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Introduction


Our Approach

In assembling this volume, we began by considering the distinct role that should be played by a collection of essays focused on women within a general series about medicine, ethics and the law. Although, clearly, we needed to seek out essays that address concerns specific to women, there are many different ways of interpreting this criterion. Simply raising the ‘woman question’ turns the focus towards gender and the meaning of gender difference. This is in marked contrast to works including the term ‘man’ or ‘men’ in their titles, since discussions of men’s concerns typically omit any reflection on the relevance of gender. The term ‘man’ is commonly used to reflect gender-neutrality in the English language and, even when it is restricted to the male half of the species, the gendered implications of its usage are seldom addressed. It is as if women are defined by their difference from men but not vice versa, so that gender, and the difference it implies, only appear relevant from the perspective of women. Moreover, the generic male is usually taken to represent the norm for the entire species. His body and experience provide the standard measure against which everyone is to be compared. Women are seen as the alien ‘other’, approached as a source of complication if resources and interests permit. In other words, women are usually treated as being of secondary, not primary, importance.

In using gender as a fundamental organizing principle for this volume, we do not mean to imply that there is a straightforward basis for the apparent gender differences discussed. We recognize that it is no simple matter to decide on the precise nature of gender differences: they go well beyond ‘mere’ biological features. In fact, biology is an imperfect guide for assigning gender, let alone for interpreting its significance (see Dreger, Chapter 11). Nevertheless, most societies organize themselves on the basis of two mutually exclusive and exhaustive genders and, therefore, the assignment of gender influences most aspects of a person’s social, personal and public life. Our own view is that gender is an important social category that is related to, but not defined by nor reducible to, biological characteristics.

Given the significance of gender to a person’s life experience, we consider it remarkable that the worlds of medicine, law and ethics – like those of business, politics, religion and culture – have largely ignored the wide range of women’s distinctive needs and experiences. The primary area in which any of these disciplines pay attention to women’s concerns is that of reproduction (and, to a lesser degree, sexuality). In medicine, the speciality of obstetrics and gynaecology addresses women’s reproductive and sexual organs and activities. Similarly, most of the literature in bioethics and health law that particularly focuses on women involves debates about the regulation of women’s sexual and reproductive lives (for example, prostitution and abortion). Even in these matters, women often remain invisible within discussions that are directed towards abstract considerations about the rights of foetuses and the clients of prostitutes; often there is no acknowledgement of the impact of proposed policies on gender relations.

Where the institutions of medicine, ethics and the law intersect in their interest in women’s reproductive and sexual lives, the impact on women can be profound. Most cultures have demonstrated a strong interest in controlling women’s sexual and reproductive activities. In modern societies, medicine is a principal instrument for this activity, through its role in providing (or withholding) contraceptives, abortions, assisted conception, prenatal surveillance and advice regarding proper parenting techniques. Under the guise of concern about the well-being of (future) children, ethical arguments have been created which serve to demonize women (for example, crack cocaine users) who fail to conform to popular opinion about appropriate maternal behaviour (see Zierler and Krieger, Chapter 20), and the force of the law is sometimes invoked to enforce medical advice (Blank, Chapter 7). In such ways, these three social institutions often collaborate in support of a gendered social order.

Of course, women are more than vessels for the sexual and reproductive needs of others, and their encounters with medicine, ethics and the law involve many other aspects of their lives. Legal policies and dominant ethical beliefs have a significant impact on many aspects of women’s health. For example, proposals that require the old to step aside in order to permit the use of limited health resources for the young have a differential impact on women since they constitute a significant majority of the elderly population (see Dixon, Chapter 16). Similarly, policies that require informed consent of clinical research subjects without reflecting on the selection criteria that determine who is invited to participate have supported research practices that often produce inadequate health information for the proper medical care of women (see Baird, Chapter 12).

Indeed, many of the health practices and policies of bioethics and health law tend to affect women and men in different ways. For instance, cultural attitudes about the unreliability of women’s ‘intuitive’ knowledge may pervade the patient-physician relationship and distort the effect of standard approaches to informed consent and truth-telling (see Malterud, Chapter 13). In addition, principles that demand respect for the privacy of the family may be exceptionally dangerous for women caught in violent relationships (Jecker, Chapter 19). Yet, few discussions in the medical, bioethics or health law literature ask us to reflect on the possibility that women and men can be affected differently by the practices and policies discussed. Rather, most authors take the experience of men (and often that of white, middle-class, educated men) as representative of all patients (and providers) and ignore the social contexts of the participants.

In contrast, we propose that it is always meaningful to raise the question of gender within debates in medicine, ethics and the law. Whether exploring end-of-life decision-making, allocation of scarce resources, control of information, standards of consent, treatment of research subjects, implications of new genetic knowledge or the care of persons with mental illness, we need to consider how the proposed practices will affect both women and men.

Moreover, when focusing on the significance of gender differences in medicine, law and ethics, it is important not to lose sight of other important social differences. Individuals’ social position and health status are affected not only by their gender, but also by their race, ethnicity, class, age, sexuality, religion, level of physical and mental ability and family relationships. In societies like our own, which attach different social power and opportunity to people according to their membership in groups defined by these categories, individuals’ encounters with the health care system may be influenced by their position with respect to these socially significant categories. No one is simply a woman or a man; each of us is a woman or man whose identity has been shaped by the social meaning of our race, class, sexuality and so on.

Our approach to this collection is decidedly feminist. By that we mean that we consider the lives and experiences of women as primary. Hence, we focus on the question of how women’s encounters with the health care system are structured by gender and other socially significant dimensions of their lives (rather than the question of how women differ from the male ‘norm’). Our account is also feminist in that it is sensitive to issues of power and privilege between social groups. We perceive systematic patterns of oppression in society whereby multiple social institutions and practices jointly favour the interests of some social groups and disadvantage others and we believe, moreover, that such arrangements constitute a form of social injustice that demands correction. We are, then, particularly attuned to essays that seek to name and understand ways in which medical, legal and ethical assumptions and practices contribute to patterns of oppression involving gender and other social categories.

Inevitably, many of the essays included in this volume reflect our own feminist leanings. Not surprisingly, we are more likely to find such perspectives particularly compelling. It is not only our own biases at work here, however. It is also the fact that even putting women on the agenda of medicine, ethics or the law (with respect to issues outside of reproduction) is usually a feminist act. It is primarily feminists who tend to ask the ‘woman question’, exploring ways in which medical, legal, and ethical norms might affect women. That said, it is important to observe that the term ‘feminist’ is itself much contested and that there is much active debate among researchers and activists who adopt that label. The various authors included in this volume hold very different feminist (and occasionally non-feminist) perspectives.



The Selections

In organizing this collection, we began with a list of topics we considered to be relevant and then set about finding essays that would best represent the debates at issue. We sought provocative essays that make clear the relevance of their topic while presenting a strong argument for a particular position. Some essays are especially strong in the first category (explaining the importance of the subject), others in the latter (staking out an intriguing, but often contentious, position). A principal aim was to ensure a balanced set of topics reflecting the wide diversity of women’s experiences and concerns in the realm of medicine, ethics and the law.



The Essays

We begin with a set of essays intended to situate our investigation within a global context. In Chapter 1, Christine Gudorf explores the significance of gender and culture in a global bioethics, noting the ways in which gender inequality is often preserved under appeals to protect local cultures. She discusses female circumcision and fertility reduction programmes to demonstrate the importance of broadening the focus of bioethics and health law beyond the perspectives and experiences of white, Western men (or women). These examples make visible some of the limits of a bioethics constructed from the apparently neutral position of abstract principles.

Bonnie Kettel (Chapter 2) is also sensitive to the relevance of women’s geographical and political locations. She invites us to develop a gendered approach to environmental health policy and action. Differences in domestic responsibilities, employment, and socioeconomic status result in different environmental impacts on the health and well-being of women and men, even when they share the same households. Environmental health risks are especially serious for those women who have minimal economic resources whether they live in the developing or the industrialized world.

In Chapter 3 Rebecca Cook continues the international focus by reviewing the importance of promoting women’s reproductive health. She stresses the importance of ensuring that women gain control over their reproductive lives and be given the tools to determine the number and timing of the children they produce. Her essay identifies the potential power of international human rights law to support this agenda, while documenting some of the barriers to implementing the needed laws in particular jurisdictions.

Access to voluntary, safe, and reliable contraceptives is a fundamental element of women’s ability to control their reproductive lives. Yet, a legacy of morally problematic practices in the development and provision of various forms of contraception make it a sensitive practice in the minds of many. Abuses include coercion in the implementation of state-sponsored eugenics and population control policies, premature marketing of products before safety was established, and restrictions on access depending on a woman’s marital status. In light of this sorry history, it is particularly urgent to attend to the many moral questions posed by new forms of long-acting contraception now being offered to women. In Chapter 4, George Brown and Ellen Moskowitz explore some of these issues and remind us of the importance of each woman’s particular social location in her deliberations regarding participation in various contraceptive practices.

