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'Foréword o
The “papers ‘collected in this volume.were prepared
for and prcscnted at the International Conference on
.Women. in Health held i Washlngton, D.C. on June
16-18,.1975. In addition to these papers, v1dcofapes
of the’ Conference procecdings arc! availaple for use
by the Regignal Offices of the Department of” Health,
Education, and Welfarc’ and’ other appropriate orgam-
zations as background material for: discussions in re-
‘gional oreother méetings. The (Confcrcncc photographlc
exhibition, “American Women at Work in Health
Carcers,” is also available on }gan upon request to the
Health Resourges Administration. Copies of the Con-
‘férence chart.book of statisticaljdata on the status of
women.in health carcers in the United States and other
“selected countries are’ also available upan request.
The Conference, an International Women’s Year
activity sponsored by thc Health Resources {\dmnmstra-
tion, was deslgncd to (a) develop a)mproved mformatlon

~on the status of women as health care proyiders in the- '
for
consideration by an international Tudience, stratcgies

"United States and sclected countries; (bY bresent,
used in other countries to improve the stdtus and par-
ticipation of women as health carc providers Which
might be adapted for usc in the United States. The
Conference brought together outstandmg mvcsugators
from countries wheré¢ women play a major role “in the
health professions and from countries where research

has been cenducted on the relationship of various

socictal factors to the status of women.
“The topics covered by the international investigators

_and Us$. discussants’ comments, included the current

status of women as health care providérs in the United
States and selected other coumtries; approaches to cor-
rect' the underrepresentation of women in the health
professions; improving the utilization of women in
health occupations in which they are numerically well
represented; organization of nurses and allicd health
and support personnel; new roles for women in health
care “delivery; and the role of women in health care
. decisionmaking.

The- highlights of the Conference presentcd by Dr.

Mary Howell (pagc169)summan7ed Conference papers- - -

and discussions. It was originally planned for Dr,
Howell’s summary to be followed by a pancl discussion

on the future role of women in health in the Unitéd"

tates. .Congresswoman- Martha Keys was to join
members of the Conference Stecring Committee for
ther discussion. However, many of the participants re-
. quested more tithe for open discussion from the floor
and an opportunity to present morc questions to the

interndtional .investigators. The agenda was modified =

fo permit this greater participation of the audience,
and after Congresswoman Keys’ presentation, the floor
was opencd for -general discussion. Members of the
Stecring Committee joined with the international .in-
* vestigators in the discussion period. Their remarkS are
also included in this publication.

The Conference- was closed, with an address by the/

Honorable Francoise , Giroud, ‘Statc Secretary for the
o ] . , -

RIC
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~ Condition of Women in'Fr;mce who analysed thie un-

_tapped potential,of women Klth workers for mcreased

contribution to health servi®® in-France.
The papers prcsented were scholarly and provoca-
tive. The prepared responses werg thoughtful and, for

«the most part, focus on either the applicability of the in~ v ¢

formation presented to the U.
comparison of th¢ U.S. situation'
countri®s, (A
A few particulap points should be notcd
Some of the responses, and much of the partlcr-
pant discussion, were concerngd with issues broader

that in other

than.the status and role of women aw providers of

health care. Concern was ¢xpressed about™the status

and working “conditions of both men and women

non-professional health carel\.workers especnally tho

in- unskilled jObS such as la ndry workers and )a{:

tors.

- Some attention ,was pand o the quality of health
carc deliyered to womep in the United States. The
women&ho spoke were prov ders of health care;,
nevertheless, as women they expressed dissatisfaction
with the care that the health care consumers receive.
A mimber of these issues are addressed in the list of

* specific recommendations prepared by a group of
participants in the Conference (Appendix A).

. Some partncupants voiced criticism of physicians as
the dominant professnon mathe current (U.S.) health
care system and others even objected to the fai
that men (physicians!) had béen involved in the plan--
ning and program of the Conference. Therc were
others who disagrced with such criticism and felt

that change must be cffected by working with and "~

.3 within the system and that women can and must

‘care,

,6, - .

work with men in order to bring about those changes.

Those participants would answer the” question that

Madame Francoise Giroud presented at the close of

the mecting with “We -do.not want merely to take

men’s places, act as they do, or be the.dominant
rather than the dominated, but indeed we do want
to transform society.”

Although therg-certainly..was-not-agreement-among .
the participants as to the major issues of the Confer-
cnce, the Conference itsclf” provided a much needed
forum for debate, and ‘highlighted the need for more
opportunities for women, as the great majority of pro-
viders and the largest number of consumers of health
to have a greater role in the decnslonmakmg
process. A Chinese proverb states that “The journey
of a thousand miles begins with the first step.” If the
recommendations prépared by the Conference Steering
Committee, based on the results of the Conference
. (page '187), are récognized and acted upon, perhaps'the

Department of Health, Education, and Welfare’s Inter— :

national Conference on Women in Health and these
papers presented there 'will be that first step. -

Belly A, Lockell, Ph.D. B} .
Project Director |
International Conference on Women in Hea'hh

|
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‘Honorable Caspar W. Weinberger

- Secretary, Department of Health, Educanon, and Wel-

fare

Honorable Francoise Giroud
State-Secretary for the Condition of Women
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It is my-pitvilege to convenet
ference on Women in Health on

. A

LA 2 )
e had established for this m}.

‘?g'_hatidnal Con- rst all the objectives
“of the Health ng. I Gounted the s

olarly papers that have be

L]

. .‘gss_gurces\Administration of the United States Depart-  prepared ‘and the_statidtical data compiled in the qon-

fihent of Ith, Education, and Welfare. & " © ference chart book as thngible outputs alréady accom- -
" 4This if¥lling is not an international conference, in plished. - . . T ’
one common usage\of the word, “international”. While Howeyer, before I gave a verbal respons¢ ‘to, his
this group is toget;gxfor two and a half days, no at- comment, I°réalized that|papers could have been com-
tempt will be made 'to*specifically address,-on a global missioned and ‘statistics |compiled" without convening
bdsis, important broad concerns. about general equity an international conferen¢e. And I asked myself-—what
between men and .women, the participation 6f women - could we-hope to achieveiwith this-assembly that ¢ould
in societal development,,or their common efforts in the not be acéomplished withput it—and what can we do-
-cause of peace—these issues are the agengda for the = to ensure that this conferefce does not become, another
United Nations International Women’s Year Confer- shining example of tokenish in this area?

.- of<health care. .

The“stated purpose of this meeting?is to bring to- - researchers and health profdssionals from our country
gether outstanding researchers who have studied the = and othes, countries fo en ge .in- dialogue, Written
* ‘role and status of women in health careers in other - papers are a one-way commuynication. The conference
countries—and it is in this sense of the word ‘that the setting permits two-way co munication” and this is
conférence is international. - ’ - ‘critical. Research on the stptus of ‘women and sex
This group represents, more. than twelve countries- - stereotyping is still in its e rly  stagées—international
from diverse -regions dé&he world—meeting together comparative studies are almost nonexistent. Future re-
‘to determine what lessons we in the United - States search can benefit from ,th{‘: cross fertilizhtion and
“-might learn from research and experiences in" those - stimulation that only, mgeti!}g“togethel" and engaging
countries. Clearly, I am not suggestihg that only the  in free and open dialogue produces. R
United States can benefit from this conference—clearly Our discussions and de_batés can aidin the jdentifica-
ssons {earned in any given country are. potentially | tion of areas Wherg/ research and information are
ther countries. But we are here to learn = - needed and -perha enerate new efforts. Exchange
ies other'than the Unitéd States. about - of ideas about findingsyjn the papers presented, "and
methddyto improve the status and utilization of women the conclusions of our pafel on Wednesday morning,

‘ence to be held in Mexicp City next' week’"Rather, our I believe there are sever#il qualitative dimensions to_
discussions will focus directly 6n*womien as providers. the goals of our conference|which, can best be accom-’
plished by meeting -together{ First, the meeting allows

in health and—to hear of the successés and failures of’ ~ . also can provide useful-information for program plan-

" apprpathes to the problem of sex stereotyping—of men faing and policy development ‘within the Health Re-
as well s women—ir the hefth field. We also hope to  ’sources Admiinistration. ' : R
develop information which would permit us to deter- " Finally .and more importandly, - this conference was- .

" mine the usefulness of possible future cross national, " deliberately designed'to provide an opportunity for de-
comparative research ih this area. These are some of cisionmakers and administrators; as well as reséarchers,
the goals which hah ‘been set for accomplishment to - participate .in- these discussions: and, through* that
during the timglWe Have together. ' - - ; participation to. become better informed -about’ the -

After discussiftg these goals receritly with a colleague,. status of women in this ‘country in comparison with
he commented to,me “You know nothing is ever their status in other countries, . . '
= "z'eally‘accomphsneé:ﬂfv:it —a-conference:="~My-immedi=——5=Fhose-of =you--who-are--decisionmakers—from..the.—.
ate reaction to his reinark—apart from curiosity about profess%)nal organizations; HEW, other agencies of
his. operational definition of reality—was to mentally the exetutive brarich, and members of Congress are, for

Q

ERIC

Aruitoxt provided by Eic:

\ .
R . . & (\‘ \

- * . . .
P .. . . « .
. ©

s

-’

’

3



3

J

the mos part, men. You will
have an Ypportunity to meet yith researchers,, he
professionjls, and other he workers, who are for
the most part women men who have démonstrated
their ability to articulate and analyze the problems
surroundmg this issue ‘of the role and status of women
in the health field. :

Because of the importance of thls opportumty, we
are most pleased to have with us this ‘morning the
government administrators and officials in the audience,
as wel] as the distinguished guests who are our speak-

during thls conferege
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. long Mother's Da ”f

- >
ers. At thxs time, I have the personal pleasure of ‘intro-
ducing.Dr. Kenneth M. Endicott, Administrator of the
Health Resources Administration, who will bring to
you the official welcome to'the conference. It is through
the interest and participation of leaders such as Dr.
Endicott that the goﬂ‘_&‘@s conference can be real-

ized. Let us all work together these npext féw days to

make -a meaningful contribution to the celebration of

International .Women’s Year and causeit to be some-
thing more than what Gerinaine Greer has termed “one
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‘Official Welcome
* Kenneth M. Endicott, M.D.

Administrator, Health Resources Administration/PES
U.S. Department of Health, Education, and Welfare

. .
.
a . B T :
.v .
. : » . v 0
. . .
.

i

Itsa pleasur to open this landmark conference’ on
“Sex Roles in %e Health Sector”. And it's an honor
to welcome the\distinguished guests to our country
who have already contributed their knowledge, wisdom,
and experierice in their native countries and are willing
to share that collective wisdom with us so that we can.
do a better job in this country. in solvrng our vast health ,
problems. ’

.I ‘extend a sincere welcome to those of*you who
have travélled shere from all parts of this country to
lend your ‘fforts toward creating a system of health
"care that will be open o all people based on their
medical needs ,as patients or the1r talents as the pro-
viders of high quality- healthi care. ."-«r . X

We are here to learn. And we. -are not afraid to admlt
\that we have much to learn. S

For instance, it would be good to learn why we, in -
this ¢ountry, consider dentistry a male profession—so
much so that only about 2 percent of our dentists

~ are women; and why people in Finland accept a dental
“profession where more than 70 percent of: all dentists
are female. ‘

For m’stance it would be good to leam how a thirty-
eight year old housewife in China can be taught to.
provide acceptable first -line health® care with little
ifitial formal training, and how.she can embark on a
career, which includes a egular - plogram of service
combined with-continuing®flucation. -~ . -

*  For instance, I would tike to know more about what
ingredients make it. possible for a -country like
Cameroon to graduate its first female medical student
just this year while’ raising its percentage of female
students now studying in medical school to almost 15
percent. And do we have’ somethlng to leam from that
country which has a career ladder in nursnng that gives
the appearance of being more systemaflc than anyth;ng»
we have here?

For instance, what can we learn from the system in
the Soviet Union where paid matemnty leave, pre-
served work status, pre-school establishments, and -a
system of constant medical jattgntion for children lifts

—a—great- deal- of:responsrbxhty— from-women-allowing_"- . .

_them to successfully combine motherhood and careers? -
And for instance, what can we learn for our future

IS

on

from the way health employee negotlatznons are handled
in Sweden.

Thesge are just some of the subjects w1th Wthh we ' *

will be/dealing in the two and a half ‘days ahead of us.
And ot of this discussion, debate and clear exchange
of ideas, I hope we in this country, and most _particu-
larly,”we in the Health Resources Administration, will
get some new insights into how we can shape our future

policies to make the receiving” and ‘the - providing of

health care in.the Unlted States a falr and effective
| experience. L

‘Within the Health Resourc !%
fhave programs and people

u":.- |
' ”\ .;@ g,l 5|

l’br fegale”health professe ‘students is testimony to
that legislation and the, w"by it was carried out.
When the Health ,,:‘curces Administration was
. orgamzed almost twk'* y

ars ago, we established an
office. of Health™

equity of access,to ‘helth care and health careers by all
peoplé, Within"the past two years, that Office has be-
gun %6 develop special concerns for programs that

affect. women and has begun to focus our attention
on the problems that"women have in achieving equal .

treatment in' the health field.

One gpr-reachmg instrument which we in the HealthA

Resources Administration now have to achieve more
effective. results in plannlng for the decent deployment
of health fesources in communities dround the country
is the Natnonal Health Planning and Resources De-
velopment Act of 1974. Within the next six weeks,
more than 200 Health Service Areas will be designated
and within these areas, Health Systems Agencies will
‘be appointed to plan for. the health delivery. and re-
source deployment within tHose areas. I hope that you
will use this -new health pl nning system to take the

. lessons that, are learned at this conference and apply
them where appropriate within your local areas. I hope -

yourtmll_conunue,toje,_at state_and_local levels,
" spokesmen and women ‘for equallty w1th1n a quahty'
health delrvery system. : ‘ -

o

w Y t
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’ - . ’ ". : .' N ’ \J N ' ’ | "
Yoo o - Remarks X .
‘ \ 2 v . Theodore Cooper,)lD .

. Assistant Secretary for H ealth/PHS :
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I am delxghted to be. heré this- morning on behalf of
the Secretary, on behalf of the Department of Health,
Education, and Welfare;-and-on behalf of the’ United

! States' Public Health Service. .I welcom? you to this
- “beautiful setting on a beautiful day in #gbeautiful city. -

- Dr. Endicott has.related to you a broad spectrum .

of what can be .accomplished through a conference !

_ -such as this and it’s follow-through for changing tht;‘ .

way we do business in the health field.in this country,

In reviewing our Gwn programs in the Public Health -

-Service I ani aware that we hive not utilized as well

-as we might ﬁ? broad spect.mﬂ; .of resources in trying -

. to solve health probléems in this country. We also focus -

d Lon the dollar-and we haye not teken advantage of the
. . " human- ;esouice We .have not 1m lemented in an’

S . ;eﬁt;cuve way ‘all the ﬁtslwues d ensure the
o *  best utilization of thx‘m and there'are several

; ways in which we exp&tto change this.. - ; :

Dr>Endicott mentioned
bxll We will restructure

icipafion'in the planmng _
ttitude toward inservice
h ' Service' gnd I could: go
. : ‘ : o - efiliof the topic$ which I know will be on -
. ' , S - your agenda. The message'is basicdlly that the Depart-
v _ o N U -—/tﬁent puts this problem at-a high priority. We must
' N _ A i learn to utilize more than just the dollar’ resources,
B /) ' ( ' 1 which-are now recognized to be finita, for the solution
Q

oo of our’health care problems. The lehdershxp which you
- and overall sectors of society can give to the solution
o Jy . of thése problems in health is badly needed- because
» _ o ‘ SN health is now recogmzed as a top socidl priority in this -

country. - .

/" o . f) . ) * Finally, it is reflected in the position that the pohucal
: S © . system it¢elf will give to the problem of health in the

very near future

o ) 2 1 . Lot




Remarks
John G. Veneman

Counselor to the Vice President
of the United States
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.

It is a pleasure 'to be here this morning to convey
-to you the warm welcome of The President of the
Umted States. President Ford has expressed his interest
in these proceedings, which have' brought together

officials, scholars, and health professionals from every

continent.

‘During the next few days, the vanous approaches
_countries from. throughout the world have taken' to
confront the problems encountered by women in the ,
- health professrons will be discussed. You will be ex-
: changlng experiences, observations, and suggestions.
Obvrously, all of the positive experiences cannot be
applied in each country represented at this conference.
But they can.tell us- what can be “done and glve all of
. us some objectives to strive for.

It is appropriate that the health sector be an’area on
which to foous the celebration of Intematlonal Women’s _
* Year in the United States..

In this country the health industry represents one of
, the, largest elements o our economy. As a vital part of
" our society, our Government is committed to -assuring
.equal professroqal opportunities for anyone who pur-

, sues~ career in-thisarea.
}\t?e President and Mrs. Ford are stronglﬁ:ter-
ested in Seeing that women advance in all professional
areas, and that any previous social or institutional
1mped1ments do not prove to be a handrcap
. dent conveys his hope that this«conference wrll provide
a significant step’ toward identifying suc lmpedrments
, and toward developing strategies for renq loving them.
- It is well known that women are the foundation of
the health industry and have been since early times. .
.. They have always represented the largest numbers, but
" not proportronately in the upper echelons. .
What is not so well known are the contributions that
women have made to health, t6 health pohcy, and to
the field, of medicine as a whole. % .
In this country‘thére were women like Dorothea Dix, '
- who is best known for her campaigns against the hor-
" rors of mental institutions and her efforts on behalf of
the neglected 1nsan’e and fgr her eﬁorts to improve the

s

- secular nursing servicé in this country. When the Civil

The Presi-=. .

War broke out in 1861, she personally recrmted nurses

to care for the wounded, and recruited Dr. Elizabeth
ca’s first woman physician, to train -

Blackwell. Americ
them. She then fought the bureaucracy of.the Army
medical department to| gain' President Lincoln’s ap-
pointment as the very first Superrntendent of the United
States ‘Army Nurses. °

“A half century after Ms. Drx, Ida Cannén brought
medical social work into medicine ‘as an important
adjunct of medical care. The emphasrs on the patient
as a person grew out of her work.

Mrs. Elizabeth Milbank Anderson, whose fortune”
established the. Milbank Memorial Fund, focussed at-

g
“

tention on preventive medicine. She propounded.ln -
1913 that she.was particulgrly interested in fostering .

preventive and social measures for the welfare of the
poor of this city. Since that time, more and more of
public and private contributions have made their way
into. support of preventive services.

Dr. Sard Josephine Baker, concerned ovel¥ infant

mortality in New York City, where she served as a

health officer at the turn of the century, established
clinics which made it possible for mothers to feed their
infants clean milk and water and escape the dreadful
summer cholera that in August 1904 carried off 40
percent of the babies born that month. :

It was Dr. Martha Eliot who convinced the Presi-

" dential Committee writing the Social Security Act in

" contribution to health Services was to estabhsh the first ™~ country: -

1935 to include a maternal and child health title.

The first concern with occupational health was

brought to American medicine by Dr. Alice Hamilton ., '

who spent her lifetime contrrbutlng to medicine and oc-

" cupational health. =

The list of women. who have sét or changed the

course of medicine in this country féoes on and on.

Much has been accomplished, but much more remains
to be done to removg the barriers that have precluded
woman from a fuller participation  and achlevement in
the health fields. -

The 1960’ in this country were a perrod of ma]or
advances of racial minorities toward removing barriers
to social, economic and professional equalrty dn this

It appears to me, that the 1970’s will be a period of

22
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achieving a new awareness of the potential of our fellow
persons to make major professional contributions to

s

. society. Throughout the world we are witnessing a sig-

v

ﬁé‘;ﬁ

-nificant change in attjtudes on the part of women. They

have developed a broader base of confidénce, aware-
ness and support for their professional potential, and
have -taken on a new ambmon to achieve true profes-
sional equality.

Let me turn more speclﬁcally to your agenda for the

- next few days. When-I saw the title of the conference,

my initial reaction was to ask:.is jt appropnate to
conceptualize roles ig the health professlon by sex?
Shouldn’t anyone, regatdless of sex, be free to perform
any function in the profession? As I mentally responded

t kmd of a problem. Generally, once the problem has

been identified to the government, a Federal agency

will move to withhold funding ‘to institutions which

encourage any discrimination. The same tool will also

be used. to provide incentives to change institutional

or structural barriers which allow thrs kind of lnequlty v
to continue.

- Unfortunately, these tools are slow, they can often

' be rather easily circumvented, and they are generally .

I_,ln the affirmative to those questlons another thought

came. to mind. We skould recogmze that oftentimes

there is a fundamental difference in the way women and

men might approach the professlen I believe the femi-

~ nine style and approach to a specific profession is
" unigpe and it can bring a new perspectlve to that pro-
- -fession. This aspect of the feminist movement'may well

prove-to.-be a stre)ngthenmg factor for our society as a
whole. -

_ Undoubtedly, much of the data wluch will;be, pre-
- sented ‘in this conference will show, slgmﬁcant under-

representation and underutilization of women in-many . :
ts of the health profession and will’show that while: . -
worien may be heavily concentrated in some areas; that

P

they are not adequately represented in other eas of
the P fession.
It is very difficult to find a woman department chalr-

man in a medical school, or the head of a- teachmg

- hospital, or professor for that matter.

The Federal Government has adopted many pollcres
aimed at removing the barriers that stand in the ‘way
of achieving’ equity for women in our society. They:

~have .moved aggressively to correct discriminatory

. practices among institutions of higher learning and

~ clumsiest sorts

professional schools. But it takes a long titme to pro-
duce results through affirmjtive action programs.

As T thought about thi
the Federal Gogjiinment unfortunately has only the
Plools at its. disposal to address this

not very effective. Change occurs most rapidly when
the institutions at issue have already come to realize’
the megumes and recognize the need for change.

In short, while the Federal Government can remove
some institutional impediments by legislation and by
going after some of our major social structures with a:
blunt instrument, it really is not very effective in achiev-

ing very major social and personal changes in per-

ception overnight. :
~This fact lends even more §1gmﬁcance to tlns con- "/
ference and the upcomlng agenda. It seems to me that
a more effective tool than the heavy artillery’ of Federal ..
mandates is through persuasion which can come from

“strong examples- provided by other systems in other

countries. Suclt’examples are very effective in breaking
down institutional resistance and establishing aware-~ .

~ ‘ness both on the part ‘of the health industry and on the '
part of women themselves as to .the potentlal and the™
value of solving inequities for women in health

I was lmpressed to see that every continent is repre-

~ sented at this.conference. I think that is very important

roblem it strack me that

because only through such broad exchange and dis-
cussion can the very best examples be brought out and
made more visible and be used to play the role which:
I have jllSt discussed. I think the approach of this
conference is excellent and I am sure it wﬂl be very
effective. |

Let me say personally for myself and on behalf
of the President, that we look forward to carefully
studying the reports on these proceedings.

I think it is critical §ihat the information and the
ideas generated from your discussions be disseminated
widely throughout this country.




~' The Status of Women as Health | |

Care Providers in the Umted States

Barbara Ehrenrezch Ph D.
Author, and Associate
Women’s Health Forum
New York, New York

«

As the fifst North American speaker I'feel obliged

- to impress upon our foreign°guests what\a revolutionary
step this conference represents, not only with respect .

to women and their status, but with. respect to U.S.
forgign policy as well. The giiding prnsiple behind
U.S. ferelgn pohcy seems. to. be that the: U\mted States’
has a“responsibility to instruct’ other_nations.in the -

' correct management -of -their econpmic, polmcal and’
military affairs It is unpreccdented to my knqwledge

- for.a U.S. governmental agency to" call;
sentaﬂves of other nations, for thc express puipose of

ogeth\er repre- -

learning from them. 1 thlﬂkgﬂ,a is 'véry significant that
the idea for such an mtematnonal conference originated

" with a group of women within: the U.S. Government.

When it comes to the subject of-women and health,
though, I suppose we have very little choice but to

* attempt to learn from others. We certainly have very
little to teach, except'perhaps as a negative example, I

can summarize the status  of women as health care
providers in the U.S. very briefly: Tt is not good, and it
does not look any better by comparison to the situation.
in other countries. Whether we measure statygin terms
of income or in terms of more qualitative f&tors such
as control over one’s own work, input into institutional -
decisionmaking, or societal prestige, we find the same
thing: Within the U.S, health industry, women occupy
jobs characterized by lower income and less power and
prestige than those occupied by males in the health in-

. dustry, and even within the same jOb category, women

receive lower incomes than men. The only exception

. to. this generalization about sex stratification in the
" health industry occurs. in the case of minority group

males, who are concentrated at the very bottom of the
occupational hierarchy. This pattern of race and sex
stratification within the U.S. health industry has been
documented again and.again—in tones ranging from
academic resignation to feminist outrage.!

To say that women occupy a subordinate position
within the U.S. health industry is hardly to say anything

-new or startling. After all, women occupy a subordi-

nate position within U.S. industry in general. Women -

a[e_cluste[ed_m"low-oavmg service and clerical occu-

Q
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pations, and are underrepresented in top professional
and managerial job categories as well as in the skilled
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" crafts.? Wlthm any partncular mdustry or industrial

sector, one will find an occupational hlerarchy grossly

" “parallel to that in health: White. males in positions of

:maximum authority, and pay,. fernales and non-white
males in positions of minimum authority and pay.
But even. agamst this background of job discrimi- :
_nation ‘and.segregation, the situation of women in the
7U. S. health industry'stands out in-stark relief, for two
reasons: First,. because the health - workforce is an
overwhelmmgly female workforce. Approxlmately 75
percent of this nation’s health “manpower”, as the ex-
pression goes, is actyally womanpower.? Even by 0.s.
standards, this represents an unul:}ally high degree of

industrial sex segregation. Second, the women in the .

health workforce are, relative to the bulk of the women .
in the paid workforce in this country, a highly skilled *
and trained group. Thirtyitwo percent of the job

categories in the health industry are among those .

| 4

. classified as “technical and professional” 4 and even . -

the so-called unskilled jobs frequently imvolve the
on-the-job accumulation of invaluable experience and
skill. So it does not take much feminist sensitivity to
sée that there is something unique about the health
industry: Here we have, a veritable army of female’
workers, approximately three million, many of them
highly trained and/or experienced, dominated by a
tiny cadre (numbering about 400,000) of largely male
physicians and. administrators.® '

- How do we explain this situation? Let me say at the

* outset that there is nothing “natural” about it: There

i§ nothing about human anatomy' which dictates that
males should be physicians and administrators while
females should be nurses, technicians and therapists;
and there is certainly nothing about human anatomy
that dictates that the latter set of occupations should be
-subordinate to the former. We know that this situation
does not prevail'in all countries and that it did not
always prevail in this one. In the colonial period and
the early days of the Republic, women served as
autonomous healers—general practitioners as well as
midwives—and in some States outhumbered male
healers.® Ann Hutchinson, the dissident religious leader

7

tioner. Harriet Tubman, the Black leader who led so

»

““and Tounder of Rhode Tsland; was~a gengral practi=—



:T:mprofessmn were=just~one-of -the: ‘any-competing” heal="""
ing sects—a group dlstmgulshed by its commitment to
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many slaves to freedom, worked as both-a nurse and a

_ doctor.”__

It could be argued that therq is no mystery about

the situation of women in health, that it is simply a.re- -

flection of the 'situation of ‘women in-our socigty in
gfeneral. There is a great deal of truth to this argument:
Certainly the “family” of ‘health workers resembles

’ nothmg so clearly as the family itself, with women play-
ing subordinate and nurturant roles, men playmg domi--

nant and instrumental roles. The only trouble With this
as.an explanation is that the modern #family” or health
‘workers is far more authoritarian‘and patriarchal than

“the actual American family has been for many dec-,
ades,® especnally at. this point,

“.with 43- percent of

married women working outside their homes.® Of

course, the medical system “reflects” the sexism preva- .

lent in the society at large (how could. it do other-
wise?), but it seems also to.
that sexism. .

I would like to argue that what we see in health
is a kind of institutional sextsm which reﬂects not just

" the_ sexism which prevails in U.S. society at large, but
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the internal imperatives of the U.S. medical system. For

those .of you who are'new to this country, let me: say
by way of background thqt medicine in this country is
above all a private, business. It is loosely regulated,
sporadically subsidized or supplemented by govern-
ment efforts, but by and large it is_left to itself like
any other industry within capitalist economy. As abusi-
ness, U.S. medicine has evolved, in the space of less
than 70 years, from what we could call a “preindustrial”
phase, characterized by the dominance of the physician

as an individual entrepreneur, to what we could call

an “industrialized” phase, characterized by a growmg
centralization of resources in major medical institutions
and complexes of institutions.’® T ,will argue that the
subordination of women has been critical to the suc-
cess of medicine, as a business venture, in each of
these phases. :

Women and Health in the Pre-lndustnal Stage of
American Medicine

Let us look first at the “pre-mdustnal” stage in
North American medical history.!' Here the American
story is very different from that which could be told of
most of the European nations. The U.S. had a long
history as a relatively und@rdeveloped colony: There
were few university-trained pedple; and, until very late
in the 19th century. nothing that could be called a
medical -profession. while most European countries
had established, university-trained medical professions
for centuries, the U.S. had only a large number com-
petmg “healers” representing various degrees of train-
ing and diverse philosophies of healing. "(Actually,
until the early 20th century, medical science was not
sufficiently developed that university training probably.
made any difference, anyway.)

- The ancestors of today’s North American medlcal

entrate -and mtensnfy

.

~

a philosophy of healing called “allopathy”.and by its
demographic composition, almost 100 percent white,
male ‘middle class to upper class. It “is difficult from
today’s vantage point to appreciate the difficulties this
group, the self-styled “regular” doctors', faced in the’

19th century: Not only Wwas there severe competmon-

from other varieties of healers, there was competition
within the swollen fanks of the regulars themselves. As
a result, the average “regular” practitioner enjoyed no
greater income than .an ordmary mechamc of the
time.1* : .
.Now I do Pot want ‘to recount here the mte esting
story of how that beleaguered sect—the Srégular”
doctors .of the .19th century—became the American
medical professiori of the 20th century: How this
group, in alliance with the corporate ruling class
represented by the Camegle and Rockefeller founda-
tions, .mamaged to gain a .legal monopgly over the
practice of medicine and establish, themselves as the
most autonomous and highly paid professional group
in the U.S.¥ But what I do want’ to emphasize today

is that a great deal, perhaps a majority, of the comper .

tition which had to be eliminated was -coming from
women: Women lay healers and midwives, women

trained in competing medical sects (which, 'unlike the.
regulars,

had always welcomed females), and, in-

-

.

creasingly in the late 19th century, women seeking to .

enter the “regular” medical schools. The point is this:

* The struggle to establish the medical profession as an

occupational monopoly and the struggle to oust women
from healing roles were, in this country, completely in-

tertwined. Thus we find in 19th century medicine a

strain of sexism So virulent thaL it continues to fascinate

"male as well as female historians,}* and which has no

parallel in other Western countries.!® For one example,
let me quote Dr. Affred Stille on the subject of women

in medicine in his presidential address to the American"

AS

Medical Association in 1871:

Certain women seek to rival men in manly sports.

. and the strong-minded ape them in all things,
even in dress. In doing so, they may command a
sort of ‘admiration such as all monstrous produc-
tions inspire, especially when they tend towards a
higher type than their own.!®

Of course women were not actually ousted frorn

healing roles. At-the same  time that the emerging -

medical profession was erecting barriers to the en-
trance of womef, Blacks and’ working class people;

and campaigning for the abolition of midwifery, 4 new
-health occupation was taking form—trained nursing.

In the late 19th century doctors were increasingly

_ being trained in hospitals. Hospitals needed to bé kept

clean and orderly; patients needed to be cleaned and
fed. Women, at first upper-class women who were out-
raged by the filthy conditions in American hospitals,

" stepped in to do the job, and stayed to train large

numbers of less affluent women as permanent “nurses”.

25 -

~fledgling nursmg- profession-was made to feel that™

it was only allowed in on the sufferance of the doctors,



- the nurse *

and then only at the price of almost slavish obedience.!?
Even. so the doctors felt threatened by their female

‘co-workers. The Journal of the American- Medical .
’-Assocmtton reported in 1901 that many doctors found -
. often conceited and too unconscious of:

the due. subordrnatlon she owes to the m®dical prefes:

sion, of which she is a sort of useful parasite.” 18 ~ -

The formation of the megical and the nursing pro-

fession w
Where
“healer”, who combined both nurturance and tech-
nique, theré werer now two distinct occupations:
concerned with “caring” and maintendnce functions,
the other concerned with ‘‘curing” and technical func-
tions; one female, the ‘other male. This was a division
of Mabor with immediate economic ramifications: The
skills which the physicians appropriated for themselves
wére‘tho,se which involved the visible use of technology
and science (surgery, the prescribing of medications,
etc.) and which could thus be most profitably marketed

were, in this country, complementary processes.

oceupatron were those with a very low market value,

on a.par,.at-the time, ‘'with the services of untrained -
-domestic servants.!® Thus, in a socrety in

care was (and remalns) a commodity; and™where hu-
man labor is also a commodity; the pise of which de-

“termines -the- social “worth” of any ‘individual, the

medical division of labor automatically set women ‘in”
srtuatlon of vastly lnfenor status. « -

‘Social Forces in the Reproductron of Sex

 Stratification

The basic ‘pattern. of ‘sex stratification was - estab-
lished in this country by about the turn of the century,
in what T have called the “pre-industrial” phase: of: the
medical system. Now. I would like to take a quick Iook
at some of the social forces which helped to reproduce

‘there 'had - once been "a single generalized 2

. i this

things magy times a{we grew up;-our lives as women -
Inany c
ideology. -

All this is familiar. The only thlng 1 would like* to
add is that, in this country at least, the medical pro-

" fession itself has played a significant role in promoting

and réinforcing sexist ideology. For example, we find

- in an 1848 textbook on obstetrics, “She [woman] has a

head almost too small for intellect but ju
for love.” 2! For example, in 1877, Dr.

big enough
ard Clarke

. wf Harvard Medical College published an influential

one

LY

ich health

this pattern until well into the middle of the 20th-

-century.

