-stabilizing medication. As bipolar dis-
order tends to be a chronic, potentially relapsing condi-
tion, long-term treatment or prophylaxis treatment with
mood-stabilizing medication is generally recommended.
The two most commonly used mood-stabilizing med-
ications are lithium carbonate and the anticonvulsant
medication valproate (Depakote and others). Other
medications that may be utilized in the management of

mood episodes in bipolar illness include carbamazepine
(Tegretol and others), lamotrigine (Lamictal), and other
anticonvulsant compounds. Relatively recently, the atyp-
ical antipsychotic medication olanzapine (Zyprexa)
received the Food and Drug Administration (FDA)
approval for use in bipolar disorder, and use of newer
antipsychotic mediations has become increasingly com-
mon in the management of bipolar illness.

Regular follow-up with medical care during the
prophylaxis (maintenance) phase is extremely impor-
tant. Choice of mood-stabilizing medication should
generally be based upon an individual’s history and
clinical status. Both lithium and valproate have
proven efficacy as first-line agents. Individuals having
a good history of medication response to a particular
compound are very likely to have a repeat good
response with treatment with this same compound.
During maintenance treatment visits, the treating clini-
cian will generally review any occurrence of medication
adverse events as well as monitoring of medication
levels. Medication blood levels are routinely moni-
tored with lithium, valproate, and carbamazepine.
Psychoeducational interventions are typically most
effective during the maintenance period, once individ-
uals have achieved some degree of clinical stability.
Best results are generally obtained when families or
important individuals in the patient’s social support
network are engaged in treatment as well.

Individuals with bipolar disorder may develop
severe depressive episodes in which substantial func-
tional impairment is seen, and suicide vulnerability
becomes an important issue. When this occurs, common
treatment strategies involve optimizing mood-stabilizer
treatment, addition of additional mood-stabilizing med-
ication, and possible use of antidepressant medications.
Families and support individuals should be alerted to
possible suicide risks and psychosocial measures imple-
mented as needed. Individuals with suicidal ideation
may require hospitalization. Most newer, standard anti-
depressant drugs appear to be equally efficacious in
bipolar depression and choice of agent should be based
upon past history and current clinical status.

Less commonly, alternative, nonmedication biologi-
cal therapies are used for the treatment of bipolar dis-
order. These include treatments such as electroconvulsive
therapy (ECT), rapid transcranial magnetic stimulation
(tTMS), and phototherapy/bright light therapy. ECT is a
generally safe and effective treatment for depression and
mania, which is done under general anesthesia. A brief
electrical stimulus is administered via electrodes attached
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to the scalp, which results in a brief seizure (40-60 s).
ECT is often done when individuals are unable to toler-
ate medication, or when medications have been ineffec-
tive. r'TMS is a less established, noninvasive procedure in
which a brief, nonconvulsive (nonseizure causing) stim-
ulus is used for the treatment of depression. Light ther-
apy involves use of high-intensity light exposure to treat
depressive symptoms.

SEE ALso: Depression, Mood disorders, Schizophrenia
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Birth Control contraception is defined as the
use of medications, devices, surgery, or sexual timing or
practices to voluntarily avoid unintended pregnancy and
to space childbirth. Birth control, family planning,
fertility control, pregnancy prevention, and planned
parenthood are other terms used for contraception.
A general medical or gynecological health exam for
girls and women of reproductive age is not complete
unless the health caregiver has addressed the need for
contraception. Appropriate counseling for the selection
and use of a contraceptive method should include
information regarding the benefits, risks, alternatives,

Birth Control

and instructions for use presented in a noncoercive and
nonjudgmental manner, as well as the opportunity for
questions. The choice to use a contraceptive method is
a decision made by the woman and her partner based
on personal, social, religious, and financial consider-
ations. In addition, other health factors including
the possibility of exposure to sexually transmitted
infections and personal health history should be
considered. Noncoercive, collaborative, and thorough
counseling increases the likelihood that the user will be
comfortable and competent to use the selected method.

People have attempted to control their fertility
since antiquity. As long as 4,000 years ago, the Cabun
Papyrus, the oldest written document on fertility con-
trol, describes the use of pessaries made from crocodile
dung and fermented dough. Condoms made from linen
and the skins of sheep, goats, and even snakes were
widely used. In the ruins of Pompeii, curettes and dila-
tors similar to instruments used in modern-day abortion
were discovered (New Internationalist, 1998).