Contraceptives are not foolproof, however, nor are they always available or employed when necessary. Full reproductive control requires that women also have access to abortion which, nonetheless remains an extremely contentious practice in many parts of the world, particularly in the United States where it has assumed an enormous political significance. Accordingly, this topic remains the most widely discussed in the journals of medicine, bioethics, and health law, and the task of selecting one specific essay was particularly challenging. Even our preference for feminist perspectives was of limited assistance, since many feminists have written on the subject, and not always to the same end. While most feminist authors support a woman’s right to choose, some do not, and there are many different arguments used to support the various positions. In the essay we have chosen, Catriona Mackenzie (Chapter 5) insists that abortion be understood as involving relationships between foetuses and the women in whose bodies they reside. Hence, she argues, we must attend to the phenomenological experiences of pregnant women when setting abortion policies.

Following on from this insight, we include two essays that deal with aspects of the complex experience of pregnancy. In Chapter 6, Abby Lippman explores the increasing pressure on pregnant women to undergo prenatal testing of their foetuses and identifies some of the dangerous assumptions behind this practice. She is especially concerned about the place of prenatal testing within a larger world-view that she dubs ‘geneticization’ – that is, the dominance of genetic explanations for health and illness over social understandings. She questions some of the particular implications this perspective holds for women.

Robert Blank (Chapter 7) addresses the fact that women’s behaviour in pregnancy may affect the health of their children, taking as the focus of his concern those situations where women endanger the health of their foetuses through dangerous and often illegal acts (for example, illicit drug use). Some courts have responded to this problem by constructing the relationship between the pregnant woman and her foetus as adversarial and have taken upon themselves the responsibility of defending the interests of the foetus, using their judicial powers to coerce the woman’s compliance and/or to punish her for her recklessness. Being decidedly non-feminist in his approach, Blank is sympathetic to the motivation behind these actions, but reluctantly concludes that there are severe practical limitations to the strategy of using judicial powers to force pregnant women to comply with medical advice. Better results can usually be achieved through a non-punitive, education-focused approach.

The subject of reproduction also extends to medicine’s role in assisted conception. Hence, we include essays addressing two types of intervention aimed at facilitating reproduction: Linda LeMoncheck (Chapter 8) writes on in vitro fertilization (IVF) and Elizabeth Anderson (Chapter 9) discusses contractual pregnancies (‘surrogacy’). These two technologies are significant because they represent the building blocks of most current reproductive technologies, including the use of donated eggs and embryos, pre-implantation diagnosis, and the deliberate division of fertilized eggs (a form of cloning). LeMoncheck reviews debates among feminists about the power and threat of IVF and proposes criteria for an approach to reproductive ethics that is consistent with feminist values, while Anderson explores the implications of importing the values and terms of the marketplace to women’s reproductive labour and the production of children by commercial contract.

With Judith Mosoff’s essay (Chapter 10), we make the transition from a focus on women’s role in reproduction to other dimensions of women’s medical encounters. Mosoff explores a particular hazard women face when diagnosed with mental illness. In such a circumstance, the normative demands of motherhood do not end with the completion of pregnancy but continue throughout the child’s life, and the courts may intervene in women’s lives at many stages for failure to conform to the norms of ‘good mothering’.

The remainder of the book deals with a wide range of issues of particular significance to women. In Chapter 11, Alice Domurat Dreger examines some of the ethical issues surrounding the phenomenon of intersexuality, including the common medical response to perceived ambiguity in a newborn’s sexual organs. She discusses the medical tendency to surgically assign a particular gender to each infant depending on the appearance of the child’s genitalia. There are many ethical issues involved when invasive medical technologies are used to reinforce problematic cultural expectations about the nature of sex and gender.

Karen Baird (Chapter 12) provides an overview of the history of exclusion of women and minorities from many domains of medical research and also provides some of the key moral arguments for including both groups in clinical trials. By reviewing the ways in which two different US agencies (the National Institute of Health and the Food and Drug Administration) set about trying to correct the historical neglect of women in medical research, she is able to demonstrate the practical implications of alternative approaches.

In Chapter 13 Kirsti Malterud explores ways in which gender pervades encounters between individual patients and their physicians. Physicians tend to take the subjective complaints of men more seriously than those of women when there is no ready correlation between the symptoms described and some objective measure (such as x-rays). Working within a semiotic analysis of the communication patterns between patients and physicians, she argues that assigning greater validity to women’s voices would result in improved health outcomes and experiences for women.

Like Gudorf, Lisa Parker (Chapter 14) turns her attention to the discipline of bioethics, investigating its responsibility in the development of a protocol for breast cancer genetic screening. In her view, bioethics should be playing an active role in identifying the complex political, cultural and conceptual complexities of this disease and the significance of a genetic test for certain forms of it. She recommends adoption of a form of ‘critical bioethics’ that interrogates its own normative and conceptual commitments.

In Chapter 15, Marilys Guillemin discusses some of the debates surrounding the medical management of the menopause, noting that women’s resistance to the long-term use of hormone replacement therapy (HRT) has been constructed in medical terms as a problem of ‘noncompliance’. This is viewed primarily as a public health problem because of the potential health costs of caring for a growing population of elderly women who fail to take advantage of the preventive health benefits of HRT. While objecting to many feminist critiques of HRT, she finds merit in feminism’s commitment to focusing on the lives and needs of particular women.

Kathleen Marie Dixon (Chapter 16) moves the discussion further along the life cycle and examines the gendered implications of Daniel Callahan’s influential recommendation that the proper response to scarcity of medical resources is to limit the medical care available to the elderly to comfort care, not to the extension of life. She warns of the potential implicit in this proposal to reconstruct the social order in ways that are particularly dangerous for women and she challenges four of its supporting assumptions (‘myths’).

In Chapter 17, Kathryn Morgan argues that bioethics must examine the widespread practice of elective cosmetic surgery, the primary users of which are women seeking to meet cultural norms of feminine beauty and youthful appearance. Adopting a Foucauldian perspective on the normalization of medical technology in women’s lives, she asks what criterion of autonomy is appropriate for evaluating women’s choices for these procedures when society so clearly prefers its women to be attractive.

Following on from this, Susan Wendell (Chapter 18) also asks us to reflect on cultural ideals of what is normal and acceptable and how such attitudes marginalize people with disabilities. She calls for a feminist theory of disability that would extend feminism’s understanding of gender as a socially constructed category built on a biological reality and apply a similar analysis to the category of disability. Drawing a connection between the oppression of women and the oppression of people with disabilities, Wendell argues for the importance of accepting people with imperfect bodies or minds as full members of society.

Nancy Jecker’s essay (Chapter 19) calls into question medicine’s reluctant response to domestic violence, arguing that principles of beneficence and non-maleficence have proven inadequate in dislodging physicians’ resistance to intruding on family matters. She proposes situating the problem under the principle of justice in order to make evident the moral necessity of intervening.

Sally Zierler and Nancy Krieger tie together many of the preceding themes in their focus on women and HIV (Chapter 20), arguing that social inequalities are at the heart of most risk factors for HIV infection among women. Reviewing the role not only of race and culture, but more accurately of racism and sexism, they explain how social and economic inequality contributes to particular women’s vulnerability to infection. Gender inequalities associated with economic dependence on men and domestic violence undermine many women’s ability to protect themselves against infection. Their analysis makes especially vivid the importance of economic security for women’s health.

Our task in preparing this collection was complicated by the fact that the series is intended to bring together journal essays, and, sadly, most academic journals pay little attention to women’s experiences beyond questions of reproduction. Fortunately, there is an abundant literature in the field of women, medicine, ethics and the law to be found in books. For readers interested in further explorations on the subject of women, medicine, ethics, and the law, we include below a list of some of many books that directly focus on this topic.
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Gender and Culture in the Globalization of Bioethics

Christine E. Gudorf*

In the last four decades, the field of western bioethics has broadened from its original focus on physician-patient issues (hence the name change from medical ethics) in three general areas: a tremendous expansion of issues involving both new technologies and research norms, as well as the challenges to both prevailing principles and practices from the women’s movement.1

The latest challenge to the field of bioethics arises within the globalization of the field, and includes issues such as the shifting of technology from rich to poor nations, the health care brain-drain from poor to rich nations,2 as well as the challenges to bioethic principles from both non-European cultures and the growing crisis of environmental degradation caused by overconsumption and overpopulation.

This paper will address two specific challenges to bioethics within the globalization process: 1) female circumcision, and 2) the role of health care personnel in fertility reduction. Both issues involve challenges to existing understandings of bioethics, affect largely female populations, and are highly charged religious issues in much of the world. Furthermore, there are dramatic implications in these issues for the future of American bioethics.