First, something which again is more or less peculiar
to “this ' country, the fact that throughout the 20th
century organized medicine has consciously and effec-

_tively sought to limit entry to the medical profession,

by controlling medical school entrance standards and
by lobbying: against Federal expenditures for medical
education. This policy has affected not only women,
but all potentral aspirants to medical-careers, and has
served, until quite recently, to limit medical education

to white malqg. of upper middleclass family back-‘
* ground.?° -
Second, and less ‘peculiar to this - éountry, is the

persistent hegemdny of sexist ideology, i.e., the ideology
that the social division of labor is deterrmned by innate
psychological dlﬁgences between the sexes: Women

~ are more motherly, therefore, they should take care of

people; women are good at repetitive
ey should fill the least skilled as-
omen are indecisive and emotional,

v "
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‘as commodities. The residue of skills left to the nursing "

. causw

book in which he .proved concluslvely that higher edu—
cation would cause women’s uteruses to atrophy
Then, moving ahead to the present, we find in a 1971
textbook on gynecology and obstetrics;the following
statement: “The traits that compose the core of the
female personality are femlnlne@arclssrsm, masochism,
and*passivity.” 23

" Or then there was the time, ondly four years ago, -
when Dr. Edgar Berman, a former surgeon and advisor
to Senator Hubert Humphrey, declared to the press .
that women. gre yfit for positions of responsibility be- -
r’monthly “raging hormonal imbalances”’.24
Just two brief ‘comments on this kind -of’ ‘medical |

‘sexismi. First, note the unabashedly self-serving charac-

. ter of all of these pronouncements. What these doctors-
are saying, each in his own way, boils down to.one
thmg Women cannot be doctors ‘Once again, the
ancient fear of female competmon The other; thing to -

. note. i$, that while each of these comments might have

béen made by the average man on the street (correct- _
ing for the medical jargon, of course), they were not.
They were made by physicians, who are presumably

" men of sc1ence In the- mouith of a physician, bigotry, . -

superstition and prejudice are all transformed into
“scientific fact”. Thus the physicians have been in the
" enviable - position of belng able to publicly “prove
that their dominance in the health workforce is only
“#hatural”. 28

A final factor 1 would like to mention in the repro-
duction of the tum-of—the-century sexual division of
labor in health is the failure of our Govgrnment to
socialize significant parts of women’s domestic work—
particularly child raising. Throughout the 20th century
the U.S. Government, has viewed day-care as an

. E-3
emergency measure,- as in wartlme, or as a service

needed only by “problem” families—never as a service
which should be guaranteed to all parents who might
wish to take advantage of it.?® Here again, 'T should -
mention the role medicine itself has played in making
-day-care seem unnecessary and even pemrcrous,"’ al-
though there is no evidence that children raised in high-
quality day-care centers are in any way “damaged” or
“deprived”.?8 At any rate, in the absence of adequate )
-day-care services, women- are typlcally drawn away
" from jobs-requiring lengthy or Intensive training, and
drawn toward the kind of low-paying, often Tow=skill
jobs which allow for a marginal or episodic relationship

]

APOuld not be political Teaders; aitplane™ 10" meworkforceﬂ’—-(l’erhaps -the-greatest-tragedy-is-thex—
pllots or surgeons and so on. We have all heard these

case of those women who must _support thelr famlhes

‘)R

fitries. have been shap'ed by this
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" cine, ‘and “sketched "sori;rt;
to pgrpetuate that subordinate status .in the 20th.

with or without day-gare, but who, like all other
women, are treated as “marginal” employees. This is
the case for:-so many women health worke?s pamcu-
larly in the’lower echelon %obs ) :} < .

Women in the “lndustgml” Stage of v. S.-Medicine

So far I have desc
ordinate status in the *

d the origi 35 of women s sub-
re-1ndnstnal” phase of medi-
the factors which helped

century. Now let u$ turn to_the contemporary situation,
which I.have termea the. “industrialized” phase ‘of
medicine in this country., The “ndustrialization” of
medicine began in the 1930’5 ald accelerated répidly

been characterized by: (1) The growing institutionali-
zation of the health care delivery system, with hospitals

“and clinics replacing the solo practitioner’s office as

major centers
ward the cent
in the hands of a small number of major medrcal
centers.

glealth care resources; (2) A trend to-
r

 Thus the health 1ndustry has been in a sense, catch-
1ng up with the gther sectors of U.S. industry: Health.

care is no longer a “cottage industry” dominated by
individual practitioners: The important unit of the
delivery system, the major medical center with its
network of affiliated facilities, has come more and more
to- resemble a typical capitalist business enterprise:
Though it is usually a legally “nonprofit” enterprise, it
does. seek to generate a financial surplus which can
then be invested in further institutional expansion or
in extremely high payments to its top functionaries, the

~ administrators and fully-trained physicians.3°

In a way, I have exaggerated the extent of “industri-
alization” of ‘medicine in this country. Most Americans
still depend, for their primary care, on individual prac-
titioners,. and the American Medical Association, the
voice of the individual practitioners, is still one of the
most powerful forces in U.S. health policymaking. But
for the purpose of analyzing the situation of women
workers in health, I have by no means overstated the
case. Nurses were hastily drawn into institutional em-
ployment during the Depression, when the market for

- after World ‘War II. It is a transformation whichhas -

ation of power over local institutions

home nursing dried up. T¥day, three-quarters of the )

nation’s active nurses are employees of hospitals.* Even
female physicians are more likely than their male
counterparts to work in hospital or groups settings, in
part due to the difficulties women often encoynter in
setting up their own private practices.3? For so many

_ of the female job categories—the aides, kitchen work-
ers, specialized therapists and technicians, etc.—there’
has‘never been a choice: These jobs exist only in the

hospital setting.

So in order to understand the subordinate posmon of
women in health today we must look, for a few minptes,
at the organization and nature of hospifal work. Today,
in the “industrial” phase of’ medicine, many features

" of-the organization of hospital work are analogous

e

'
-

to what one would: expect to find in ,any sector of
modern 1ndustry

First, there is an elaborate dmslon of labor. For
example, on¢ New ®ork hospital lists 42 pay cate-
gories of (s]:;gcﬂe(}nd maintenance workers, 35 types
~of clerical workérs, and 38 types of technical and
professional personnel. And many of these are still
further subdivided into narrow subspecialties.?® Con-
-trast-this to-the situagion- at- the turn -of - the -century; -
when only three categories of workers could be found
t] hosprtals—physrcrans trained nurses, and untrained
housekeeplng aides. What "has happened in health is
much the same thing that has happened in other indus-

7tries in the past 50 to 70 years: A progressive replace-

.

-~ clerks,

’

oy

ment_of the more costly labor of a multi-functional. .
employee by the less costly labor of a less-skilled
employee For example, many of the-ofiginal functions -
of the professional nurse have now jbeen dispersed
among a host of more poorly pard emp]oyees Ward
practical nurses, diet aides, operating room
technicians, nurses aides and orderlies, eté.34 Similarly,
many formerly physicians’ functions have been spun
off togheaper labor: x-ray technicians, clinical labora-
tory technicians, inHalation therapists.
"We ‘should note right away that there has been a
definite sexual asymmetry to the process by which labor
has ‘been subdivided in.shospital work. Professional
nursing, stripped of many of its original functions, has
been left in an ambiguous arid uncomfortable position
—threatened from below by the functionally over-
lapping but cheaper practical nurses, but barred from
moving “up” without drastic redefinition of nursing
-education. For physicians, however, the situation has.
been totally different. Physicians have -spun off frag- '
ments of technology as these become routinized (e.g.,
taking X-rays), but they have also appropriated for
ithemselves ‘each new high-technology function as it has
come along (e.g., cardiac catheterization). Nor have:
the physicians ever relinquished certain functions
which, however - routine, have symbolic weight in the
. eyes of the public—for example, surgery of all kinds,
"éommunication of medical information to patlénts
» Finally, obsetve that as cheap labor replaces more
costly labor in the health industry, that cheap labor is
likely to be female; for the simple reason that female
labor is universally cheaper than male labor in U.S.
industry.38

A second feature of hospltal work which finds lts
parallel in all other industries is the ‘concentration of
planning and intellectual"work in a group which repre-
sents a decreasing proportion of the total workforce. In
1900, for example, physicians alone accounted for 52
.percent of the health workforce; in 1970 physicians
and administrators together comprised only 12 per-
cent of the total.?¢ Yet there has been o dispersion of
their power to the growing army of lower-level workers.
Physicians and administrators (with variable amounts °
of input from trustees) make decisions about overall
institutional priorities, about the deployment of ‘reve- .
nues and capital, about the types of care which will



-be offered. The physician himself has, as he has spun
‘off functions, come more and more to play the role of
an executive or:manager: His “orders” (for injections,
medications, lab tests, etc.) determine the work of

. scores of other workers who~are not expected to grasp

. the.intellectual rationale for thetasks- -they are asked
to perform, but only to perform " thmn rehably and
repetmvely

_These_two_features of modern hospital ‘work—the _

mmute division of labor and the concentration of the
intellectual control of the work in a diminishing pro-
portion of the workforce-—are almost universal features

of work processes, at least in countries which have.

followed Western patterns of industrialization. As
‘Harry Braverman has demonstrated in his seminal

* study of labor in U.S. society, neither of these features:

of the work process is a “hatural” or automatic result
of advanced technology. Rather, they are the result of
the conscious efforts of management to gain control
over the werk process, given the fundamental class
antagonism between workers and; employers in capitalist
society.3” In many industries this “rationalization” of
the work process has gone much farther—to the point
where the labor of the individual workers is reduced
to a single repeated motion or set of motions, and all
intellectual control of the work process is.vested in a
« tiny elite of engineers and managers. In fact, by com-
parison to other industries, the work process in health
is far from complete: It has been impossible to fully
concentrate control of the work process in the hospital’s
“executives” (physicians amd administrators). And, I
. will argue, it is for this reason that the subordination
of women in the hospital workforce—as women—per-
sists and flourishes in the modern health workplace. -
. Let me give just a few reasons why the “rationaliza-
®iion” of the work process in héalth is necessarily
incomplete, at least in those areas directly involved
with patient care.38 First, there is the fact that the work
is inherently unpredictable:
have coronaries, or babies, on time or in the presence
of the appropriate category of health worker. This
means that whatever division of labor exists on paper
in the personnel manager’s office is always’vulnerable

»

Patients»do not always "’

" to the exigencies of the acfual work: Practical” durses”

very often_end up doing what registered nurses do;
registered nurses very often end up performing tasks

legally reserved for physicians, and so on. Second, the, ,

- nature of the “material” (human beings) means that
lengthy prior study ‘is never a guarantee of on-the-job
;omniscience: The physician ‘may know all about the
ionic Composition of the patient’s blood, but the. aide—

- who does the actual bedside care in most hospitals—
may possess equally vital information about whether
the patient has eaten that day, er has become depressed
_etc. All knowledgg elevant to the work process cannot
be concentrated T any one functionary, unless that

" funcfionary is willing to do almost all of the work.
Finally, hospital workers are in general highly moti-
vated and committed to their work—at least compared
to workers 'in the many U.S. industri¢s which make

28 | - A
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useless or destructive products. Most patient care work-

ers have their own understandings of what good patient

care is, and many will try to achieve their standards
‘even at the nsk of being discipliried for “msubordma-.

tlon
“So health work ¢an never be fully “ratlonahzed‘

' along the lines developed in other industries. So long

as the “material” is human bemgsj_-and not, say, auto-

be impossible to reduce the work to assembly line pro-
cedures and it will possible to fully separate man-
ual from intellectual effort. What this means is that in
the health industry there is a real problem of the

legitimization of authority: There are workers who -
feel that they know more, care more, and actually make

]

. mobile frames ,mo&ilong on a’conveyor belt, it will -
be

a greater contribution to the work than do the mana- =~~~

genal level workers—doctors and administrators. There
is the nurse who told me, “You could imagine a hos-
pital with no doctors. Everythmg would be done just
the same. But try to imagine a hospital with no nurses.
It would be chaos. The patlents would all gie of
neglect.” There is the nurse’s aide who said tha the
administrators of her hospital “. pa-

. say they wan
tidht care but they don’t make 1t possnble” Or, toxqo_k

at it from. the other side of the fence, there is the

physician in a Phlladelphla hospital who was so out-

raged by a nurse’s suggestion .that he reduce a pre-

scribed dosage of medication that he had her suspended

" for insibordination—although he had alreddy admitted

that the dose she recommended was correct!3® Now
that'is what I call a crisis in the legitimization of
authority! And recall that it is ultimately not-only
intefpersonal authority which is at stake, but the
power to allocate “mofiey, to determine institutional
priorities, and to dictate the conditions of work.

And with this we return to the situation-of womerd in’
the health workforce(today, for I contend that the
“solution” to this’ prol%eem of authority has lain in the °

sex—and race-—stratifidation of the health workforce.
Sex and race stratification make the authority structure
seem “natural”—even thou'gh it is not justified by the
nature of the work and may, in fact, often be counter-
productive to good patient care. When 2 doctor speaks

-: to a~female underling ‘(and~ most- underlings-are fe-
male), he is not simply one highly trained functionary "~

speakmg to another, less highly trained co-worker—he
is 2 man speaking to a woman. His authority, then,
does not.need legitimization through supenor knowl-
edge, expenence, or scoinmitment to service on his

, part—it is built into the\$$llatlonshlp The relationship

between physicians and nurses is particularly highly
“sexualized”, perhaps because the tensions are par-
ticularly high in this case: Student nurses are still ad-
vised to use their “feminine wiles” to get their way with
doctors; direct suggestidhs are considered out of or-
der.4® But'sex and race stratification plays a legmmxz—
ing role throughout the occupational spectrum, as
sociologist Carol Brown writes; .

Much of the “natural" behaviors between occupations
turn out to be based on the sex of the incumbent rather

—~—
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. than mc‘mm-’of-ihe oecupaﬁon.hflalo doct:{déj not

treat male subordinates the' same way they treat female
- subordinates . . . Studies of female doctors-show that they
- often-try to identify with their .occupationdl authority and
. are perceived as ‘arrogant’ in trying to get the same assist-

ance from nurses and other women subordinatés that the
- men get automatically . . . Similar problemsarise with a

3} . g r.—;;._' . . - - 3 »::
health workers find that the. greatest barrior to\change
isot so much sexism as it is the hierarchital divisions
among women workers themselves. The principle which

~ has led to these divisions—that of replacing costly labor -

with cheap labor—automatically engenders deep re-

sentments and anxieties. It can lead to a sterile pro-
fessionalism which uses the.banner of “feminism” to -
advance the status of a particular occupation group,
_ with_little or no regard: for sister workers -in, other
job categories. But, I think, and here 1 may be Qverly -
optimistic, that there is a,groWing cdnsciousness of this -
danger among wonfen in-health today: A realizatjon
that.it is not only the distfibution of women within
the hierarchy which must be changed, but the hierarc ‘
itself. A zealization that it is not only the role of wonien, .
- --in the-division of Jabor-which is wrong, but the division.\
of labor itself. . : Y ;o
I think that that is enough on the status of women:
in health in the U.S. We have a great deal to learn..
from our international guests, both those of us .who::
areip positions of power within this country and -

woman chief technician running a.partly male-department,

or-a black therapist with white therapy aides."Male order- .
lies often resent orders ‘given by female nurses. The be-
havior patterns seen in hospitals between women and

men of different occupations are very ifiuch sex-status
patferns, just as the interpersonal rélationss tweeii blacks
and whites of different occupations are rdcial relations.42

.« To summarize, I have tried to account for the sub-

- ordination of women in the U.S. :health industry by
" lpoking for its origins in the “pre-industrial” phase of

~ medicine, then at some,of the 'social factors which
“helped to” perpetuate the “original “sexual” division” of -
labor and power, and finally, by looking at the stabiliz-

- ing role “of sex stratification in the contemporary,”
“industrialized” health. industry. A philosophical ob-
servation may be in7order here: From a distance, the
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" tate to put anything in the  present tefse.
‘to pressure from the Women’s Liberation

ancient theme of malg A premacy and female subordi-
nation; which rur§ through almost all human cultures
in one form or #nother, seems to be as unremarkable
and removed from history as the actual physical differ-

" ences between ‘the sexes. But as we look closer, as I

have tried to.do, in the particular case of health, we find
that male supremacy i&not just part of the monotonous

 biological Background against which human history is

enacted—it takes different forms and Elays different
roles in-different historical circumstances: In the 19th

century,-the ideology of male supremacy served as an . -
important weapon in the male “regular” physicians’ -

struggle a?inst competing kinds of héalers. Today the
sitaation 18 entirely different: The physicians and ad-
ministrators, who are essentially co-managers-of the

-health workplace, are sitting atop an ever broader and
_ higher pyramid. of so-called ancillary personnel, who
are almostentirely female. In this situation, the anciént

theme of male supremacy serves a new purpose: It
helps to buttress the pyramid and make it seem as if
this were the only “natural” way to organize health
work. . :
But things are 4lready changing so fast that I hesi-

medical schools have been admitting more and more
women in the last few years. And, in part becduse of
the rising feminist consciousness in this country, women
health workers have been showing more and more
militance around their own needs and around patient

. care issues. Nurses as- well as other health workers

are showing an increasing readiness to organize them-
selves as workers and, when necessary, to strike or

- take other job actions to win their demands.4? With

_growing,numbers of women in me\(liicine and with grow-

ing militance among all women lin ‘health, sex differ-
ences will cease to be the automatic rationale for occu-
pational stratification, and sex deference
be a palliative for ‘class antagonism. ks

In fact, we may be entering a stage where women
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will cease to °
& K

those of us who are working for change from below.
We have a great deal to learn. from the industrialized -
nations whose governments, unlike our own, have taken -
responsibility for health care planning, financing and
organization. We have a greatdeal to learn from those
developing countries which have had to abandon the
typical  Western patterns of organization of health’
work, because they found those pattems inconsistent
with the optimal delivery of health care to large num-
bers @ people. I should end. by telling you that there
is one question that will be on the minds of many of
us, as North Americarr women, as we listen and learn
from representatives of other nations, otler cultures, '
other political and economic systems. And'that ques-
tion is: Can we hope to make the changes we would
like to make in the health sector without mpking much °
more profound changes in our society? Can we hope
for a health care. system that is both egalitarian and .
effective within the context of a social system which is
based on class, race and sex inequalities? And if not,

" if more broad and revolutionary changes are required,

then we must ask ourselves—where do we start?
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May I begm by saymg how grateful I am to be in-. - cial and psychic—will be incurred as a result of 'change, T
" Some people, at least in the short run, will lose out.

“ vited to Jparticipate in this mtemahénal semimar. It is
nearly a quarter of a century. smce my professnonal
interests as a’ social sclentlst first brought me into in-
vestigations of problems in the health field. Since then
- I have had the good fortune to meet ‘many women and
men who Have played a significant part in the planning,
administration, mbonitoring and déhvenng of  health
services in their own countries. These interchanges have
_performed two main functions as fa‘r as I.am concerned.
They have provided me with information about what
‘has been happening in the hea.lh services of other
countries which I can use to cdmpare and contrast
with the experiences of my owfi country; and they
have ensiched my personal life with firm fnendshlps I
see this seminar as yet another occasion, and an im-
portant one at that, where I have much to gain in
knowledge, in insights and in friendships:

_ Barbara Ehrenreich has provided an'analysis of the
factors which have affected the part which women are
now playing in the health services of, North America.
My remit is to consider how far the picture ‘she has
painted is replicated elsewhere in the world, and; to
the extent that it differs, why this might be so.

I can only tackle this formidable task at a rather -

general level. During the rest of the seminar we’ will
become more specific and focussed. But before I begin

I need to put up two general propositions for your

e o e

>~ Consideration.

The first is that we are dealmg today w1th values, that -
.. is, with the promotion of policies which many may see "
as clashing with their accepted systems of values. We

~are not dealing with absolutes, with over-riding im-
"peratives, but with dlﬂ"enng perceptlons of the nghts
“and wrongs of promoting certain kinds of activities
* and relationships and ridding ourselves of others.

The second. proposition is that values do not emerge

from some superhuman force but are held and pro-.

moted by individuals and groups. We have a duty to
reveal, not conceal the values which underlie our own
advocacy, as well as the values which sustain the
policies and practices of others of which we do not

‘approve and seek td change. In other words, we should

not be caught pretendmg that no costs—econorq;c, so-

1 L
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- by Barbara Ehrenreich. Basically; ]
- general analysis is right and that the recent expenence :

and perceive change we consider desirable as loss. For
example, for many women who have accepted and
adjusted to the role hitherto assigned them and who

. find comfort and security in a segregated sex role, it
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will be disquieting to find that they can no longer -~

rely on the unquahﬁed social approval of their peers
and those who through the mass media help to shape
public opinion. They deserve rempathy from the in-
novators who, as mstlgators of social change, acquire
the obligation to try to mltlgate the distress of those
who are the passive victims of historical changd’ not

“the arch villains of reaction.

Now let me return to the thstan ve issues raised
I/ believe that her

of technologically advanced industrialised countries, at
least in the capitalist sector, parallels to a considerable
extent that of the United States. Elsewhere, in both
the socialist countries of Eastern Europe and the de-
veloping countries f other contments, there ag also
similarities with the North American situation; bat of

course there are also certain differences related to such-

factors as the stage at which a country had access to
high technology, to whether or not it is organised on

socialist prmcnples, to the extent of the control exer-

cised over its economics by the erstwhile .colonising

. nations_ and to._the..fact that_at least one._ of _these

countries is provndmg a ‘role model for the develop—
ment of health services in non-aligned countries in
Africa, Asia, South and Central America which differs
from that offered by the countries of North America
and Western Europe. I do not feel able to comment,
except in passing, on ‘developments in these latter
countries, so I will consider pnmanly the use qf women
as a human health service resource in Western Europe.

It is clear, for a start, that if we take the full range -

of activities which relate directly or indirectly to the
maintenance of physical and 'mental health, to the pre-
vention of disease and premature death, to the cure
of illness and the rehabilitation of (the dnsable as well
as to the care of the sick, infirm and dymg&?men
almost everywhere perform all but a tiny portion of
them.
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‘ Wé need to remémber, too, that those who perform
most of this work ‘Bre still not paid for doing it It is

. done by women in their roles of wife, motHer, grand-

mother and daughter. It is true that there has been a
growth in the size and complexity of the labour force

-working in formal organisations concerned with health
_—which.I propose to examine in a.moment-—but that
-+ .growth has only partially been to substitute for the -
<., care-delivered. within _the_framework_of_the Kkinship

e
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dle of the 19th century to exclude women from the™
labour market were often jconducted by the most:
prosperous mill, factory, and mine owners, who stood ™
to gain if their smaller, }gss profitable” competitors:
were driven out of busines$ by their inability to pay -
the rated paid to adult -mep by the larger employers. -
Not unnaturally they we also suppofted by men
seeking to restrict the supply of cheap labour com:"

network. The formally organised health services have
supplemented rather than replaced services delivered
by women to their kinsfolk. Indeed, because the im-
pie( of highly technicalised medical services has been
to permit the survival of those who in previous times
would not have, outlived a massive cerebro-vascular

‘e insult,.a cardiac infarctfon or self-inflicted or accidental
‘injury, or a major viral infection, it could be argued

that, on balance, there has been an increase rather
than a decrease in thé services which kinsfolk-are ex-
pected to render without direct -economig remunera- ’
tion, however inuch they may get in the w:§' of psychic
rewards. : - : ' .
This point {s worth emphasising, because it serves to
underline some of the taken-for-granted assumptions
upon which our social life is based. One of these is that
only.activities for which a payment is made are “work”.

. T haveé®often felt ashamed when, in reply to my qugz'

tion, a'woman met at a party or in a plane will s

apologetically, “Oh, I don’t work. I'm only a house-
wife”, in a totally uncalled-for tone of self-depreciation.
T remember one such’ apologetic woman who had had

" considerablt difficulty in finding someone to replace

- .

_ home,/ Womieri in?most peasgnt societies had no

her for three or four hours once a fortnight in her

‘day-in-night-in task of caring for her highly disturbed,

mentally retarded nine-year-old son, and another sixty-
year-old single woman who had given up a fascinating
job in her mid-fifties to look after her eighty year old
parents, oné€ crippled with arthritis and the other senile

‘and incontinent. Incidentally, the latter woman in doing

so had forfeited her own pension rights. Nor would

_she have in her own old age the possibility of an

offspring undertaking such a service for her.
The question of how work is rewarded is indeed .
¢rucial.. [n. peasant_socjeties_in_feudal times, income
usually accruedo the family unit and was often made™
up of bartered goods as well as cash. Even in the
uch productive enterprise took place in the

propesty, they were themselves, i a sense, the property
of the ththers or, after marriage, of their husbands.

" Their. tontribution to the productive enterprise was

only acknowledged in terms of a share of the goods
produced or purchased which they could consume—
food, clothing, shelter, and ornament. :
As manufacturing left the home for the factory in
the industrial revolution of the late 18th and 19th
centuries, the new industrialists were'eager to etploy
women and children because, socialised into submis-
sion to adult men, they were more readily exploitable.

: Irogicafly, the campaigns which took place in' the mid-

[
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- their rights to enter the world of work and particularly
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peting for their jobs. It ppid both /1abour unions and
prosperous industrialists, as well “a§ Tanidownirfg ‘states=—
men to represent the Factory Acts as humanitarian.
legislation aimed-to cease the doubloigploitation of.
women—in and outside the home; ahd, given the
double exploitation, it would be wrong to present:
their gradual exclusipn from many manufacturing:
trades as_entirely a cynical way, covered by liberal

thetoric, of subjugating women to men’ by restricting~

the skilled trades. R
It was not only in manufacturing that the new modes .
of capitalist enterprise ofithe 19th century in Western
Europe and America. created a great demand for:

labour. The growth of the new capitalist class and.a-

bureaucratic class to" administer .the large industrial -
enterprises, as well as the growing volume of business -
conducted by the State at national and local levels:led..
to the growth of service activities, particularly_at the
domestic level. Here, there was no campaign to restrict’
the employment of women and girls, although the
convention developed throughout Europe; at a time
when differential migration of the.sexes to the New
World and differential mortality rates were creating &
surplus ‘of adult women, that a woman would retire on.
marriage from paid work outside her domestic hearth,
and only re-enter it if forced to’do so by penury in:
widowhood. . o B
By the end of the 19th century in Europe the need
for women of middle and upper class, as well as:of
working class background to find their own means of
support through remunerated work was increasing,
particularly in Britaip. A substantial proportion of adult
women could not expect to fulfill the societal norm
for women of marriage and support from a ‘husband
in return for the performance of ‘the tasks of sexual

“accessibility, ¢hild" rédiing”and; dohestic: rmanagement:

It'is in this context that the entry of women. in .
large numbers to the growing health sector institutions -

““iniist' be secen. One of the consequences of Florence;

Nightingale’s activities—not entirely unpremeditated—:
. P! x

. was .to make nursing a respectable occupation into .

which the prowing number of middle-class parents
would not fear to send their daughters. If the latter
were not successful in the marriage- stakes, at least
they would have the security of a career in a sheltered:
environment. : , oo

It was in this context, too, that

»
.

" women began: tb

‘beat at the closed doors of the educational institus:

tions responsible for training the medical professioni§
Throughout Europe the Universities; “still nominally"
Christian foundations if receiving increasing secular
i ) . :
LV
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;.. (profane) support from the State, and the bastions of very' re&pdy In other European cquntrm there were
- -male privilege; were gaining a monopoly in respect of comparable trenids, - although‘ the percentages might
... the training: of physicians. The more informal.systems Jdiffer. In’most of Western Europe and Scandinavia thé
of training doctors by apprenticeship attachments to percentage of women was and is lower but is rising
+.'apothecaries, “although dying out, had also become ~ rather.mdre, rapidly than that rq Great Britain, while
# - largely exclusive to males; and women, "with the de- lg.the Sbwet-Umon and. Eastem Europe it was and is,

..-.velopnient of technological instrumentation and anaes- much higher, but is falling rather.tl;an rising. &
" thesia, were also being ousted from the supervns:on if The mechanisms by which only a restricted. -num-

~«ncn,frt.unﬁthacare of their fellow. women in.child-birth... ...._ber_of woren..are_admitted to_ edwaLttammg_vaty____
-~ As we all know, it took the persistent efforts of a very from country to country; for mple, in Britain, -

~ few braye women in both Europe and Narth America to where the medical faculties themse y select students,

. break down 'the barriers; *and courage certainly was an irformal quota system has beenr & common device
required to face the often obscene insults flung at and one which has not appeared too. crudely ‘'discrimi-

: them by the backwoodsmen who opposed their admis- _nating in practice because the schools ‘can show that

" sion to higher education. in general and medical tram- women who are. courageous enough to apply are. no -
...... ing and practice in particular.. - ... v oo more. likely to _be. Tejected than -are men, since the
' These pattérns of occupational selection laid down demand for admission is so hxgh amorfg the latter, 1°

| firmly in the 19th century throughout Europe have (While no less numerous, the women rejected are better b
been extraordinarily persistent ever since.-Matrimony - qualified than the men in terms of educational quali- .-

and motherhood. are still perceived as the ideal ‘career’ fications). In Scandinavian countries. and the Nether-
for women preceded by work for a few years in an ~ lands, on the other hand, where the medical faculties
. occupation which is oriented. to providing personal per se are-not entitled to select, it is the Secondary
services (like nursing, or servicing business executives) School attainment qualifications in science required
or-to socialjsing children (hke nurserymndlng or which suppress successfully the number of women
school teaching). Since mamage and child rearing are entering the profession. :
percerved as women's primary function, any other The mechanisms by which women who do become
_aspiration must not be fulfilled at its expense, and - physicians do not fill the most rewRrding posts in the
women who seek to fulfill other ambitions must do so profession in proportion to their numbers—and -this
on terms laid down by the employing organisations for seems to be a feature of all European countries—is
the convenience of men who, if they have offspring, also a subtle one. Briefly, despite their persistence < -
_have domestic support for them. through the long training period women physicians are
It is necessary to emphasise the continuity of societal not impervious to the social mﬂuence of the media
- expectations because, of course, there have in practice and their own reference groups which still .persuade
" been some "modifications in the sex composition’ of “them ghat matnmony and maternity are desirable states
health occupations during the last one hundred years. and that fulfillment of role obligations in these fields
Most of these changes have come about not primarily must take precedence over those of the; @rofessmnal
. -as a result of successful campaigns by women for field. Hence, at a vital time from the standpoiit of -
greater occupational choice or for the endmg of re- post-qualification speclahsed training, the woman physi-
- strictive. stereotypmg——although these campaigns have, cian who marries and has children.is apt to lose out
< of course, played -a part in -altering the - climate of compared with her male colleague. Moreover, despite
public opinion about the legmmacy of women’s educa- official rhetoric, little is done to compensate for her
tional and occupational aspirations. They resulted from disadvantages. Arrangements have been made now
~ the needs of the economy for additional labour, par- in some ropean countries to enable her to prolong
..ticularly . during_the. yvnhdrawal,_of men. from, civilian ___her residency training @n a part time basis; but few
- work to the armed forces in the two major wars of hospntals make prov1sndﬂ:l for creches and “other ‘ways . ~
- this century, and, in more recent years, for reasons of helping mothers, and still fewer try to reduce the
- which I propose to analyse in a minute, ~ workloads of male staff in order. to en them
To take the effect of wars first. In Britain before to share domestic and chnld-mmdmg tasks with their
" World War I, there were fewer than 500 women wives.
physicians among ‘the 25,000 registered medical prac- "Another éffect of the two Wars was to suspend the
‘titioners. In 1921, three years after the war, 10 percent basic norm or presumption that women should not
of all those in training were women; but this percentage combing marriage with employment. Married women
- did not rise fappreciably during the inter-war years. At were encouraged to.return to employment, and rurser-
the outbreak of World War II in Europe it was esti- - ies and creches were established to provide collective
" ~mated that.pnly 13 percent of all ical students and care. for their pre-scheol children. These arrgngements .
' perhaps 10\percent of all practi rs{were women. were phased out after the wars and an attempt made
During the, Second World War, however, the’ propor- to reimpose the pre-war prohibitions in the public
.tion rose steeply ‘to rather more than a quarter in sector on the employmentfof married women—an at- .
. training and a fifth in practnce Since then these propor- tempt which was not as successful after the Second
tions have been' consolidated, and not increased until , World War as it was after the First. -

« N : .
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Incidentally, the. ban on married women"® in local
and natlonal government employment in intér-war
Britain+sas Supplrted by single women who saw their
married sisters as’a,potential threat to their own salary
levels and promotlon prospects. After the Second World
War the number q@smgle women and the proportion
they formed of all. women declined and the ratio of
adult males tg fem‘gles began to approach parity. The

--changes -in- societa¥-attitudes to the appropnate roles -

" and relatlonshlps ‘of the sexes, and in particular

women’s. mcreasmg ‘willingness to assert their rights
to equality in mamége and employment,’ which have
‘been a feature of the last two decades,/ can perhaps
-be best ‘related to such objective facts as the ‘more

“Yeven sex ratlo in young adults, the increasing popu-

v
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permanent immigrants from Third World countsies.
One reason for the shortages has been that health
services have been reluctant’ or unable to pay their
employees the salaries which' could be obtained in
other employment. Employers have traded on the as-
sumption that those who work with the sick would not
take militant industrial action and would indeed regard
that work as a vocation where.the-$atisfaction of help- -
those- in- pain- would - substitut¢“for the crass. satis-.
factlon of. filthy lucre. Immigrant ‘workers, unable to "

secure employment or training in their own countries,

have beén ready to step into the breach. It is they who,
in countries like Great Britai, West Germany, France
and Switzerland, can constitute as much as a half of

“all the junior hospital doctor force, and often more -

. larity_of marriage ax;d the younger age at which it _
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occurs in both sexes,treducmg substantially the num-
ber of single women available for employment

- You will see that the gist of my analysis is that the
increase in the employment of women which is every-
where apparent in Europe ‘since the end of World
War II is largely due to the substantial shift in the
employment polfty relating to married women and
that, while it. has been welcomed by them, it was due
so much to their pressure on employers in demandmg
access to work, as to the dlf’ﬁculty met by employers in
expanding their labour force in any other way. It is

" for this reason that women have to re-enter the labour

-market on terms favourable to men and not to women
who retain undiminished their domestic tasks.

than a half of the nurses and domestic staff employed
in the hospltals Not unnaturally, as guests and non-
nationals, these folk have been less willing than native

born.citizens either to organise themselves coIIectively

. to_bring pressure to bear upon the authorities.to im-+.