Until the mid-19th century, few effective methods of
fertility control existed. In the early 20th century, Margaret
Sanger (1883-19606), a nurse and feminist, introduced the
diaphragm into the United States. She founded the organ-
ization that would later become Planned Parenthood
Federation of America. In 1965, the U.S. Supreme Court
declared birth control to be a basic right in the Estelle T.
Griswold and C. Lee Buxton v. State of Connecticut deci-
sion. Abortion, a subject that continues to divide the
country today, was legalized in 1973 in the Roe v. Wade
decision. This action by the Supreme Court limited the
circumstances under which states could restrict the “right
to privacy” under local law (Youngkin & Davis, 1998). In
1987, in the Webster v. Reproductive Health Services deci-
sion, the Supreme Court weakened the right to abortion
on demand. This 5-4 decision allowed the states to
restrict abortion in public facilities, to forbid the use of
public employees in the performance of abortion, and to
require viability testing for fetuses thought to be greater
than 20 weeks gestation. This divisive national contro-
versy continues to be far from resolved.

Socioeconomic and medical implications of unin-
tended pregnancy are far-reaching and expensive in
both economic and human terms. A 1995 report by the
Institute of Medicine on the implications of unintended
pregnancy on the well-being of women and families
reports:

1. A woman with an unintended pregnancy is less
likely to seek early prenatal care and more likely
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to expose the fetus to harmful substances such
as alcohol and tobacco.

2. Births from unintended pregnancies are more
likely to occur to mothers who are adolescent,
unmarried, or over age 40—characteristics that
carry special medical risks and socioeconomic
burdens.

3. Children born from an unwanted conception are
at greater risk of being born at low birthweight,
of dying in the first year of life, of being abused,
and of having developmental disabilities.

4. Mothers who experience unintended pregnancy
are at greater risk for depression and both par-
ents may suffer economic hardship or failure to
reach educational or career goals.

Teen pregnancy creates especially challenging social
problems. According to the Alan Guttmacher Institute
(1999), 78% of teen pregnancies are unplanned, account-
ing for one fourth of all accidental pregnancies annually.
Seven in ten teen mothers finish high school but are less
likely to go on to college. Partly because most teen
mothers come from disadvantaged backgrounds, 28% are
poor between the ages of 20 and 30 while only 7% who
give birth after adolescence are poor at those ages.

There is ample evidence demonstrating the cost-
effectiveness of contraceptive use. In a 1995 study,
Trussel et al. measured the cost of contraceptive meth-
ods compared to the cost of unintended pregnancies
when no contraception was used. They found the total
savings to the health care system to fall between $9,000
and $14,000 per woman over 5 years of contraceptive
use. These figures do not include the costs to women
and families for the needs of children and the loss in
earnings potential due to educational and employment
discrepancies between those with planned and
unplanned childbearing. It is estimated that for every
$1.00 spent on publicly funded reproductive health
care, $3.00 of Medicaid funding for prenatal and
pediatric medical care is saved (Planned Parenthood
Federation of America, 2001).

There are many types of contraception. They are
categorized as abstinence, coitus interruptus, lacta-
tional amenorrhea method, barrier methods, hormonal
methods, fertility awareness methods, intrauterine
device, and surgical sterilization. Each of these methods
has risks, benefits, and individual effectiveness rates.
When deciding to use a method of contraception,
safety, efficacy, and personal factors should be taken
into consideration (Hatcher et al., 1998).

Virtually all methods of contraception are safer
than pregnancy-related complications. Safety issues that
should be taken into account are personal health risks,
future fertility, side effects, and specific precautions that
can make using the method safer. For instance, when
using an IUD, minimizing the number of sexual part-
ners decreases the risk of pelvic infection and subse-
quent decreased future fertility.

Efficacy of a method is determined by both the
chosen method and user characteristics. Some sources
document efficacy statistics as perfect use versus typi-
cal use. Typical use is affected by the frequency of use
(taking a pill everyday vs. an injection every 3 months),
whether the method interferes with spontaneity by
requiring the partner(s) to use it at the time of inter-
course, whether it requires cooperation of both part-
ners, and whether it can be used consistently due to
issues of availability and cost of supplies. Methods that
require a prescription must be ordered by a medical
provider thus incurring the additional cost of a medical
visit. Over-the-counter methods are more easily avail-
able and less expensive but often less effective.