I FEMALE CIRCUMCISION

Until fairly recently, relatively few persons outside affected nations had much knowledge of the various practices encompassed by the term female circumcision.3 Individual Christian missionaries usually deplored the practice when they came into contact with it in the nineteenth century.4 However, ignorance prevailed until international organizations, most notably UNICEF and the World Health Organization (WHO), began in the early 1980s to advocate the abolition of what was called “female genital mutilation,” and women’s groups around the world (in affected as well as unaffected nations) began publicizing the practices grouped under the term.5

The two bioethical principles relevant to female circumcision are beneficence, or a ban on maleficence (based on the pledge in the Hippocratic oath to do no harm) and informed consent. Female circumcision practices vary according to the age of the girl at the time of circumcision.6 Most African cultures practicing female circumcision place it within puberty rituals,7 though the Beja and the Beni Amir tribes of Sudan historically circumcised girls of seven to forty days old.8 But the age of circumcision for girls in Africa seems to be dropping. Descriptions of groups of newly circumcised girls often report ages from four to nine years old, and in some groups the surgery is done on girls who are only twenty-four months old.9 Very seldom are adults the subjects of female circumcision.10 Normally, parents are the guardians of minor children, so informed consent for intervention in the health of a child must be obtained from the parent. In the case of female circumcision, mothers, usually with the tacit consent of fathers, arrange for the circumcision, often with the help and sometimes the prompting of both maternal and paternal grandmothers who, in many cultures undergoing modernization today, tend to have more loyalty to traditional cultural and religious practices.11 Female circumcision, then, does not formally violate the principle of informed consent, since it is the guardian of the child (a guardian who herself likely underwent the same surgery as a girl) who arranges the surgery. It is more difficult to conclude that female circumcision does not violate the principle of beneficence.

This principle insists that any harm inflicted on patients be both temporary and outweighed by future health benefit. Different socio-religious cultures have different explanations of the benefits and necessity of female circumcision, depending upon both the type of procedure locally done and the cultural understandings of gender and sexuality.12 Female circumcision is the term used to describe at least three different surgical procedures. The most simple is the removal of the clitoral hood, sometimes along with a piece of the labia minora (the inner lips of the vulva).13 This form is appropriately called female circumcision, since the hood of the clitoris is the analogue of the foreskin of the male penis.14 However, this mild form is clearly the least practiced form in the contemporary world.15 The intermediate form is a clitoridectomy, or excision of the entire clitoris, hood, glans and shaft, sometimes along with some or all of the labia minora.16 The most extreme form of female circumcision is genital infibulation, often called pharaonic circumcision in Africa, and includes a clitoridectomy as well as the excision of the labia minora and as much as possible of the labia majora.17 As a part of this last form of circumcision, the edges of skin on either side of the labia are stitched together, leaving a straw or wood splinter to hold open a one-centimeter passage for urine and menstrual flow, after which the girl’s legs are tied together for three or four weeks.18

The resulting health dangers from female circumcision depend upon both the type of circumcision done, and the degree of sanitation within the surgical situation. Female genital surgeries outside urban areas are performed either by female midwives, most of whom learned their trade from mothers or grandmothers, or by male barbers or priests, none of whom have much knowledge of antisepsis.19 In the cities, some circumcisors have some medical training, but few circumcisions involve anesthesia or sterile conditions.20 The most immediate health dangers are infection, hemorrhage, and tetanus.21 Few reliable statistics exist on mortality or sickness following circumcision, despite the fact that experts estimate there are 84 to 200 million living women who have undergone one of these procedures, usually under appalling conditions.22 Deaths following circumcisions are attributed to everything from hostile spirits to bad humors in the blood. In those who survive both the procedure itself and the infections which commonly follow, there can be two different kinds of damage. One is the damage to the woman’s health, and the other is the reduced ability to enjoy sex.

The first type of damage is more or less limited to the pharaonic circumcisions.23 Women with pharaonic circumcisions experience extreme pain from vaginal intercourse since it involves the erect penis tearing through scar tissue.24 Studies show that new husbands require as long as two to twelve weeks and alcoholic fortification to achieve full vaginal entry.25 Doctors tell stories of frustrated men plagued with impotence as a result of weeks, months, and even years of trying to penetrate the scar tissue, and who finally secretly bring their wives to a doctor, who breaks scalpels and scissors cutting through.26 Moreover, every new tear heals, leaving thickened scar tissue which is re-torn with succeeding intercourse.27

Further damage to a woman’s health arises from medical complications with childbirth. Scar tissue is not nearly so elastic as normal skin, and thus will tear and bleed much more extensively, often delaying second stage labor.28 But pharaonic circumcision is also a health risk apart from sex and childbirth. Pharaonically circumcised women take fifteen to forty minutes to void their bladders, leaving residual urine and menstrual flow trapped behind the barrier of scar tissue to become a site of both vaginal and urinary tract infections.29 There is also a strong link between pharaonic circumcision and high Acquired Immunodeficiency Syndrome (AIDS) transmission rates in parts of Africa.30 This is due not only to the inevitable scar tissue tears in vaginal intercourse that allow HTV+ semen access to the female’s blood system,31 but also to the fact that many couples avoid the problems wrought by pharaonic circumcision on vaginal sex by shifting to anal sex,32 which also poses high risks of HIV+ transmission. In addition, the more severe forms of pharaonic circumcision can remove so much skin, and even muscle, from the area around the crotch that free movement of lower extremities is permanently impeded; this is why investigators are frequently told that pharaonically circumcised women can be identified by their restrained walks.33

The second type of damage resulting from female circumcision is that both clitoridectomy and pharaonic circumcision procedures greatly reduce and often remove totally the woman’s ability to enjoy sex.34 This is usually an intended result for these forms of circumcision, because some cultures reason that if women do not experience pleasure in sex, they will have no reason to engage in fornication before marriage or in adultery after.35 Others believe that uncircumcised women have voracious and promiscuous appetites for sex.36 Circumcision, thus, protects a female’s virtue, and in many cultures, protects the family’s economic investment in her.37 In cultures where polygamy is common, one of the many functions of the clitoridectomy is that it helps ensure that bonding occurs between co-wives, by discouraging sexual bonding between husband and wife.38 Pharaonic circumcision is also acknowledged to benefit husbands in that it makes every act of sex “virginal,” that is, tight.39 For this reason, most women who have had pharaonic circumcisions are restitched after every birth to leave only the one centimeter aperture for urine and menses.40

The examination of the damages caused by female circumcision illustrate that the rationales for circumcision involve only the enhancement of male prerogatives in sex. The practice of female circumcision is thus blatantly unjust in that all the benefits of the procedures accrue to men, while women suffer all the disabilities. But there are other religious-cultural purposes attributed to female circumcision. Particularly in sub-Saharan Africa, and varying a great deal from tribe to tribe, there is a general understanding that the clitoris is the analogue of the male penis, and in order for a female to be fertile, to display truly feminine characteristics, and to avoid rape, this male aspect must be removed.41 Many tribes believe that if these particular parts of the female vulva are not removed, they will continue to grow until they emit noxious odors, facilitate vaginal worms, and disfigure a woman by dangling to her knees.42 This explanation combines an intuitive apprehension of sexual biology and a specific cultural understanding of male/female complementarity, with a vivid historical association of the elongated labia of Hottentots, who pull their labia to elongate them as the emblem of their enslavement.43 Male/female complementarity assumes that the two sexes are mirror reflections of each other, so that joined together they represent human wholeness, including reproductive capacity.44 Anything which threatens to blur male/female differences obstructs wholeness.45 Complementarity and the resulting culturally enforced distinctions between men and women have been the rule rather than the exception in human history, including much of recent history.46

The religious justification for female circumcision is chiefly associated with African Islam and indigenous African religions.47 There also are some African tribes, which converted to Catholicism, that have long had Vatican permission for female circumcision, and some medical missionaries who have been performing clitoridectomies under anesthesia, in aseptic conditions.48 In Muslim Africa, both Arab and sub-Saharan, female circumcision is understood as Islamic practice and demanded of faithful Muslims.49 However, the practice is historically unknown both in the cradle of Islam, Saudia Arabia, and among eighty percent of Muslims globally.50 Many African Muslims claim that Mohammed commanded female circumcision, and point to the fact that female circumcision in many African nations is called sunna, the word used in Islam for sacred tradition.51 But Islamic legal scholars contend that Islam modified the form of female circumcision it found practiced in Africa under the general Islamic ban on any cutting on the body unless the benefit exceeds the pain or injury suffered from it.52

Medical organizations in the developed world have tended to follow the lead of UNICEF in 1980 and WHO in 1984, by advocating the abolition of female circumcision as unnecessary mutilation which violates the bioethical principle to do no harm.53 The mid-twentieth century saw the historic Jewish practice of infant male circumcision adopted virtually universally in the United States.54 Only after decades of routine hospital circumcision of newborn males did the medical establishment recognize that male circumcision was not medically advisable.55 However, most American newborn males are still routinely circumcised.56 At the same time, increasing numbers of cosmetic surgeries on both men and women, especially to reverse the signs of aging, are undertaken in the West.57 Virtually none of those surgeries are justified in terms of health benefits, and all carry some risk of infection, anesthesia complications, or other risks.58 Yet, the principles of bioethics are virtually never used to brand these practices as mutilation.