One of the fastest growing employment fields in .

Europe as in the US.A. has been the health sector

. of the economy. Since the .Second World War it has

been pohtlcally expedient for all governments to ar-
range for easier access to health services, irrespective
of an individual’s capacity to pay. Britain has financed
this access pretﬁgwell entirely-through' central govern-
ment funds raised By general taxation; other European
countries have used various forms of compulsory in-
surance. to Wthh governments and employers as well
as individuals cOntribute. The. resulting expansion has
?A’lmost everywhere taken placfe maihly in the hospltal
sector of the health services. Units have becorhe &ery-

-___wheze more, complex. Not only does a modem hospntal

}
Q

ERIC

Aruitoxt provided by Eic:

| ‘to maintain the equipment and plant and f

'_countrles to provide empIo

requnre increasing specnahsatlon of doctors B
greasing number of specialised: o;cupatlons £
the technical side of medical ‘diagnosis and ,txeatment

nursing care and hotel-type’ services. “'L,',.

In the full employment ‘which has characterised
Europe since World War II, it was difficult for health
service units to find sufficient labour to keep pace with
the expanding demand. Great publicity has been given
to the shortage of doctors, particularly, in the: remote
niral areas or the least salubnous ;rrdusmal*reglons
but the shortages _of nurses and démestlé staff have
been often ‘eveMe, resulting"jn the closure
of wards or the early diSsharge of patients. They have

also resulted in the grudging avillingness of European
)&nt for temporary or

prove their salaries and working conditions, or to insist
upon a Iarger share in determining what work they
do and- how it should be done. . '
Thése factors, as well as the traditional view of
women—shared unfortunately by many women—as
constitutionally less militant and more compliant, have
helped to sustain the traditional relationships,between
the * medical professnon and the other occupational
groups' in the health services. Nurses, on the whole,
for-example, have not challenged seriously the ‘division
of clinical Work between themselves and doctors and
have even baen reluctant—perhaps ambivalent would
be a better word—to move away from “the doctor’s
helpmeet” image in order to accept the government

.proposals that they play a much more important part

in the management of health ser;vices in ,and outside
the hospital at district level. It is perhaps significant,
if somewhat depressing, to find that the nurses and
laboratory ‘technicians and oher hospltal employees,
who have been behind the increasing militancy of the
past’ few years .in Britain, are mainly men who are
represented on the committ®s of the Trade Unions

~ out of all proportion to théir numbers in the health

] §erCC

As you can’see, the plclure T have diawn of the
hospltal sector in Europe is not a partlcularly en-

. couraging one from the standpoint of either increasing

opportunities for women or of a more rational distri-_
bution of work designed to benefit patients and those

" who contribute indirectly to the cost of the health serv-

ices in their role of taxpayer or insurance contributor.

The picture, however, is a little brighter outside the
hospital. In Britain and_the Netherlands, in particular,
the concept of family doctoring and community care,
while seriously challenged in the euphoric days of the
1950’s when highly specialised technologically sophisti-
cated medicine was thought to have all the answers,
has not only—survived, but appears to be gaining
ground. Indeed, there is evidence that young doctors

.as well as informed consumers of medical care are’
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v becmning aware of the-limits of the specialist services
+‘we-have devised to deal with our ills and our dissatis-
7 factions. They ar€ suggesting that patients and society
. .- in general would benefit if there was a challenge to the
.- trend to “medicalise” morg and more of our behaviour
“"'and to make the achievemént and . preservation of so-
’-clal .well-being an arcane medical mystery. : !
‘In" addition, general practitioners are now seeking

_acnve _collaboration _with__nurses, . midwives,._health_ .

'visitors and social workers to provide a more compre-
hensive service for their patlents Not all the working
arrangements that are made in these teams &n be
N unequwocally welcomed; some appear to be made for
- the convenience of the doctor rathéx than for the wel-
fare of patients. Nevertheless, thé institutional basis
.. is being moulded for an extension of the role of the
" nurse and social worker into a domain hitherto the
exclusive preServe of the physician; and reciprocally,
and not before time, for a broademng of the doctor’s’
understanding of human behaviour.
All the same I cannot feel that Western Europe
v today is on a sure path to the dual objectives of
~ allowing women to develop their full potential within
the health service and of providing a socially responsi-
- ble service to all its citizens. We have in piecemeal,

o 4 .
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accelerated progress to be made.we have to rid our-
selves of many deep-seated modes of thinking as well

_incremental ways made some progréss towards these'
. objectives; but there is still a long way to go, and for

as institutionalised rules’'and regulations. Indeed, I am -

inclined to-think that we hgve more to-learn from
the experience of China and other socialist societies
than those countries have to learn from us. They,

‘too, rather_than _us,_should be.. provxdmg the mode]sA

for the Third World—the developing countrigs of Asna,
Africa and South America, where premature death -is
still the major problem facing the health services.

Clearly, no country can slavishly copy the provision %

of another. A graft must always be compatible with
its host; but if we want to change ‘the world as well -
as understand it, we must be bold and prepared to.

consider ideas thag those at the centre of ‘our decision= -

making institutions are inclined to see as revoh‘ftlonary
and alien.

x

I hope that thns seminar will play its part in enlarg-’

ing our vision of what is possnble and hence our de-
termination to break down those barriers of entrenched

prejudice which' still pre,yent women from playmg a

full part in. the promotion bf health and the control
of their own destinies. "
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in modern society without a profound long range
-analysis of economic, social, cultural, national, and-
historic gﬁculiarities in the development of each coun-
try. Wonfen’s role in the health care sector (the most
humane%of all spheres of human activity) is an acute
problem\with specific peculiarities. But it would be
wrong to!
one isolated from the general tasks of extending the
role of women'in all areas of life based on social and
economic equality, and providing opportunities so that
women would be able to-combine their functions as
mothers and home guardians with socially useful work.
The health care sector in our country, is one of the
fields that well reflect the complex struggle of Russian
women for their right to play a well-deserved role in

society, to utilize their strength and abilities in the noble,
field of serving the people. ’

The path to a higher medical edutation for women
in Russia was hard and thorny. The formation of
women’s higher medical schools dates back to the
sharp industrial upswing in the last quarter of the
nineteenth century, and was closely linked with the
revolutionary democratic movement which brought the
most progressive-minded women into its orbit.

The ruling circles were hostile to women’s emanci-
pation but, influenced by public opinjon, they were
forced to partially open the doors of higher education

- establishments to women. Previously these had been

completely closed to women. , )

On November 2, 1872, “a specialized -four-year
course for training learned midwives” was opgned. On
this memorable day, 89 young women crossed the
threshold of this shrine of science. History placed a
great responsibility on their shoulders for they
pioneers who were to pave a new road for huédredzj
and thousands of women in Russia. Only those wit
courage and inflexible will did not fail in the pursuit
of their aims. ‘ .

The first graduates of the course had to go through
a lot; they had to overcome social prejudices, the
opposition of the. authorities and often the opposition
of their relatives and friends. They proved to be effi-

- cient medical:workers and rose to the occasion in the

g8

consider this problem as merely a “technical”

-----One cannot-assess-adequately the role women play ...

‘Russian-Turkish war, -displaying courage, rslg!f:sacriﬂce’

.’-y.

3

and dedication. , R
The following is a quotation from a militaty medical
inspector’s report to the commander of the headguarters
of the Army in the Field: “The students of the
Women’s Medical Doctor Courses who gere sent tg

_the Army in the Field at the very beginning of the

2

R

campaign, demonstrated zeal and a conscientious ap- - |

proach to their duties. Delivering surgicl 1 and thera-
peutic aid in hospitals, they came up to the expectations

of high medical guthorities in this first experience. The
selfless work of women doctors in the midst of danger,

hardships and typhus (to which many fell victim) drew
everybody’s attention and it deserves- distinction dnd
award as the first instance of the utilization of women
in military service.” " » o

In spite of the fact that the work of the first women
doctors was so highly esteemed; #réat déal more had
to be done before their activities were officially recog-
nized. . ’ ‘
“On February 7, 1878,” writes A. N. Shabanova, a
graduate of the courses, “the ﬁ,rst.women doctors were
born in Russia de facto, but not de lure: they came
into life without any rights or titles, and not before
another five years passed were they put on the list of
doctors who were entitled to medical, practice in Russia.

“A new modus vivendi was in store for them—after
their struggle for knowledge they hag to begin their
struggle for the utilization .of their knowledge . . .” :

And in this field too,sthe Russian womep gained -
ground, having proven by. their work that they were .
able to solve the most complicated medical problems

AN

!

and achieve complete ‘success in their -profession. L4

In 1876 the “specialized course” was transformed
permanently into “women’s medical doctor courses”—
the figpt medical higher education establishment for
women in the country. During the fifteen years of their
existence they trained and graduated 691 doctors.

In 1897, thanks to-the efforts and donations of ,the
progressive public of the country, the Women's Medical
Institute in St.“Petersburg was founded. This appeared
to be a very important stage in the development of
women’s access to higher educatios. It was a stimulus
for the Wf specialized womien’s medical higher

= . - .
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%y, total number of doctors was not sufficient for elemen-
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T 7 tive of ‘many othier of the ‘more than '100 nationalities

ki
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oo education establishments in a number of other cities
*'such as Kiev, Kharkov, Odessa anq\Ekaterinoslav.

Later, women were allowed admission to medical

departments at univerities throughout the country. In’

1913, the number of women doctors totalled 2,800,
“or -10 ‘percent of all the doctors in the country.
+ In pre-revolutionary Russia, there were more women
doctors than in any other country in the world, butthe

‘tary health care delivery. Apart from women doctors
of. Russian and Jewish backgrounds, there were a few
women doctors who represented other nationalities:
32 Armenians, 13 Lithuanians, nine Latvians, seven
Gdorgians, three Moldavians, two Belorussians, two
Tarters, and one Kirgiz. There was not a single
Ukranian woman doctor‘in the country, nor a Uzbek,
an Azerbajahn, a Turkman, a Kazakh Or a representa-

_in the ‘country.

.

As to the medium-grade medical staff, th&ir utiliza- .

- tion in medical care delivery started ‘as late as the ..

. middle of the' nineteenth-century. Ini1844 the Trinity
Community, which specialized .in training medical

nurses, was organized in St. Pétersburg. One hundred
and twenty medical nurses (who for years and years .

were called in Russia, the tender-hearted sisters)
from the Krestgyozdvizhenskaja Community went to
Sebastopol, tj!e%rimean theatre of operations. They
were headed by the great Russian surgeon N. I.
"Pirogov. This event may be considered as one of the
landmarks of -the history of nurse training practices
in Russia. n : :
These 120 nurses found themselves\in imost difficult
conditions in the besieged city, but were equal to the
situation and selflessly fulfilled their professional duty.
Their activities echoed not only in Russia but also
abroad, and this fact contributed to the organization
of the International Red Cross Society. It also brought
about the extension of the nitrse training system:
from 1875 they were officially put on hospital staffs.
In 1854, women were granted an’ opportunity to
take up- a feldsher’s profession, which is a category

of . medical workers peculiar to our country. Feldshers -
are doctors’ assistants who are more. competent and

trained on a higher level than nurses. . « ... .
The third category of medium-grade medical staff,
midwives, were also trained in-specialized schools.
The extension of the health care sector and the

~growth of the network of hospitals, urged the expansion

of medium-grade medical staff training: by 1917

medium-grade medical staff totalled 46,000, nearly
" all of them women. ' oL

. Social and: economic transformations that took place

after the victory of the October Socialist Revolution,

radically changed the social position of women in ours -
Kgcountry. Thé legislative security of complete equality

of women in all areas of political and economic life
and the purposeful activities of the state aimed at fully
providing these rights, determined the ever-growing role

- B
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of women in social production, in the development of
jerice, culture and family life. : o
“We were able to do so due to the solution of a num-~
ber of social problems. Laws were adopted that guaran-
tee protection of women’s labour, including maternity:
leaves and favorable conditions'and privileges for ex-
pectant mothers before and' after childbirth. In our
country, paid maternity leaves‘comes to 112 calendar -
days, and the mother is entitled to_an additional leave -
until her baby is 12 months old, with her place at
“work preserved and her continuity of service unint-
rupted.’ " ' . . :
The establishment of the system of constant medical
attention for. children, .the network of, childrens pre-
school establishments-—creches, kindergartens, ex-.
tended day classes at school—all these measuses Yifted
a great deal of responsibility from-women and ¢nabled .
them tq successfully combine motherhopd with ¢reative ;-
work. In. this respect one shouldn’t underestimate the -
steps taken by the state aimed at buildjsg public
ssrvice establishments, catering fatilities, etc. .
‘The health care sector became one of the -most
inviting fields for women. During the fifty-odd years.
of the recent developmént of our country, they have
gained a dominaht position in"this area. This h{storical
experiencg in Russia ‘was_important, for it pyoved—
through women’s: participation_in decisionmdking in
Soviet public health serviees—the adequacy a } com--
petence of women' in all branches of medicine. -
There is no doubt that the decisive factor‘inkﬁlo bl
extent to which women in our country were brough'f’,
intg the systém of public health services, was the utter -

", reorganization of the health care sector on a, totally

new ground. Our society became fully responsible for
the protection and strengthening of the health of the
population, * .. : ' :

The single state health care system is free of charge

. and available to everybody. This fact totally changed

the character of the doetor’s activity, freeing him of
‘the necessity to secure. his financial position at the ex-
pense of his patients and thus making his relationships
with his patiénts merely professional relationships.
The organizational form of the work of doctors and .
‘mid-level medical- personnel has also changed. The -
establishment of & wide network of ouf-hospital health
care establishments (health centres, out-patient clinics, .
specialized prophylactic centres; etc.) turned doctors. as.
well as other medical workers into members of one and
the same collective, united in-a well-equipped medical
centre which provided complete utilization of the ‘rich
arsenal of diagnostic and treatment methods. The rights .

- and responsibilities of- medical workers are precisely

regulated and the volume of ‘work and wotking hours
are strictly fixed. . T

The fixed working shours of a doctot in a hospital -
(in-patient services) come to 6.5 a day; in a polyclinic
(out-patient services only) 5.5 hours a day. The work-
ing day of roentgenologists and of some other special- -
Jsts is limited to 5 hours a day - C

Every doctor ‘in our country, in any branch of the
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" medical profession, has opportunities ta consult special-

“ists and more competent colleagues in other branches. -

participation in all refresher programs.

" They

are entitled to all necessary information and to

ere are other factors, of no less importance, that

“'{',attr"acted women to the health care sector. These in-
" clude opportunities for

ajoring in the field one

“chooses, for constant credtive progress, and fixed wages

- system of higher. medical education in the country.

‘In pre-revolutionary Russia, doctors were trained at
'17 university medical departments. The annual number

" certain contingent of- healthy and sick people—all these

=_and working hours. Another factqr that caused women’s
*_active involvement in this area wds an expansion of the

sanatoria and rest;hoxﬁes in 1973 came to 5,548with

9,527 beds), the extension of prophylactic work to & . =

factors demand a constant flow of all categories of

- medical workers into the public health care sector. At
_ present, over five million people are employed in the

Soviet public health services. The overwhelming ma-
jority of medical workers, 85 percent, are womhen. '

" The_number of doctors in 1973 came to 7,667,000

(306 doctors per each 10,000 inhabitants); 5,3§8,0W&
are women (70 perc¢ent of the total number of

. tors). What is worth emphasizing is the fact that ¥ -

. of graduates was less than a thousand. The country
was very poorly provided with doctors; there were less ~

- than two doctors for every 10,000 people.

_ The health care sector of the young Soviet State

stafff The situation regarding medical personnel was

“experienced an acute shoftage of mid-level medical’ -

.Teally-tragic in national regublics, since they had no -
-~ fhedical education establishments whatsoever. The task -

was“hot only to extend the network of medical higher

- education establishments, but first and foremost, to

establish such institutions in national republics and in
remote areas of the country.

During the first five years of Soviet power, 16 néw”
medical departments were opened in the country.”

Progressive-minded Russian professors and t€achers of

- the.leading universities of Russia took an active part

in the organization and formation of these départments.
In subsequent years, the network of medical education

the national republics, where as late as fifty years ago
there was not a single woman doctor, today the ma-
jority of doctors are women.” . ‘

Thus, in the Kazakh, SSR women doctors ‘humber

4

70 percent of all doctors; in Armenig, 71 percent; in" 23

~the Kirgiz  Republic, 67 percent; 57 percent-in both - -

Uzbekistan and Turkmenia; and in Tadjikistan, 56
percent. - o

The number of mid-level medical personnel in 1973
came to 23,688,000 (94.4 specialists for each 10,000
people). ' o

I 1973, the public health services sector employed:
1,152,000 medical nurses; 5,225,000 feldshers; 243,000

- . midwives; 995,000 lab technicians; 78,000 feldsher-
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inidwives; 438,000 .as$istant . sanitary .doctors and .
" epidemiologists; 292,000 dentist technicians; and

establishments was extended and improved. The open- .

ing of higher education establishments in national re-
publics and remote areas of the country, free-of-charge

* education, and grants for students—all this attracted

representatives of the native popl_llatit;n- and women to
the higher schools. - e

‘As time went on, women became . the main bulk ef
practical doctors and later, the main bulk of professors

and. teaching staff of medical institutes (university °
~ level) and the medical research institutes which were

opened in national republics. Today,. there are 92

*“medical higher education establishnients which graduate-

annually about 50,000 specialists, most -of whom are

..vomen. -

The system of secondary specialized medical educa="
.. cation has greatly expanded. There are 656 medical
and pharmacological secondary schools with an annual .
~ graduation rate of 140,000 (including feldshers, mid-

- wives, laboratory technicians and roetgenotechnicians).

.~ The problem of training and continued education of
~ medical pdrsonnel was and is most important in the -
- Soviet public health care system. The constantly grow-="

ing network of curing-prophylactic establishments,
polyclinics, consultation centres, specialized prophylac-

tic centres, sanitary-epidemiological stations, etc., the

growth of the network of in-patient hospitals (the num-
ber of hospital beds in. 1973 came to 2,866,000 or 114

28,000 radiologist technicians. = - ‘ ~
Among the qualificd mid-level medical staff, the

- overwhelming majority are women—more than 99.5

percent of the nurses and more than 85 percent of
the feldshers. Womer are also dominant in pharma-.
cology; in 1973, there were 568,000 pharmacologists
with*a higher education diploma, and 1,336,000 with
a secondary education diploma. '

It must be said that in the future as well, women will -

prevail among the medical workers, jn the Soviet
public health sector. This statement may be illustrated
with the help of the following figures: in the 1973-74

" school year, women comprised.56 percent of the total
- number of medical students at higher medical schools;

and in secondary schools, 88 percent.
Describing the role of women doctors in practical
medicine, one should underline a tendency, which is

‘gvident-in, the Soviet public health care system as well. ...

as in most countries in the world: ‘A progressive ten-
dency toward the: extepsion of specialization. At ‘pres--

“ent, 51 doctors’ spgtialities are officially recognized in

the USSR. L , L
What particular s seem attractive to women?

. . Before answering this question, we must underline the

beds for each 10,000 people), the extension of the ~

number ‘of health resorts and sanatoria (the number. of

7

 fact that the choice of a medical profession, as well as

further specialization, is determined by the wishes,
abilities and inclinations of the would-be doctor.
Every medical institute in. our country has a Faculty
of Therapy, Sanitation and Hygiene, a Faculty of Pedi- .
atrics, a Faculfy of Stomatology, a Medico-biological

" Faculty, and aWFaculty of Pharmacy. So every applicant

to a l‘iﬁ”," education institution makes a choice from

T
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" the very béginning‘ as to his future activities. Each
. department has its own specific curriculum and syllabus.

' For example, the curriculum of the Faculty of
Therapy contains a two-year ‘course of medico-
‘biological subjects, a three-year clinical ‘training,” a
one-year “subordinatura” course in therapy, surgery,
obstetrics and gynecology (in one of the branches of
the student’s choice). After graduation, a young doctor
works for a year in a curative-prophylactic establish-

ment as an intern, mastering one of “the above men-.»

tioned’specialties or a narrower specialty. Later, the
doctor is entitled to work in the branch he has chosen,
with an obligatory further training; the length of this
further training and the volume of work is fixed for
every specialty individually. . o
In the Soviet Union, a state system has been de-
veloped on the further training of doctors. They un-
. dergo specialization at institutes ‘and-faculties of further
training of doctors, and in large regional and city

hospitals. Doctors who have little or no experience in -

the branch they have chosen, must take a course of
primary specialization. Doctors who have experience in

the field, undergo a further improvement of their quali-

fications at institutes of the further training of doctors.
There are 13:institutes of this kind in our country.

The improvement of doctors’ qualifications is being
exercised "also through the clinical two-year “ordi-
natura” attached to higher education establishments
and to institutes of further training of doctors. The
teaching and scientific staff for medical institutes is be-
ing reinforced mainly through the “aspirantu{a" system
at the medical higher education establishments and
research institutes. That’s a three-year course.

. The survey on the distribution of women doctors
in specialties was made in the Russian Federation, the
largest republic, where more than-50 percent of all
USSR doctors work. The results of the study showed
that more than 30 percent of women doctors are

specialists in therapy (therapists, infectionists, cardio-

’ ’lftemotdogi‘sts,'endocrinologists, haemotologists, phys-
iotllerapists, gastroentorologists, etc.). Of the- total
women doctors, 17.7 percent are pediatricians, 9 per-

cent obstetricians and gynecologists, and 6.2 percent

stomatologists. Nearly 6 percent of the women doctors

. specialize in surgery (suggeons, oncologists, traumo-
< tologists, orthopaedicians, cardio-vascular surgeons,

neurosurgeons, etc.). The survey shows that 3.7 per-

cent of women doctors are phthisiologists, 3.3 percent -

‘roentgenologists, 3.2 percent ophthalmologists, 3.3 per-

cent laboratory doctors, 3.0 perceént neuropathologists, *

2.7 percent otolaringologists, 2.4 percent psychiatrists,

T22 percent medically qualified sanitarians, 1.9 percent

dormatovenereologists, 1.9 percent bacteriologists, and
1.8 percent epidemiologists. Nearly 2 percent of
women doctors specialize in public health administra-
tion. _ .

- The above data, characterizing the professional ac-
tivities of women doctors, testifies to the fact that a
considerable number—over 60 percent specialize in

1

therapy, pediatrics, obsietrics-gynecology, and stoma~
tology. ’ R
Percent of Women Doctors

over 90 percent
‘ . P

Branch of Medicine
Pediatrician, obstetrician-

syneeolo‘fist, cardio-rheumatol-

ogist, endocrinologist,
laboratory doctor,
bacteriologist
therapist, infectionist,
ophthalmologist, haemotologist,
dietician, physio-therapist

JopidemioloPin, neuropathologist,
otolaryngologist, phthisiologist,
stomatologist, remedial physical
culture doctors, ECG doctor,

80 percent-90 percent

70 percent-80 ,pereeni .
<

gastro-enterologist, doctor- . .
statistician .

" oncologist, phychiatrist, 60 percent-70 percent
roen! nolol;_ist..medieally pe P .

hrologis, doctos specializing

nephrolo r
inl:he health education of the
population : ' . .
cardio-vascular surgeon, health S0 percent~60 percent -
care organizer, toxicologist, . : -
patho-anatomist B
anaesthesiologist-reanimator over 30 percent .
surgeon, traumotologist- : 30 percent-40 percent .
orthopaedician, urologist, pert
chest surgeon - -

The highest- percentage (93.3 percent) of women.
doctors specialize in pediatrics, the lowest (24.9 per-
cent) in neurosurgery. R

Over the last decade, there has been no considerable
change in women’s specialization in different branches -
of medicine or within each branch. We may assume’
that the professional structure of women doctors in
our country has stabilized, and we do not expect; at
least in the coming decade, increases or decreases. = = -
" Women play a considerable role in the developmént
of medical science and training of medical personnel.
In pre-revolutionary Russia, there' were occasional
women among scientific and teaching personnel. During
the years of Soviet power, the situgno‘ n-has radically
char;yge"c']. ' ¥ v

In 1974, 33,415 women doctors worked in the field
of medical science and higher education establishments.
That amounts to 51 percent of the total number. of re-
search workers and scientific teaching staff at institutes.
Of this number, there are: 20 academicians and cor-
responding members of the Academy of Medical Sci-
ences (10 percent of the total); 1,946 doctors of.
medical sciences (31 porcent of the total); 18,382
candidates of. medical scienceg (50 percent of the to-

tal); 1,028 professors (26 percent of the total); and -

12,714 docents (40 percent of the total). ,

It’s worth noting that the share of women research-
ers and teachers g medicat higher educational estab- -
lishments is larger than the average. for the whole
country, where the total number’ of women scientists.
comes to 40 percent and the number of women doctors
and candidates of sciences comes to 14 percent and 28
percent respectively. . S .

Today 42 research’ and higher education medical

:



; establlshments are headed by women. The correspond-
~-ing member of the Academy of Sciences of the. USSR,
i physiologist Natalya Bekhtereva, heads the Academy’s

= Phstitute of Experimental Medicine; the Institute of

Rheumatism is headed by Valentina Nasonova, -the
A correspondlng member of the Academy of Medical

" -Sciences®

.. -The leading academ1c1an V. P. Filatov’s Institute of

Eye Diseases and Tissue Therapy is directed by the
. Hero, of Socialist Labouf Academician of the Academy
of Science of the USSR, Nadezhda Puchkovskaya.
" Anastasya Shiskova heads esearch Institute of

‘Hygiene.
Many ‘women scientists have been distinguished by
receiving high natighal awards for their activities. There

are many women medical workgrs among Lenin and
State prize winners. These highly .esteemed titles are
awarded for invaluable ribution to the develop-
ment of national and wérld science. These pnzes have
been given to the foflowing distinguished scientiSts:

" virusologist Elena Gojinevitch, pediatrician Julia Dom-

brovskaya, microbidlogist Gita *Kagan, biochemist
Maria Brazhnikova, neuropathologists Alexandra’ Kol-
tover and Ludmila Bragina, hygienist Elena Vorontsova,
virusologist Antonina Shubladze, and hyglemsts Natalja
Tarasenko and Angelina Guskova."Many Soviet women
scientists are members of foreign academies and scnen—
tific societies.-

We don’t think that the picture of the versatile ac-
tivities of Soviet women would be complete if we did
not dwell, at least in part, on their role in public health
administration. In our country, public administration
at- all levels, from a rural medical post to the USSR
" Ministry of Health, is exercised by doctors..
~ The administrator of any curative institution or

public health establishment does not fulfill merely ad-

" ministrative functions but is fully responsible for the.
quality of curative and prophylactic care, for the se--
curity of hlgh standards in the delivery of all kinds of -

medical assistance, - and for the fulfillment of$ the
planned health 1mprovement measures aimed at reduc-
ing morbidity ahd improving health among all popula-
.tion groups.

Through their work, our women doctors have proven
their ablhty to solve the most difficult problems in
health administration. The statlstlcal estimations show
that the share of women in health administration is

increasing.¢In 1926, 1,200 women headed various

curative-prophylactic gstablishments. In ten years, this
number lncrgased to over 6,500, and in 1959, as many
as 23,000 women' were engaged in health administra-
tion. At present, women lead public health_establish-
ments at all levels and more. than half of the curative-
- prophylactic establishments are headed by women. -
For many years Maria Kovrigina, an outstanding
organizer and presently director of the Central Institute.
of Further Training of Doctors, held the post of Min-
ister of Health of the USSR. Trina Blokhina, director
of the Gorky Research Institute of Epidemiology and
Microbiology, is also a deputy to the Supreme Soyiet
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" of the USSR, heading the Commission of pubﬁc health

care and social securigy in the Supreme Soviet of the
USSR (whlch is theibest legislative body of our
country).

‘Hundreds of women hold leading posts in the Mm
istry of Health of the USSR and in ministries of
national and autonomous republics. Wgmen head re-
gional, city and district health care de?a-;tments they
administer large. hospitals, sanitary epidemiological
stations, diSpensaries, ambulance stations, ambulance

plane stations, health resort establighments, and medi-

cal and sanitary units at industrial enterprises.
Twelve women are Vice-Ministers at Ministries of
Health of the USSR and union republlcs, three women

hold posts as ministers of health in autonomous repub-

lics, and 48 head main" departments and depamnents

* at ministries.
Women play a considerable role in the leadership of -

the medical workers trade union. Nadezhda Grigoryeva,

who, for many years, was Vice-Minister in charge of .

the protection of maternal and child health ‘in the
Russian Federation, is now chairman of the Central
Committee of the Medical Workers trade union. The
Red Cross and Red Crescent Society in the USSR is
headed by Nadezhda Troyan, a woman who distin-
guished herself in the partisan movement during the
Great Patriotic War and was awarded the title of Hero
of the Soviet Union.

In this year of 1975 when we celebrate the "30th
anniversary of the Great Victory over fascism, we re-
member the unparalleled heroic exploits of Soviet
women medical workers at the front. Thousands and

thousands of women doctors, nurses, medical instruc- -

tors, vol_unteer nurses and orderlies participated in
action and kept their difficult watch in military hospi-

tals:' Of "the combat units, 21.7 percent were women
doctors while 41.7 percent of the doctors in field"

mobile hospitals and 54 percent in the evacuation hos- -

pitals were women. Their military services for-their-

country were marked, with high governmental awards,
The title of Hero of the Soviet Union was conferred on
17 women medical workers. Scores of thousands of
women were d%agded military orders and medals of the
Soviet Union.

Women medical workers are h| respected injour
country. The people and the state appreciate their
work. The high title of Hero of Socialist Labour has

. been awarded to 49 women doctors. The honorary

title of “Merited Doctor of the Republic” has been
conferred on over 7,000 women, Thousands of women
workirig in the health care sector have been decorated
with governmental awards for their services.

Summary

Extensive enlistment of women in the USSR in
social activities as a whole, and in the health care
sector in particular, became possible as a result of
granting complete social and economic equality to
women. This social and economic equality gave women

opportunities to develop creative abilities' as well as _

.
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' opportunmes to combme their social work and famrly ;
* duties.

The condition that determined an extensive and
rapid inclusion of women into the health care sector
was the transformation of our country’s piiblic health
service system on a radxcally new- basis., The creation -
of the single public health state system, the extension
of the wide network of curative-prophylactic establish-

ments (which bécame centres of highly skilled medical -

care), all this totally changed the activities of docters
and medical personnel.

Replacing doctorig;sindividual practice in private
consulting rooms with collective work performed by
a group of specxahsts, whose work is planned and
volume of work is strictly fixed—brouglsthe activities
of medical workers into a framework quite acceptable
for women.

The effective solution of the medical personnel prob-
lem was made possible by the establishment of an

‘extensive network of lugher and secondary medical

education institutions-in the national republics and
outlying areas of the country. Universal compulsory
education, free tuition at all the educational establish-
ments, the extension of the network of medical edu-
cation establishments—all these factors provided a
massive flow of all categories of medical personnel,
including women and representatives of native nation-
alities into health care services. :

The experience gained in our country has convinc-

" ingly proven the possibility of a sharp increase of health

care services in a short historical period. Women’s ac-
tive participation in solving comprehensive problems
of protecting people’s health was one of the prerequi-

sites of the progress achieved in this field.

In the USSR, experience has proven not only the
poss:brhty and expedlency, but also the effectiveness of
women’s activities in medicine. Life itself has proven

that in any field of health care and in . any medical
branch, women can reach the highest professional
level and successfully solve any theoretlcal or practrcal
medical problem. :

The survey on -the professional orientation of doo-
tors in the USSR showed that there are branches of
medicine whr.ch ‘women prefer, though there is not a
single branch in which women do not major. Over
the past decade, the .distribution of women doctors
among different ' specialties has stabilized.“Considering
that one% ‘choice of specialty is determined on the one

- hand by the specific character and demands of the
* specialty, and on the other hand by the inclinations

and’ abilities of; every docto&, one can conclude that.
the existing drsmbutlon of women doctors in specralha’
meets both the health care requirements and the. in~
terests of specialists’ themselves, who have chosen. tlie
most acceptable field for their professional activities.

The progress achieved by ‘the.Soviet health carel-
system, particularly in training medical personnel, pom
new and important probléms. The key problems are
as follows: a further improvement of . higher and

'secondary medical education; elaboration and realiza-

tion of programs providing a more effective :additional
training of doctors; more rational utilization of medical
workers labour; equipping all categories of medical
workers with up-to-date methods of prophylacnce,:

- diaglosis and treatment.

The improvement of the quality of prophyl:gtrc and
curative work depends first and foremdst on the tech-
nical equipment of the health care establishment and
_on the perfection of organizational forms which pro-
“vide optimum conditions for work and creative activi--

" ties for every specialist. The solution of these problems

is the main concern of the entire state system of public

- health services, in wh{ch women play the dominant

role.