Personal factors that should be taken into consid-
eration when selecting a contraceptive method include:

e personal preference and comfort with a method

e frequency of intercourse

e personal health factors that might be complicated
or improved by a method (i.e., irregular periods
improve with oral contraceptives)

o religious prohibitions to a given method

e previous positive or negative experience using a
method

Barrier methods such as condoms, vaginal pouch,
contraceptive sponge, and spermicidal foams, jellies,
and inserts are widely available over the counter in
most pharmacies. They do not require a prescription,
are inexpensive, simple to obtain, and uncomplicated
to use. The only barrier methods requiring a prescrip-
tion and medical exam for fitting are diaphragms and
cervical caps.

Hormonal contraception is the most common
reversible method used in the United States. These
methods include oral contraceptives (the pill), emer-
gency contraception (morning-after pilD), injectable
medications (Depo-Provera), transdermal hormones
(the patch), and vaginal hormones (the ring). All these
methods require medical visits for prescriptions and/or
injection or surgical placement. Some insurance carriers
pay for the medical visits, medication, devices, and

108



procedures for placement. Many cover only the cost of
the medical visit. Checking insurance coverage and
cost of the medical services and method prior to mak-
ing a decision about use avoids unexpected expense.
Many methods are available at reduced cost at
Planned Parenthood, local family planning clinics,
health departments, or free clinics for those who qual-
ify for services.

The use of fertility awareness and lactational amen-
orrhea methods requires education by a knowledgeable
professional. Fertility awareness is a complex method
requiring motivated couples and a willingness to
abstain from intercourse cyclically during fertile times.
This method necessitates several hours of instruction
and follow-up to assure accurate measurements and
observations of signs of fertility. It is the only method
currently authorized by the Catholic Church.

Intrauterine devices (IUDs) and sterilization (tubal
ligation and vasectomy) require medical intervention
and costs for medical evaluation and visits. Sterilization,
particularly tubal ligation, may incur hospital costs as
well. Insurance coverage for these procedures varies
greatly. Some family planning clinics insert IUDs at
reduced cost but do not perform surgical sterilization.
Again, the key is to ascertain information about cost
and insurance coverage prior to making decisions to
use either of these methods.

The decision to use contraception is complex and
multifactorial. It is essential to consider personal health
and financial factors, safety, efficacy, and the impact that
an unintended pregnancy may have. Unplanned preg-
nancy will have lifelong consequences whether it ends
in termination, adoption, or personally raising a child.
Trusting one’s reproductive fate to chance may cause
unforeseen and unwelcome consequences. With the
widespread availability and increased numbers of
options, the need for contraception can be met for
everyone who desires to prevent unintended pregnancy.

SEE A1so: Abortion, Condoms, Diaphragm, Dilation and curet-
tage, Intrauterine device, Lubricants, Natural family planning,
Oral contraception, Safer sex, Tubal ligation
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NANCY MYERS-BRADLEY

Blackwell, Elizabeth Elizabeth Blackwell, the
first woman awarded a medical degree in the
United States, was born February 3, 1821, in Bristol,
Gloucestershire, England. Hannah and Samuel Blackwell
had nine children, of which Elizabeth was the third.
Elizabeth’s father was a highly prosperous sugar refiner
and the Blackwell children, even the girls, were privately
tutored. In 1831 the family moved to New York City,
where Samuel Blackwell established another successful
sugar refinery. However, in 1835 a fire destroyed it. The
Blackwell family became involved in social reform and
the antislavery movement. These beliefs led Samuel
Blackwell to start a sugar refinery in Cincinnati, Ohio,
using sugar beets. This method did not require the use
of slave labor.

Elizabeth’s father died shortly after moving to
Cincinnati; the family was left in an impoverished state,
and so the older children were forced to find work.
Elizabeth and two of her sisters began teaching at a
private school that their mother, Hannah, established in
their home. Elizabeth then moved to Kentucky to find
work, also as a teacher. Life in Kentucky did not suit
her. Elizabeth’s strong antislavery beliefs would not
allow her to remain living in a slave state, so she moved
back to Cincinnati. It was in Cincinnati that Elizabeth
made her decision to become a doctor, in spite of
inadequate preparation in the sciences and classical lan-
guages, and prior medical experience, which many
medical schools required.
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In 1845 Elizabeth went to South Carolina to teach
and arranged to live in a physician’s household, where
she received some medical training and the opportunity
to study Greek and Latin. During that time, she applied
to many colleges, but none accepted her. Finally in 1847
the Geneva College in New York accepted her as a med-
ical student. This really was an accident. The adminis-
tration allowed the students, at this time all men, to vote
as to whether to admit her or not. Thinking that the
request was a joke, the students unanimously voted to
allow her admittance. Elizabeth was a dedicated student,
and graduated first in her class in January 1849.