Clitoridectomy and genital infibulation are impossible to justify, as both the risks and the usual consequences are so negative.59 But the type of female circumcision which removes only the hood of the clitoris and perhaps a piece of the labia minora as a religious-cultural indication of sexual adulthood, fitness to marry, or ability to reproduce,60 has a much better claim to legitimacy than either cosmetic surgery or male circumcision of genitals, as long as it can be done in sanitary conditions and without excessive pain. This modified form of female circumcision should enjoy the same status as the ritual circumcision of Jewish males. The bioethical principal to do no harm should not prevent relatively minor surgeries, done in antiseptic circumstances, to enact some religiously or culturally sanctioned values.

Legally there is a dichotomy between developed nations which tend to ban all types of circumcisions, and African nations in which laws against pharaonic circumcision are not enforced. France, for example, has criminalized all forms of female circumcision, and has sentenced both circumcisors and the parents of a circumcised daughter to prison.61 In comparison, in Sudan, where pharaonic circumcision has been illegal since 1974, eighty-three percent of women nevertheless have pharaonic circumcision.62 Many local African Islamic authorities interpret opposition to circumcision, even infibulation, as anti-Islamic, and insist on female circumcision as a primary form of Muslim submission to Allah.63 A compromise which allows circumcisions, excluding clitoridectomy or infibulation, to be performed with anesthesia, under antiseptic conditions, and by trained medical personnel capable of dealing with surgical emergencies, would be helpful but seems unlikely.

However, close regulation would be necessary to prevent the more severe forms of circumcision, since evidence suggests that medical settings tend to encourage more extensive cutting because the anesthesia prevents the children from struggling.64 To facilitate such a compromise, the international medical establishment must agree that the weighing of benefits and harms includes benefits and harms both to health, and from the recognition or nonrecognition of the complete person in her socio-religious-cultural situation.

Integration of social and cultural variables into clinical bioethics will be strenuously opposed by many who insist that an effective and workable code of professional ethics must not rely on individual judgment, but must have some type of universal standards external to the individual in order to prevent xenophobic prejudice. For example, a nation which simultaneously condemns surgery for cultural reasons in other countries, yet its citizens continue to practice the surgery will likely oppose any attempt at integration. Thus, concrete ethical directives are only possible in restricted settings, because the diversity of the world precludes universal concrete ethical directives. Furthermore, the health care profession cannot justly be made the sole moral arbiters of religious, cultural, and social practice. As in the case of cosmetic surgery in the United States, it is not advisable to ban all surgeries for non-medical reasons. Cosmetic surgeries for birth defects and disfiguring accidents are legitimate, and even some simple vanity surgeries, such as ear piercing, are easily accepted. The more basic moral problem with much of the current cosmetic surgery is the misogyny and intolerance of aging within the cultural standards of attractiveness which motivate the surgeries.



II FERTILITY COERCION AS ENVIRONMENTALLY DICTATED

It should no longer be necessary to demonstrate that our biosphere is seriously endangered by a combination of overconsumption and overpopulation. The overpopulation is not the same as was feared in the fifties and sixties, when the issue was whether humans were having more children than could be fed. Food is not the central issue today, though it is increasingly clear that the majority of the nations in the developing world will not be able to grow or produce enough food by the end of this century to feed their populations.65 Clean air; clean water; the survival of animal and plant species on land, seas, and in rivers; the adequacy of the cloud cover that filters ultraviolet rays; and global temperature stability are all at risk today as a result of the numbers of people on the earth and the superconsumption prevalent in developed nations.66 Moreover, an increase in overall human population is inevitable for the next half century, simply because of lengthening lifespans and the huge proportion of children in the populations of developing nations who have yet to procreate.67

The 1994 United Nations’ International Conference on Population and Development (ICPD) in Cairo declared that efforts to limit population growth could and would avoid national population targets and the resulting coercion that a number of nations had used in the past to obtain those targets.68 The ICPD constructed an agenda for achieving conditions under which couples around the world would voluntarily have fewer children. These conditions include: lowering infant and child mortality through increased access to potable water and child immunizations; increasing the health, education, and status of women; and, of course, making effective means of contraception available to the 470 million women who desire it but lack access.69 There is no doubt that this agenda should be the foundation of global population concern. But, unfortunately, to the extent that this agenda aims at totally non-coercive solutions to overpopulation, it is doomed from the start to some degree of failure. We have simply waited too long in that we do not have enough lead-time left to make totally voluntary means work.70

The present population of the world is close to six billion people.71 The most optimistic population projection published by the United Nations presumes that beginning in 1990, the global total fertility rate of 3.4 children per woman drops quickly to stabilize at 1.7 children per woman, significantly below the human replacement rate of 2.1 children per woman.72 Based on this 1.7 fertility rate, world population size would rise significantly, then restabilize at six billion in 2100.73 Presently, however, we are six years into this scenario, and there is no evidence supporting such a dramatic trend. In a second United Nations scenario, if the world fertility rate from 1990 onward was the replacement rate, 2.1 children per woman, the size of the youth population in the developing nations would dictate that the world population in 2100 would be eight billion.74 In a third scenario, if the 1992 world fertility rate of 3.4 children per woman continues to decline then quickly stabilizes at 2.5 children per woman, we would have a population of nineteen billion in 2100, and world population would still be growing.75 Thus, the lowest plausible, if still optimistic, projection is that of eight billion people by 2030, and ten billion people by 2100.76 Many sources agree that even if fertility continues to decline around the world, we may well face a world population of twelve billion people, double the present number, by 2100.77

At the same time, ecologists’ estimates of the carrying capacity of the earth over the next several centuries range from a conservative figure of one to two billion people with a consumption rate based on that of present-day developed nations, to a liberal figure of eight billion who consume at an adequate but much reduced level from that of developed nations today.78 Given present trends regarding global warming, ozone holes, dropping global water tables, decreasing density in the oceanic fisheries, galloping deforestation, topsoil erosion, and decertification, not to mention increasing air and water pollution,79 there is little reason to believe that these estimates for the carrying capacity will improve over the next few decades. In fact, many developing nations are just beginning to recognize, record, and report various types of ecological damage.80 The likelihood is that our knowledge of local threats to the global ecosystem will continue to increase.

Our earth is overstrained today by a combination of poor use of farmland, poor extraction methods, excessive use of fossil fuels, overfishing, overuse of toxic chemicals and radioactive materials, and poor disposal of excessive amounts of human generated waste.81 The longer that overstrain continues, the smaller the population size the earth can support in the immediate future and still regain its capacity to sustain life. We are faced with the necessity not just of slowing population growth, but of actually reducing the size of the human population by somewhere in the neighborhood of three to six billion people, at least a quarter of the world’s population, if we use the most optimistic estimates of the earth’s carrying capacity. If we agree with the most conservative estimates of the earth’s carrying capacity in the twenty-first century, then we must prepare to reduce our population by six to ten billion people, a reduction of between three-fourths and five-sixths of the total, within a century. There can be little doubt that reductions of twenty-five to eighty percent will require some form of coercion.


A Population Control—A Developed World Problem, Too

Such coercion should not be and will not be an issue for the developing world alone. The developed nations are responsible for a major part of the world’s problems in three different ways. First, the European nations secured extensive colonial and neo-colonial empires with which to absorb the population increases of their two-hundred-year demographic transition.82 They sent many millions of their people to settle lands in the Americas, Australia and New Zealand, Africa, and Asia, and they used the resources of these colonial lands to supply their burgeoning home populations with food as well as industrial raw materials.83 Moreover, in many parts of these European empires, the colonists were responsible for erasing or reducing the native population of these continents through policies including appropriation of land, enslavement, and even extermination.84 All these events contributed to postponing demographic transition among the surviving native populations, not to mention denying them space in which to similarly expand.

Second, once Europe and the European-settled nations had completed their demographic transition, they completed the tightening of controls on immigration which had begun with the rise of modern states.85 Today, the developing nations caught in demographic transition have been largely denied the most common historical method for societies dealing with overpopulation and ecological degradation: migration.

Third, the developed world not only set much of the world stage in which the present crisis occurs, but it continues through its superconsumption to present the single largest threat to the biosphere.86 An American, for example, consumes an average of 900 kilograms of grain per year, compared to 180 kilograms of grain for the average Indian.87 When we look at pollution, the imbalance increases. The average American adds 5.4 tons of carbon equivalent to the atmosphere per year, while the average Nigerian adds 0.8 ton, and the average Indian 0.4 ton.88 Using these measures alone, each American child in her lifetime costs the earth as much as five to fifteen times more than do Indian children. When we consider individual use of water, waste production, and other measures of resource use, the environmental cost of an extra child in the developed world is somewhere between seventy and two hundred times that of a child in the developing world.89 The argument of some in the developed world that “I can provide for my children; let those who can’t provide have fewer children” ignores the fact that we all draw our resources from the same common biosphere.