- * -
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It is with a degree of diffidence, if not trepidation

that I engage on the thorny path of discussing a paper. .

that touches both on the Soviet health systenr and on
women in health. It is sometimes said there are no
experts on the Soviet Union, only varying degrees of
ignorance. Perhaps the same might be said, at least
in this country, on the involvement of women in health
services. A glancé at the official program listing the
participants indicates, without much doubt, that men
“ are here as much in a minority as they are in the

Soviet health service. And yet, the performance of that

_service in the last half century or so. has demonstrated
it could ‘operate rather well under those Circumstances;
perhaps  the first lesson that can be learmed is: it

. can be done. It is striking, indeed, to note the degree
to which we are all captives of culture-bound stereo-
types which often become self-fulfilling prophecies. For

~the average American, the picture of the typical physi-

"cian is that of a fatherly looking, white-coated grey-

templed gentleman. After a few days in the Soviet.

Union, which I have visited six times in the last twenty
years and where, incidentally I met Dr. Piradova in

1961, the piciure is quite différent."The “doctor?is-a-

motherly-looking white smocked woman, her hair usu-
_ally covered by a white round hat. Indged, when the
publisher of my first book “Doctor and Patient in

Soviet Russia” submitted to me a choice of pictures on
medical subjects from the Soviet Union to grace the -

book-jacket, I was pleased to find’ one in which a
pleasant woman doctor, holding a stethoscope, is con-
versing with a bare-chested, robust young man, tower-
ing at least half a head above her. In the background,
‘barely visible between the two figures just described,
there is another woman, sitting at a desk, reading what
looks like a case history. Whether she is a nurse or-a
physician I am unable, of course, to say. But the con-

clusion is inevitable: in the* Soviet Union, medicine
. is largely a female -domain; in the United States medi-

cine is préedaminantly a .male preserve, and has been

ever since statistics have been kept. In the“two coun- .

tries, however, physicians excepted, health personnel
tend to be largely feminine. :

The magnitude of the difference in the proportion
of men and women physicians between the two coun-

(>33

¥

o

tries has been charted in Figtire 1 which I have com-
piled from- available American and Soviet statistics.!
It seems evident that at no time in American history
has the percentage of practicing women doctors ex-
ceeded ten percent, about the same proportion that
Figure 1: Women'in Medicine, USA and USSR,
1913-1970. Sin percentages of all physicians)y -

t

‘80 .

.

f
¥
[

60

40

20 - Gia ' i
’ u’_ﬁu ; :M;?L“-
.- _k_,———” = - —

N 1

1910 ‘1920

obtained in Tsarist Russia immediately before Wo‘rfd-r
War I It is true that around 1950, the percentage of

1930 1940 1950 - 1960 1970

briefly went over that figure (presumably an echo ‘of”
the Second World War), but that trend immediately
reversed itself, then started to climb again slowly in
the mid-fifties (though still remaining below 10 per-
cent). Of late, we have been able to witness a rise in
the admission of women medical students (the figure
surpassing 10 percent around 1970) and still climbing
. toward 20 percent. At Harvard Medical School, in the
last two years, about one-third of admitted students
were women. The Soviet picture is strikingly different,
as Dr. Piradova and as Figure I indicates. From 10 per-
cent of all physicians in practice before World War I,
the percentage steadily increased until it'reached a level
of about 76 around 1950, and then peaked and slowly -
decreased by what looks like a quarter of a percentage
point annually. The figure still remains at about 70
percent, or more than seven times the equivalent
American figare.
" It is my impression that the proportion of three-
fourths women in the medical profession was the
result of a specific configuration of circpmstahces _in

\
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. the history afiche Soviet Union, and that this pe}cenfhge' _

will not be maintainedin the future. Indeed,. as Dr.
Piradova informs us, in the 1973-74 academic year
only slightly more than half of the "Soviet medical

. students were women (56 _percent). This trend was

confirmed to me in the course of my most recent visit
to the Soviet Union (May-June 1975) and it is quite
likely that with such an admission policy, within 20

" "to 25 years (depending on the attrition rate), we shall

see in.the Soviet Union a medical contingent about
equally divided among the sexes, which might be the
way it ought’ to be after all. On the other hand, it is

* not unlikely “thaf tthe percentage of American women

in medicine will continue to increase as, pressures for
equality make themselves felt on admission committees.
And thus, in a decade or two, that rather wide gap

- 28 . between the proportion- of women in medicine in the

United States and the Soviet Umon, may well be closed.

I also believe that the most impressive increase in the

‘number of physicians in the Soviet Union in the, last

haE:_cenmry or so has been due to the massive influx
of 'women into medicine, particularly in the light of
the competing demands for personnel in the technical
and mlhtary occupations, and the devastatmg losses:
both in extraordinary mortality and in birth deficits
incurred by the Soviet Union as a result of the First
.World. War, the two revolutions of 1917, the foreign
mterventlon, the civil war, and the massive epidemics
of the early twenties; in addition, the “dislocations at-
tendant on rapid Industnahzatlon and collectivization

of agriculture; and the incredibly traumatic impact of

the Second, World War on the population, and par-

_ ticularly {as in all the previously mentioned events) on *
the .male population.

The excess mortality of the Second World War has
been estimated as more than 20 million men (the
majority in the productive and reproductive ages), and

. the birth . deficits also at about 20 million. I think
th_u_uha_Llmaddjtmmo_Jdeologmal and cultural factors,. .

there is an important. demographic variable (not
operative in the USA) that helps to explain the massive
entry of women into medicine in the past.

Dr. Piradova mentions a figure of 766,700 doctors
for 1973 (of whom 70 percent are women). It should
be pointed out that this figure is not strictly comparable
to-that of physicians in the United States. I assume that

& Dr. Piradova means what is usually labelled in Soviet
.tables as “doctors in all 'specialties, excluding the mili-

tary”. This figire is this inclusive of .physicians, of

stomatologists (i.e. doctors with a dental specnahzatlon) '

and dental “assistants called in Russmn,-“dental doctors”
 (zubnie vrachi), who 8o not liave d higher education.

R It is thus necessary to discount the number of doctors
“in all specialties” by 10 to 13 percent to obtain,

physician figures that would be.comparable to_that of

the United States. This would then reduce the supply

of 30.6 physicians per 10,000 to about 27 physicians
per 10,000; a figure which.is more than 50 percent

. higher than the correspondmg one in the United States.

I ﬁave traced' the data 2 in Flgure 2 Tt is interesting
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to note that although the numbBer of physicians in‘thé"
United States increased 2.5 times from 1910 to 1970,
the number of physicians per constant unit of the popu--
lation remained more or less stable between 1910-

1960 (and indeed went down in the twenties).

Figure 2: Medical Density, USA and USSR;.
(physicians per 10,000 inhabitants), 1910-1970

4970 1930 1930 1540 1350 1960 1970 19sof§
"It is only “gher 1960 that the availability of physt-ti‘l
cians relative to the population in the United States-be-..
“gan to rise. It should be noted that, to some extent, the
increase in the supply of phys:c:ans in the United States :

~ is due not only to an increas¢ in the number of medical

hools and medical graduates (an increase of about 25 -
percent in the last few years),-but also to a large”
influx of foreign born and trained physicians (FMGs),
a.minority of whom consists of Americans trained in
foreign medical schools. Thus, if we. were to compare )
domestically trained physicians in.the two countries,
the dlscrepancy would be even greater. I have pomted
out that the increase in the Soviet Union would not&
have been possible without large number of women,
_entering into medicine. Would it not make sense, in the
American context, to replace foreign trained physicians .
(whether American born or foreign‘born) by American -
trained physicians, and emulate the Soviet example by ,
_drawing _more boldly on women(to increase our sup-
ply of qualified phys:clans? One Bottleneck in this
country, jf I read it correctly, is not in the lack of
qualified or motivated applicants of both sexes to the
medical schools, but in the lack of educatlonal facilities.
To remove that bottleneck would necessitate either an
increase in the number of medical schools, or an in-

crease in the number of students in each medical
school. : )

To follow Dr Piradova’s figures the 92 medical
schools of the Soviet Union turn out about 50,000
graduates annually. This comes to an average of 543
per medical school, a number that most American
medical. educators would find excessive. But it should
be pointed out that included in that figure‘are the
graduates of the different “faculties” in their schools,
i.e., of the different tracks of therapy, sanitation and
hygxene, pediatrics, stomatology, mednco-blologlcal and.
pharmaceutical. Thus, the class size in each facult;*'

. must be considerably smaller than the figure I men-

tioned. Incidentally, Dr. Piradova states that every
medical institute has all these faclhtles——whlch Ido not

»ﬁ



lieve is correct. A medlcal school may have all of - century of socialized medicine, occupied the top. na-
ese, but in practice most of them do not.® In 1967, tional posmon in health. She mentions 12 women as
only three medical schools had all five faculties; medico- vice-ministers of health for the USSR and union repub-
biological was not listed then.* But nevertheless, the - lics. This means a total of 16 ministries (one for the

j;,‘quantltatlve progress in the sheer number of phys1c1ans USSR, and one for the 15 republics). - .

;’-has been most impressive. On the assumption that each mnms* has at least ..
. Indeed, between 1913 and 1970 the magmtude " four or five vice-ministers, the representation of WOmen{ o

: mcrease in the number of physicians (excluding stoma-  there is considerably sméller than their proportion in ¥

';'tologlsts and dental technicians) has been almost 30. medicine or in health in general. She mentions that
- Before World War I, the United States had six times as 10 percent of the members of glie Academy of Medical,

- many doctors as Russia; in 1975, the Soviet Union, has Sciences are women: if we break. this-i f.ull members #
-about twice as many doctors as the Uniged States. In and corresponding members, I beli “the former :
terms of supply per population, or m%lrcal density, figure would be closer to 4 or 5 percent “than to 10

. the Soviets caught up with the Americans around 1950, . percent.® These are not meant to doanrade the 4
- and left them behind in a typical _“scissors" situation. It tremendous strides of women in the health services; it =~

“ds possible that the Soviet figure is still an under- is only to suggest that the percentage of women in = .

--énumeratjon since physicians counted exclude the mili- medicine is not constant. throughout the health system 29

tary whefeas the population base includes military. At
- any rate, this is what permits the Soviet Union to claim
__the highest “medical den;é” in the world.

Dr. Plradova presents an interesting pictare of the :
percentage offwomen in different specialties (as well .
as the distribution of specialties among women doctors
themselves). T note that 60 percent of all women doc-
tors specialize in therapy (general medicine), pediatrics,
. obstetrics-gynecology, and sfomatology. We also note

that among all doctors women constitute over 90 per-
. cent of those specializing in pediatrics, but- one-fourth
of all those in surgery. Dr. Piradova also points to “a
progressive tendency towards the extension of speciali-
zation, towards the extension of doctors’ specialties.” -
I am not sure of the meaning of the word “progressive”, ,
whether she meant a “gradual” or a “positive” develop-
ment. i.e., whether the term was descriptive or norma-
tive. I suspect, from the context, that she meant that

- . These are, of course, gross figdres: they tell us noth-
“ing of the distribution of physicians over the territory
of each nation, the number of physicians available for .
.primary care, the living and working conditions of
physncnans and income levels

. On this' question of income levels, it may be of
interest to note that of twenty-four occupational groups

listed in a Soviet statistical handbook for 19735 .

" “health, physical culture and social welfare” and “art” . -
were listéd as having the lowest average monthly pay

" of all. At the same time, of all occupational groups
listed in the, same handbook, the “health physical

culture and social welfare” group had the highest per-
. centage of women (85 percent). The income figure (in the increase in specialty practice was normatively de-

: roubles} was, ?9 0 as ‘against' 2 ‘national Aglire for all sirable, that it was a good development. Let me inter-

here a note o bivalence: it seems, at least
occupations of 134. 9. Thus, the average for all those ject , -t
employed was one-third higher than for those in health, within the United St*;ncontext, where specialty prac-

tice has proliferated without much planning or fore-

physical culture and social welfare. ) tice P
~.—Industrial workers .(of all types) earned an average__ . thought, that many are beginning to realize that an in- .
of 147.2 or fifty percent more than those in health, creasingly specialized medical profession has’ its draw-""

etc. Those listed as “‘engineering-technical workers” backs in that access to. primary care is -decreased or
; Y 8 ' phased out, the patient’s care is “fractionated”, the

earned more than twice. The problem yith the “health,

etc.” figure used here is that it aggrég)a.t:a\sth&data for emotional and phychological needs of the paufents;tend
three different occupations, and”that within the health to be lost in the shuffle, and the integration of ingreas-
occupations, physicians certainly earn more than the ingly narrow medigal outputs into a comprehensive

99 roubles list®d. But not much more; probably some- medical product becomes problematic.

where around 120 roubles. It might be interesting to I want now to turn to certain structural aspects of
see whether an increase in the intake of men into health services in the two countries, and to some con-
-medicine will be accompanied by an increase in the siderations that may bear on the involvement of women
- income levels of health personnel, and physicians in in these services. If we use the basic polarity of econo-
particular. I believe there is a-move afoot in the direc- mists between a {maf¥et” and a “command” economy,
tion of a general wage increase for health personnel. and apply it to the health system, we might, at a very
> » It also seems.that both countries face similar prob- generalized level, define the American health system
lems in moving and keeping doctors in the rural areas as primarily a “market” health system and the Soviet
(and hence the lmportance of the feldshers). I would one as a “command” health system. Historically, medi-
‘also be interested in knowmg a bit more about the cine (in contrast to e]ementary and secondary educa-
‘representation of women in the medical system. For - tion) has developed in the United States within an’
example, Dr. Piradova mentions Dr. Kovngma, a ,entrepreneurial ideology and professnonal optic in which
former Minister of Health (1959-1964). She is the _the physician havmg invested a great deal of time,
only'woman who, in the course of more than a half effort and money in acquiring a rare good (his knowl-
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o edge andvsklll), sets lumself up m practxce and ’gets a
" _ return on his. investment. .
It is true that he often offered his services to the

community on a gliding scale basis. I-think the true -

- meaning of the word “liberal” professnon is that the
- professional is autonomous- he is not pdit of an orgam-

zation, neither is he salaried. He gwes his services on°

a fee-for-service basis. : ;A system’ like this operates
largely within -the framework of supply and demand,
- and is quite comsistent with a laissez-faire ideology.

Historically, this pattern was prevalent in- the XIXth

* century, and in the first-half of the XXth. ' The ideology
still lingers ofi, altheugh objective condmons have made
a great deal of it obsolete.

The “commard” model, is the one’ pnmanly obtain-
ing in the Soviet Union. In- that model,: the state as-

sumes the responsnbxhty for provxdmg preventive and .

. clinical services to the population as a public service;

that ‘service results from planning at all levels. of the -

society, integrated. of course with -economic planning
and development at the national level, and tied to
available supplies of financial and personnel resources.

The system, furthermore, is- funded through general

revenues (mostly taxes) rather than on ‘an insurance
bases (with actuarially determined risks);-and medical
facilities are the property of the nation (or. administra-
tive divisions thereof), and practically all health per-

sonnel become ‘salaried state employees. It is precisely

the “organized” nature of the Soviet health, System,
and the fact that almost all physicians are sfate em-
ployees that permits the regime to control the’ aggregate
bill -the society pay for its health services, and
particularly the bill it ‘will pay for personnel. °

Under present condmons, ‘such control would

impossible to 1mplement in the United'States, Basically, °

the Soviet health service has become bureaucratized,

using the temm not in the usually: pe;oratlve tone ‘that .
people reserve for it when faced with the red tape that
— - bureaucracies- generate- (whetherthese bureaucracmbe

public or private), but in the. soclologlcal sense used
by Max Weber as the most effective' and rational way
to administer or manage: services.. One of the charac-

teristics of the mvolvement of, employees i in’ a bureauc- ’
racy is the specific nature of ‘their employment, their

duties, and their responsibilities. . -

I was struck that on ‘two occasions, Dr. Piradova .
came back to the strictly regulated natyre of the

physician’s work in the Soviet Union: “The rights and

responsibilities of, ‘medical workers are precisely’ regu- ' .
lated and the volume -of work and’working hours are .

strictly fixed.” Foward the end of | her paper, she comes
back to, that point by saying, among other. things, that
the doctors work'is “planned and the volume of which
. strictly ﬁxed ” She also stresses:, '
“There is no doubt that the extent to which .
women in our country were brought into the sys-
tem of public health services may be attributed to
the decisive factor of the utter reorganization of
the health care sector on a totally new ground.” \
Toward the end she also complements ‘the concept’ of

") 'l
J

e ‘planned ‘nature of the doctors work by stating
that it be.the “replacement of the-doctor’s indivic
practice .. . by collective work performed bya grou
of spec:ahsts (whxch has) brought the activities of
medical workers into the framework qlnte aceeptable :
for women”. B

I submit that these statements.are relevant to an un-,‘f
derstanding of the nature of medical work today and._'j
‘the involvement of women in it. What Dr. Piradova
suggests is that it is precisely the reorganization of .
heafth services that makes it possible to involve women.
on.a large scale. Thus, by implication, she contrasts
the medical practice of the solo private practitioner as -
one that is not compatible with other roles¥women are
called upon to perform. By contrast, the ideology of

" the private practitioner of the type I described above:

was that his profession was his-total life (or almost)
He was expected to be available at almost any’ ,
of day or night, to be on the breach, so to speak, 24 :
hours a day . . . seven days a week: That he was, con-
stitutes an lmportant justification’ for the prestige and
the psychic and financial rewards the doctbr was abl
to garner. Although by definition a private praetmonet, §
in fact he often was a public servant. That under -
- contemporary conditions, less and less phynclans are '
willing to work under those conditions is quite clear. If .
I can read the signalg correctly, in the Western world -
more and more, physncnans ‘are beginning to’ practice”
> in group settings, i.e. in settings that increasingly and’
. for a variety of reasons' will conform to the ‘bureau-"
" cratic model Sutlined earlier. That physicians of both'"
sexes increasingly seem to prefer a regulated practice
“with segmental time - resporisibilities, with z} fairly

_  predictable and steady income, and with defi

off for family,” study, recreation and vacation i§ con-

- sistent with trends in industrial societies. It arguesythat
there may be forces in the medical system in the United
States that will lead to changes in: the direction of _
-g-pattern already-seen-in-the--USSR—— .

-And T would further argue that, to the’ degree to—

* which it moves into ‘that_ “organized” direction, the .

greater. will be its ability to draw women into it. In
‘other words, the more organized a medical system, the
" less it conforms torthe solo private practice “unlimited”
model, the more will it be able to provide satisfactory
employment to' women (and to men also) by making
it possible for those in medicine to have a well-rounded
" life outside of their occupational responsibilities. This -
incidentally seems to be borne out, for example, in
studies conducted in France indicating that women- -
doctors tend to ‘concentrate into salaried positions and
into certain specialties where hours are regular and pre-
dictable, rather than in community general practice. ‘
The involvement of women in medicine thus high-
lights the problems inherent in any society -where there -
is a differentiation between “home” and “job”, a situa-
tion certainly not common-in agncultural ‘and fairly -
simple societies. The need to “commute” between the
two settings in the industrial society, the removal of the
worker or professional from his or her home surround-
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..ing8 has serious implications for “parenting” functions
-~ and indeed, these implications, have traditionally tended

g

RORR R

-'to affect women much more than %ﬂ because of the

extension of child-bearing to child-riiging functions.

.~ As someone once said “Isn’t it marvelous that as

*:.soon as a child is born, it finds a mother right here, on
':_g::the spot, to take care of it”. The question of the combi-
- -nation of parenting and work is particularly critical in

- would take ten to fifteen years

professions such as medicine. A woman physician who
raise her children

“would find herself much ‘more handicapped when re-

-turning to her occupation than someone in an unskilled

or- low-skilled occupation. Hence, the dritical impor-
tance of making it possible for professionals to be able

- to_be parents and professionals at the same time.

Although one might argue that “fathering” is. just
as important as mothering and that the child be taken

care by others (thereby releasing the parents for work’

in-the economy) the whole literature on the psycho-
logical consequences of maternal deprivation indicates
some important cautions of the degree to which early

“child-raising can be completely delegated to a group

of ptofessional people. (Incidentally, the parerital func-
tions mentioned here do not have to be performed
by the biological parents). P

These are far from trivial questions: they have to

= do with the manner in which the health system, the

Q

family system, the socialization process and the total
social system are interdigitated. T am interested in
learning that Soviet sociologists are increasingly paying
attention to these issues. Thus, we read that the follow-
ing conclusions regarding. professnonal women were
drawn from a spécial symposium on the “Productive

Work of Women and the Family” in Minsk (1969): ™

1. Women have fewer opportunities for the development
of their personalmes, for cultural and social activity,
for increasing their specialization, or for devotmg their
time to innovation and invention- .

. =

I also thmk that practncally every Soviet time budget
study shows quite clearly that.compared. to men, women
have much less leisure time because of their double or |

triple duties as members of the work force and .

housewives-mothers. This may also_account for the
fact that women physicians in the Soviet Union work,
on the average, work about 40 percent less time than
their male counterparts.® Soviet women doctors tend
to work a regular number of hours-(6.5, 5.5, or 5 per
day..as the case. may be) and then stop working,
whereas their male counterparts apparently work an
additional half shift. (If this is the case, and if this
apphes to the two nations, then it stands to reason

that the amount of medical acts produced by the two -

professnons must take account of the different sex
ratios, one with 70 pelcent women, the other with
90 percent men).

Finally, I would like to hear more about certain
delicate problems, for example, the handling by women

. doctors of sexually sensitive areas. I am thinking, for
example, of the American stereotypes of what a maje -
physician is entitled to do to femalé patients, and the -

problems inherent in the opposite. For example, a
report of the Student Task Force of the Joint Commit-
tee on the Status of Women at Harvard Medical, Public
Health - and ‘Dental Schools,
Equal Education at Harvard Resulting from Sex Dis-
‘crimination” ®. mentions a common: complaint of
women medical students in that they are not adequately

taught how to examine the male genitalia and inguinal .

" region. And the report goes on to state:

Although male students may receive equally poor
teaching they have an advantage—society defines
the male doctor ‘as the one who may examine.
Should the situation of -a female doctor examining
a male patient’s genitalia be inhérently more awk-
ward than that of: a male doctor doing a pelvic? 1°

2. Women cannot fulfill their function of bringing up
their children and controlling their conduct to the
degree’ that they must, which leads to children being -
left virtually unattended to and lowers the general
level of the family’s educational endeavor.

3. The physical and psychologxcal fatigue of women
. Creates a negatxve psychologxcal atmosphere in the
family, lowers the “general tone” of family life, causes
conflicts and fights between the spouses, reduces the
resistance of the family to other pressures, and is one

of the major causes of divorce.

4. . . . the contradiction between the vocational and
family roles of the women constitutes one of the major
factors influencing the lowering of birth rates, above
all in the cities and the repubhcs in Wthh women'’s
vocational activity is widespread. .

5. The above-mentioned contradictions are sometimes re-
solved by women giving up their vogational pursuits.
According to the USSR census, there are more than
10 million women capable of work who do nothing
else but take care of children and the household, a
large part of whom-have vocational training. Thus,
there is no return to society on the resources which
have been spent on the vocauonal training of these
women .
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Aruitoxt provided by Eic:

TFhere-are undoubtedly-many-other-issues-that-should—.. -

be examined and discussed in a conference of this
type. A half century of Soviet experiment both with
socialized medicine and the utilization of women as
doctors should not be ignored any longer. I grant there
are many areas in which our two societies are quite

entitled: “Obstacles to

dissimilar in the area of medicine and health. On the. .

other hand, I believe that the similarities are. falrly‘w '
large, and.are likely to increase as the delivery of: health

care gets to be increasingly complex under the dual
influence of increased demand for services and the

Y

increased availability of bio-medical knowledge and -

technology. These are factors that transcend ideology
and politics, and in which a convergence phenomenon
can be sighted. Since the Soviet form of medical care
'delivery resembles, in my opinion, the general form
toward which the health systems of industrial nations
seem to be evolving, perhaps more can belearned by
the Americans from the Soviets than the other way
around.

‘If a generalization can be made the United States
has distinguished itself in the post World War II period
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by its achlevements ::i the generahon of medic _and. ) (M’NCh“Ym:’k e%h H;udbo:k of f;;;e)r Socialll.gcjf?;e Data.j;_
_health-related knowledge. The Soviet Union has dis- ew Yo ¢ Tree Tress, » PP
‘tinguished itself by its large scale expenmentz 4. Only one medical school, so far, had a medxco-biologiul.;

tingu cale : the ™ faculty: the Second Moscow Medical Insttute (as of
delivery of such knowledge to.its fopulation. We-can 1975). -

have something to learn from each other, both in les- 5. Narodnoe Khozaistvo SSSR v. 1973 (The nntionllf:

¢ .. soms of what to adapt, what to adopt, and/what to ‘;30611‘;:‘7!’ of the USSR in 1973), (Moscow, 1974), pp.
4 - -avoid. The employment of women in the Sovjet health 6. Heinz Miller-Dictz. Die' Akademie des - Mediziuisdml:
+ system is thus one lesson that we ought to s dy much Wissenchaften des UDSSR: Struktur und Funktion; (Boni=":

more carefully than we have'up to now. Bad Godesberg: Deutsche Forschungsgemeinschaft, 1373) ,

7. In Alex Simirenko, “Soviet and American Sociolo;
Seventies,” Studies on Com ratlve Communl:m,
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e Aproaches to Correct the Under-

- representation of Women in the
-Health Professions

A U.S. Response to a Look at the USSR

‘Denmlry as a Career for Women in the United

- ‘States:
A Discussion with Comparisons to lh’e Sovwl Union

‘i:';lean E. Campbell, D.D.S.
Practicing Dentist and :
Past President of Association of

" American Women Dentists
Placentia, California

" Dr. Piradova has given us an interesting and in-
formative presentation on the public health care sys-
&m in the USSR and the role women play in it. The
system she has described differs markedly in many
ways from health care delivery in this country. My

. discussion will concentrate on the specific health care.

field with which I am most familiar, that of dentistry.
Not being an authority on dentistry in Russia, my
comparisons between the profession in that country
and in this country will necessarily be limited. .

‘Dentistry in ‘the United States is a separate and
_idistinct professnon rather than a specnalty of medicine
Fas it .is in Russia and many other countries. The first
¥ chartered dental college in the world was:the Baltimore
College of Dental.Surgery, founded in 1840. It was -
followed by the Ohio College of Dental Surgery in
1845 and the Pennsylvama -Collége of Dental Surgery
which opened in 1856. At thie present time, there are’
58 dental schools in operation with a total enrollment
of 20,146 students. Currently, there are about 127,000
licensed dentists in the country. In the 135 years since
the establishment of the first dental college, American

-~dentmr¥.h&becnmuymnymom_wxmjmeneMLmd_-.,. -

quality the world over.
- Now, let us consider the American denUSt» .Most
of you are probably thinking of a man. This really
isn’t too surprising:since 98 percent of this country’s
dentists are men. There are many people who have
never met a woman dentist, let alone been treated by
one. And yet, why should this bc-—-especnally when
women dentists have been around for a long time.
The first recorded woman dentist in the United States
was Lucy Hobbs Taylor. In 1859, after a ten-year
_career as a teacher, Lucy applied for admission to a
medical school in Boston but was turned down because
she was a woman. One of the medical professors ad-
vised her to take up dentistry as a career instead since
it was much more suited to a woman. Taking his
advice, Miss Hobbs sought an apprenticeship rather
than admission to a‘dental school.
She applied to nearly all the dentists in Cincinnati,

but all declined—many being afraid it would hurt their

reputation if it became known they had taken a female
dpprentice. Finally, she was employed by a dentist

’

who taught her both operative dentistry and basic

science. Then in 1861, she applied to the Ohio College
of Dental Surgery but was again refused because of her
sex. So she did what most dentists of that day did—she

- opened an office without a license. After several years

of prachce in Towa, the State dental, society invited

her to join its membership. At that time, the society

passed a resolution which read in part:

Resolved, that the profession of dentistry . . N
nothing in its pursuits foreign to the instincts of
women, and, on the other hand, presents in almost
every apphcant for operations, a subject requiring
a kind and benevolent consideration of the most
refined and womanly nature. \

3

That was quite a statement for 1865!

Lucy was finally accepted by the Ohio College of
Dental Surgery, graduating in 1866. In 1867, she
married James Taylor whom she taught dentistry, They
practlced together in Lawrence, Kansas, until his

" death in 1886. Lucy continued to practice another

24 _years, however, until she passed away. in 1910.
_remarkable_woman had practiced dentistry for

nearly 50 years and had forged the way for other
women to be accepted by dental schools.:

There have been many other outstanding women
dentists over the years despite the fact that there were
very few women denists at all.

The first textbook on pedodontics, entitled ‘“Opera-
tive Dentistry for Children,” was authored by Dr.
Evangeline Jordan. Dr. Jordan, an 1898 graduate .of
the University of California.Dental School, practiced
in Los Angeles from 1899 to 1929. Along with
another. Los Angeles woman dentist, Dr. Minnie Proc-

tor, Dr. Jordan has been called the “Mother : of{,-‘;-

Pedodontics”.

Dr. Gillette Hayden of Ohio and Dr. Grace Rogers
Spalding of Michigan were the co-founders of the.

American Academy of Periodontology. It was their
preliminary work. that brought together the 18 charter
members in 1914. Of these 18 charter members, seven
were women! Dr. Spalding later served as President
of the Academy and from 1930 to-1949 was the
Editor of the Academy’s Journal. -
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In 1917, seven young women studying dentistry at . the 1920 ﬁgure of 3 percent.’ Whlle the percent of

. " the University of California in San Francisco, decided = womendentists has remained quite stable for the past

.. to form a.dental sorority for women since the men - ten years, the percent of women physicians has risen

- students had their fraternities. They called it Upsilon from 5 percent to around 10 percent. One wonders why

Alpha and within nine years there were eight chapters - this should be when medicine is as long and as difficult

—in Chicago, Minneapolis, Los Angeles and elsewhere, a course and doesn’t offer women some of the career

.7 Qver the years, it has continued to grow in member- advantages that dentistry does. -

wio -ship, Dr. Piradova has told us that in the USSR, women -

IR Then in 1921, twelve women dentists decnded to compnse 70-80 percent of the stomatologists. Stoma-

establish an association—an organization by which tology is the - specialty of medlm;o' that covers the-

) they could come together for friendship at the annual “field we know as dentistry. Is sia unique in havidg

?%' meetings of -the American Dental Association, a time such a predomiriant number of women dentists? The
when they had felt lonely and out of place by them- answer is no. In France, 25 percent of the dentists are "

selves. Thus, the Association of American Women women. South American countries average about 50

N Dennsts came in to being during the A.D.A. meeting percent women practitioners. In Norway, Poland and
.in Milwaukee. The first President was the distinguished Finland, 75-80 percent of the dentists are women. 4_,_

34 pedodontnst from Cahfomna, Dr. Evangelme Jordan. Certamly the large percentages of women dentists -in

The time was obvnously ripe for such an organization— so many countries would seem to indicate that dentlstry
twq years later when .it met in Cleveland, the 12 had is a field that is congemal to women. - :

grown to over 200 members. In 1924, Dr. Gillette Next, let us examine the questlon, “What is there
Hayden served as President and in 1927, Dr. Grace * about dentistry to attract a woman?”’ Fu'st, she can set’:

Spaldmg held the office. Over the years, the Associa- her own hours. Night calls and emergericies are usually

tion of American Women Dentists has been active in mﬁrequent %’hls allows her to combine her career with

promoting dentistry as a career for women. ° marriage 4nd a family if shegwishes. In Russia, the -

In 1929, the well loved and °distinguished Dr. doctors’ hours are rigidly fixed, apparently allowing -

Hayden died an untimely dedth due to cancer. Dr. little leeway in- schedulmg one’s working time. The -

Hayden had been a professional: woman .of the .highest working Russian mother is provided with a nétwork

‘order as well as a skillful clinician: and; himanitarian. of free child ‘care centers. The American mother with -

. She was the great-granddaughter f: Dr.-Horace Hay-"“f,:,' a dental practice has nursery schools available, at a
den, the ¢o-founder of the Baltimore College of Dental . cost, for her younger children and is free to schedule
Surgery, but she left her own mark: on ‘dental history.*- - her working hours to coincide with the school hours -
At their 1930 meeting, the Association’ of American -~ of her older children. Some women dentists in this
Women Dentists wished to honor the memiory of this country employ full time housekeepers.and others have

- ‘great member. Thus, it was that the Gillette Hayden locatéd- their offices in their homes. Their income as
Scholarship Loan Fund was started. Dependent on dentists ‘does- give tRem the ﬁnancnal resoyrces to pay
voluntary contributions, it grew slowly, particularly - for these expenses. :
during the Depression years. But as soon as possible, Secoirdly, it gives her prestnge m her- commumty In
the fund began making low interest loans to junior, addition, she can expect a*good income, :
senior,. and_graduate women_dental “students. Today today are that a wife' and ‘mother. will. spend 25 years
the fund is known as the Gillette Hayden. Memorial or more working outside of the Hoitie; Dr-" Piradova’s—
Foundation and is receiving more and more requests paper did not indicate the prestlge ‘level of the pro-
- for loans as the number of women dental students fession in Russia nor did she cover the salary onmcome
increases. potential.
Although the American College of Dentists had been A\ fourth attraction of dennstry is one common to
" in ‘existence for many years, it was not until 1950 that both the U.S. and USSR—that 1s the feelgng of pro-
Dr. Ruth Martin became the first woman to be made viding a humanitarian Service.”
a Fellow of the College. She was a 1923 graduate of And finally, dentistry offers a woman sever,al choices
Washington. University in St. Louis and a charter of practice. She can choose private practice, either in
N member of the American Bvard of Pedodontics. general dentistry or a specialty; and 31 percent of -
. And it was in the 1950’s that Dr. Nancy Holmes, a ‘'women dentists do limit their practices to one of
%i periodontist from Dallas, became the first woman in , ‘the eight specialties compared-to 10 percent of men
%% the U.S. and the second in the world to be made a dentists. By far, the largest percentage of all U.S.
Fellow of the International College of Dentists. dentists, male or female, are in private practice. This
Now that you’ve heard the accomplishments of some may be in the form of a solo practice, a paitnership,
. women dentists over the years, let’s take a closer look or a group practice of three or more dentists. This is
at dentistry as a career choice for a woman. probably the- most stnkmg, basic difference between
U.S. dentistry has always had a low representation dentistry in the USSR and in this country One of the
of women, even compared to the professions of medi- . ‘teasons American: dentists frequently give for having -
cine, law, and pharmacy. Currently, just under 2 per- = chosen dentistry as theéir career was their desires for
cent of our dentists are women. This a drop from independence, that is, being their own boss. A second

M
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'choice is to work'in a government. hospital, either with

.the Veterans Administration, Public Health Semce, or
‘a_branch of the mlhtary “This offers her, certain ad-
vantages not found in a pnvate practice. Here she can

‘cooperate with the physician in provrdmg total health ¢

care to: ‘the patient,
A hospltal can also provide many facrhtles and sery--

tces not found in a pnvate office, However, very few.
orm’ of gractxce A thlrd;.

womern seem to chodse
area open ‘to a wman
research. Thxs can

entist is the field of dentgl;
e;(m .conjunction with eitlier.
f. commercial ete
are the fields o d;;ntgl materials, oral canger, nodon-
tal disease, . ‘,'.lrﬂ'auy more covering eveg’ déntal -
G .she'ip ay choose to go nto ,dental educa-

dental school offers adrhinistrative posmons A
" Now let us consider for a moment the special quali-
tie3" that w women ffer to dentistry. Women’s inherent
gentleness,’ patiente, and sympathy are certainly attri-
‘butes._ideally suitéd to dentistry. These are the same
Aualities that make women such éxcellent nurses. They
“are also most useful in ‘combating the fear and appre-
hensxon with which many patients face a dental ap-
mtment Most women have a-natural aptitude for
g.children, and young children ‘are usually much
more at ‘ease with a new unfamiliar woman than a man.
Patients seem to appreciate the woman dentist’s smaller

hands. Othesattnbutes would include an artistic sense, "

attention to small details, and the ability to do fine,
delicate work with her hands.