During her medical studies at Geneva College,
Elizabeth worked on a women’s ward at Blockley
Almshouse, a charitable hospital in Philadelphia. After
graduating, Elizabeth went to Paris to intern at La
Maternité, the only hospital that would accept her. It
was there that her dreams of becoming a surgeon died.
Elizabeth contracted an eye ailment that resulted in the
loss of her left eye. However, this did not stop Elizabeth
Blackwell from becoming a great doctor.

In 1850, Elizabeth went to England for an internship
at St. Bartholomew’s Hospital. It was here that she met
the famous Florence Nightingale, with whom she became
a close and lasting friend. One vyear later, Elizabeth
returned to New York, but found those doors were closed
to her; no one wanted to hire a woman doctor. So
Elizabeth opened her own clinic. This was not an easy
task, as no one wanted to rent to a woman doctor either.
In 1853, she finally purchased a small home in Manhattan
and opened her own clinic, the New York Dispensary
for Poor Women and Children, now the New York
Infirmary—Beekman Downtown Hospital. Two other
women, her younger sister Emily and a Polish immigrant
named Marie Zackrzewska, joined Elizabeth. Both
women had attended Western Reserve College in
Cincinnati, now known as Case Western Reserve
University. This clinic was so successful that in 1857, the
three women opened another clinic in Greenwich Village.

Even though Elizabeth was determined not to
marry, this did not mean that she could not have a fam-
ily. In 1854, she adopted a young orphaned girl named
Katharine Barry, known as Kitty.

Showing her antislavery sentiments, during the
1860s Blackwell formed an organization called the
Women’s Central Association of Relief, a Civil War nurs-
ing program. In 1868, Elizabeth, with help from her
friend Florence Nightingale, opened the Women’s
Medical College of the New York Infirmary with fifteen
students and a faculty of nine, including Elizabeth as

Professor of Hygiene and her sister Emily as Professor
of Obstetrics and Diseases of Women. One year later,
in 1869, Elizabeth moved to England and her sister
Emily continued to run the College and the clinics. In
1875, Elizabeth became a professor of gynecology at the
London School of Medicine for Children. She continued
to teach there until she retired in 1907. In 1910,
Elizabeth Blackwell died of a stroke in Sussex, England.

Not only was Elizabeth Blackwell a successful
physician, but she also wrote several books. They include
The Laws of Life (1858), The Religion of Health (1871),
Counsel to Parents on the Moral Education of Their
Children (1878), The Human Element in Sex (1884),
Essays in Medical Sociology (1902), and her autobiogra-
phy, Pioneer Work in Opening the Medical Profession to
Women (1895).

SEE Arso: Discrimination; Jacobi, Mary Putnam; Nightingale,
Florence; Nurse, Physician, Women in the Health Professions,
(pp. 20-32); Women in Health: Advocates, Reformers and
Pioneers (pp. 40-48)
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Body Image cultural perception of the perfect
female shape has varied over time from a full-figured
fertility goddess and rounded Rubenesque figure to the
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pencil thin Twiggy and Ally McBeal. In Third World
countries, women who are heavier are associated with
high social status and having money to buy food, while
the Western world worships thinness. Many women
attribute to their bodies the power to define their lives.
Physical and emotional health suffers when extreme
obesity or anorexia occurs driven by a dictatorial body
image. A negative body image can lower one’s mood,
self-esteem, and confidence. Social influences on body
image begin early. Children and adolescents who are
teased about being fat begin to “hate” the way they
look and fear ostracism and isolation from peers. Even
elementary aged girls now talk of diet, but severe pres-
sure occurs at puberty when the natural process of
rounding is counter to the desired image. In fact, girls
who have a negative body image are more likely to
have eating disorders and depression and are likely to
consider suicide. Lower socioeconomic status, less edu-
cation, and lower paying jobs are known associates of
obesity and feeling ashamed of appearance.

A mother’s body image has a significant impact on
her daughter even without words. Is the mother happy
with her body image; are diets continual; is she always
worried she looks fat; or does the daughter perceive poor
treatment of her mother and vows never to look the
same? A feminist approach would urge each woman to
formulate a cognitive image of physical and mental
health. Rather than being “tyrannized” by society or
caught in the male/mind, female/body dichotomy,
women can begin to celebrate their unique bodies. Self-
caring, not self-contempt, can encourage true improve-
ment both inside and outside. Healthy nutrition and
exercise habits can allow flexibility of what is seen as
good. Each woman must decide what is most beneficial
for her health. As a group older women are less con-
cerned about weight and body image than middle-aged
women, but the very old also tend to be thinner. Likewise
ethnic minorities may be more accepting of their weight
and body image than whites in this country. Peers and
colleagues at school or work, income level, education,
occupation, household size, marital status, activity level,
parenthood, residential density, and region impact on
weight and therefore indirectly on body image.