B Steps in Coercion

Within the next twenty years many nations, both developed and developing, will see no other choice than to exert severe pressure on their populations to lower the total fertility rate. Production/consumption rates in the developed world, and reduced child mortality in the developing world, combine with the general rise in life expectancy, which increases the number of generations living at the same time, to overstrain the environment.90 In developing nations where the average age of the citizenry is under twenty-five, and sometimes as young as fifteen,91 and where the process of development expands the level of consumption as well as the expectation for continued expansion of consumption,92 there simply is no alternative to restricting births. There is a great deal of diversity within developing nations. Some have long engaged in popular education campaigns regarding family planning,93 and have instituted both positive and negative incentives.94 An example of a positive incentive is the cash payment that India provides to individuals to be sterilized.95 An example of a negative incentive is India’s de facto practice of barring those with more than two children from civil service employment.96 For nations such as India, which have managed to attain approximately half their demographic transition in the last twenty-five years by using incentives and popular education,97 there are but two remaining options to further decrease the fertility rate: 1) increase the degree of both positive and negative incentives, and 2) use outright physical coercion.98 China is an example of a nation that has used physical coercion.99 In fact, China is not the only nation to have already used physical coercion. In 1979, forced sterilizations of men as well as women in army campaigns in northern India were the major factor in the fall of Indira Ghandi’s government.100 Bangladesh, Indonesia, and a host of other nations have at various times also blurred the line between negative incentives and physical coercion.101

In the developed world, controls on energy use, waste production, and immigration are likely to precede coercion as tools to achieve fertility decrease. But, within the next twenty years, we are likely to see positive and negative incentives, such as tax deductions limited to first and second children and family health insurance limited to covering two children. Moreover, depending upon how successful efforts at energy and waste conservation are, some degree of physical coercion to limit fertility is likely to surface as well.




III COMMONALITY WITHIN RELIGION, FEMINISM AND BIOETHICS

Thus, there is a growing need for religious communities around the world to rethink traditional teachings which have often equated the right to marry with the right to procreate; which have condemned any form of non-consensual physical intervention within a human body as torture; and which have insisted upon the right of couples to decide the size of their families. Such an ethic is only appropriate for populations with unlimited resources, which has clearly never been the human situation. Religions in the West, such as Judaism, Christianity, and Islam, all have insisted on the goodness of reproduction, even the obligation to multiply the species, and have based this teaching on respect for both human life and for God’s act of creation.102 The new challenge is to preserve this foundational teaching, the respect for human life and for God’s whole creation, through changing the shape of human activity and obligation.

Religions are not the only institutions which need to undertake such radical revision, however. Within American history, feminism and bioethics share a common origin in religion.103 Feminism was born in this country within the context of nineteenth century liberal, revivalist Protestant social reform movements.104 It developed within the abolitionist movement, which itself was strongly religious.105 However, some of the nineteenth century mothers of feminism were not church-linked.106 Similarly, the discipline of medical ethics emerged in the twentieth century from religious and philosophical reflection upon the religious teachings relevant to maintaining life in new scientific situations.107 At the core of mainstream, or modern liberal, religious, feminist and bioethical thought is an understanding of the dignity and rights of the individual human person as inviolable. All three assert the body of the human person as radically personal, and, thus, not to be coerced.108 Religion imparts this belief about human beings in general; feminist principles insist that this general theory applies to women, too, even in situations of reproduction and mothering. Bioethics reminds us that patients do not, by requiring medical care, forfeit this human dignity and right. The next section explores some possible directions for bioethics, as it maintains that coercion is necessary to preserve the biosphere.


A Bioethics and Coercive Fertility Reduction

Bioethics has drawn on liberal models of the human person that emphasize individual autonomy, and therefore forbid virtually all forms of coercion. Physical coercion such as forced vasectomy, tubal ligation, or treatment with long-term injectable or implantable contraceptives violates the bioethical requirement of informed consent. Constructions of Western bioethics have focused on maintaining the integrity of the physician-patient relationship, and hence the trust of patients.109 Thus, though bioethics is divided as to those who insist and those who deny that there is an appropriate role for paternalism with patients, most agree that this paternalism should be in weak form. Moreover, most agree that, at most, recourse to paternalism should be in conjunction with the principle of beneficence understood in the sense of the good of the individual patient.110 In this case, conversely, the compelling need or the good served is the common good, while the needs of the individual patient could be construed as sacrificed to the common good.

Despite this strong and enduring focus on the physician-patient relationship, bioethics has forcibly been reminded at various times that physician-patient relationships take place within a social context and not within a vacuum. Both physician and patient have obligations to other members of society and to society as a whole. States at various times in this century, for example, have demanded that doctors report child abuse, contagious diseases, and gunshot wounds to state authorities regardless of patient wishes.111 Doctors have resented such regulations and have sometimes refused to comply, but the great majority have recognized that the public health of society required some such measure.112 When bioethics has authorized doctors to perform treatments contrary to the wishes of patients, it has always been when the treatment was required by the interests of the patient, and after the patient has been judged incompetent and in need of a guardian who has authorized the treatment.113

Fertility control programs will be different not only because doctors will no longer provide the treatment patients desire, but also because they will, as doctors do presently, only ignore patients’ desires for confidentiality about their conditions in cases of gunshot wounds and syphilis.114 Instead, doctors will be called upon to provide treatment not only undesired by the patient (such as sterilization or long-term contraception), but also not required by the individual interest of the patient—treatment only desired by the larger society.

Perhaps the closest analogy in bioethics to fertility control is testing protocols for new drugs and treatments. While there is a decisive preference in testing for using research subjects who not only have given informed consent (autonomy principle), but are also able to participate in efforts to protect them from harm (beneficence principle), there is also a general insistence that the research be of at least potential benefit to the subject.115 Thus, even toxicity studies—in which risks are relatively low—on drugs for sickle-cell anemia should be performed only on subjects of African descent who may carry the sickle-cell trait, because only those individuals could benefit from the research study.

Even when it is assumed that subjects take risks which may outweigh potential benefits to them as individuals, it is also assumed that definite harm cannot be deliberately inflicted on an individual subject in order to further the general good of the program in which a subject participates.116 Thus, not only do transplant programs lack donors offering organs to strangers, but the programs do not permit donations of one of a pair of organs by healthy persons, unless they have ties to a specific person in need of a donation.117 Such a policy assumes that the loss of an organ is serious harm, even when the body ordinarily can function normally with only one of the original pair. Sterilization would seem a fitting analogy for this kind of harm, and thus would inevitably violate the principle of beneficence if the subject did not desire the treatment or require it for his or her health.

Obviously, the challenge to bioethical principles and the response of the health care profession both depend upon the measures each nation adopts; the sequencing of the various degrees of coercion in the adopted measures; and the equity, universality, and medical appropriateness within the application of the measures. Yet, once it has become clear that irresponsible reproduction by some segments of the population threatens both present lives and the ability of the environment to rebound and sustain future generations, health care professionals, too, have a social obligation to act to preserve human life.

This social responsibility does not authorize unilateral physician decisions to sterilize all patients with more than one child, but it does oblige physicians and other health professionals to take part in responsible social measures designed to preserve life on this planet. No individual or group of persons has the right to reproduce the earth to its severe detriment, despite the respect due to individual rights and responsibilities, including those governing one’s body and reproduction.

Physicians and other health care personnel need to participate in creating public policy to address these issues. Physicians and other health care personnel have great contributions to make to both national policy debate and implementation measures regarding fertility reduction. The combination of their medical expertise, their professional solidarity, and their social status gives them a forceful voice in public debate. Moreover, their medical expertise and the relatively developed state of their professional ethics makes them a much safer resource for implementing complex and socially and ethically difficult policies, such as those regarding coercion of human reproductive activity. The danger of entrusting such policy to a newly created class of medical technicians with no previous sense of professional identity, solidarity or ethics is substantial.

The health care profession needs to be a central part of the process of policy formation and implementation regarding fertility limitation. The health care profession has sometimes served its own interests, as have most professional groups. However, the fact that its ethics have been historically centered on patient rights118 could help serve as a valuable corrective to the inevitable tendency of large, powerful bureaucracies to violate individual rights—especially the rights of the least powerful—in carrying out popular mandates.

The health care profession needs to carry with it into the coming national debates the following points, which are not exhaustive:


	Any fertility reduction policy must be flexible enough to equitably deal with different circumstances. For example, a couple with a set of one-pound preemie triplets should not be referred to mandatory sterilization or long-term contraception, along with the parents whose healthy newborn child has two siblings ages seventeen and thirteen.


	The policy should avoid both poor medical practice and reinforcing class and racial privileges. For example, while chemical contraceptives are contraindicated for women who are malnourished (one sign of which is chronic anemia), it would be unjust class/racial discrimination if poor or minority anemic women with three or four children were sterilized, while white middle-and upper-class couples get temporary injectable or implantable contraception.


	One difficult issue is whether both members of a couple who have already exceeded their reproductive limit should be sterilized.119 In deciding whether to force contraception on one or both members of a couple, medical factors such as contraindications for surgery or chemical contraceptives would be relevant, as would preferences of the couple. Estimates of the differential effects on the fertility rate would also be relevant.


	Sexual equity should be a central concern. Women do not unilaterally produce offspring; therefore, fertility limitation, whether forced or voluntary, needs to be the equal responsibility of men and women.