I amroften asked why more young women don’t go
into dentistry since it holds so many obvious advantages
for'them. One of the main reasons is that they never
even think of it as a career choice. In this country,
dentistry is thoughit of as a man’s profession, just as
in Russia it appears to be a woman’s. Girls need to be-
told about dentistry at the high school or even juniot
high schqol level. Too many are in college before
they consider it and would then need to take many
additiona] courses to satisfy pre-dental requirements.
Another reason is the idea that dentistry is too strenu-
ous for a woman. With the equipment and techniques
available to U.S. dentists today, no unusual amounts of
strength or stamina are required. Finances play a large
part in the career decision as a_dental education is one -
of the most expensive. Many parents feel that they
should put their sons firstyghat their education is
more important than a tér’s. Dr. Piradova has
mentioned the tumon-fr%% gation available in the
USSR as one of the fact solving her country’s
medical personnel problem. 3t would also have re-
moved this barrier to women entering the profession.

A fourth reason for not choosing dentistry as a
career is the opposition- and discouragement many
young women receive from parents, friends, or teach-
ers. Another factor is that a dental education is a
relatively long and difficult one. The majority of the
students graduating from dental schools today have had

Y
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. ized this by setting a.seas

I T

seven to elght years of college Specialty traxmng, i

desired, will take another two to three years. I believe
that in Russia it takes five years of college to obtain
a Bachelor of Medicine degree in stomatology. The ma-
]onty of the stomatologists hold this degree while- a
smaller percent eventually earn the advanced Doctor of

_.Medical Science degree. The U.S. dentist graduates -
.wrth the full Doctor of Dental Surgery -(D.D.S.) or
»Doctor .of Dental-Medicine (D.D.M.) degree. Never- .

theIess, our dental profession has always -encouraged

_its members to continue their. education. In fact, the -

- American Dental Assocjation Principles of Ethics states

‘that “Every dentist has the obhgauon of keeping his .
: ;_:'1 gh. all his pmfes-

knowledge and’ skill fresh
sional life.” In recent ont

%'States Have formal-

tinuing education as a requlrement for relicensure. .

And finally, there is the dichotomy about marriage.
Women are often told that if they choose a masculine

profession like dentlstry, they probably won’t find-a

E

husband. On the other hand, women-have been turnéd .. -

down By dental schools on the basis that they will
probably marry after graduatxon and never practice,
thus taking the place of a man in school who would

have practiced for many years. So, youw're damned if

you do and damned if you don’t! Actually, both
statements are fallacies. The marriagé rate for women
dentists is about the same ‘as for all college educated
:vh?nen 85 to 90 percent of all women dentists under

age of 65, married or single, are in active practice
even after chxldren are born. In fact,"I’'m constantly
amazed at the number of women dentists in their 70’,
80’s, and even 90’s who are still practicing. During
the years I spent as an officer in the Association of
American Women Dentists, I had an opportunity to

raeet and/or correspond with many women dentists

throughout the country.
- There’s 94_year old Dr. Mable Dixon in Nebraska
who finally retired seven years ago after 63 years of

. active practice. She was honored by her State dental
" association as its longest practicing member when she

retired.

In North Carolina, there is-the amazing Dr. Daisy
McGuire, matriarch of a dental dynasty. She has three
daughters, all of whom are dentists as well as a sister,

~ niece, husband, and two sons-in-law! The daughter

of a dentist, Dr. McGuire began her dental career with

-a year’s apprenticeship in 1899. Fot the next six years, -

she traveled through North Carolina by horse and
buggy and on horseback, practicing dentistry. In 1905,
she enrolled in dental school. Since graduating in 1908,
she has practiced in the same office for 67 years! At
the age of 95, she is her State’s oldest practlcmg den-
tist. Three years ago, she wrote to me saying she was
still making dentures and hoped to continue doing so
for a few more years. How many dentists can match
her record? ~

Then there was the rather frail lookmg, 78-year-old
woman dentist I met at the 1967 A.D.A. meeting
here in Washington, D.C. She told us that when she

K9
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"had reached the age of 73, she had ﬁnally hired a
*- dental assistant. She starts prac;x&g at 7:30'a.m. and
. quits about 6:00 p.m. By the
.. found she was getting tired about 4:30 in the- after-
‘noon. She had found the assistant, who comes in at
- 8:30 a.m. and ‘leaves at 5:30 p.m., to be a big help!

e she was 70, she

I could go on with many more such exaniples, but
I think I've mademy point that women dentists

don’t waste their education.
3 I think perhaps it’s not so surprising that there are

36,

ry few women dentists but, rather, there are any
at all with the number of handicaps that have existed.

-The ‘majority of women who have entered dentistry

have done so desplte NUIMErous dlscouragements
The: next question to be considered is “How can we

_attract qualified women to dentistry?” First, we must

make high school and college counselofs more awase

* of dentistry as a profession for women. Few girls ever
. have dentistry suggested to them as a possible future

career choice. The earlier in their education they begin
thinking about dentistry, the easier it is for them to

. prepare for it by taking the necessary courses. In re-

. tential dentistry holds for wome:

cent years, several dental schools across the country
have begun active campaigns to recruit more women
students to their schools. -

One of the recruitment efforts with which I am most
familiar is UCLA’s program, initiated by Dr. Frida -
Xhonga. In her native Latvia, many of the dentists
were women and she was surprised by the difference -
here. Dr. Xhonga has held luncheons at UCLA Dental
School for 15 to 20 high school counselors at‘a time.
After some informal conversation and lunch, she shows
them her slide series on the life of a- woman dental

student. Then the Dean of Admissions explains en-

trance requirements and dental school curriculum. This
is followed by a question and answer period and a tour
of the dental school.

I participated in one of these luncheons and saw first
hand what a remarkable change occurred in the coun-
selors’ attitudes during the program. Most of them ad-
mitted that they had\never suggested dentistry as a
career to a girl student.”After hearing the! facts, ‘most
of the counselors were openly enthused about‘the po-
€ programs seem
to be having very positive re. at UCLA. In 1971,
they accepted seven women intheir freshman class of
about 100; in 1972, they accepted 17 women; and in
1973, they took a record 33! In past years, very few
women have been accepted by dental schools but then

again, not very many even applied for admission. In -

1973, UCLA had over 100 women applicants. I'm
sure that the itﬁetus at many schools for recfuiting
more women stiftlents can be attributed, in par™to the
federally funded minority programs. {

Secondly, the dental profession at all levels should °

help educate the public and parents to the fact that
dentistry needs women. This could help remove the
resistance some young women encounter from their
parents and friends when they consider dentistry as a
vocation. -
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Some years ago, I was stressing a third area of-'}
need. This was;'the need to have career guidance
materials available on dentistry as a caree, women.
Then, in 1968, the Association of American Women
Dentists, in cooperation with the A.D.A., published a
career brochure that is geared toward the advantages
that denistry offers to women in particular. These
pamphlets have been distributed as widely as possible
throughout the United States. In 1974, the pamphlet
was revised and updated. It is ‘available upon request
from the A.D.A. I feel that this brochure focused the -
attention of many women on dentistry as a career
choice—women who would nevé? have thought of den-

-, tistry otherwise. In 1973, a color film entitled “Where .

I Want To Be—The Story of a Woman Dentist” was -
completed by HEW’s Division of Dental Health-in San.
Francisco. This 28 minute movie makes an excellent

- adjunct ot any talk on dentistry as a career for women. -

For the past few years, the A.D.A. has devoted one’’
page in its career guidance pamphlet to women and -
dentistry. :

Finally, women dentists should talk to groups. of hlgh-.‘

_ school and college girls, pointing out, from -first hand -

experience, the advantages of adental career and .
emphakizing that the profession’ and homemakmg are -
compatible. ‘

These various recruitment programs are dcﬁmtely g

'showing results. For years, the percentage of-women _
- dental students in this country remained at 0.75 per-

cent. But in 1971, the. percent of women students‘
doubled; in 1972, it doubled aghin to 3.4 percent; and. -
in 1973, the A.D.A. reported a 53 percent increase
in women enrolled in dental schools. The 1974-75-,
report is even more encouragmg -There are currently
1,361 women enrolled in dental schools or 6.8 percent °
of all the students. As these women graduate, we
should see a corresponding increase in the percentage
of U.S. women dentists. ‘
How are women dentists accepted by their male
colleagues? I would say that by large, they have been
well accepted. Naturally, there are some men who are
very opposed to women entering their field and others

. who are all for it. The remamder don’tseem to ex-

press feelings either way. Of course, there have been -
so few of us in the past that perhaps the men didn’t
feel too threatened! At a time when there is a great
deal.of talk about unequhl pay for a woman doing the
same Job as a man,, it is interesting to note that a
woman in a pnvate dental practice will not encounter
#this problem. She is free to set her own fees,a,gd build
her own .practice. Do womeh dentists have trbuble .
establishing a busy practice? There .is ‘evidence to
the contrary—most women who have been practicing
for several years indicate thatthey have a satisfactory
practice. While there will probably always be a segment
‘of the public who would not choose to go to a woman
dentist, there seems to be a growing number who are
specifically looking for one. Of course, in. today’s-
economy, recent- graduates, male or female, are find-
ing it difficult to establish,themselves.f
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Up untll recently, wdmen gl:aduatmg from dental

“‘school sometimes found it .much more difficult to
. secure a loan to open their office than did their male

classmates. Bank policies have undergone changes,

-however, due to recent legrslatlon -which have elimi-

" dental school. Many seem to find that pr

nated this problem. The plcture is a little different for
women dentists involved in full time teaching in a
éotnons

and salaries do not increase equally with those of

their male colleagues. There are very few women who-

are full professors While there are a few women as-
sistant or associate deans, no U.S. dentalschool is, or
has been, headed by a woman. I understand, however,
that this signation exists throughout the academic
community and is not unique to dental education.

Before concluding this discussion, there is one more
factor to.be considered. Can the underrepresentation
of women in U.S. dentistry be corrected by the appli-
cation of any of the measures used in the USSR? Dr.
Piradova has stated that the decisive factor in bringing

‘'women into .the health field in Russia was the total

reorganizaion of medical care into a single state health
system. As a corollary, medical care was shifted from
individual offices to a network of out-hospital health

" cafe establishments. In addition, the volume of work,

the rights, workipng hours, responsibilities, and wages
of the medical workers were strictly fixed.
In_the past five years, the number of women en-
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. rolled in American dental schools has mcreased 900

percent. It is apparent that great strides have already
been made in corredtmg the underrepresentation of
women in this professlon The small percentage of

women dentists in this country has never been due
Yo the profession’ of dentistry being unattractive to
women. Instead, it can be attributed tp the factors I

discussed. earlier. +

Therefore, in order to attract more women to den-
tistry, it is necessary to remove those factors by
presenting the .true facts about a demtal career rather
than by changmg the method of demtal practice in the

.- country. It is really the private enterprise system of
" American: denustry that makes.the profession so at-

tractive to women. In a private practlce, there are no
fixed hours, you are your own boss, the income is

good, and the type and place of practice'is up to you. "

One can't help wondenng whether the total reorgamza

- tion of medijcaF care in the USSR was as decisive in

bringing womenyinto the field as it was in driving men
out of it. Tt i$ hot uncommon for women to fill the

37

void created when an occupation is no longer attractive

“to {the men who ‘used to fill it.

nated in the mafked rise of women enrolled in-US. B

n conclusloﬂ%‘\he efforts that have finally culmi-
dental schools in!he past five years must be continged

and, if possible, expanded. We've only- ]ust begun to
draw upon. thlS nearly uptapped resource!

&
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In all societies there has always existed bﬁe kind of
division of labour between sexes. Theré are very few
~ occupations in which men and women are as evenly
‘represented as they are in the total population. All over
the world there are some general features in this divi-
sion of tasks. Occupations which demand taking care
of other people, like nursing and social work, are
feminine in most societies. Professions giving high ma-
terial rewards and social status are usually masculine.
" But the division of labour between the sexes is not
. universal: It varies in different times and societies. -
’. The high status health professions like. those of
physician and’ dentist are interesting examples of this

. variation. Emphasis on the nurturing aspects of these

professions, combined with an official ideology favour-
ing equality of the sexes, has made them feminine in

the socialist countries. The high social status attacfed 39

to the healing power of these professions has: kept
them as predominantly masculine pations in many
capitalist countries like the United States of Amerioa.

The Scandinavian countries are in an intermediate
position. But ‘even among them there is considerable
variation which is linked to differences in the status of
men and women in these societies, and probably not
so much to differences in the medical systems which
are fairly similar.

In this paper, sex roles among physicians and den-
tists are studied in four Scandinavian countries: Den-
mark, Finland, Norway Sweden. Data on sex
roles in medical education and in the type of economi-
cal activity, work load, and economical rewards of
physicians and dentists will be presented as much as

Table 1: Number and Proportion of Women Among PhjS§cians in Scandinavia, by Country: 1945-1975 ‘

-

K

A . Denmark p
é
. . Private
Year Norway Sweden Practice Hospitals " Finland
- ' - w Num§er of women R o % 7"‘:
< v : - - )v

1945 - . 211 R ! 234

1950 340 442 - 240 293 427

1955 642 T 524

1960 I 426 993 - % 285 485 641 _

1965 e 1,304 A 1,032+ 886

1970 643 ° 1,887 1,345* 1,339
_ 1972751 824 2,429 . 2,258* 1,801

Percent o™

1945 8.0 15.0

1950 10.0 9.0 10.0 15.0 21.0

1955 ‘110 . 220

1960 10.0 ' 14.0 ’ 11.0 b . 18.0 22.0

1965 ea 15.0 ' 16.0* 24.0

1970 12.0 17.0 ",)' 18.0* 27.0

1972-75* 13.0 19.0 ;4 25.0* 28.0

-* Private practxce and hospitals combined
! Norway 1973, Sweden 1972, Denmarfk 1975, leand 1972
Source: Official Statistics (See Bibliography) s

T

56




possible. At the end of the paper, descriptions of these
medical professions will be tied to other data on sex
roles in Scandinavia in order to find some explanation
for the variation between-the countries.

- Sex role differentiation in medicine and dentlstry

_is measured by calculatmg the proportion of women

._mstead of men: this is due to the under representation

~:9f women in these high status occupations.

- Trends in the Proportion of Women Among

40
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E
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Per-

Physmlans and Dentists
In all Scandinavian countries, the proportion of

women in medicine has been increasing since 1945

‘(Figure 1 and Table 1). The growth rate has been

slowest in Norway, which has remained “behind” Den-
mark and Sweden, though in 1950 all three were at
the same level. Finland has always been far “ahead” of
the othgr Scandinavian countries. In 1970, thé per-
centage of women among physicians was 27 in Fin-
land, 18 in Denmark, 17 in Sweden, and 12 in Norway.

1

F'gure 1: Proportion of women among Physicians i in-

Per- Scandmav:a, by country 1945-75

cent, . - .
301 - -

- L

20 -
15
10

1960 1965 1970 "1975
Year : i

1945 1950 71955

The proportion of women amongrdenusts is hxgher

than among physicians in all the Scandinavian coun- ./.-

‘tries: in 1970 it was .72 percent in Finland, almost 40 -*.
in Denmark and about 30 in Sweden and’ Norway No
upward trend in the proportion of women can be seen
since the Second World War. (Figure 2 and Table 2)
The predominantly feminine character of dentistry”
in Finland is an exception to the dominance of men .
in these hlgh status health professions. In)939 den-

Figure 2: Proportion of women among denhsts in
' Scandmavm, by country: 1945-1975 .

cent ,
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‘tistry was already 73 percent female. Unfortunately,

I am not able to explain how and why dentistry so

early became socially defined as a feminine profession..

It still has a high status and also a high income level;
characteristics not common in femmme occupations.

In the professional association of Fitthish dentists how-

ever, men dominate. Only one to three women have
since the war been members of the board*which has
eight to eleven members and one to five women have

-participated- in -the -work’ of the-council - of- nine -to--——

twenty-four delegates.: The professional association
has been able to keep the dental fees high, perhaps

because of its male domination. However, from the,

point of view of democratic and proportional represen-
tation of members in the decisionmaking bodies of the
association, the situation is unfair. In the Finnish Meédi-
cal Association men also dominate but it is more
understand¥ble because only a quarter of -medical
doctors are women, compared with three-quarters in
dentistry.

The proportion of women in the medical profession

will probably continue to increase in the future. The
percentage of womer#among medical students in the

four Scandinavian countries is higher than among all
physicians (Table 3). In Denmark and Sweden the .

proportion of female dentists also will be increasing.
But that will not be the case m Norway and Finland
where the percentage of women among students of |
odontology is’lower than in the whole profession.

Compared with academic fields on the average, the
proportion of females in medicine is quite low. (Table -
3)In Norway and Sweden the sex division among stu-
dents of odontology is similar to that among' all uni-

~versity students. In Denmark and Finland there are

more women students in the departments of odontology
than in the whole university.

\he hlgh status of the medical faculty can be seen
in"the large propomom»of medical students with the
highest degree laudatur, in the Finnish matriculation
examination. (Figure 3, Table 4) Since -1959, female
students at the University of Helsinki have in general
passed their matriculation ekamination with better
grades than male students. This applied especially to
the medical students between 1958 -and 1971. Since
1945, in order to enter into the medical faculty, special
points could be earned by military service. They ‘were
available only for men. Women had to have better
school grades to get entrance tothe faculty. In addition
to school, grades -and “military points,” a special en-
trance examination was used when ‘selecting new stu-
dents. The present selection” system is based on school

grades, with an emphasis on natural sciences, and en--

- trance examination only. Its effect can be seen in the

almost. equal school grades of new male and female .
medical students since 1972, when the military points -

had been abandoned.” This change in the selection
procedure has also drastically increased’ the . propor-
tion of women among the new medical students in

4
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_Table 2: Nomber and Proportion of Women- Amo:ig Dentists in Scandmavna, by 'Codn’trit

194574 . -

Year . ' Norway . Sweden . Independent " Employees . ‘.  Finland.
__Number of women . ’ W .-
1945 S 310 R e v, 80§ -
1950 . 388° 375 322 : 1,01 T
1984 - o o . 975 . e e o e e e e 1 TG e
1960 751 1,426 : 370 . 555 VU . 1,411°
1965 e 1,723 . 1,054* Vo, i 1,65
1970 1971 1264% 1,984 .
1974 : 1,517* o 2274 -
- - Percent ' :
1945 21.0° , . 750
1950 23.0* e 29.0 . s 67.0 . 77.0
1954 . 25.0 710
1960 30.0 .- . 26,0 25.0 . 62.0 -t 77.0
1965 7 27.0 : "37.0% »o et 74.0
1970 teee 27.0 38.0* N -72.0
1974 oo cere 41.0* - - 700
*Independent and employees combined - ) .
1 1946 S _ . S o S
11949 T ' .
Source: Official Statistics (see Bibliography) i E : H

v

Table 3: Number and Percent of Women Among Students of Medicine, Odontology and All Students in Scan-

dinavia, by Country: 1966-73
Students of megicing Students of odontology All students
‘County Year Number Percent - Number \Perccnt Number Percent
g v 13
Norway . OZ '
1966 165 16.0 116 260 - 5,040 24.0
1967 ° ~ -207 . 180 - 127 250~ 5,342 24.0
1968 219 18.0 ’ , 125 23.0 6,029 25.0
1969 ' 261 18.0 ‘146 24.0 9,420 27.0,
1970 _ 276 17.0 165 - 240 - 8,446 28.0
1971 324 . 18.0 170 25.0 9,858 30.0
Sweden
. 1966 1,212 24.0 474 37.0 27,935 37.0
1967 1,351 25.0 541 38.0 34,010 v 380
1968 1,644 26.0 607 39.0 38,190 i 38.0
1969 1,709 26.0 659 39.0. 48,320 38.0
1970 2,007 27.0 63 37.0 45,790 38.0
1971 2,056 27.0 75 36.0 43,105 37.0
1972 2,231 24.0 647 35.0 42,180 37.0
: . 1973 2,110 29.0 697 37.0 40,953 38.0
° Denmark g , Vo : .
. 1966 1,431 25.0 515 43.0 17,825 36.0
1967 1,577 25.0 582 46.0 19,141 36.0
1968 1,569 . 240 - 597 ‘470 20,953 36.0
1969 1,611 . .24.0 620 A48.0 24,993 36.0
. .. ©. 1970 1,785 . 26.0 611 +49.0 24,402 34.0
: 1971 1,936 ' 270 605 - 49.0 - 26,753 .36.0
- Finland : ¢ | .
. "~ 1967 (Spring) - 631 31.0 - 408 64.0 22,001 49.0
1968 (Spring 698 32.0 404 . 62.0 eree cree
' . 1968 (Autumn% 635 300 403 - 61.0 . 25,855 48.0
© 1969 (Autumn) 660 30.0 ) 412 i 60.0 - 27,504 - 48.0
1970 (Autumn) 691 31.0 ° 411 58.0 28,176 48.0

‘ Sources: Official Statistics of Norway, Universities and Equivalent
' Institutions, Educational Statistics. . .

, 7 Statistical Abstracts of Sweden. _ : .

’ Statistical Yearboak of Denmark and Statistical Yearbook of UNESCO.

.~ Official Statistics of Finland XXX VI, Higher Education.
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Helsinki: in 1971-72 it was 22 bercent"', in 1972-73 it , y

.. was already 49 percent, and in 1973-74 more than
& half (51 percent). Before the reform, the very low
propomon ‘of new women students at the faculty of
mgélcme in Helsinki (the largest in leand) would
have decreased women’s proportion in the medical
profession ln Finland. The percentage of women in the
medical faculty; of the University of Helsinki had been
slowly declining since 1957 as one can see from Table

5. Jt-was really time to abolish the discriminatory

mllltary points.

; Figure 3 Propomon of students with highest degrees
: (laudatur) -in matriculation exam at University of
, Per- - Helsinki, leand by sex and faculty: 1948-1974

100[-

i e D |
1956 . 1960 .1964 1968 1972

1948
. Year"

e
1952°
. ' ¥

Figui‘e 4: Proportion of male & female INoi'wegian
physicians economically active, by age: 1972 .

Per-
cent

100f; —
.- 80}

6o}

40
20t

—l —_— L . i J
40-49 50-59 60-69 70-79 80—
Age

-30 30-39

It is interesting to examine the.effects of the selec-
tion system from the sex roles point of view in the
other Scandinavian countries, too. In Denmark, “accord-
ing to Danish law the university is open to everybody
who has passed the final examination of the “gym®
nasium”, and the student is free to choose what faculty
he wants to enter. Consequently, there is no possibility
- for selecting students or limiting the number of students
who want to enter medical school. . . . Many students
leave medical school within the first year or two, even

~
+

' *In the two other medical schools in' Turku and Oulu the

propomon of women students was hlgher—they did not give .

“military points” to the male applicants.

. ‘-I‘ .
1974.

»

-

‘show that 20 percent of the new medica

before appegring for any formal examination. Som
fail to pass an eatly examination in chemistry, or later
a rather strict examination jn anatomy, physiology and
bio-chemistry.” Only 65 percent of .the male students
and 40 percentiof the female students complete’ the
pre-clinical years of the cufriculum. After this selection,
very few fail to go-through the clinical years of the
curriculum and the final examination.” ! In this “self-
selection”

In Sweden, medical students are selected on the

basis of their secondary school achievements only. En- .
trance is fimited to those who have taken many courses _

in natural sciences and mathematics at the secondary

» process women seem t0 drop out of the
medical school to a greater extent than men. .

:

school and have achieved fairly good grades. At school, -

boys have concentrated on these fields"more than girls.

This may be one reason for the low propomon of °

women at medical school.

Sex Difference in Further Education .

" Positions of higher status in socnety are usually oc-
cupied by men. This rule applies to the.low percentage
of women among medical doctors who have published

" a doctoral dissertation. From 1945-46 to 1972-73; the

proportion of women among new medical doctors in
Finland has varied between 0 and 29 percent. (Table
6) It was higher in 194854 than in the late 1950’
and in the early 1960’s. At the end of the 1960’s.the
propomon of women’s doctoral dissertations began

to increase again. The last available data{gom 1972
1

octors”in
Finland are women. This percentage is quite high when
one compares it with that in the other faculties. Accord-
ing to a survey by Aino Tuohinto (1966) only in the
humanitiés are there more women presentmg doctoral
dissertations than in medicine.?

Another step upward on the professional. ladder is .

specialization. In Finland, women specialize almost as
much- as men. While 28 percent of all physicians in
1974 were women, 25 percent of the specialists were.
In Norway, in 1972 the. corresponding percentages
were. thirteen and nine; the difference was somewhat

larger than in Finland. The special fields selected by i

women physicians are to a large extent, traditionally

feminine. In Finland in 1973, as many as 22 percent
of the female but only five percent of the malg specnglw'

ists had chosen pediatrics or child psychlatry as theis’
special ﬁeld The proportions of women in_ genna-
tology, veneral diseases, pulmonary dlseases,am rcu-
losis, and in opthalmology were quite high too: (Table
7) Males were heavily “overrepresented” in surgery,
ear, nose and throat disease, and internal medicine. The
high proportion of women in child psychiatry in Fin-
land, according to an American psychiatrist, led to a
situation where the whole field of child mental health
care has a very low status and income level. ..

~ Sex Differences in Economical Activity and Type of

Work

The economical activit§ rates of both male and

59/ :‘. J'




b 'l‘able 4: Number and, Propdrtion of Men and Women Students with the Highest Degree

(laudatur) the- Matrlc-

economlcally active’ :f

. phys#éians: arq«not actl t' i oc'cqpa on. The . 49 400
lower econdmlcal activity rate..o women, is. pparent 1950 + 2" LR "gg:o AN
in all age groupsin Norw’b (Figure 5, Table 10).20_ D - N 3305
. Among dentists™-a ﬂ% ncp in economncal c- N 19 0, : ,

‘tmty canbe, sderreve and*Ten ofithe 5 & R N 3,
women, -but only f sperc nt of athp n Yare ! T »40.

1957 W ae o 40
= 1958 /.'{'._-“ L-,‘_ '.-"-"-;‘;;" X

v
K . R
- . /1 f‘r
._ ',
s .

ulation Examination Among the New Male and Female Students at the Facnlty of Medicine and Other
Faculties at the University of Helsinld, Finland: 1948-1974
Faculty of M cdicine ) Other faculties
. - Men . Women Men Women
. Year Number Percent Number Percent Number Percent Number Percent
194849 T Ay T T T T T T T e T e T T o0 T T 100 -
1949-50 ~ 28 33.0 .19 . 40.0 . 75 11.0 118 15.0
.- 1950-51 - 39 43.0 14 38.0 93 - 120 126 14.0
1951-52 37 45.0 16 52.0 112 15.0 122 120 =« , .
1952-53 29 32,0 12 41.0 91 12.0 123 13.0 - ’
1953-54 . 40 38.0° - 24 46.0 128 . 17.0 . 18% 18.0°
> 1954-55 ¥ 25° 360 26 540 136 15.0 204 18,0
1955-56 . 26 37.0 17 470 134 15.0 247 : 18.0 43'
1956-57 24 38.0 18 550 149 -, 170 242 19.0; 43
- 1957-58 o .35 46.0 - “20 54.0 173 . 20.0 256 18.0; :
1998-59. ' 40 56.0 30 81.0 165 15.0 231 - 15,0 -
1959-60 - 41 49.0 15 710 150 14.0 250 , . 190
 1960-61 47 50.0 21 700 150 12.0 299 190 3
1961-62 49 45.0 41 710 226 17.0 "365 ¢ - 20.0 -
1962-63" . 56 57.0 52 69.0 265 21.0 464 ., 260 ,
~1963-64 - 50 47.0 43 740 325 230 575 - . 270
1964-65 74 59.0 46 84.0 38 239 .. .62 . 300
N L ) Lo e F 2 B R . F
1965-66 91 24.0 35 880 485+’ . " 26.0 %5 . 767 . ‘33.0
1966-67 76 7.0 35 920 - 450 25,00 ¢ D 726 = | ' 29.0 2
1967-68 83 -~ 67.0 38 . 970 . , 432 24.0 ,; 672 . " 290
1968-69 82 64.0 42 86,0 V. 449 © 260 - AN o T 4340
1969-70 101 78.0 . 32 970 - 463 300 726 "{24{0{ i
1970-71 %0 710 a7 ..820 s ©o280. - 589 oF .7 430 .-
1971-712 91 C.979.0 33 .7 "800 _* 379" . 260_ ! 511 7 4380 % o
1972-73 g7 . 760 - gé\ 710 340+ ¢ %% S v o 360 i}
1973274 L B - 730 < .f»_;',-.; L7710 . ™ 339 & 280, . 627 LA
SRR e T P - " T T . - '@' : .
- 3’5. ’ q a - X ! .
Source: Helsmgm yhogistqn luettclo 1974-75. 1\# o . o Q . .
female physncfans and dent;sts are‘very hlgh in: Sqandxn Table 5. W’omeh1 in lhe Faculty dl Medlcine at the ..
* navia.-(Table 9) f'na.FmIandathefe issno seX difference” 9 Umvomty of quﬂl*l 1947-1974 o
among ﬁrysmans more -than 90, percent of both /men~ — ' aﬁ — ‘é. —_— ¥
and woltten -are econorplcally dctives In INQ Gay four Year ’f v Pemm S 0 Number % .,
percent. of - the male but "thirtden _percent of ,female 1947 42,0 . ' YU “&;

420 .