For centuries men’s opinions about features that
visually attracted them to females molded how women
perceived themselves. Women have believed that if men
found them attractive, they would be protected from
violence. This offers little satisfaction to several million
women each year who are victims of violent crime, most
often at the hands of someone with whom they are

Body Image

intimate. Nonetheless, to appear more beautiful than
others, women listen to weight loss and cosmetic indus-
tries and are forever seeking to appear youthful and
thin. Many will select an “easy” quick and more dramatic
attempt to achieve the perfect body with surgery.

In the recent past the media has made it impossi-
ble to escape reminders of how the attractive, healthy
woman should look. Although humans performed nasal
reconstruction for other reasons in ancient times, not
until the 1950s did beauty surgery grow in popularity.
Nose, ear, eye area, and lid surgeries increased as well
as removal of blemishes. Many women feel they must
aspire shapes displayed on television, magazines, or
billboards. Albeit some women have breast reductions
for health or athletic reasons, others request this proce-
dure to appear thinner. The frequency of liposuction of
thighs and tummy tucks (abdominoplasty) dramatically
escalated in the 1990s as well as breast implants for
those wishing to be more attractive to men. Rhinoplasty
(nose), rhytidectomy (facelift), cheek and chin augmen-
tation, brow lifts, ear and eye area surgery, and chemi-
cal peels are all designed to improve the facial image.

Society judges women by their appearance more
often than men, particularly with respect to weight
and body shape. “Stigmatization” and feelings of inade-
quacy encourage women to utilize technology available
to make the body more attractive, which may vary
from culture to culture. For example, in the Philippines
reshaping skin lateral to the eyes to appear more
European is the most popular plastic surgery procedure.
There is little available data using standardized testing to
discern how much body image may improve from pro-
cedures such as liposuction, laser eye surgery, or Botox
injections, but it is likely there is some. Between 1992 and
2001, the incidence of breast augmentation in healthy
patients increased by 533% according to the American
Society of Plastic Surgeons. A recent study by Banbury
reports 96% of women who have breast augmentation
felt that surgery had a positive impact on their body
image and 80% said they would have the surgery again.

Other body image concerns follow malignant
illness and surgical procedures. Losing one’s hair after
chemotherapy is particularly common in women who
face cancer treatment. Vulvectomy, mastectomy, and
ileostomy (surgical procedures that remove portions of
external genitalia, breasts, or bowel) are devastating
blows, leaving some to describe they no longer feel like
a woman. A woman may have been praised for her
beautiful hair or told by her husband how he loved her
breasts and now may find it harder to trust that she will
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still be valued as much as she was prior to the physical
loss. Certainly many women with cancer have benefited
greatly from multiple “image-boosters.” Support groups
and counselors recommend women consider possibili-
ties from makeup classes and wigs to breast and vagi-
nal reconstruction.

Although weight loss and exercise can improve
body image for many, “phantom fat,” the continued self-
perception of being overweight and recollection of
adverse consequences of being fat can limit improvement
for others. Cognitive-behavioral therapy that reshapes
body image and provides alternative interpretations can
be quite helpful. With this therapy, individuals describe
their ideals, learn relaxation techniques, participate
in psychoeducational sessions, attack old distortions,
develop positive activities, and explore interpersonal
relationships. Feedback from other participants and prac-
ticing strategies to change negative mental schema and
unhealthy behaviors support new efforts of an individual
working to improve body image. There is no single cor-
rect treatment any more than a single correct body. Each
woman must objectively reflect on her own health phys-
ically, mentally, and spiritually to guide her decisions.

SEE Arso: Anorexia nervosa, Bulimia nervosa, Depression,
Eating disorders

Suggested Reading

Baguet, C. (1995). Cancer and women. In R. P. Epps & S. C. Stewart
(Eds.), Women's complete bealthbook (pp. 639-648). New York:
Delaconte Press.

Banbury, J. (in press). Prospective analysis of the outcome of sub-
pectoral breast augmentation: Sensory changes, muscle function,
and body image. Plastic and Reconstructive Surgery.

Cash, T. F. (2002). The management of body image problems. In
K. D. Brownell & C. G. Fairburn (Eds.), Eating disorders and obe-
sity (2nd ed., pp. 599-603). New York: Guilford Press.

Hutchinson, M. G. (1994). Imaging