	Some assumptions in bioethics regarding autonomy need to be addressed. There is recent literature in theoretical bioethics which is largely, but not entirely feminist, attacking the term “autonomy” as reflecting a non-relational conception of the human person, and insisting that humans are relational and interdependent, not autonomous. Necessary, severe reductions in population (and in consumption) emerge from the need to preserve the biosphere yet demand respect for the agency and bodily integrity of both the patient and the health care professional.120




As this list of concerns illustrates, unethical health care practice is not a matter of certain actions being ethical and others not: many actions are ethically required under emergency circumstances and completely unethical under others. Ethical action does not always require consent; we are all familiar with some circumstances in which patients forfeit the right to give or deny effective consent.121 Ethics is most often a matter of choosing the most appropriate, responsible option from among those available. Principles offer a kind of checklist to be consulted in each situation, but each principle seems to be more vital in the ethical reflection of some situations as opposed to others. Virtually all societies would agree that the life of the species, and obviously the life of the planet, take ethical priority over the rights of the individual to bodily integrity and self-determination. Moreover, the obligation to maintain patient trust and confidentiality are integral principles, but only for as long, and in the specific ways, that are necessary to preserve biospheric life.

To make this argument is not to condone any of the abuses that are likely to arise in the practice of such an ethic. As in any other emergency situation, there are always attempts of both individuals and groups to capitalize (both literally and figuratively) on the situation. The ability to predict these attempts should not paralyze social planning. The wedge argument, which predicts that any social permission granted less than ideal means will proliferate undesirable means and eventually make discrimination impossible, arises primarily from the pessimistic religious anthropology founded in Christian Protestant interpretations of original sin, and should be contested.122 However, the predictability of abuse does not legitimate such abuse and should not lessen attempts to prevent it and disrupt it. The main focus of bioethics cannot center around keeping the hands of the health care profession clean by keeping them out of the work that needs to be done to preserve the life of the biosphere. Concepts like clean and dirty, ethical and unethical, must take their meanings from within the threatened, multi-shaded grey world we inhabit, and not from abstract, idealist thought.
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Abstract–This paper develops a conceptual framework for gender-sensitive research and policy analysis that centres on women’s interaction with the biophysical environment, and the implications of that interaction for their environmental health. The paper reviews the lack of data on women’s non-reproductive health, and argues that there is a need for increased research and policy formulation dealing with women’s environmental health in both the developing and the developed countries. One important dilemma for most researchers interested in women’s environmental health is the lack of an appropriate conceptual model. The paper argues that attention to women’s interaction with the biophysical environment within their own ‘life spaces’ reveals that women are exposed to the hazards of environmental illness in a manner that is clearly gender-differentiated. The paper reviews the impact of poverty, illiteracy and gender bias on women’s life spaces, and argues that the failure to recognize and protect women’s life spaces in economic policy and planning commonly leads to “disease environments” for women and their children. Evidence of the impact of such disease environments on women’s environmental health is drawn from the urban setting and from women’s experience of desertification in Africa and Asia. The paper reviews the policy issues that emerge from this analysis, and makes a series of suggestions for national and international policy and action in support of improvements in women’s environmental health. Copyright © 1996 Elsevier Science Ltd
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Introduction

The purpose of this paper is to identify some of the key issues relevant to the impact of the environment on women’s health, and to formulate a conceptual framework that will facilitate gender-sensitive environmental health policy and action. Most existing discussions of women’s health have considered only briefly aspects of women’s health outside of their reproductive health [1]. At a health policy level, especially in the developing countries, women’s primary significance has been as childbearers and childcarers.

Any adequate conceptualization of women’s health involves women’s total well being, a condition of life that is determined not only by women’s reproductive functions, but also by the effects of work load, nutrition, stress, war and migration, among other factors [2]. Among these additional factors are the environmental risks to women’s health, particularly the risks arising from the “biophysical environment”, a crucial domain that has been almost totally neglected in health research and policy analysis [3 and 4].

‘Environmental health’ is an arena for health policy that emerges from the inextricable link between human health and the environmental context within which people lead their daily lives [3]. The specific policy link between women’s health, and the health of the local environment, is commonly established by women’s environmental action as users and managers of a variety of resources in the ‘biophysical environment’, and by women’s social and cultural involvements as health managers and care-givers.

In this paper, the ‘biophysical environment’ is understood as including both the natural and the constructed (or ‘built’) ‘life space’ within which women carry out their various gender-based involvements as domestic workers, producers and income-earners. Understanding the environment for human health as a biophysical ‘life space’ allows us to avoid arbitrary distinctions between natural and built environments, rural and urban areas, and developing and developed countries as contexts for women’s environmental health concerns. Instead, the focus of policy attention is on the health implications of women’s (and men’s) direct and indirect interaction with the biophysical environment at the local level.

In all human communities, use and management of local life spaces is a gendered phenomenon, as women and men tend to occupy, use and manage aspects of the biophysical environment in a gender-differentiated manner. A detailed understanding of how women’s (and men’s) patterned interaction with the life space they occupy exposes them to health risks is central to articulating and promoting a gender-sensitive environmental health agenda. This paper uses a model developed by Roundy [5] to show how women’s gender-based involvements with the biophysical environment can expose them to environmental illness in a gender-differentiated manner.

In both the developing and developed countries, women are also the primary day-to-day health managers. They manage health through their domestic work, through cleaning, sweeping, drawing water, washing clothes, dishes and children, and preparing food [6]. Women are central to maintaining the health and well being of their households through these activities. Women also manage health through their involvements as care-givers. Across the world, when people get sick, it is women who look after them.

As health managers, women are already providing a range of health care services, including tonics, herbal extracts, poultices, ointments and oils, and a variety of other medicines. MacCormack says: “To ignore their knowledge, curiosity and their social legitimacy to provide care is to squander a valuable human resource” [6] (p. 832). Many of the health care products and remedies that women provide are found in the biophysical environment within their life spaces. Women also have considerable knowledge about the appropriate use of the biophysical environment, including an awareness of how to use biophysical resources in a sustainable, healthy manner [7]. As environmental managers, they are, therefore, also important agents of disease control.

Women’s knowledge about the sustainable use of the biophysical environment, and about health and care-giving, are still largely unrecognized assets for the promotion of their own health and the health of the natural and built environment. The failure to recognize women as environmental and health managers and decision-makers is a costly policy dilemma [8]. Where women’s environmental interests and needs are not recognized—whether in the introduction of new technology, urban planning or overuse of the biophysical environment—the consequence is the creation of “disease environments” [9]. Where women’s health interests and needs are not recognized—through gender-blind data collection, top-down health delivery or lack of concern for their participation—effective health promotion becomes impossible. A gender-sensitive approach to environmental and health policy formulation is a significantly lower cost alternative. In this paper, the participation of women is seen as central to policy formulation specifically in relation to their environmental health.



New Perspectives on Women’s Environmental Health

The Safe Motherhood conference, held in Nairobi in 1987, focussed the attention of health policy analysts on women’s reproductive health. Maternal morbidity and mortality offers a useful domain for an illustration of the potential significance of the biophysical environment to women’s health and well being. Five hundred thousand women, 99% of them in the developing countries, die every year from difficulties related to pregnancy and childbirth [10]. The preponderance of these deaths in the developing countries suggests that maternal health is not a simple consequence of reproductive risks per se, but an outcome of a host of maternal health hazards, among them social, economic and biophysical hazards, confronting women in these countries. These additional health risks have an important impact on maternal morbidity and mortality. They also affect women’s health throughout the life cycle, and they do so, albeit in varying ways, and to varying degrees, in both the developing and the developed countries.

Koblinsky et al. offer a view of the possible impact of the biophysical environment on women’s menstrual health, which in turn impacts on their success in pregnancy and childbirth, and their overall health and well being. Women’s menstrual status affects issues as disparate as their recovery from breast cancer, their cardiovascular health and risk of osteoporosis. Yet, we have no idea how environmental impacts on women’s menstrual health affect their long-term risk of cancer, heart disease or other illnesses, including mental illness. As Koblinsky et al. suggest, “...the reproductive system is responsive to a multitude of environmental signals, and systematic exploration of alternative (environmental) factors is clearly warranted” [10] (pp. 50, 55).

Menstrual health is an issue shared by women everywhere, in both the developing and the developed countries. Other aspects of women’s environmental health may differ significantly between these two settings. In the developing countries, women experience a range of health problems that are clearly environmental in origin. Many of the leading causes of death in the developing countries, which are also known to cause significant morbidity, are either environmental in origin or exacerbated by environmental factors.

The leading causes of death in the developing countries are diarrhoeal diseases, acute respiratory conditions such as pneumonia and bronchitis, other infectious diseases, including tuberculosis, and vector-borne diseases such as schistosomiasis and malaria. Diseases such as diarrhoea, typhoid, schistosomiasis and malaria are caused by bacteria or other vectors (snails and mosquitos) in local water systems. Pneumonia and bronchitis are the common result of air-borne pollutants, including smoke. Tuberculosis is the result of air-borne bacteria, whose presence is generally increased by inadequate and unsanitary living conditions. Each of these diseases can best be controlled through careful management of the local biophysical environment. For the purposes of this paper, therefore, they are all considered to be ‘environmental illnesses’.