‘ Sex differenees’ m*economlc acuvnty arp\!ﬁus larger - it
‘in a cbuntry which fas only few .women'Ji* ni¢dicine : 923 3;?;80
"and denfist; than in un whlch has. morerwome o 1961 - " 35.0°
in, {hese profbssxons" %gm es ‘dre more tradltfopal 1& ¢
vdentlstéyq than . me 1cmé' in Finlarid thére women, . 370.
dentigts than womert phy. $ stay ‘outside the labo&r . 380
force. Dentistry is a mote femm field t,han medicine. * . 328
Sex rgle fradmons #h a. country*and in* a ’pfofessnon 360 <a
*seem, b a certdin extent, to determine;: ,the economic’ "\( ; ;;0
actmty rates of female professnopﬁls T Jye - . 31
S Ftis gotgasy toget a clear picture of the- propomon : g;
&of merL an wbmen dn the- dnﬂ’ex"ent ccupratnonal _lgost-- e, 38,

tions' of ‘médjeal’ work. The data présented in Table LAy
li .afe fed and notgeasily comparale. i- * .:ﬁ"’._f.ssur: 3

. *




‘ —
Year - Percent  No. Year M¥cent  No
oo 1938390 12,0 2 ,
-1945-46 — — 1960-61 7.0 3
194647 J— —_ 1961-62 9.0 3
194748 9.0 2 1962-63 11.0 3
— . .1948-49 . .200. ....5. ... 1963-64 .. 100 ... .3 .
£1949-50 3.0 1 1964-65 2.0 1
g 1950-51 13.0 3 1965-66 10.0 6
' 1951-52 13.0 2 1966-67 2.0 1
1952-53 17.0 . 4 1967-68 6.0 4
1953-54 11.0 3 1968-69 14.0 7
1954-55 29.0 7 1969-70 15.0 10
1955-56 6.0 2 1970-71 * 13.0 7
195657 9.0 3 1971-72 10.0 8
44 195758 30 1 1972- 73" 200 17
" 1958-59 3.0 1
1959-60 4.0 1 .
Sources:” Official  Statistics of Finland XXXVII:1, Higher
Education and Statistical Yearbook-of Finland. = -
Table 7: Numbe? and Proportion of Women Among
*  Specialized Physicians in Finland in 19‘13, o
by Field of Specialization
~ Field of Specnahz.anon Percent Number
Total ' 239 659
Surgery 2.3 10
Internal dlseases 13.9 56
‘Obstetrics and gynecology . 19.1 44 -
Radiology 210 46
Ear, nose, throat diseases 11.6 13
Pediatrics 534 109
Neurology, psychiatry 25.6 - 66
Pulmonary diseases, tuberculosis 40.0 58
Opthalmology 42.0 63
Anesthesiology 36.7 44
Dermatology and venereal diseases 574 - 35
Child psychiatry 89.5 34
Public health and work medicine 25.0 42
Other fields 17.8
Source: Unpublished statistics collected by mesh Medical
sAssociation.
Table 8: Fields of Specialization of Male and Female
i Physicians in Finland in 1973
Percent
Ficld of Specialization Women Men
Total number of physicians 659 - 2100
*Surgery ' 1.5 20.1
Internal diseases 8.5 16.6
Obstetrics and gynecology - 6.7 8.9
Radiology . 1.0 8.2
Ear, nose, throat diseases v 2.0 4.7
igtrics C 16.5 4.5
Neu ,-psychiatry 10.0 9.2
Pulmonary diseases, tuberculosis 8.8 4.1
Ophthalmology 9.6 4.1
Anesthesiology 6.7 3.6
Dermatology and venereal diseases 53 1.2
Child psychiatry 52 0.2
Public health and work medicine 6.4 6.0
Others ) 5.9 8.6
The percentage total is more than 100 since sLme physicians
specialize in more than one field. .
Q
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Table 6: Nnmber and Proporﬂon of Women Among
: Persons Presenting Doctoral Dissertations in
Medicine in Finland 1938-73

¢

5

the average in the propomon of wom,

61 ' o

The earliest data from Norway are from 1946.
They show that women medlcal doctors have avoided
the jobs of district physicians in the countryside, but¥ -
to a falrly large extent have chosen rural institutional
posmons There is practically no difference in the pro-
portion of women among private practitioners and em- '
ployed medical officers, except the above. This lack
of difference in the percentage of women among physi-

__cians working outside and inside institutions can be

seen also in -the Norwegian statistics' from the year
1972. There are only two noticable exceptions from
¥ the proportion
of women participating in medical 1‘bse ch and teach-
ing is low, and their economic mactmaé rate is high.
In Sweden the percentages of women are' very low
among medical officers in both rural and urban areas.
There are only a few women at somatic hospitals, foo,
but quite a large number at mental hospitals. In private
practice, i.e., “other physicians,” the proportion of
women is higher than in the total medical profession. ‘
Also in Finland there are more women among pri-
vate practmoners than among institutionally affiliated
physicians. As in Sweden and Norway, the posts of
medical officers, teachers and researchers are heavily
dominated by men. Public clinics and schools hire more

‘women physicians to take care of their clients, stu-

dents, or workers, than do private enterprises.

The proportion of private practitioners of the eco-
nomically active physicians who are not institutionally
affiliated in Finltand is very low-—in 1970 only 9 per-
cent. Most male but not female physicians, however,
combine a hospital or other post with practice. In 1962
two-thirds of the male physicians but only less than
half of the female ones had taken a double work load
as an employee and a private practitioner. Almost
forty percent of the women but about twenty percent
of the men had an institutional work position only.
(Table 12)

Contrary to the situation in other Scandinavian
countries, there are less women among private prac-
titioners (independentfi physicians) than among em-
ployed physicians in Denmark. The situation of the
Danish physicians is similar to the situation of den-
tists in three of the four Scandinavian countries studied.
In Norway, Sweden and Denmark- the proportion of -
women is much higher among employed ;than among
mdependent dentists. Finland is the only exception in
thé: opposite direction, ‘but the sex difference there is

_very small. In Denmark, Norway and Sweden women
dentists seem to_prefer the security and fixed working

hours of a school or other public health care: mstead of
the independence of a private practice.

Work Load ‘of Male and Female Physmans and
Dentists . :

The average weekly workmg time of female physn-
cians in Norway is 12 hours shorter than that of male .
physicians—43 vs. 55 hours. (Table 14) The sex
difference, at least in Norway, is largest at the'chlld
care age, from 30 to 49 years. "

*
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FIglme 5: Average weekly worldng hours of economic-
ally active male and female Norwegian physicians,
by age: 1972

Hours
60

I 1 A 1 J

4049 50-59 6069  70-79 80-
Age -

=30 30-39

There are some survey data about the working hours
of Finnish physictans, too. According to Haavio-Mannila
and Jaakkola ? the weekly number of working hours of
+ practicing non-hospital women physicians was eight
hours less than that of men. For hospital physicians
with practice the difference was five hours. By 1967,
the difference for practlcmg hospital physicians was

only two hours. In this last group, the work week of -

male physicians had been reduced from 55 to 50 hours,
that of female physicians from 50 to 48 hours. The
working hours of all physicians thus had clearly de-
clined, and in particular the previously overworked
male physicians had more leisure time. It appears that
the difference between the sexes in this respect is
lessening as the work load decreases.

In the same report it was assumed that the shorter

work week of women physicians is due to their home-
care obligations. In the hospital physician study, the
respondents were asked to specify their marital status.
Of the men, practically all were married, so that they
are not ircluded in the table below. The work load
of women in different marital statuses was. as follows:

Weekly _
arital Status * Work Hours (N)
unmarried . 448 (41)
-married 432 (64)
widowed or divorced 52.1 (11)

The difference between the married and unmafried

women was only 1.6 hours. Widowed or divorced
women physicians, on the other hand, worked very
long hours. Household obligations alone did riot suffice
to account for the shorter work week of women,. since
unmarried women physicians also worked fewer hours,
than men physicians.

According to another Finnish survey by Eskola and
Haavio-Mannila * on sex roles in six academic pro-
fessions in 1968, the weekly working hours of male
physicians were 51.2 and of female physicians 48.4
hours The difference was thus 2.8 hours. Male physi-
cians spent in addition, 12.2 hours and female physi-
cians 9.3 hours per week in activities related to work:
studies, meetings, preparing articles or speeches,. etc.
When asked, women preferred shorter working hours
“than men. Only eight percent of women but+16 percent
of men considered a more than 40 hour working week
as ideal. Thirty-nine percent of the wbmen and 30 per-

Table 9: Economically Active Male and Female Physicians and Dentists in Finland and Norway: 1970 &1972 -

Women * Men
Number Percent Number Percent
' ) Physiciang;. _
Finland 1970 1,125 93.0. 2,856 94.0
Norway 1972 688 87.0 & ~ / 5',014 : 96.0
Dentists
Fmtﬁ’ d 1970. 1,691 _ 90.0 683 96.0
Sources Official Statistics of Finland 1970 VI:0: 104 Population Census, Vol. IX and. VII A.
Official Statistics of, Norway 1972 A 538, Statistics on Physmtans 1972. . 9
Table 10: Occupational Sfatus of Norwegian Physicians by Sex and Age: 1972
4“‘ Percentage of Economically Active Physicians
» r*r— . p Age 0
Under : Average
Total 30 30-39 40-49. 50-59 60%9 70-79 80 & Over Age
Males 96.0 96.0 _ 99.0 99.0 99.0 . 96. 70.0 31.0 - 45 -
Females 87.0 90. O 92.0 91.0 94. 0 80.0 450 14.0 42

Sourcc Official Statlstncs of Norway, 1972 A 538, Statistics on Physmlans 1972,

45



Table 11: Number and Proportion of Women Among Physicians in Different Occupational Positions .
. - - ;’t ' ! L -~ *
N , ’ ooy . Whole Country Cities " Countryside
. ; N - :
Norway 1946 - _ i Percent Number” ~ Percent - Number Percent  Number
. Private practice ' ot V.,\ 9.0 117 10.0 74 . 8.0 45
‘District physicians, physnclans at state hospltals ’ . 6.0 - 38 10.0 20 4.0 17
City physicians, other physncmns at communal . ’ C '

.institutions i 9.0 . 58 - 8.0 29 12.0 33 -
_T~__MAssxstant.physmans at private chmcs... .80 . T 80 3. 80 .. 4 ___
B Source: Official Sta_u'su'qé of _NoMy, Folketellingeq in Norge _1946,>Yrkesstatistikk. s - '

Norway 1972 ] 4 L ) B - . Percent : Number

, I R bl
Admini’strative and perventivé medicine o110 - ‘ ' 20
. Health work outside institutions ‘ 12.0 . 293
46 Health work in institutions o ' - 12,0 g 323
Medical research and teaching . 4.0 13
Other medical work o : 14.0 7

Not economically active : . ) ST 35.0 : 89 .

Unknown economic activity 18.0 ‘ 3

Source: Ofﬁcml Statistics of Norway, 1972 A 538, Statlsucs on Physicians 1972

§ \

) : 1955 ' 1962
¢ I
Sweden 1955 and 1962 B Percent Number Percent Number |
Total { ) ' 3 638 108
Medical officers ‘ ' ‘ 20 . 10 3.0 16
City and borough medical officers y; : 2.0 ’ 4 _ 30 7
Physicians at somauc hospitals 7.0 83 11.0 319
Physicians at mental hospitals o 22.0 51 34.0 100
Professors, etc. . - : —_ —_ . 1.0 .- 3
Other physicians - . . "16.0 . 423 - . 109 647
Source: Official Statistics of Sweden, Halso-och sjukvard 1955, 1962. '
 Denmark 1970 "Percent ) _ Number

Total B - 18.0 ' 1345
Independent physicians ) 12.0 . & 314

: 21.0 "1019

Employed physicians
Source: Official Statistics of Denmark 1974: VII, Folke-og bohgtaellmgen 1970. Befkaefugelse og erhverv.

~ Cw

*Finland 1962 - Percent - . Number

Physicians.at hospitals 21.0 , 230
City-and municipality medical officers = -~ N o 16.0 v 68
Private practitioners : 29.0 ) ' 89

" Physicians at schools and public clinics 53.0 49
Physicians at factories and other enterprises R B . 140 . 10-
Teachers and researchers : 10.0 : 13
Others * 25.0 18

* Source: Haavio-Mannila and Jaakkola 1970;p. 12. T < '

" Finlasd 1970 . » Percent . = - =T B Number
Independent physicians ' 36.0 o 140
Employed physlclans . 26.0 ] - 1073

' Total , ‘ ' 27.0 S 1221

44—

: . A]
Source: Ofﬁcjal Statistics of Finland, Population Census 1970, VI A, Education.
o RQ
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- cent of the men preferred a flexible, varying length for
-'a work week.

.. Women dentists also work fewer hours than their
_male colleagues. 'Sixty-eight percent of the men but
~only 39 percent of the women dentists in Finland
worked more than eight hours a day in 1965 when

~'many (31 -percent) of the Finnish dentists still worked .

" six days a week.®

__Sex differences in work_hours are larger in Norway

“than in Finland and also larger in the more traditionally
female profession of dentistry than in medicine. When
the total work load of physicians diminishes, the sex
_difference seemg to decrease also. Women can work as
much as men in their profession if they need not totally
exhaust themselves a has been: the lot of men in

Table 12: Type of Work Place of Male and Feniale ‘

Physicians in Finland: 1962.

Type of Work Place Women Men

Total number 628 2128
Percent

Institution and practice 43.0 67.0

Institution only . 39.0 21.0

. Practice only " 8.0 7.0

" Not economically active 50 50

100.0 I . 100.0

Source: Haavio-Mannila, Elina. Laakarit tutfiWavina. Research
Reports, Institute of Sociology. Uni rsity of Helsinki,
No. 41, 1964, p. 12, )

tion is_approximately the same as in other academic

countries where lack of "physicians has made their
work load almost unbearable.

Sex Différences in Income

Partly as a result of th& shorter work hours, incomes
of women physicians are lower than those of men, The
average earnings of female physicians in Finland in
1968 were only 63 percent those of men. This propot-

male-dominated fields like law, engineering, architec-
ture, and forestry.® At the same time women in industry
earned about 67 percent of the earnings of men. Com-
pared with the incomes of the other academic groups,
women physicians were well off. Their incomes were
better than those of male foresters and agronomists,
and not much below the incomes of male lawyers-and
engineers. The income level of physicians in general 47
is very high in Finland. :

Part of the difference in the incomes of men and
women can be explained by referring to the shorter
working hours of women. According to the above men-

tioned survey, when the working time was controlled,

women physicians earned 66 percent of the incomes
of men. Their lower incomes are mainly due to’ their
inferior occupational status. Only 11 percent ‘of the
female but 32 percent of the male physicians in Fin-

"land considered themselves to be in a leading position.

Seventeen percent of women but only 8 percent of men
physicians classified themselves as lower status em-
ployees. . .

¥

Table 13: Number and Proportion of Women Among Dentists in Different Occupational Posjgiohi.
- . o - . »
Whole Country Cities Countryside
Norway 1946 , ] Percent Number Percent Number Percent Number
Independent dentists - 12,0 148 140 - 95 10.0 - - 56
Employed dentists . 67.0 163 72.0 ~ 93 63.0 » 72
Source: Official Statistics of Norway, Folketellingen i Norge 1946, Yrkesstatistikk.
'Sweden l|954 and 1961 Percent Number Percent Number

Total ' 25.0 9715 . 260 1368
Dentists in public dental care 41.0 307 40.0 59§

- Qther.active dentists . 200 603 , 180 640
Inactive dentists ) 59.0 80 - 260 '120"?
Source: Official Statistics of Sweden, Pubiic Health (and Sick Care), 1954 and 1962. :

Denmark 1970 ‘ ' Percent Number

Total . . 38.0 1264
Independent dentists LA 21.0 s 381
Employed dentists et 510 861
Source: Official Statistics of Denmark. Foﬂe-og bohgtaellmgon 1970 Beskaeftlgelsc og erhverv.

Finland 1970 ’ - . ‘Percent Number
Total T ’ 70.0 - 1679

. Independent dentists 72.0 1112

Employed dentists 67.0 _ : 569

Source: Official Statistics of leand Populahon Census 197 5 VII A, Education. : ' vf

¢
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Sex Roles in Medic}ne and Dentistry .
as an Example of the General Sex Role
Differentiation in a Country

In Scandinavia, women are represented in”medicine
and dentistry most' numerously in Finland and least
so in Norway. Denmark and Sweden are- between
these extremes. Also sex differences in the economic
activity and work load of physicians indicate that
equality of the-sexes is more ‘pronounced-in ‘Finland
than in Norway.

This result is congruent with other data on sex roles
in these countties. According to the Scandinavian sur-
vey on welfare and need-satisfaction in 1972 by Erik
Allardt,” the economic activity of Finnish women is
highest and that of Norwegian women lowest in Scan-
dinavia. (Table 15) The general educational level
of Finnish women compared to that of men is high,
too, whereas in the other Scandinavian countries this
sex difference is very small. Vocational training in
Finland is as common among men as among women.
In the other countries, especially in Norway, men more
often than women .have received some vocational train-

ing. - ,
The position of women in medicine and dentistry
a.

is thus. connected with the generals educational and
occupational activity of women. Women’s participation
in the traditionally male fields of activity seems to be
cumulative: in countries where the general activity level
of women is high; womenghave more interest and op-
portunities to enter into traditionally masculine health
professions than in countries where the sex role ex-
pectations favour women’s societal passivity.
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Tabié 148 Average Weekly Working Hours of Economically Active Physiciansiin Norway,.by Sex and Age: 1972

. _ Males Total Females Total
Age Number of hrs. males Number of hrs. females
Total 55 4094 . 43 505
under 30 58 ) 412 - 50 65
30-39 s8 b 1176 : 4 . 190
4049 57 711 41 79
50-59- ' 55 - 837 45 110
60—69 49 . 765 37 o 45
70-79 29 181 , 26 14
80—over 23 12 44 2
Source: Official Statistics of Norway 1972 A 538, Statistics on Physicians.
Table 15: Education and Economic Activity of Men and Women in Scandinavia, by Country: 1972,
Denmark Einfand Norway Sweden
'Y ' Men  Women Men®* Women Men  Women Men  Women
" “Total Number - , 497 498 417 517 496 509 497 508
Education- : percent percent percent percent
More than primary general education 290  30.0 220 310 410 390 400 450
Some vocational training | 38.0 27.0 33!% 34.0 57.0 42.0 45.0 36.0
with academic examination . 4.0 1.0 g 50 .80 1.0 7.0 3.0 -
Economic Activity Foo e
Full-time employment 790 330 . 640 510 200, 700 260
Part-time employment 8.0 - 170 15.0 12.0 .. 7.0 11.0 16.0 28.0
Student or housewife 9.0 41.0 12.0 29.0 13.0 64.0 12.0 42.0
Not able to be employed (illness,
unemployment) _ 4.0 9.0 8.0 9.0 6.0 5.0 3.0 4.0.4"
Total percent ¥ 100.0 : . 100.0 100.0 100.0 100.0 100.0 100.0 100.0
* Cofumns do not add up to 100% due to rounding. ) 6 5
Source: Allardt 1975. C G R
% P \
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Appendix: Physicians and Dentists in Selected Euro-
pean Countries on Dec. 13, 1968, per

100,000 Inhabitants
Physicians per 100,000 Dentists per. 100,000 Inhabitants
Inhabitants - . .
225 USSR ) v 81 Norway 4
199 Czechoslovakia 80 Sweden
179 Austria 68 Denmar.
178 Bulgaria 52 German$
177 Italy ~ 52 Finland
173 Hungary 43 Greece
167 Germany Fed. Rep. 43 Jceland
155 Belgium 40 Switzerland
2 e B
14 ta olan
145 Denmark 39 Germany Dem. Rep.
144 Germany Dem. Rep. 38 Czechoslovakia
14]1 Roffrania 37. Bulgaria y
139 Poland 35 USSR
136 Norwa 32 Luxembourg
135 Icelan < 27 Austria
135 Switzerland 27 Northern Ireland
131 Scotland ¥ 26 England & Wales
130 Spain 25 Netherlands
129 France 24 Scotland
127 Northern Ireland 23 Belgium
124 Sweden 22 Hungary
119 Netherlands 21 Ireland
117 England & Wales ® 20 Yugoslavia
104 Ireland : 16 Romania .,
101 Luxembourg 13 Malta -
90 Portugal 10 Spain
89 Yugdslavia urkey. .
89 Finland 7 Albania . .
59 Albania 1 Portugal (.
37 Turkey

Source Official Staustlcs of Finland XI 1970, Public Health

66

and Medical Care

.

_.A_537. Educational _Statistics, .. Unie .
versities Autumn Term of 1970." Oslo ' ’
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—Georgetown University. Medtcal School

Washington, D.C. "

The first comment T would like to make about all

the presentations and the entire conference is that they
are indicative of the times—i.e., that this meeting is

being held at all in the United States. In the past, the

title “International Conference on Women in Health”

would probably have been taken to mean a conference:

of women’s. ailments, of which, of course, we know

they have many. And so like Intesiational Women's

Year, while it is only a small step forward, it is an
important-one, since all the rest of the ygars preceding
have been International Men’s Years.

The thing that is outstanding in all "presentations
about women in the health professions throughout the
world is the extraordinary similarig .of the problems.
In the excellent:paper by Dr. Elina’ Haavio-Mannila,
even in those countries where women represent a very
large portion of the health care delivery system they

do not, in general, occupy anywhere near that percent-

'age in what might be called the decisionmaking roles
in medicine or dentistry.

Some of you may have seen a ﬁrst-class article by
Dr. Navarro,' in a recent issue of the New England
Journal of Medicine, which was a study of the power
structure of health care dehvery The figures are appal-
ling. For the first time, in my experience, Dr: Navarro
not only listed what we already know, that there is
only a very small percentage of women in health care
delivery in the U.S. at the top professional levels, but
he addressed the question of the number of women in
those parts of the system in which the important de-
cisions are really made. If you look at his graphs you
had best use a magnifying. glass to find part of the
bar that is labeled “Female”. It is even more miniscule
in dentistry. .

I am also amused at figures showmg the. increase
in women in the dental schools as percentage incre-
‘ments over past years. When you start from one-tenth
of one percent you have no place to go but very far up.

In this country, women in medicine have had a dis-,

heartening history. Elizabeth Blackwell, who got the
first medical degree in 1849, had an interesting ex-
perience in medical school. She was admitted to the

school only with great difficulty, and then to everyne’s .

astonishment, (in 1849 women were considered non-
educable). After a short time, the Dean of the School,
Dr. Charles Lee was so impressed with her outstanding
performance that he predicted that in 10 years, by

Q
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1859,- one-third of the entering class in medical schools
in this country would be women.

Wall, I hope he was a better doctor than a predictor,
because we are nowhere near that in 1975.

Nevertheless, in the United States, in my experience
in the feminist movement, the most remarkable educa-
tional advance in professional education for women has
come in that bastion of male privilege i this cuntry,

" the medical schools. In terms of percentage increase,

we are talking about very significant numbers-of women
admitted to medical school since 1970. ‘

At the turn of the century, in 1900, somewhere on
the order of about four percent of medical students

- were. women. By 1960 we had skyrocketed to about

six percent. This took 60 years. In the decade between
1960 and 1970 the pace was still slow and we ended
up in 1970 at about 8.7 petcent. Then suddenly we
began to see an extraordinary increase in women’s
admissions. The entering class of 1974-1975 through-
out the country was about 22. percent women.2
The reasons for this, I think, can be attributed to
major and rapid changes in- the socnety, includipg the
feminist movement. New birth control techmqu . in-
creasing numbers of women in the colleges and a

changmg economy, all contributed to a change in

women’s goals.

Nevertheless, despite our predictions that these gains

will go even higher, one is forced to conclude from the
Russian and Scandinavian presentatlons at this confer=
ence that mere numbers of women, higher actual num-
bers and percentages-of*'women in health care delivery,
even at top professnonal levels, do not necessanly pre-
dict an increase in the involvement of women in the
decisionmaking in medicine. This is a highly critical
area, because in neither of these papers is there any

'-gréat evidence that the role of women at the very
. -top is anywhre near proportionate to their representa-

tion in terms of numbers.
In Russia, for example, only ‘10 percent of the

‘members of the National Academy of Medical Science

are women, whereas 70 percent of the doctors there
are women. In Finland, where about 25 percent of the
doctors are women, their representation at top levels
is far below what one would predict.

* The reason this is important is that I am told con-
stantly in arguments about affirmative action that,
when there is a very. small pool of trained females you

can anticipate only a very small percentage of females

R Q ' : ‘,_‘:L'Q t
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- in top. status roles. This would suggest that as we in-
crease OWt numbers we are going to increase our power.
LThat may or may not happen, but it has certainly
not been an inevitable result of increasing numbers.
This 1s very lmportant for those of us who are involved
in training for delivery of health care at top levels or
at any level. '
" You will aIso notice that in all countries mentioned,
virtually 100 percent of nurses are women and that
these health practitioners have a relatively low status
and low income, despite the fact that they provide
an absolutely vital segment of the health care team.
My curiosity has been aroused in the United States

by the attitude of women themselves towards medical |

or dentat school admissions. The point I would like to

~ make .to you is that in this country it was unnecessary

for many, many years to discriminate against women

on admission committees of these professional schools.

- You didn’t have to bother. Women did it for them-
selves. They just didn’t apply.

As short a time ago as 1972 at Duke University, a
study showed that in the freshmen undergrgduate class,
about 26 percent of the women and about 30 percent
of the men indicated an interést in going to medical
school.® By the senior year that 30 percent of men
had dropped to something,like 22 percent and for
women had dropped to abh‘ut five percent. Further-
more, of those agcepted into medical school, a much

_ higher percentage of women apphcants decided not to

. BO.

. One must ask the questlgn, Why? ‘What special
‘pressures ‘are there on even such self-selected women?

In most countries with our etonomic structuring, it is -

the women from rich families who have an opportumty
to get advanced education and-to go on to medical
and. other schools because they have available the
household help that has always been necessary for a
woman to maintain both a home and a professional
career. In'this country it has not worked out that way.
Our top performers in terms of - seeking professional
careers have not come from this privileged class.*
Again, one must ask the question, what is different
about the American culture? When_ Patricia Graham
did an-article for the joyrnal Science on “Women in
Academe”, she pomtedmo\%t in the U.S. women
who elect a career in scieNge, including the health
sciences, tend to come largely from. families in which
the mother is either foreign-born or has been educated
in Europe. Tt_may come as a surprise. to .some ‘of
you, that most\'often the mother of such a woman
" came from the upper middle-class of the South of the
United States or from Boston.?
Sometimes class structur.mg is very lmportant and

sexual stereotypes may give way under certain special—

circumstances to the constraints of class. Elizabeth the
First could become Queen.of England despite her sex
because she was “of the blood”. Women can do more
nontraditional things presumably, if they are “of the
blood” in certain parts of the U.S. where ancestry is stlll
. 1mportant S '

69

The other thing of great interest in lookmg at Amen-
can women in medicine, is a study done in the Jast two
years, which showed that -when women applicants are
compired to male applicants to medical school, slightly
more womeén than men (by percent are refused ad-
mission. The differences are not great.®

Nevertheless, there is one ¥mportant distinction.

When interviewed, of the men who were turned down "
with a C-plus average, 58 percent regarded this re-

jection as unfair and felt that they were really deserv-

. ing of admission; but only 20 percent of the women

with even higher averages who were turned down,
thought it was unfair. They expected to, be- rejected
and more tragically, they seemed to think they deserved

" nothing better.” -

I don’t believe that Amefican admissions committees _

need to *discriminaté. I don’t believe that legally they

can discriminate against women at the present time. I -

think it is women themselves in all countries, not only
our own, who must,look at two facets of the discrimi-
nation agamst them.

One is entry. In Russiasthe entry of*women into

th
medical sciences as far as freshman class is concemed%“

is going down while it is nsmg sharply in this country.
It seems to be stablhzmg in Finland at the present

. time, as indicated in Dr. Haavio-Mannila’s paper, but

.

-this is just the beginning.

The important thmg 0 Joak to, and I speak now for
the United States, is what awilf happen to these women
when they get out of medical school. If we follow the
pattern of other: countries, women despite their num-

" bers wﬂ{ end up in secondary ranks. At this' moment

only two ent of all full professorsm U.S. medical

schools are women. Will that change in proportion to

our néw numbers? “

I am not sure that numbers alone make a revolu-
tion in the position of women in society. After all,
we are already 53% of the population. I think it be-
hooves those of us who are avowed feminists to ex-

. amine this phenomenon very carefully. The few people
-at the top who make the decisions as to money and -

other resources are the ones who deternrine the ulti-
mgate designation of the power to change society.

Women must fight not only for an increase in overall-

numbers in the health care delivery systems but for
propomonate representation in the executlve suites.

'Y .
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/ . )
Introduction - .

“Isn’t dentist a mz&culme word?” )
“This was a questnon_ posed to me six weeks ago, by
a high school girl in her junior year, in a suburban
high school outside of Phlladelphla This mlsconcep-
tion concerning women in the dental professnon is
typical of the ﬁollege bound high school girl in the
United States. It is typical also -of the p{evallmg atti-
‘tude in this counry, that conspderS»gentlstry as a pro-
- fession more suitable for med ‘than’ for women.,
Certainly the situation of women in dennstry in the
Unied States differs sngmﬁcantly from the situation of
women dentists in Scandinavia, as just described by
" Dr. Haavio-Mannila. '
Women are represented in the dental professnon in
,much smaller percentages in this country than in the

Scandinavian countries just discussed. Whereas in -

Finland 72 percent of all dentists are women, iWDen-
mark 40 percert, and in Sweden and Norway 30 per-
cent; in the United States, as of 1970, only 3.5 percent.
of all the dentists were female.! Another difference that
exists between the Scandinavian situation and the
American one, is that whiledentistry has always at-
tracted more women than medicine in Scandinavig,

quite the opposite has been true in this country. In -

1970, 9.3 percent. of all practicing, physicians in the
United States were female—again, cqmpared with 3.5
percent of the dentists. However, as is the case in Den-

mark §nd Sweden, the percentage of female dentists in _

the United §tates will be increasing. In 1974, 11 2"
percent of the first year dental school class enrollment
was female.2

Women Dental Students

It is evident that in the United States the presence of’

the woman dental student, in noticeable numbers, is

rather recent. Just twenty years ago, dental schools like

Harvard, Georgetown and St. Loyj
women.* Today, many schools
: scrutmy to their femalewapplican
committees may g)nsnder the maritayg

dld not enroll

plicant; and whethey it is likely that er famlly duties

will inerfere with her.eéducation” or her practice of

dentistry. The schools are, or \Vere _afraid that women g
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are more likely than meén to perform poofly in school ' 53

and that their attrition rate ‘will be higher. Recent
studies have shown, however, that the fears of the
schools are unfounded, because women perform better
scholastically than their male counterparts, and that
drop-outs are equally as likely to be men as women.*

Most of the studies in the literature conclude that

- /Nomen in dental schools do not have difficulty handling
a

cademic and clinical responsibilities, but they may
* have difficulties in other, non-scholastic areas. Women
dental students sometimes report that psycho social

. problems arise in an all-male environmen, Linn ® in-

terviewed women from three different dental schools,

. and several discussed problems that arose because they -

were femalcs in a minority situation. The women
dental students said that their male peers often falsely
accused them of getting preferential treatment from
insjructors. The women felt, in fact, that the instructors

were sometimes unfair to them, and by advising them -

to go into tradmonally female specialitjes, trlegro
limit their career options. The women students i

viewed said they were often left out of after-school’
study groups and informal gatherings, Wthh tended to -

be single-sexed.
A subcommittee on the status of women students

at the College of Medicine and Dentistry of New Jersey °

conducted a survey similar to Linn’s in 1972.% The
subcommittee examined how women perceived their
educational experience had been affected by their sex.
An attitudinal questionnaire was senf to women medi-
cal and dental students and alumnae. The respondents
discussed discrimination often, but few reported overt
instances. Among those that mentioned feeling dis-
crimingtion, half reported that the negatlve attitudes
towards women as dentists’ were more apt to come
from male students than from faculty members. How-
_ever, the women felt that the faculty members were
‘sometimes insensitive to female students. Ofterl, classes
started with dirty jokes, as well as anti-feminist jokes,
and the women were expected to laugh at both ‘The

respondents  said that they sometimes felt they-‘Were"
f_.expected to “pro%" themselves more than their male " -
" " counterparts. Overall, however, 77- -percefit of the re- -
spondents felt that they encountered no more dlﬂicul— v



ties than the men in. their class; and 87 percent sald years. It was noted in a study by Talbot, that mari'taul

that if given the choice, they would choose a career in  status was the most important factor in determining
the health profession again. - _ _ - Tthe professional actiyity of women dentists.!! A single
It has been my experience as a dentalsstudent, that woman who had never been married was more likely
the instances of sex discrimination within the dental to work full timie. The determinant in the amount of |,
_schools are very covert and subtle. I conducted a sur- time deoted to dentistry was the presénce and age'of
- vey of eight dental schools last summer, for Region III children. .
of the Department of Health, Education, aid Welfare, The differerice " in- practice patterns of male and
and found that most dental’ school administrators were female dentists in the United States, in terms of work-
not even aware of the/sex discrimination that existed ing hours per week, income levels, and private versus
within their own institytions. In my dental school class, non-private work, have not, to my knowledge, been
for example, there arg fifteen women ol of a class researched. Certainly more - demographic - data are
of 162 students. needed t6 compare and evaluate the sex differences in
In preclinical prep atory labs at school I find that practice patterns between male and female dentists in
frequently male classmages will tease me about getting  * in the United States

preferential treatment from instructors. These lab situa-

54  tions are very stressful, and require long hours of prep- Attraction of Women to Dentlstry 2

_aration before final projects can be graded. It is very One may®waoander why more women in the Umted
1rntat1ng to have worked long and hard on a project, States are not atfracted to the dental ‘profession. Strange
to receive a good grade, and then be told by ‘male lab and Lu"? conducted a survey of high school students
companions that T only Yeceived the grade because 1+  from six different schools across the country to de- .
was a girl. In fact, such remarks are more than irri- termme their attitudes towards dentistry as a carger'
tating, for they tend to undermine my professional for women. When the students,were asked to rank’
. self-image, at’a time when I am trying terribly hard to dentistry in comparison to twelve other professions d@nd
build up my self—respect as a competent dental prac- careers, dentistry ranked quite low. It was ranked
titioner. seventh by the boys, and tenth by the .girls. In the
. ' . same study, questions were designed to assess attitudes
Women Dentists towards ‘'women in dentistry, and it was discovered
Dr. Haavio-Mannila has discussed the occupational that only about one-third of the respondents thought
productnvnty of women dentists as compared to male ‘dentistry was a good career choice for a wothan, and
dentists in Scandinavian countries. It was her.observa- even then, the majority did not feel that a woman could
tion that in countries where only a few women are successfully %ursue a dental career and still have a
active in a profession, the sex differences in economic good family™life. Most of the students believed that
activity are apt to be larger than in a country which women were capable of becoming good dentists, but
has more women in the professions This observation that they should not pursue a professional career.
would seem to predict that in the United States there Levine suggests that one reason why many girls do
‘would be a substantial sex difference in économic not consider dentistry, is that they view it as a mascu-
activity of male and female dentists. Unfortunately, to -line profession, because in this country, it is practiced
.my knowledge, adequate studies have not been under- primarily by men.!? Furthermore, dentistry is involved
taken on-the subject. The only studies that do exist with the sciences and with mechanical ablllty, both of
claim that somewhere between 77 and 85 percent of which are considered masculine interests in American
all women dentists are active professionally.” # How- society. It is often true that small boys are encouraged
ever, no comparisons with male dentists are available. to play with mechanical devices, while little girls are
Women dentists in the United States are more likely not. The tendency for boys to do better in the sciences
*  to specialize than men. Thirty-one percent of women is evident throughout the educational years. Since 1955,
dentists specialize, as compared to ten percent of men.® National Merit Scholarships have been awarded to’
Furthermore, it was found that the two most .popular 800,000 high school juniors each year; and the girls
specialities for women dentists were pedodontic§ and always do better in English, and the boys excel in
orthodontics; the two most popular specialities for men - mathematics, social studies, and sciences.!* In the
are orthodontics and oral surgery. United States, women earn only 30 percent_of the
o One study, conducted by Linn, found that women- bachelor’s and master’s degrees in the biological sci-
dentists are more likely than *men_fo change their ences, and only 16 percent of the doctorates.!®
. practice location.!® Obtaining State licensure was a ma- Most reseachers suggest that the concept of the “role
jor problem for many of these women dentists. Approx- model” plays a large part in any individual’s choice of
imately 38 percent of the women dentists interviewed career. Most of us, in some way or another, develop
said that they had interrupted their dental careers one our career expectations and participate in daily activi-
or more times since graduation. These interruptions ties which fit a preconceived role. We tend to pattern
. were usually causecijpregnanc'y,. family demands, or this role after gfBther individual whom we respect and
‘husbands changi ir place of work. On the average, - with whom we can identify. The woman who considers
y tlﬁ!otal length of time for all interruptions was four - becoming a dentist (or the man who considers becom-
- . R A
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" -ing a nurse or dental hygienist) is in a peculiar situa-
“tion. First, this person lacks the usual stimplus to enter
- such a profession because of the lack of identifiable
role models, and second, once makmg the decision to

: enter the. unconventxonal role; must contend with self-

. doubts about his or her proper place within the role.
In fact, it was, found by one researcher, that women
‘who enter the dental profession in the United States

usually have more. than average $ocial exposure to °

- dentists.'® A greater number of .women dentists and
dental students reported that a- member of their itnme-
d1ate family or other relative was a dent1st than did
the|r male counterparts

Most persons interested in recruiting more women
to dentistry feel that avomen dentists should1 play a
- greater role in encouraging other women'to enter the
profession, thus prov1dmg the role model which is now
lacking. In addition, it is felt that recruitment efforts
should begin during the high schapl years ‘or earlier,
‘before women have ehmmated dentistry as a " viable
alternative.