Over 50% of all deaths from heart disease and cancer also occur in the developing countries [11] (p. 19). In the developed countries, these diseases are the leading causes of death, including deaths among women. Although it is not clear to what extent health problems such as heart disease and cancer, which are not commonly recognized as ‘environmental illnesses’, may be affected by environmental factors such as water and air pollution and toxic contamination, recent studies have drawn attention to the impact of the organochlorines, which are found in pesticides and refrigerants, on the incidence of breast and ovarian cancer [12].

The work of Koblinsky et al. [10] on female menstrual health also suggests the possible hidden impact of environmental factors on female morbidity and mortality rates due to cardiovascular disease and cancer. From this point of view, diseases such as schistosomiasis and malaria, which are vector borne, and diseases such as heart disease and cancer, which have important genetic components, may also be different expressions of’environmental illness’ experienced in different life spaces, especially the differing life spaces of the developed and the underdeveloped countries. In both settings, there may also be important epidemiological distinctions between life spaces in rural and urban areas, and even between neighbourhoods in the same rural area or city in exposure to a particular environmental disease.

This paper also suggests that the experience of environmental illness may differ significantly, not only between the developing and the developed countries, and rural and urban areas, but also between women and men within each of those settings. It argues, based on the initial evidence presented, that gender may sometimes be as important, or even more important, a factor in exposure to a particular environmental illness than is residence in a particular country or neighbourhood.



The Neglect of Women’s Health

The United States National Council on International Health (NCIH) held a path-setting conference on ‘Women’s Health’ in 1991. The conference, which included representatives from 74 countries, provided a forum for the articulation of a new agenda for women’s health policy [13]. This new agenda is centred in a holistic view of women’s well being as a life-long phenomenon affected by a variety of mediating factors. Participants in the NCIH conference supported the view that, as a holistic phenomenon, women’s well being cannot be addressed either piecemeal, or in isolation from the social, political, economic, cultural—and biophysical— milieu in which women live [14, 15 and 16]. Four guiding principles for new directions in international health policy for women were identified at the NCIH conference: the importance of gender-specific data, an end to gender discrimination in health policy and action, a life cycle approach to women’s health, and support for women’s empowerment as personal and family health decision-makers [13,15] (pp. 12-16).

It is disconcerting to realize how, little we actually know about women’s health as compared to the health of men. Statistical health assessments in the developed countries, such as the United Kingdom, are “largely gender-blind, with an overwhelming focus on male mortality rates, and measures of morbidity” [17] (p. 86). In the developing countries, the emphasis on maternal morbidity and mortality has been accompanied by a lack of concern for data collection on other causes of illness and death among women. Koblinsky et al. argue that “women’s health has been neglected in general, a neglect which fuels, and is fueled by, a lack of information” [10] (p. 43).

In the United States, health research funding and methodology have focused on the leading causes of male morbidity and mortality such as hypertension and lung cancer [1]. Although half a million American women die of heart disease every year, almost all of the significant studies on cardiovascular health have been done on men. Only 13.5% of American health research funding is devoted to health issues of particular importance to women [18] (pp. 164-165).

In part, this inadequacy is a consequence of the acute care bias that pervades health research and funding. The acute care bias is also a male bias, and not only in the disproportionate interest in men’s health as compared to the health of women. The Asia and Pacific Development Centre (APDC) reports that 80% of national health budgets are commonly spent “to cure the illnesses of a minority through the training and equipping of doctors who are usually men” [19] (p. 14).

The lack of unambiguous data on female morbidity and mortality makes it difficult to identify and assess the factors, environmental or otherwise, that do affect women’s health. Alanagh Raikes, writing about women’s health in East Africa, suggests that one useful starting point for an improved understanding of factors relevant to women’s health would be to analyse existing morbidity data by geographical region and gender specificity. However, as Raikes points out, morbidity data is often not good enough to allow for this breakdown. Not only are the data lacking in gender specificity, but their overall accuracy is often grossly inadequate as well [20] (p. 450).

Where they are available, it is interesting to see what commonly used statistical indicators of women’s well being actually measure. The World’s Women: Trends and Statistics 1970–1990 [21], which was compiled from a variety of United Nations sources, provides measures of life expectancy, maternal mortality, infant mortality combined for males and females, mortality rates for girls, fertility, contraceptive use, availability of trained attendants at births and smoking rates. Such indicators tell us very little about women’s non-reproductive well being [1, 4].

Identifying appropriate gender-specific indicators of women’s well being is not an easy task. As Payne suggests, based on research in the United Kingdom:

at the centre... lies the fundamental problem of what is meant by health, how this varies...and how to reconcile the divide between positive concepts of health as more than an absence of illness, and the necessity of relying on the only regularly produced statistics which measure rates of death and sickness rather than health [17] (p. 94).

The NCIH guidelines suggest some important qualitative indicators of women’s overall health status. Among these is the proportion of decisionmaking roles in health assessment, promotion and expenditure held by women. The amount of leisure time available to women, both in number of hours, and in comparison with men, is also a potentially important qualitative indicator of their health and well being, particularly with regard to mental illness.

Existing data show that the overall incidence of mental illness is highest amongst men [22], although this assessment certainly needs to be evaluated through better epidemiological studies on women’s mental health. Paltiel suggests that women are more emotionally hardy than men; “…women are excellent copers. They are extraordinarily resourceful, creative members of their communities” [22] (p. 198). The challenge is not to stretch women’s extraordinary coping skills past the limits of their mental and physical health. Instead, “we need more and better studies on the...effects of women’s help-giving...as others rely on their strengths...to the detriment of their own well being, including burnout, a form of physical and emotional exhaustion” [22] (p. 210). We also need to assess the possible relevance of environmental factors to women’s mental health, including factors as disparate as desertification and smog.

It is also important to identify unambiguously the leading causes of death among women. Data on the gender-specific incidence of environmental illness in the developing countries is almost totally lacking. In the developed countries, the absence of research on menstrual cycles, and their susceptibility to environmental impact, also makes it difficult to identify those environmental factors that are damaging to women’s health and well-being. The apparent, but unaddressed significance of environmental factors to women’s morbidity and mortality suggests three necessary improvements in the collection of female health indicators:


	Improved record keeping on all incidences of morbidity and mortality in the developing countries;


	Gender-disaggregated collection of data on diseases known to be environmental in origin, such as diarrhoea, relevant acute respiratory illnesses, and other relevant diseases such as tuberculosis, typhoid, schistosomiasis and malaria;


	A world-wide plan of action for research on women’s menstrual cycles including cycle length, bleeding duration, hormonal patterns and metabolic impacts, together with epidemiological research on environmental determinants of variations in the menstrual cycle [10].






Understanding Environmental Systems and their Impact on Women’s Well Being

The prevailing inattention to the significance of the biophysical environment, which surrounds and affects women’s health throughout the life cycle, is not only a gap in data, or relevant indicators. It is also a conceptual gap that affects our ability to understand a variety of environmental impacts on women’s well being. The difficulty for many researchers and policy analysts interested in women’s environmental health is knowing where to begin. The inclusiveness and generality of the term ‘environment’ often leads to ambiguity. The primary focus of attention in this paper is the ‘biophysical environment’ which includes both natural and built elements such as trees, water sources, mosquitos, houses and smokestacks. The biophysical environment may be distinguished from the social, economic and cultural or ‘societal’ environment and from the changing biophysical and societal circumstances that constitute the ‘historical environment’. Women (and men) occupy all three environmental contexts simultaneously throughout their lives.

The biophysical life space forms the primary arena for environmental health policy analysis. Within their life spaces, women seek food, fuel, water, shelter, fodder, fertilizers, building materials, medicines, the ingredients of income generation and wages in support of their activities as individuals, wives and mothers. In the developing countries, women are the primary users and managers of the biophysical environment for human sustenance [7, 23]. In urban areas, and in the developed countries, women’s roles as household provisioners and health managers also exposes them to particular environmental risks.

Societal and historical factors lead to variations and changes in their life spaces that are positive or negative for women’s health, and the health of the environment. Societal factors, such as poverty, illiteracy and gender oppression, can significantly affect the quality of women’s life spaces in both the developing and the developed countries (see below). Changes to women’s life spaces, especially from the introduction of new technology, can transform local biophysical systems, thereby creating ‘disease environments’ that are hazardous to women’s health.

‘Disease environments’ are aspects of, or places within, women’s life spaces that support environmental illnesses [9]. These environmental illnesses may be new, furthered, or reintroduced by the disruption of equilibrium in the biophysical environment [3, 24]. In part, the widespread incidence and impact on women’s health of such disease environments is the result of the current inattention to environmental and gender issues in economic development policy at the national and international levels [3, 25].