Specific suggestions for recruitment efforts mlght in-
clude workshpps to be sPonsored at- the dental schools

for" women’s; college advisers and even’ high school

= counselors.

‘Also bgochures might be published by -

. individual dental schools that are specifically directed -

at a female audience. Certainly similar measures hdve

been undertaken by the dental profession to increase
the representa’tlon of other minority. graups.

After,I researched the admissions ,pragrams of elght

- déntal schools last summer, it was my conclusion: that

\ there was little evidence of affirmative action programs

for women in dentlstry The prevarhng attitude among

dental school administrators in the Unitéd States seems

. to be that since the enrollment of women has increased

steadily over the past'five years, it will continue to dd

<

o~

5o wrthout»much mterventron on the, part of mdlvxdual
schools.

The word “dentrst” is not a masculine word in

Scandinavia——and should not be in the United States.
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in the Health Field in Swedén,.” ' - e 1s ‘'one. occupiéd mamly women,’ the proportion of
Women constitite slightly more: than’ ong—half "of - . “women, to- mem,varigs émbb}%m? different hea.l}h occu-
the Swedish population. They represent 4§ petcent of a&_ .pations. Men are found- as physicians, ‘dentists, dental
the labour market, Wthh i§ to say that’ ‘theYe. are four, _technicians, nursing -assistants, Qll%d psychlatnsts The%
wage earning women gper six men. Since the beglnmng-;' “other health occyp lg;\s aie ully dominated by
of 1960, women have been responsible- for'the' mcrease.i.\-, ,uwomen- 5

in -the total labour force. Of the total of fopr million - -
employees, 650,000 are working part-time,lof which lsu&s and Approachos to the Utilization of Women

600,000 are women and 50,000 men. Bewden 1965  -in the Health Occupations: Nursing, Allied -
and 1973, 250,000 women entered the laboukmarket  Health Occupations and Support Serviges -

—the female labour market. . There still exist$ in In view of the short supply of health workers during::
Sweden one labour market for men and another, with the last ten years, especially physicians and nurses, it
lower salaries and inferior career opportunities, for has been necessary to find means to make the best use ™
women. In 1970, 72 percent, that is, almost three- of available resources and to upgrade knowledge and
quarters of all wage-earning women, were found in 25 skills. The problem of short supply of health workers
of the 290 classified occupations. _ -in Sweden is combined with an uneven distribution,
Approximately 225,000 persons, 5.8 percent of the which renders the problem even more difficult o solye. :
total labour force, were employed in the health field in Recruitment: As in all other industrialized countries, 73
1973. Between 1960 and 1970, the number of health the demand for manpower in Sweden varies- accordmg
care workers increased by 43 percent, between 1970 to economic fluctuations. It is mainly technical and
and 1972, by 14 percent. From 1960 to 1972 the total .structural developments and consumijtion which. de-
population in the country increased by 8.6 percent. termine production and, thereby, the'\need for man-
The rate of increase in the number of workers differs -~ power. The supply of manpower is, however, changing.
among the health occupations. As Table 1 shows, the There can be large variations over a short term.
rate of increase was largest among occupational thera- Sweden’s labour force totals approximately four million
‘pists and social workers. Their number increased 300 but during the course of a year'approximately four and
percent between the years 1960 and 1970. Between one-half million are part of the iabour market at some
1970 and 1972 the increase in workers was largest = time. '
among physiotherapists and nurses. “There may be a manpower shortage in some places
Between 1960 and 1972, the number of physicians while employment opportunities are scarce in others.
increased by 67 percent, dentists by 37 percent, nurses There “exist considerable regional differences, particu-
by 92 percent, and other health care workers by 58" larly between the northern parts of the country and
percent. In 1960, there were 1,050 inhabitants per the rest of Sweden. By using appropriate selective
physician, in 1970, 760 inhabitants per physician, and- measures, the National Labour Market attempts to
in 1972, 620 inhabitants per physician. The propor- =~ facilitate the adjustment of manpower supply and
tion between dentists and inhabitants in 1960 was one “demand ;to.changmg conditions. .
per 1,470, in 1970, one per 1,200, and in 1972 one Employment service, vocational guidance and large vo-
per 620. : cational training programs: These programs represént
Looking at the health team, which con51sts'of nurses, thé main implement for recruitment. Employment
physiotherapists, occupational therapists, social work- counselfng, a part of the general employment service,
ers, practical nurses and nursing aides, in ‘1960 there is very important in the recruitment of health care
were 816 health care workers per;lOO physicians, in workers, due to the many fields of specialization, and
1970 878 and in_1972, 918 - the variety of qualifications required. The employment
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Table 1: Active Health Care Workers

Average Annual Percent Increase: 1960, 1970, and 1972

counseling organization provides individual guidance
and systematic follow-up for all those who request
them.

The prevocational practical orientation (PRYO): “This
is another measure designed to introduce pupils to

“different occupations and working environments while

they are still attending the nine year comprehensive
school. The scheme is comprised of three introductory
study visits in the eighth year and a compulsory two-
week period in the fall term of the. ninth year. The
practical orientation in the ninth year may be extended
to a maximum of 36 days. While, PRYO was first

* introduced in 1960, its present form was initiated in

the 1972-73 school year.

Labour market training programs: These programs are
provided to solve adjustment problems of individuals,
as well as to try to satisfy the demand for trained
labour. The programs are comprised of varioys.types
of courses, the main types of which are retraining,
further training, and refresher courses. The training
programs follow cirricula adopted by the National

"Board of Education..During the budget year 1973-74,

8,399 persons took part in labour market training

schemes for personnel in the health field. Steps have

been taken by the government to lighten the burden
db home and family responsibilities for working women.
They include facilities for the provnsnon of care for
children. -
Pre-school Actmt!es Act: Passed by the Swedish Par-
liament in December 1973, the Act glves small children
a statutory right to adequate provisions for their care.
“Pre-school” is the term used for activities organized
in the form of day nurseries, at which children between
the ages of six months-and seven years may spend
five or more hours a day, and at which part-time groups
of children between the ages of three and seven may
spend, usually, three hours a day.

Parenthood Benefit: In January 1974, a new regulation

B3

*?a
R

) . - 1960 L 1970 : 1972
Occupation Number  Annual Percent Number  Annual Percent Number
L. crease * Increase o . -
: 1960-70 1970-72 -
Total , 116510 . - 40 167,650 . 7.0 191,670 ‘
Physicians . ’ . \ 7,130 4.0 10,560 6.0 11,920
Dentists - 5,090 3.0 6,720 2.0 6,990
Nurses | -~ 22,050 ‘4.5 34,240 11.0 42‘250'
Physiotherapistsi 1,790 4.0 2,600 17.0° 3,510
Occupational therapists 210 1300 660 4.0’ 710
Social workers 230 30.0 " 7120 10.0 870"
Dental technicians 1,850 3.5 . 2,600 2.0 2,700
Dental nurse/assistant - 5,090 4.0 7,500 35 8,000
Practical nurses ;
Noical mars } 32540 5.0 53,960 7.0 61,450
Nursing assistant in o
psychiatric care 11,000 3.0 14,950 6.0 16,780 P
‘Others ) 29,210 1.5. 33,140 5.0 36,490 .
Source: Allman Halso- och-Sjukvard 1972 Tt e '

came into force under which a benefit will be. paid to
that parent who will have custody of the newbom
baby. The parents may alternate caring for the child.
Parenthood benefit is paid for a maximum of 210 days
per birth, regardless of how it is divided between the
parents. , ’

Along with the measures undertaken by the govern-
ment, various steps of a specific nature are undertaken
by local hospitals, health agencies and dther institu-
tions, in order to recruit workers for health care serv-.
ices. For recruitment of those in the heal _occupations
who have been active and are currentlgiynactive, the
National Board of Health and Welfare pfovides man-
power data. Through its registers of selected occupa-
tions, information on the supply of health care workers
in the county, region, or country as a whole, is avail-
able. Some health occupations, e.g., physicians, dentists,
nurses, midwives, physiotherapists, medical technicians,'
and practical nurses must submit annually to the Board
not only their name, address, age, specialty, number of
children under the age of seven, number of months in
work, but also the.post she/he has held during the
previous year, any additional education she/he has-had,
and any other relevant information. It has been said
that there are no other occupations in our society which
are as carefully observed as those in the health field.

Housing shortages have, for many years, been one
of the factors limiting the availability of nursing per-
sonnel. The health authdrities now offer modern resi-

- dénttat dwellings in the vicinity of—but outside—the

hospital grounds. If the workérs do not want to- rent
these flats they are made available to other people.

Retention of Health Care Workers: Health authorities
in Sweden are fully aware of °the fact that the best
way to encourage health care workers to remain in
the work force is to offer good working conditions. The

-+ working conditions of health occupations are, however,

determined by collective negotiation. As they are con-
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Table 2: “Active Health Care Workers,—the Proportion
of Female Workers:” 1972

. : Female |
Occupation : Total Number, . * Percent
Physicians 11,920 2,1600 . 18.1
Dentists 6,990 - 2,010 7~ 28.8
Nurses . . 42,240 41,450 98.1
Physiotherapists 3,510 3,370 96.0
Occupational therapnsts 710 . 670 94.8
Social workers 870 800 92.0

»'Dental technicians 2,700 500 18.5
lp)ental rl:urse/assistants 8,000 8,000 100.0 -
ractical nurses . '
Nursing aides 61,450 59,790 97.3
" Nursing assistant in
psychiatric care 16,780 10,560 62.9

Source: Allman Halso- och Sjukvard 1972
Lahdstingsforbundet 1972

Table 3: Total Salary for Health Care Workers—
Average Income Per Month. 1973

Occupation Sw. Cr.*
_Average income all occupations 3,220
"Physician (head) 13,200
Physician with specialist qualification 10,050
.Physician without specialist qualification 8,260
Physician district 10,390
Dentist - 780, .
Nurse (head) | 3,360
Nurse (assista t) P 3,020
Physiotherapist . 3,330
Occupational therapist ’ 2 730"
" Technician . 3,070
Technician, laboratory ’ 22,780 |
Social worker -\ . s - 3,510,
Dental hygienist ' ' ( 2,580
Dental technician 3,610
Dental nurse/assistant . i 2,490
Practical nurse ‘ 2,770
Nursing assistant in psychiatric care ** 2,760
Nursmg aide W 2440

Source Landstmgsforbundet
» $1 = 3.94 Sw.Cr. (arithmetic mean)-

¢

Table 4: Months Employed—Nurses and Medical

Technicians: 1968, 1970, and 1972 &
percent percent percent
employed employed inactive
more than less than
9 months 9 months ‘.
" Nurses
C 1968 % 35 37 28
1970 38 37 25
972 .34 48 18
Medical technicians :
: 1968 .50 37 13
1970 42 37 21
1972 42 43 . 15

Source: Sjukskoterskekaren, 1972
Assistentkaren, 1972

Table 5: Achievement—Days of Work, of Nurses and
Medical Technicians, in the Years 1968,

& 1970, and 1972*

Days of work
Achievement of 1968 1970 1972
100 nurses 48 49 52
100 medical technicians 51.3 55 59

* Reflects the extent to which furses and miedical technicians
are part-time workers.

{

*

negotiations concerning conditions such as hours of
work, night duty, overtime, and premium pay for late-
shift work, are conducted in cooperatlon with profes-
sional and trade union organizations. In recent years,
the negotiations have been directed toward increases in
the salaries of low-income workers in ordif to bring
their salaries to the average income level. The majority
of health care workers are women, and these women,
like women workers generally, are, to a large extent,
employed at lower income levels than men (Table 3).
Through the process cited above, these women have
been granted their share, and are now approaching a

. ,level of income more comparable with the average

income.” Negotiations are currently in progress for the

-yéars 1975 and 1976, and again are concentrated on

' made to develop part-time employment. This

lowsincome receivers.
* In Sweden there is a reservoir of women educated
for health care service who should be brought back
into service on either a full-time or a part-time basis.
Tables 4 and 5 show the duration of employment and
days worked for two occupatlonsf—nurses and medical
techmcnans !
The difficulty of combining marriage, childbearing,
and family responsxbllmes with work in hospntals and
institutions is a problem. Therefore, efforts.have been
, how-
ever, presented special problems because very often

the part-time worker can work only during special

hours._This causes friction when evening duties and
holiday work fall upon the other members of the

health care team. The increasing number of health care.
workers who leave their work for family responsibilities® **

" underlines the need for a careful analysis of the working
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pattern and the shift arrangements in health care ‘serv- .

ices. Such an analysis has been initiated.

Best Use of Available Resources: The basic question
underlying the problem of effective utilization of health
care workers is “Who can do what and for whom?”’-In
order to be able to conserve nursing skills for where
they are most needed, and to find out how reassignment

of activities among nursing personnel and others could
‘be made, a country-wide evaluation of nursing activities

and actiyities performed by different groups of nursmg
personnel was undertaken. The study covered approxi-
mately 1,200 different units, a sixth of all wards, a third
of all out-patient units, all operating-theatres, all ma-
temlty units, all laboratories, and all x-ray units.

- The study revealed several factors mﬁuencmg the
staffing and the nursing hours devoted to patient care.
As a result, today. there are a number of services and
facilities established and availablesin Swedish hospitals
and instjtutions: clerical service, messenger and delivery

service, and housekeeping and dietary departments. .

Both women and men were placed in pools of person-
nel to perform these activities.

The study report which also revealed possibilities
for utilization of auxiliaty staff to relieve nurses of
activities not requiring their skills, was distributed by
the government for comment to health authorities, pro-

~

s

nected with those of many other groups of .employees,l"@f
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fessronal:"orgamzatrons?nd labour unlo‘lerich would

be affected by the proposals made in th

it to the Parliament. An'orgasized plan of assignments

for practical nurses, nursing aides, and ward clerks

was then established. Education and systematic em-
ployment on a natronal level"were initiated for these
occupations.
" Investigations into activities from which nurses could
relieve physicians (general practitioners) should also
be mentioned. The information received from the in-
vestigations has been used for experiments which are
going on in a Community Health Center The experi-
ment will be described later.

Current assessment of the character of the health
care services and the personnel required to provide

60 _them is necessary. New knowledge must be acquired

regularly, and new téchniques are continually being
developed. As medical practice changes, the functions
and . activities of different health care workers will
change

To increase the efficiency of health anpower utiliza-
tion, studies of different kinds are undertaken. The
may be conducted for a single unit, a hospital,

~ agency, or institutions in a county. They are mostly{per=

formed by- personnel employed by the county. Tw ty-
one of the 23 counties have managenal units with their
own staff, i.e., people who are expert in planning and
directing activity studies. For consultation services the
counties can rely on Spri, the Institute for the Plan-
ning and Rationalization of Health and Welfare, spon-
sored by the Ministry of Health anhd, Social Affairs, the

" Federation of County. Councils, ,and three municipal’

councils. The Institute has departments for planning,
~organization, construction,. equipment, and facilities.
-The. managerial department provides assistance to
counties in outlining studies of different kinds.
~ Upgrading Knowledge and Skills: The way to upgrade
~ the knowledge and skills of health care workers is that
- applied to workers in other fields—inservice education.
This education is the responsibility of employers, i.e.,
the counties. It is stated by regulatjon that physicians,
midwives, public health nurses and physiotherapists
must undergo further education at regular intervals.

In order to provide service to the counties-in.this

respect a special department was established wﬂhrn@
Federation of County Councils to provide educations
programs of general 1nterest and value to all cougtie

to develop new programs and new. app: =

1mprovement of their inservice education..

ment is also résponsible for the development of new

teachrng-alds and equipment. The: program for each
°county is, however, based on local needs, and much
- effort is put-into the programs which intend to prepare
- the employees for their work.

Oné example: Until recently, patients in acute coro-

nary distress were treated in the general intensjve-care
+ unit. With JKZ development of electronic nionitoring
- machines a d other equ1pment a separate unit where

port. The _
Ministfy then drew up the resolutnon and submitted --

* both staff and equipment would be immediately avail-

able was established for the treatment of acute coronary
diseases. When the program of cradiac intensive carg.:
was initiated, there were almost no nurses who had_.
* the necessary preparation for working in the unit. It be-
came the responsibility of the physicians in the cardiac
unit to provide the necessary instruction to make dele-
gation of tasks possible. When the physicians are as-

. sured that the necessary degree of competence has been
attained, they relinquish some of their responsrblhttes

to the nurses within the unit.

When another cardiac unit was to be, establlshed,-
there was a demand for nurses with the necessary prep-
.aration. The—physicians in the special branch of the -
medical:#ssociation urged that the preparation of nurses
in cardiac intensive care be provided as rapidly as pos-
sible. The' initiative led to the establishment of regular
courses which are added as instructional modules to "
the present program of post-basic education in intensive
care nursing. The delegation of activities by the phy-
sician to the nurse was subsequently followed by ad-
ditional preparation of the other health workers in- .-
volv~d. This preparation also consisted’ of modules
ded to ®arlier educatlon of practical nurses. ,

Methods to Improve Uulizahon of Health Care
Workers: Specifically, New Tasks for Nurses and
‘More Responsrbillty 1o Nurses in Primary Care

Forelgners who study the Swedish health care service. .
are often_surpnsed at the Swedish nurse, who performs
activities that in other countries would be done by
physrcrans This has been the case for nurses working
in hosprtals, but more so for nurses engaged in health

~—care services outside the hospltals

Government, health agencies, county councils, pro-
fessional organizations and labour unions can propose
innovations in health care delivery. It may be the

~ Parliament, through a motion presented by a member,,

which decides uposlan extension of service in relation
to abortions, or a health-agency or institution which!
has the availability of one group of health care workers
and inavailability of another, and wants to provide
essential service through special arrangements, or a
branch within the medical association which can see an
expanding role for X-ray technicians, or the labour
union’ which wants to._draw the attention to the fact
that practical nurses are not used to the best advantage.

es call for a mechanism for the rear-
of work and a link between potenfid} utiliza-

tron and education.

Education for health care personnel is, in the first
instance, the responsibility of the Ministry of Educa-,

sn and Cultural Affairs on one hand; and the Ministry
ealth and Social Affairs, on the other. Under these
ministries;ene will find various independent administra-
tive departments (Figure 1) dealing with matters relat-
ing to the education of health care workers, e.g., the
National -Board of Education, the Office of the Chan-
cellor of the Swedish Universities (UKA) and the Na-
tional Board of Health and Welfare. In addition to .

.
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these departments, there are advisory bodies to the
Ministry of,Education and Cultural Affairs and®the
Ministny offealth and Social Affairs, ndmely, the
Advisory Council of Educational planﬁng and the
Advisory Council of Health Planning. The latter is re-
sponsible for the coordination .of all health planning
in Sweden. )

All curricula for health care personnel are approved
by the National Board of Health and Welfare, which
also is responsible for the planning of health care
workers for the country as a whole. The education of

physiciaps and dentists is administered through the
Office of the Chancellor of the Swedish Universities -

(UKA). The National Board of Education is the central
administrative body which directs and, in cooperation
with the National Board of Health and Welfare, plans
education for most health care workers. The schools
for education of these wotkers are administered by
county councils or municipal councils.

The trend is to establish combined schools for the
education of various health occupations. There can be
up to 50 different educational programs in the same
school, i.e., basio nursing education, post-basic nursing
eglucation, practical nurse education, nursing aide edu-
cdtion, X-ray and laboratory technician education, etc.
All schools throughout the country have the same
curriculum for each occupation and are organized along
the same lines.

There are several parties involved in the develop-

ment of curricula for health c'ar; personnel. For this
reason “rules of procedures” for planning have been

established. The draft of a curriculum, whether it is

Universities with
medical faculti

(-]

_ Figure 1: The State Organization For Education Of Hehith,Cgre Workers

= r-—-=---"- 1
| Ministry of The Advisory |
1 Health-and __: Council of I
Social Affairs | Health Planning i
' | _ '_l
The National
Board of Health
and Welfare
The Committee
= . for Postgra-
| N duate Training
i ¢ of Physicians
|
|

new or a change in an existing one, is distributed for
comment to the National Board of Health and Welfare,
to health authorities, professional associations and
labour unions which will be affected by the proposed

education. Through this pattern of collaboration the .

time for implementation of a curriculum is considerably
reduced. .

Maternal and Child Health Care

The activities in maternal and child health care are
carried out according to plans determined by the Na-
tional Board of Health and Welfare.

*" Maternal Health Service: Maternal health care is pro-

- vided at local health centers. It includes prenatal care,
postnatal care and contraceptive l_cjunseling. Some 94

percent of all exPctant mothers{ utilize the health

‘care system. Every pregnant woman should visit a

physician at least three times for prenatal ‘care and
at least.once for postnatal care. Midwives and public
health nurses with postgraduate education in maffrnal
health care are appointed at these health centers. They

_have hours for visits at announced times. They take

part in prenatal and postnatal care, they arrange

courses to prepare parents for childbirth, and they give.

contraceptive advice.

At the initial visit, the pregnant woman is screened
by a physician. Those who are regarded as normal
cases are assigned to midwives or nurses from whom
they will receive care as long as the course of the
pregnancy remains normal and until the woman enters
the hospital in labour. Pregnant women in high risk
groups are cared for by physicians. :

7R
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Visits in 1972 to Physicians and Midwives
(Average Visits for The Whole Country)

- Midwife

9.0

Physicians

4.1

Visits per expectant mother

The midwives also make home visits to
expectant mother. Home visit (average
for the whole country) is 0.2 per
expectant mother

Source: Allmdn Halso- och Sjukvard 1972
For a long time it has been the responsnblhty of

L

. midwives to prowde contraceptwe advice to both preg-

4

nant and non-pregnant women. The new law concern-
ing .abortion (1974) .implies that advice is available
upon request about the termination of pregnancy. The
maternal health center has developed into an institu-
tion togwhich one turns in need of help both to avoid
pregnalcy and during pregnancy, irrespective of
whether one wants to carry on or terminate the preg-
nancy. The midwives are trained in and take care of
the applications of some technical devices for family
plannifig. Gynecological health control of all women in
age groups as well-as control of single women
dertaken by midwives.

Child health service: Child health care is provided at
local health centers. Child health care is entirely volun-
tary, but it is estimated that 99.9 percent of néwborn
children are covered. The aim of child health care is
complete health supervision and detection’ of handi-
caps of all children between birth to school age. Nurses
with post-graduate education work as members of the
team in the health centers. The health supervision of
children (excluding those with abnormalities) includes
examinations by physicians four to seven times during
the first year, twice during the second year, and once
a year for all offfT ages.

Visits in 1972 to Physicians and Nurses
(Average for the Whole Country)

Visits Physician Nurse

Durmg the first year 4.7 4.3
secorid year k “1.6. 1.2
third to seventh year 0.8 0.6

The nurse also makes home visits. Home

visits (average for the whole country)

are

During the first year 2.7
second year 0.5
third to seventh year 0.4

Source: Allman Halso- och Sjukvard 1972

| Public *ﬁealth Care (District Care)

The range of activities of the public health nurse/
district nurse varies depending on whether she works
in ari urban or rural area. In the rural areas, her ac-
tivities include maternal and child health care as well
as school care. The district nurse works practically
indcpendently, particularly in sparsely populated areas.
The district doctor is, however, her formal supervisor.

L

 Activities of District Nurses: 1972

Districts
Urban Other _AlL
Number of district nurses 365 1,530/ 1,895
Number of home visits 475,521 1,159,900 1,635421
Sick care (exculding care . .
for long-term patients) S
per district nurse 1,303 . (758 2,061
Care to long-term patients 121,886 206,074 327,960
per district nurse 334 * 138 173
Health care 12,723 339,955 352,678
per district nurse s 222 186 -
Child health care ‘ —_ 266,020 266,020
Number of visits to district nurses
Sick care (excluding )
long-term) 484,014 1,404,10 1,888,116
Care to long-term patients 7,387 9,100 16,487
Health care 40,300 567,929 608,229
Source: Allman Halso- och Sjukvard 1972
Occupation

In the course of time, district nurses become well
acquainted with the neighborhood. where they work.
They are well informed about individual families, their
living and working conditions, which have general
bearing upon their attitudes toward child-rearing and
health practices.

In addition to their responsibility for problems of
physical health, they are very often called upon to
meet the needs of mentally disturbed patients. With
a new structure of the health care service, the responsi-
bilities in this respect will increase. Their responsibili-
ties in total family health will call for an exploration
of the staffing pattern in the health care service. The
future will demand selective reassignment of activities
from the- district nurse to others. Studies carried out by
Spri indicate possibilities of using auxiliary nursing-
personnel in conjunction with district nurses.

Community Health Centers

As mentioned earlier in this presentation, studies
have been undertaken which show that nurses can
accept activities which today are performed by physi-
cians. To further investigate these findings, research
projects have been initiated. The purpose is to see if
the best use of the general practitioner in health centers
is being made, orﬁ;y activity can be handed over
from the GP to ot ealth care workers.

Special clinics have been organized for such chronic
diseases as diabetes, cardiovascular diseases, urinary
tract infections, and mental diseases of the elderly.
When a patient appears with signs of a chronic disease,
he is taken care of by a .physician who makes the
diagnosis, informs the patient of that diagnosis, and

‘draws up the plan of treatment. The physician starts
‘the treatment and ensures that the expected effect is
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being achieved. From then on the control procedure
becomes the activity of the nurse.

'The Clinic for Diabetes
The diabetes clinic is organized with a nurse, a part-
time dietician, and social worker in charge. The work
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- follows a specific program in which the nurse has to
see each patient at least every third month. She checks
the medical history, jnforms the patient about the

" disease and teaches him how to check urine. She per-
forms a physical examination, takes the blood pressure,
.inspects the feet carefully and cond_u,éts neurological
examination. Once a year the patient'is examined by
one of the physicians at the center. .

The diabetes clinic has been a success. It has been
learned from the clinic that three of the four annual
visits to physicians can be handed over to other health
care workers, mainly nurses, and that the patient
values the .close contact with the nurse and the con-
tinuous information he receives from her.

Analysis of Issues of Career Ladders Within
Health Occupations

For several years; .there has been a career ladder in

..practice within the field of nursing. A career plan is

developed through which a person may begin at the
entry level as a nursing aid, then move to an increased
level of competence as a practical nurse and later on
as a registered nurse. . .

A national committee has recently proposed an edu-
cational program through which the registered nurse

. may reach’the level of the physician. All the way up

"

"~ health- care service, with defined responsibility within -

Q

the ladder. each new program is built on knowledge
. obtained through earlier education and experience.

This principle, among others, can be observed in a
proposal entitled “Higher Education” presented to the
Parliament. The ‘educational organization for future
higher education is arranged to stimulate further
studies. The intention is to offer every individual a
suitable pattern of education. Through this proposal,
the present facultics of the universifies will be replaced
by occupational sectors. Five sectors are proposed, one
with programs for education of health’care workers.
Through these arrangements it will be possible to relate
all health occipations to an educational continuum and

to create curricula for education of health care workers. %,

It is proposed-that those who are to use the traixled
manpower will have a greater inffuence on the content
.-of different programs. This structure for future Swedish

the health delivery system for development of norms
for health care service, will make it possible to lay the
foundation necessary to develop new educational pro-
grams. ’

A study of health care service undertaken by Spri
included an analysis of functions in different services.

Its purpose was to find elements in common which can

serve as a basis for the development of modules for
education and training. New knowledge and tech-
_niques can lead to new, modules being introduced into
the system. It will be possible to return to the educa-
tional system to acquire additional modules. In the
case of transfer from one occupation to another, credit
will be given for modules previously acquired. Through
such an educational system one can expect a greater

flexibility, not only in the development, but also in the

use of health manpower.

.

-
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The Effect of Sex Ste;edtypihg of Occupations on
Health Care Delivery and Methodsto = -
Break Down Such Stereotyping - -

The present sex roles in Sweden are deep-rooted.

The existing pattern of life conditions is impressed upon |
children while they are growing up. It is reflected in’

their choice of education and later, in their choice of
occupation. Even though the number: of women enter-
ing the gymnasium has increased during the last decade,
the number of those who enter universities for ‘studies,

* for instance, in medicint and dentistry, has remained

almost constant over a period of time (Table §). ‘

" Table 6: Students Admitted to Medical and. Odonto-

logical Faculties by Sex—in 1960/61, 1965/
66,1970/71, and 1972/73 .~ :

. Academic Year

©

Faculty 1960/61 [1965/66 . 1970/71 1972/73
Medical : ‘
Total number 491 1,055
Number women 116 307
ercent women 23.6 29.1
Odontological ’ . )
Total number 237 439 .
Number women . 87 115 146 184
percent women 36.7 42.1 -37.8 41.9

Source: Utbildningsstatistik 1960-1973
SCB: PM 1974:3
Allman Halso- och Sjukvard 1972

The increase of wage-earning of women during the
last decade mentioned earlier has not affected. sex .

segregation or ‘the mechanism behind it. So long as
expectations c'?hregard to income and career opportuni-
ties are so different between women and men, little
change can be expected. The occurrence of two differ-
ent labour. markets in which women and men hardly
compete with each other, does not contribute to a dis-
solution of sex segregation. ’

As previously stated, women constitute a significant
potential for future workers in the health field. From
Table 7 it may be observed that students admitted to
schools of, nursing are mainly women, even ‘though
nursing education has been open to. men since 1951.
Table 7: Students Admitted to Schools of Nursing by

Sex in 1960, 1967, 1970, and. 1973

1960 1967 1970 1973

Total number 1,872 2,871 3,084 2,530 .
Number men — —_ 217 317
Percent men . —_— — 7.0 12.7

Source: Utbildningsstatistik 1960-1973
. SCB: PM 1974:3
Allman Halso- och Sjukvard 1972

During the next decade, a slight decrease is ex-
pected in the total supply of manpower. An increase
is foreseen among married women due to a higher
rate of employment and to immigration. A decrease is,
however, expected in the” supply of male manpower
due to lower age groups and improved conditions for
retirement. It seems, therefore, to be neggssary to rely

~ e

63 -



.

64

ERIC

Aruitoxt provided by Eic:

f »

on female manpower in the health field in the near
future,

A commission, whleh since 1972 has examlned the
problem of equality/parity in rank between -women and
men in Sweden, has undertaken a survey this year of
the conditions of life of Swedish males and females.
It is hoped that thc findings can be translated into
‘specific measures. and initiatives.

Worker Activism: The idea behlnd “workers participa-
tion” has deep roots in the history of the labour move-
ment. Since 1946, the Swedish work council system, an
agreement between the Swedish Employers’ Confedera-
tion and the trade unions, has been in force. The work
council was supposed to be a “medium for information

" and joint consultation between the management and

the employees through thclr trade unions’ organiza-
tions.” -

Today, the trade unions are involved in discussions
> concerning the role of these councils. It is argued that
work councils must have the right to decide on central
questlons such a&s personnel administration, organiza-
tion and productlon One way in which workers may
share in decisions is by belng represented at higher
management levels. The economic function of an enter-
prise is one arg®bf decisionmaking. Workers’ participa-
tion in this ‘area has been considered a matter of
particular interest. '

A national committee has been working on how to
attain the workers’ participation in enterprises. The
philosophy spreading throughout society today is a be-
lief in the need for direct involvement of people in
the 1nst1tutlons and Qrgamzatlons which aﬁgct their
lives. A main demand is that management’s position of
command be replaced by a relatlonshlp based on co-
operat%n All important decisions in plannlng and
organization, personnel matters, and changes in the
working environment must bg madé jointly by workers

I3

and - management. Whether these rights will be laid
down in: law or regulated through agreements between
the  two partles will be seen in the near future

Outlook for the 80’s ' o L

The expansnon of education that has taken place in
Sweden in the 1970’s makes it obvious that the supply
of highly educated health care workers will increase
considerably in the near future. Over a ten-xear period
(1970-1980), the number of physicians will double
from 10,500 to 20,500. Correspondingly, the number
of dentists and nurses will steadily increase. Neither
the resources of the labour market, as mentioned
earlier, nor economic resources ‘will permit a similar
expansjon in all categories of hedlth care workers.