The creation of disease environments has often resulted from the introduction of irrigation systems, especially in the developing countries [4]. Both malaria, which is spread by mosquitos, and schistosomiasis, which is spread by snails, are water-dependant environmental diseases. Irrigation, especially inadequately designed and managed irrigation systems, provides new and better breeding grounds for the vectors that cause malaria and schistosomiasis. Hydroelectric development can have a similar effect. Irrigation and hydroelectric development establish simplified biosystems within which these disease vectors are able to flourish. Improved breeding areas further the spread of malarial mosquitos, while the spread of schistosomiasis requires the additional factor of inadequate sanitation, and improper disposal of human waste. The use of pesticides that often accompanies irrigation can establish vector resistance to insecticides, while the molluscicides used to attack snails are both hazardous and costly [24].

The changing patterns of labour utilization, migration and settlement that accompany technological development can also establish disease environments. In Swaziland, the changed patterns of migration and settlement that accompanied the introduction of citrus and sugar estates led to a resurgence of malaria across the lowland areas of the country [26] (p. 482). Crowded urban areas are almost, ipso facto, disease environments. Cities, which are central to modern transportation networks, and offer the possibility of rapid human transmission, create ideal disease environments for a variety of environmental illnesses [9], especially if pollutants and environmental toxins are allowed to accumulate in an uncontrolled manner.

The creation of disease environments can be prevented, or alleviated, by integrated planning that considers the biophysical and health consequences of proposed technological interventions. However, what few health policy analysts have recognized is that the ‘disruption of equilibrium’ in a local life space may also be a gendered phenomenon, with very different implications for women and men in the same biophysical environment [27]. The neglect and denial of women’s environmental and health interests and needs with regard to their life spaces is a primary, but almost totally unaddressed, factor in the creation of disease environments for women and their children [15 and 16, 23].



Sociocultural Impacts on Women’s Environmental Health

The well being of women world-wide is marked by significant ‘epidemiological polarization’, with some countries, and some communities, offering far greater hazards to women’s well being than others. The wide regional disparities that exist in women’s health status are reflected in female life expectancy data. As of 1988, 12 Sub-Saharan African countries had female life expectancies under the age of 50 [11]. Life expectancy rates for women of 50 years and under are also found in Bangladesh, Nepal and Pakistan, while women in India have a life expectancy of only 58 years [19] (pp. 292-295).

There are also significant differences in female life expectancy across social classes in the developed countries [11]. Thus, in the United Kingdom, the highest female mortality rates are found among unskilled (classified according to husband’s occupation) married women, followed by women who are unskilled (classified by own occupation) and single [17] (p. 100). In both the developing and the developed countries, high female mortality is accompanied by significant levels of female morbidity. Spatial variations in disease patterns, such as national and neighbourhood variations, are often the consequence of interaction between the socio-economic and cultural context of life and the biophysical environment [9] (p. 1). Three broad parameters are clear: poverty; illiteracy; and gender oppression [8,15].

The health risks of poverty are generally far greater for women than for men. Women are far more likely than men to be poor; women worldwide, in every income category, own less than men, work longer hours, and earn less income [28]. As a result, according to Jacobson, “poverty among females is more intractable than among males, and their health even more vulnerable to adverse changes in social and environmental conditions” [8] (pp. 4, 7).

In the developed countries, class can be as significant a factor in the determination of women’s health and well being as is residence in a developing country. In the United Kingdom, “there is a powerful relationship between socio-economic status and poor health when measured by mortality and morbidity” [17] (p. 117). Female-headed households, which now include one-quarter to one-third of all households worldwide [29], are particularly vulnerable, even in the developed countries [17] (p. 121).

Several studies draw attention to inadequate housing as an outcome of poverty that creates health hazards for women. In India, Bhatt noted the detrimental impact of crude stoves, biomass fuels and poor ventilation on the respiratory health of women and children. She also comments that “infections and accidents, not the oft-touted problems of childbirth, are the leading killers of women during the reproductive age” [30] (pp. 14-16). For poor women in the United Kingdom, poor quality housing means poor heating, lack of space, damp living conditions, lack of hot water and inadequate furnishings [17] (p. 135). Both separately, and in combination, these difficult conditions impact on the health of women, and their children, in an ongoing manner.

Illiteracy is also an important factor in the creation of life spaces hazardous to women’s health. The World Bank reports that education is ‘strongly associated’ with good health, while literacy plays an “extremely powerful role...in determining a population’s level of mortality” [31] (p. 41). World-wide, women have a primary responsibility for the maintenance of the life space, especially the dwelling place, and the provision of family health care. Illiteracy, which is a common outcome of lack of education, denies women the opportunity for vital health learning, particularly the importance of sanitation and personal hygiene in personal and family health care.

There are now at least 597 million illiterate women in the world, compared to only 352 million men. Only 15% of African women are literate, and only one-third of women in Asia. According to Jacobson, “parents are apt to invest in educating girls only when they perceive long-term gains will outweigh immediate costs” [8] (pp. 11,18). In urban Brazil, according to the World Bank, maternal education accounted for 34% and increased access to piped water for only 20% of mortality decline between 1970 and 1976 [31] (p. 52). Women’s literacy is, therefore, a critical factor in environmental health promotion.

Gender oppression is also a significant factor in the creation of hazardous environmental conditions for women and girls. Gender discrimination in the allocation of food and health care has resulted in ‘markedly higher’ death rates for young girls than for young boys in the Middle East, North Africa and South Asia ([8], see also Refs [4,15]). In India, “deaths of girls under the age of five exceed those of boys by nearly 330,000 annually”, while women aged 15 and over die from tuberculosis, typhoid and gastroenteric infections “at consistently higher rates than for males” [8] (p. 9). One study from the Punjab indicated that mortality for girls under 15 years was almost 50% higher than for male mortality [32] (p. 21). Bhatt argues that “the expectation of life at various ages shows that ill-health stalks the Indian woman right through her life” [30] (p. 14). As a result, the ratio of women to men in India has declined, so that there are now only 929 women for every 1000 men [8] (p. 10).

Behal describes women in purdah in North Indian villages as “prisoners of the courtyard”. She argues that, because of their limited mobility, “women’s perceptions on issues such as health, hygiene and how to deal with them is very low” [33] (p. 28). Women in many countries experience a variety of difficulties in access to acute medical care, including their own unwillingness to visit male health professionals. Distance and poor roads, together with cultural restrictions on women’s mobility, compound this effect, as does gender bias in health expenditures for wives and daughters [34].

Together, poverty, illiteracy and gender opppression have a deadly outcome on women’s well being. Prakash describes the outcome for women in India:

...the image of woman as mother is not only consecrated but her sacrifices for the welfare of her family applauded. And what is the nature of her sacrifices...that she go hungry...that she work long hard hours...that she bear child after child...that she forego much-needed medical care...that she be abused, beaten, bruised and burnt alive...all for the sake of her family [35] (p. 33).

The deadly impact that Prakash describes affects women directly, through immediate assaults on their bodies and health, and indirectly, through the creation of biophysical environments that are hazardous for women’s well being. In order to transform these hazardous life spaces, the social, economic and cultural factors that give rise to them, particularly poverty, illiteracy and gender oppression, must also be addressed. Thus, a gender-sensitive environmental health policy would necessarily include approaches to poverty alleviation, the promotion of literacy, and the eradication of gender bias both locally and nationally, as important factors in the creation of life conditions that are healthy for women.



Understanding Environmental Health: A New Model

As this paper has suggested, women’s ‘spheres of activity’, the amount of time that they spend in each, and also the intensity of their environmental involvements in these spheres, affect the nature and degree of their exposure to environmental health risks [1]. Roundy [5] has articulated a useful model which has so far received inadequate attention as a base-line for gender-sensitive environmental health research and policy formulation.

Roundy’s model divides a particular human settlement into a series of activity spheres. For the community of Upper Bilajig in Ethiopia, Roundy delineates six activity spheres. These begin with an “individual cell”, characterized particularly by behaviour such as personal hygiene, food and beverage consumption, and “ethnosurgery”. (For this latter element, we might substitute use of traditional medicine as a form of behaviour with more general application.) This individual cell is the centre of a series of concentric circles, which include the household, compound, settlement, production area and a final “further ranging area of contact”. Each of these activity spheres brings residents into contact with a varying place, and a varying disease environment, within the overall community and neighbourhood [5] (pp. 268-269).

While this model can be used for the delineation of activity spheres in any community, the particular spheres will vary from rural to urban environments, and from one region and country to another. It is the general, not the specific model, that is broadly relevant. The model also differentiates eight different behavioural subsystems that take place in these various activity spheres. These subsystems include family (household) interaction, extra-family (household) socializing, religious activities, primary production, trade, water use, animal contact and defecation. Each of these subsytems can be examined separately in relation to each activity sphere. Here again, behavioural subsystems will vary from one setting to another, and it is only the general model that is broadly applicable.

It is also possible to aggregate the behavioural subsystems, and to categorize the overall degree of interaction, in frequency and intensity, within each activity sphere as occasional, common or very great [5] (pp.
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