A change in the supply of health care workers will
call for a reorgamzatlon of the personnel structure in
the health service. As a consequence of increases in
the number of physicians and nurses; the functions of
different categories- of health care workers, K must be
‘changed. The traditional role of physicians and nurses.
will need to be modified alggein accordance with the
supply. Tt will be necessary¥itry.to define, by analysis
of demands, the content in different health care services,
to establish guiding principles of the competencies
needed, and to aevelop the new educational system
in such a way that health care workers will be trained
to fit job profiles of health care Services.

In‘the near future, the personnel costs for health
care service may cause problems not only because they
account for about 75 percent of the operating costs,
but also because reduction of working hours is ex-
pected, ‘and this reduction must be met by the employ-
ment of more workers. Also the current cquallzatlon
of wages will increase personnel costs. These circum-
stances havé to be considered in planning of education
for and utilization of health care workers.
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Upon reviewing Johnsson’s paper, I was struck with
the differences fin the political and social philosophies
of our respective countries; their relationships to
health care and women’s roles; and, despite these
differences, the similarities of our problems. In this
brief response, I will compare the models of health care
vis-a-vis the status of women and particularly nurses in
“health care in the U.S. and present an outlook for the
future to utilize the great untapped potential of women
for delivering primary health care to the 212 million
- people of the United States (notice 1 sald health care,
not medical care) :

The major noticeable difference between the Swedish
and U.S. models of health care is that the U.S. has not
enunciated, clearly delineated national health policy

-from which education of health personnel and health .

care delivery patterns emanate; nor is there a system
or articulation of systems of health care for our nation.
Our pluralistic designs with their political, economic
and socio-cultural variables have similar problems,
however, to those identified by. my Swedish colleague.
For example, physicians, who are predominately men,
control the entry and access gates to episodic, disease-
soriented medical care models of practice. Insurance
plans require physician control and government plans
offer reimbursement for medical, not health care.

There is no way, to collect your insurance besefits
except to.declare yourself ill or actually become physm—
cally "ill. These practice controls, private insurance
plans and specialized,
grams, like medicare and medicaid, offer no incentive
for people to remain well. Nor-do they allow other
health professionals—most of whom are women agmd
nurses—to be team partners, or independent provitg'
of health care. For health maintenance, for the identi-
fication of actual or potential health problems, for
anticipatory guidance and counseling and/or health
teaching, for prevention ef disease or promotion of
héalth, there is no coverage.

This disease-focused medical care system creates de-
pendencies and -deprives people of their rights and
opportunities to become responsible for their own
health. Consumers of health.care must know the op-
tions and alternatives so/that they can make wise

K
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choices about health matters which determine their

lives. THley must become partners with providers, not

passive recipients of brief medical encounters. Changes
are occurring, howevef. Fortunately, concerns about

ts of people as patients are extendmg to women in

h alth care also. P

The decade of the 60’s was a time of tremendous
ferment and change. Emphasis on numbers of health
-personnel paralleied the Swedish experience with simi-
lar results. Though when I reviewed the ﬁgures, the
ratios seemed comparable, the difference in numbers
was phenomenal. For example, the total Swedish labor
force, 4.5 million, has the same number of peoplée as
welhgve in our health manpower force. In the U.S.,
2.5 million of the 4.5 million health workers are in
the occupation of nursing. These work&rs have prepara-

tion ranging from a few weeks to post-doctoral educa-

tion. Three-fourths of the 4.5 million are women
workers. About one million are registered nurses, over
400,000 practical nurses, and about 800,000 are aides
and orderlies, a prédominately female force. All the
sex role issues raised by Johnsson exist here in ,the
U.S. In some ways, Sweden seems more a%
addressing the needs of women. The provsions f
child care, the centralized annual data collectﬁlﬁ sto

determinc the numbers of kinds of health workers .

required, the cooperative efforts for counseling, re-
cruiting, training, retaining and offering continuing
education and' carecr mobility offer tempting desngns
and patt;:rns we could emulate.

U;However, our differing political phlIOSOphleS nd
social structures make one wonder if some of the efforts
at national planning in Sweden are congruent with our
particular brand of -democracy which guards jealously,

individual rights and confidentjality. Despite the cen-

tralized planningsfor all other health workers, it ap-

peared to me that Swedish physicians are not exposed

to the same controls and -that othgr health workers
do not have the same educational opportunities that
physicians enjoy, particularly at the university level.
Ms. Johnsson has indicated that the first university
school of nursing will be opened next year. It will be
interesting to observe the changes that will be wrought
by the introduction of a new educational pattern in
nursing.

~/
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" and 39 pergent enrolled in baccalaureate programs in
\ colleges” and universities.

A

o supply omurses prepared at the lower “educational -~

a educated in institutions--of"

' personnel is ow needed., Bi

[PV S

» . '

rite trend-for nurses to be:
igher education, rather
* than hospital diploma. schools. _Twenty years ago, 84
percent of our registerédt-nurse’ students were-enrolled

In the US. there is a defit

in thesé schools, Today the enrollment ‘stands at 26

percent; with 35 percent in Associate degree programs

Nurses, with master’s and
doctoral degrees have also increased appreciablf. Grad-
uate progran'ls in nursing focus on thecry construction
"and nursing science, advanced clinical practice and
~specialities i nursmg Scientific inquiry and-attendant -
‘methodologies in -preparation for leadership roles in
teaching, clinical practice, research, consultation and
adminiStrati'on are integral parts of most graduate pro-
_grams.

scope of nugsing practiced" gau]ed prominence in the
mid-sixties. In 1965, the pedratrrc nurse * practitioner

" (PNP) model of nursing .practice. was developed to.

. provrde comprehensive well “child services and care
-of acutely and chronica]ly~ill children in ambulatory -
- settings. Well quahﬁed nurses expanded their care role,

but the nature of nursing was not.altered. It retained its

basrc -’Vﬁlue to provide care and comfort, guidance,
. counseh‘ng arﬁ
; mterpretatron

health teaching.? Contrary -to some

it because there
hf medical man-

" oped as. a physician’s assrstant or }
-were shortages of physicians. Shortag

power,_ however, .«did provide the opﬁortumty to test’

out new roles. The intent of the PNP- projett was to
integrate mto giaduate and undergraduate nursxng
education cumc lum® the. content and processes of the

. nurse practitionér model 'at the appropnate level . of_

lear‘m'ng

. L 5
Since the first nurse practitioner program bega’h ap-

proxrmately 100 others-have been started and about
5,000 nusses trarged for speciality and generalized

services for care of: people of all- ages. Today, many
colleglate programs are beginning to imtegrate into their .
curriculums the ‘cqntent -and processes generated by, -

the nurse practﬁroner movement. However, we still do
not have enough nurses trained--to provide primary
care. We also find ourselves with a potential over-

levels and severe shortages of cﬁmcal specialists, re-
searcl;ers teachers, adfhrmstratdrs for serVice agencies,
“education, government and orgamzatronal work. Em-
phasis on .the quality, rather than quantity of health
use, .like Sweden, we
in the U.S. are wondermg how rftich further we can
extend our economic and human resources: for health

, care. Currently we are spending over 100 billion
> dollars or over 10 percent of the gross national product

. for health purposes. The U.S. has always gjv n, top
.. priority to care of the sick—a -very costlyl

W

e

’ -
- Testing out new roles for nurses which expanded the -

this nurse practitioner was “not- devel-

' mﬂuentlally impacted upon legislation for Fedt?m -

riority, -
‘Commitment, concerns and allocation of resourées for
- - maintaining health are sorely lacking. Someé of ‘you
* will tecall Martha Roger’s admonition: “Any society
. whrch concentrates 1ts resources on care of the sick™’

larly nurses—will have to take a more’ active and long
_term role in emphagjzing hedlth care. Fortunately there -
“is. a" definite trend for nurses to- remain in the. health
work force. This-trend became noticeable in the late
sixties and has been attributed primarily to the rising
.economic status and professionalization of nurses. Eco-
nomic and general welfdre corcerns are also apparent

_Unionization of non-professronal workers, particu- -

larly inhospitals has been on the increase. Some nurses
have ]orned these industrial- type orgamzatrons Others : -

-~ have chosen to-join the-professional nursing asschatron——

(The American Nurses’ Association—A.N.A.) which

bas offdfed collective bargammg services for the past ~

28 years. This nurses’ organﬁatlon decldfes itself. a -
‘multi-purpose organization for all its 'regls,tered nurse.

- will never be a healthy society’ But women—part!cu- .

membership. It functions both as a labor orgamzatlon ‘

" awithin. the organization is the separation of the eco-
nomic and general welfare program so that the pros

fessional and managerial activities of members cdn be? '

acécommodated. While the AN.A. has been tradition-!
" ally concerned with the ‘welfare of nurses, it also “has *
shown considerable strength in establishing standards
for education and practice, in the certification of pra
titioners, and én promoting quality*assurance. It ha

» ing for education and praotrce -
- Federal monies for nursing education, has Bee
~main source of support for leadershlp and post-grad ate
trammg in continuing education in this coun

- and professional actmty Currently under discussion »

«precanousnessu of this fidancial aid has serious lmphca- g

tions for long-range, mrerdlscrplmary planning for insti-
tutions of -higher education. These institutions have
carried the burden of advanced trammg without assur-

ances from year to year of ongoing funding. But just.

preparing nurses to practice does not guarantee--that

“the health care. delivery systefit:will usc them appmpn- ;

’."

-atély. The pluralistic nature. “of our system ‘makKes it.*

dlﬂicqlt to compare the -power of nurses in. practice’
arenas in the U.S. and Sweden, partly because we have -

. a non-system. of free entefprise in health care dehvery '
The primacy, of medicine: superrmposes controls; upon

all other health professionals.
‘Some orgamzatronal striictures of hosplltal and health

agencres also pose’ “difficulties. for nurses 1n, practlce. '

Some’ of the new roles crsated for nurses in: lhe sumes
as pfctitioncrs and ‘clini¢ians canfiot sumveitq -con-
dribate vitally to the care of people and the. health of

« this nation, if nurses—and women—-canno&gam cops -

trol ovér their practice, educatron and research.. Cur~
rently; in New York State, a major conflict brews over

the control of the practice.of nurse practitioners: and -

~ ¢linicjans. Some physicians believe these nurses should
~be; hgised as physician’s associatesa{equivalent to phy-

sician’s assjstants) and controlled by medicine. Nufses -}

_vehemently - opposg, this. They want to be licensed -
under their own Nurse Practice Acts, they do not

_consider themselves physician’s assistants or physrcran '
" extenders.-(It is a travestyﬂn thrs country, in this day

LI
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titioners is labelled a study of physrcr :
- Why should nurses extend the. disease a&l it
-tice? Our mission, well enurciated by Schibﬁ;l
"“to_help people attain, retain, and regain; -heff
We are accountable to the people wie segvel
physicians. In the interest of care to- peopl? ‘o
. can be complementary, not competitive. . 4.

Johnsson’s paper reveals that Swedlsj} nug‘besﬂhave v

ageas»“fier-v .
tainly the Swedish moﬂels of midwifery angd child ‘tare .

—practice deserve- hrgl;"'prarse ‘andthe r&uﬁantzlow in-
fant mortality rate ‘Heq;onstrates that. success.. How-

'great autonomy, especially in some: practite

‘evef, the status of nurses: a?ﬁdeclsronmakers in the Sys=-

tem bierarchies s 1ess clear.. For example the career'_,,

‘mobility for’ nurses was explained. as *poi
as entenng medlcmei’v That mak;
isron a predomlnantly male * group, je- pingacle’ of
Ikhealth professrons Educated nurses:in the?U.S::do
not consider éhis elther*"as advari’cement or' vertical

career mobryﬁr To us if-a nurse, entérs medicine rt is

on the utrlrzatlon of nurses. § i
and drstnbutron in SWeden are ’L{@l’
experience. n

Howcvephasrs on researdh rnf : clib
and quality assurance are, ver
_n systems of care and etlucatr

fbales to medsure patje t'funét
1t uonal effo‘r'g to dqvelop c c.{r'q,
“fire, process. afid” qutconie ‘are’ Tj.
of the American qyrsrng scej

practicg, mpmblcms whlch, !
lnteractl’on ‘ang
mrned by° the

nuﬁrn@All unrversrty and,mﬁn ollegiate’ schools of
\ursing enumerate a goal induiry for stu-
‘dents™ 'arrd' fatulty,. Producti ' Ar'sﬁcated studies
fend the body of knowledge}f it man in health
and ;]lnessfl till- relatively low:". fhe University of
hester Sofool: of Nursmg. ‘recruitment of basic
students focuses on attracting scholarly, career-minded
students who wish to learn how to improve pracuce
not jiferely to lggrn how to practice.
Outlpok for.the 80’s: The maj
future of women in the health care system and for .this
country itself arc related to: 1) the_enunciation of a
rational, national policy for- health; .2) the' need for
new conceptualrzatrons about health, and 3) the recog-

ing up: as far -
‘medi¢ . pro- -,

... Positive outcomes of promotlon of health,

problems for the

nition and wise utilizdtion of the potentral of women— -

particularly’ profequal nurse§ in health carédelivery.

Enunciation of a Health Policy: Hopefully, there ‘will ;

be a national commitment to a health policy which
wrll help guide the, efforts of educatlonal institutions

R

C

a

"' ‘Current Federal legislation knov

AL

'in the preparation of all health mg§
 direction to the orfanization of he

Health Plannrng and Res(grces Act 9p

s only’ th : odic care
y will be senousl
eeds of &ople and crekge Al
disaster. Bot Sweden fng Enf:
of a century Yof ' expei'r Shpy
learn” from history Wlt_ R "be
_ways to view health care are in order.

New Conceptualizatiops ut Health: The social,

.cultural and economic value§ of a healt ulation

have never been calculated. ; copcep-

tualized very narrowly in thg only as ‘absence

of disease. In the sixtie’s, | rged as-a bas1c\
right. Now, health ought toj f as a meEhanism '
for social change and an i component of our

.national human resources, to be valued conserved.

x

eliness, the prevention of accidents; d1sabllmes and -
ase deserve as much, if not greater, attention as
of the ill. We, as providers, must give health care
phts back to the people. We, as providers; nurses,
physicians and others; have taken résponsibility for-

a health cdre.of our-people upon our shoulders. Their

health is their responsibility,‘f“not ours. How 'they live,
every day determines in large "part their capabillty

and. copeability for good health. Our responsibility is
" to help themsundersfand the options an
.50 they can make wise choices for their own lives and

alternatives

those of their families and communities. To do this,
we as a nation must recognize the great untapped po-
tential of women, partlcularly nurses in at least one
- speccific health care arena, primary care.
" Nursesin Primary Health Care .
Delivery of health care to 212 million people in
the U.S. will require tremendous emphasis on primary
care delivered from ambulatgry settings. Kerr White .
(1974) explains the health needs of most people in this '
way:

“the vast majority of transactions’ between indi-
viduals and health professionals are essentially
problem-solving encounters that take place if*an
open system. Most patients initially present an.
amorphous array of problems, $ymptoms, andigon-
cerns. These have to be articulated, organized; , and
understood as the«basis for a compassronate, t*i-
entific, -and sensible course of action. Most- ill- -
nesses, be they acute or chronic, major or minor,
reflect open-ended problems of -living and dying * -
for which-there are few specific cures or definitive
answers. Treatment is largely squortlve it almost
always involves. choices and™a peéasure ‘of am-
biguity and uncertainty. Each encoun;er is part of

-a continuum that draws: upon past experience in
order to look to the future."That future is more

-‘than the absen& of drséase' ?s the ability of the.

ating it.. Certamly new"'
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mdmdual to functnon as adequately as possible in

" 4n imperfect worldpwith as little pain and distress

7
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_as can be, managed for hun and those around
him. ”‘8 ’ ] .\.:ﬁ,:_a. . .

Professional nurses ought to emulate the apothe-

.

' caries in. Britain who inithe 1830’s rose up and said,
. “We are a body ‘of men who exist because the wants .

"of men be-

_gociety have raised us up.4 '1“ group
‘netee h

the general medical practitioners of thi

."cent‘ury What I am proposing is, that professiogal .

“titioners of the twentieth and twenty-
. believe professional nurses, prepared both scientifically

nursés become the general health, not medlcal prac-

fpcenturiés. I~

and professionally, can help people assess their health -

strengths, and identify actual and potential health prob-
lems..People can be taught to manage their own health

resources, and’ develop appropriate health-seeking be-

haviors to use:the services available, such as those of

nutritionists, ‘physwlans, social workers, ‘etc. But uni-

versny and collegxate schools of nursmg wxll not pro- -'

(a8
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- The United States health system wopld have2a lot
to gain by incorporating many of the aspects of the
Swedish model into our system.
- Today, day-care centers, inservice education pro-
grams, career ladder upgrading, workers’ responsibili-
. ties and involvement of workers with management and
decisions, are all steps needed to improve the United
States.health system.

We, as womeHt health. workers, can begin to incor-

‘porate these advances into our work situation. .For

. exagfple, the majority of women health workers are

nurses, dietary and laundry workers. The women most

"‘dffected by our discussion today are not here.

,, care sygg

* improving the;care received by patients.

One of the major problems to.increasing the utiliza-
tion of women health workers in the United States-is
the consistent and systematic denial of power to.women
in health work in decisions affecting our work. There-

. fore, as an effort to incorporate other women health
workers into this cosference,’ this speech was written
collectively by a group of women health workers.

Although we can learn from the Swedish model, to

. . fully utilize women health workers, basic structural

changes in the United States health system are needed. -
We must look at the whole structure in order to -

prévent ourselves from manipulating womén wisrkers
like players, leaving the system the same and thus not

There are épur basic structural changes‘tﬁat ‘x(x;st be
made in the health care system in the United States be-
foré our skills can be fully utilized. By “fully utilized”
we mean c;zlting a system which. allows women to

i

-work at meahingful jobs which develop their creativity
" and use theirpotential fully. T¥& changes needed are:
1) the elimination of the profit motive from the health

n; o

this specifically means inclusion of women he /
ers in the decisions; 3) the elimination of ra¢ism} and

. 4) elimination of sexismgfrom our sodietyl"'?;ﬂthough

¥ thiese are certainly broad goals, théy represent. the, root

¥ of the problem. Unléss we deal with the basic cause, we

will have little success in solving the problem,%When'

L4
i

s

m; 2) the control by health_ workers. and ..
.~ consumers of decisions regarding the health care sys-
" tem. Seventy percent of health workers are 1;

o il congressional  national health insurance bills an

e

86

‘are segn as g cu,r(ﬁ,or the health care system. There-
be to work in” |

examined one by one, each problem shows why women
health workers are underutilized. -

First, the Elimination of the‘ﬁblikl\fro::( }
At the present time, decisions,  about-fealth cz’r‘e'

are frequently based on economic concerns rather than
concerns about the best way to deliver such care. There
are many examples of economic concerns taking prece-
dence over patient care needs. Prevention' of ‘illness is
not practiced in this country for many reasons. One
primary reason is the potential expense of providing

adequate food, housing, safe and meaningful ‘work, ;.

RN
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and an adequate income. Drug companies and insur< "~ |

ance companies make huge ptofits at, the expense @f’
our illnesses.! However, the most relevang exam:

to my discussion today is the current developm‘ent}o{r

|

Health Maintenance Organizations (HMO’s). HMO'’s

have intensified the relationship between profit and 't'l’fé"

:’J o

utilization of hea]th workers. An HMO is simy
organization, ffluently a large’ corporatiqn, wail

agrees to pro to the consumer a’ predatermingd;’,
group of healtWservices for a set monthly fée). = 7 o
In an HMO, the_provider of health care- sef e‘} is. . .
paid in advance and will recetve ‘a set fee whekher ths'f‘..
patient uses the services or n‘o‘ts&nde‘r such™a ‘pian, 8F . .
the system is not utilized, the pr¥ider makes & | teft“,ﬂ!
profit. There is a natural incentive, thereforg”™ Iy
providers to saye money in two ways: First, <"

back on services or make services hard p‘atie‘ el

o
obtain; and second, to cut down on s‘gf_f.%’h_;

ere ar8, for L.

exafnple, work speedups where no "reﬂcgme'n'ts ARl

hired for workers who leave.. Another economy _,measu'&e‘-
is to employ LVN's instead of RN’s and nurse- prags:
titioners instead of doctors. The. incentive hereAs’ 0o

to improve the utilization of health workers but G s33F
money. Which of us is emplo determined by?¢

prige, not by our skills. HMO's are a key feature

fore, our future as*health workers ;
facilities even more understaffed than they p’re\s@ntly
are and to. be forced. into' situations making us work
above our level of competence merely because ‘it s,

chedper. S
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We will not be able to provnde adequate patnent‘

cxe under these conditions. HMO’s are just one” ex-

ple of the direct effect of the profit motive on our
jobs. We cannot improve our working conditions dr offr
performance until the profit motive is chmlnated in’

she health care system. .

Next There is the Problem of Decnsnomnaklng
‘Power *

States

re women.® Currently and¥® “'5'
—- -4 health T hi

surancc proposals, these: won'f@’ “hea y
have no control over the decisionss gmg bhegr jobs
and the manner in which they use thetr skills. We cafe
for patlents twenty-four hours a day, frequently know: -

best patient needs; yet we have little input intd decisions .

70 affecting their care. Frequently, patients never benefit
from the skills in which w

ample, nugses (that is RN’s®

ticnts. The nursing staff opcrates like assembly line:”
workers with no relicf tim¢ from scheduled duties in-
which they. could« offer extra help to patients. This
“lack’ of control over the structure of our daily work
. alienates us from our occupatlons ‘We must rely on the
benevolence of those in contreFto determine -how our
-skills are_implemented and improved. In the past, as
most womén know, those.in control have not proven
« ¢+ tobe benevolent ar undcrstandmg

~. ..+ To'incrcase our control over decisions made 4 the
_ health systcm we suggest the following., 1) ‘Workers
- must bg gl\‘bh‘tlmefdurlng the .workday. to share their
'-ommon. c"xperienecs to solve problems and to imple-

.' \mcnt changes 2) Since we are rcsponsnblc for
u.,% vidings direft ‘carc to patlents, health workers :must
o “s.continue to struggle to gain control of the decision-
maﬁlng bedies which regulate our jc%! *3) Patients
”?‘-f' <are, the (ln”s who understand their needs and how to
xicct ‘them.;'We nced-to participate along with con-

it jobs. with the Ieast status. They are fre-
% ¢ LVN s.while white women are
S. Nmety seven percent
r work under the
y -disregard or :.not
cmtnbutlons about
é‘ps us d mded arguing betwecn.

.

urselves e?d tectmg ur.dwn smalLspace instead |
ﬁf ,;onnmg er” t,av"work Qllectively.r for 1 our
;bene ts» We Arigeleoy

&d of
TR

i

inst
4

Ucttire in°vghichy We we
' Th ”ntajﬁ‘}jty of us herc e Lp
.authortty over mifiority\womea.t awold be

L

E\‘ vomen.\Wé are. ofl part-of. the\problem, haVing
W o] a/ra is} ocxety Changeg;f:ah begin with .

. .

e 0 .
L] tA . 1

s

Seventy percent of aII health: worlcErs in the: Umted',"'

‘. ¥Y “’m’}hc dcmocratlc managcmcnt of our institu- ~
n \> .

e-.of color ~w1th1n the health system have the °

ons < of a'

e competent. Forex- ...

_VN's, and nurse aides) .
do not have time to provide health education to pa-% .-

. 10 alof us toJook at ou) bsclves. and how we, worbﬂng' -

' ' i —'W‘;
+ each of,us. We can begm by including the entire sgdﬂ
in décisions about patient care and staffing,’

The basis. of racial division ‘within the health system
is panctloned y institutional racism. Third ‘World
women-are coffnseled i ow level jobs. For example,
our high schools pro¥ide nurse aide training programs.

Women of -color are’ counseled into these programis;

.s"i";'whlte women aré counscled to énter college prepatatory -

~:courses. Institutional racism is made worse by other
. attltudes such as that minority people: are not as- quall-
. ified as whltes for their jobs, regardle§s of their educas .
" ‘tion, Often those women ‘who manage to gi'aduate from
our. professional schools -are. psychologlcally, socially, .
or! professlonally isolated o%t_belf ]ObS Rac:sm lset’ves

to,keep our 'sisters of“color h eir-jobs. are low -

pald leavmg them wlth. tlta*?*mene 10 ‘ ' r'-' ays,
» ) Y pr V1de

schooling for themselves ,A thelr energlesg;'f;

-

" up trying to survive, pay-t e.-_bl, Is, 1 raise, thgl
and struggle against- the racism they face. "

The lack 6f minority women in the- license he'alth
professions greatly affects the héalth care recelved by
all, but especially by minorities communities:’ The
jority of Third World people have low mcome#91
therefore, -have the- highest incidence of illness,. They
need health services the most. Since the majonty £
licensed health professionals are white, even fggythese
Third World people whg obtain heaIth care, there is
-a cultural gap and language barrier between th'e worker
and the patient. :

We must not support a society that d1v1des us along
racial lines. We have fo#too long “watchied our sisters
of color suffer from both racism and sexism. In order
to improve the utilization of women in the. health fields,
a strong program.to recrult women of color into the
licensed health professions must begin in the high
schools. Priority must be given to women of color for
admission into health schools, for ey are the ones
most underutilized. A career ladder as in Sweden, must
be. esﬁl\lshed glvmz women credit for
. perien
worklng women.

And*fiffilly, women of all colors nej
the strengths we have if we Jom togc
tively wosk for, change.

The Fourth Problem Needmg Change is Sexlsm

Expectatigns of what women wérkers ¢an do, should
do, and are capable of doing are determined by sexual
stereotypes. The fact that 93 percent of doctors and
80 percent of administrators are men®hile 98 percent
.of RN’s and 94 pcrccnt of nutritionists are women il-
"lustrates this étereotypmg&Women s work is not valued
in the male hlkrarchy which evaluates jobs in terms of .
status, sal:ﬁ'y and powex’ Although the women’s move- ®
ment has he ped to. ‘make people aware_ of society’s
llmltationSf on: 'women’s opportumtles 1ile “has- con-»‘
cretely. thanged to alter womén’s position. .

Statistics' show that women are underemployed un-
derpald and stlll bear the brunt of lmusework and

. Lt
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. child care. When e talk about increasi:fae' utiliza-

i € #ealth workers, we ¢
“economic sphere from their rqfés as
others Chase Manhatten Bank has

! Q&ﬁ@}é’epers work an average o
e taajority of women health"Workers

equal 'acm'c_:es.s to-all types
provide the following.

etare at all places"zaf'deﬁiployn{ent.

vif they are responsible for child care”
; ame time as they are required to be at
Pk - This is a classic double bind for women *
who_want to work or must work yet-do' not
want to leave their children in precarious and
changing care situations. =~ = . o
‘Women‘hougeworkers should be paid for their’
. . labor. This concept must be supported by.our
educational, religiois and political institutions.
This recognizes it as socially useful labor just
as a hired housekeeper is a legitimate occupa-
" tion which eard¥ a salary. .-
3) The narrow ideas, concepts and prejudices
" about women’s roles and abilities in our so-
ciety are currently supported by our religious,
educational and economic system/ For exam-
ple, the media continually bom¥rds us with
the image of women as sex objects, corpora-
tions sell their products using women’s bodies

to entice the buyer. Hospital shows on TV and . .

* the movies place the male doctor in the domi-
nant role. He is making all important decisions
and is ordering female nurses to- helf him..-
Fields in which
Brunt of these stéTeotypes. ‘The seclety must
take responsibility to opereap the definition of

" women’s roles“and to, présent a_ﬁ{bgrated view
~ of women’s, position. ‘ : )
4) Society. values- techmical, objective and scien-.
i facts; values traditionally viewed as male.
.- This must be countered and value placed on
~-".'those aspects of society that are labeled “femi-

- nine” or “women’s, work”. Some.of the mgst

_+ ’positive aspects of women’s work are exempli-

.. fied in the work done by nurses and other
- patient care givers. Caring for patients, helping
patients to manage their da%activities,‘help—

ing the new mother with herilaby, ar€ all very

“femininé” activities. "All "dre' yesy' positive, *
. creative and necessary. There nilfst be an inte-

gration of the positive aspegts of feminity into

not ‘separate -

e cannot _compete_in the current_job.

men predgminmf{,“ e the’. -

-

-

our values. A transformation of people’s-'ihner _
world is not an easy pgocess but can, be done

if supported by our culure, govemmaﬁ @d

institutions. - ,

5) As women héalth worléeis;congaéﬁgg_ pany in- v .

dividuals In patient ‘care settings,; we I
opportunity to communicate nes
ideas of women.. We see this¥s
bility for all' of us whenevgr.
‘arises. - 4 -

In conclusion we do_fx.mt' supp'ort"

Lo )
B

rather to change thagfsystem. Our recogimendation’ for
policies and prografl§ which would imprové the utili-
zation of women in’the delivery’of_he;a'lth care in the

_tion of women intgftbe____cu;:ent health' system but

United States are: . FE

. ’ . L 4
1) Health care ‘must be defi;v'ered in a system
where patient needs and the quality of health
worker§ lives are the priority, not profit forf
. compgpies and institutions. This would call
for.g Mdistribution of wealth and a socialistic -
ecoffdmy and health .care system. .
2) All health care institutions must be controlled
by workers.of these institutions and the people
who use tijign. Every person would then be
. guarantee ug.}it-y health care and a meani

. ful job. RATEN. o
® Frec quality day-care should be provided &
' all places of employment and hoygeworkers
should bepaid for their labor. T
4) A strong national program to recruit and re-
tain  minmogity women into health science
- schools. AJl should be given the opportunify
for education and career advancement, i«
5) Time be allowed on the job for health -care
. workers to come together to discuss common
problems, concerns-and solutions as well as
to take continuing education classes. :

When these above demands are realized-women will

7

have gained more than greater access fo'health career

* oppoitunities. We will have a health system that is

truly humanerto those it serves and to those it employs.
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%Synopsns of l‘lor Geographlc and Demograpluc
‘Characteristics

Australia’s land mass is ]ustvunder one-third of that
of North America, about one quarter the size of
Africa, and, as a country or political entity, about one-
third the size of,the 'USSR. Itspopulatiofiy of ap-
proximately 14 million people is concentrated in the
temperate climate zones of the coastal strip, and further..
concentrated m the two major cities of Sydney and
Melbourne, w between,ghem, accommodate about
one-third of the“total populauon ’ _

In these cities there i$ growing evidence of problems
associated with high density living, while in other parts
“of the country the problems. are those- of isolaffon.
Those living in relative isolation in general live in
climatic conditiohs associated either with extreme. £
and low rainfall, or with the “‘wet” and “dry” sea%f Ry
of the tropical region. Thus¥the population is bdthi -

ncentrated and® scattered throughout a relativel
large country which overall is about two-thirds desert
with*a significanttropicat area, ? a -relatively small
area of less than’ one-third: of the ountry with a tem-

-climate.’
¥irends in p\pulatr structure dre similar to *
sofother wesiern itidustrial societies with a de-

mh-rate and”’ a§ 4, result, what might be

. agmg po latlon, A significant feature has
only:a dédlﬁ’ue in the birth rate but also “the
f6r 2. high propomon “of fertjlity tgibe com-=

d Jinto ages. 20-29 [and] the striking. decling in-
average age at mamage—espedfally for females . “An
ortant related aspect of new trends in population* |
ir ; dence of married women
v} insufficient is known about
ito indicate whether it js a .
a'i;p'f; "waﬂl gompleuoh ‘of Tam-. .
- '-ﬁ‘atte,mxof familyij

=
I

”;

m thework-force [altRer
a’the chemisfry of thig't

consequence of early
ily' building or whethe¥the
ing has béen inifiated by¥wiy .
.thoA&ork -forcé during theiv fﬁnmes“*f L

nal point to e noted.in relatnomio cugt
demographlc struc W7 T :
istics. It has been stxmatedz that there werée dbout

one quarter of a million’ }%qngmal people scattered: :

R— S S

" and pre-packed foods are q,& ‘gorm. PfeVentwe SSCON
~ grammes focussmg on the* ]

_" dnrected at 1
-Probaw ndg

90

Co

throughout Australia Am 1788, when Captam Cook 73

raised the flag on behalf of Britain. The initial British
population, mostly convicts at first, followed by “free”
setifers grew slowly to about five million in 1939. Be-
tween 1945 and 1950, apart from ‘British immigrants,
settlers’ arrived from Germany, -Holland, Yugoslavm
Poland, Italy, and in more recent years, it is probably
possible to find ggople from mibst other parts of the
world living in *at was mmally intended to be.an
outpost of the 2ﬁtlsh Empife. Thus, particularly in the
last thmy year§, the ethnic origins of the populatnon
/B e_become more diverse and with this diversity has
comie an increasing awareness of the indigenous Aus-
tralian—the Aborigit -—and a challenge. to Ythe tra-
dition of egaltarianiény -which, bas been ‘dominant in’
Australian society:for a century but- -which. isa).narrow -

. tradition, reauily+ pphcable ‘to white- Anglo-Saxon"f

‘Centricity.” 8.

“oProtestant migles, ‘ut .intolerant of dnvw and ec-

Loy

Issues iii Health ,
Issues in Health i in recent years have been v@uch the -
same as those of other mdustnahzed countries, the

- --main “killers” being: dnseases of the .cardipvascular

system, cancer and rﬁad dccidents. Infectious diseases

. such as-diphtheria, poliomyelitis; measles,” whooping’

couygh,~have -been more or less ehmmated and T.B.
conitrolled in-most pasts of the ceintrys: “feprosy con-
trol programmes_ are, stllle,anmessennal part’. of health -
carg- in areasy§Hichgas ‘the Noﬂhem “’I‘emtory whére
populations are predbmir iginal origin, as-
are, programmes which- '

areas partic , nutritional edul,‘agpn emphagizes the
_ problems of bt dgetary patterns: resulting from a Iugb,-’ R,
rather than a Yow- stafidard" of l;ysing, where pr e

T
ds.of excessive et

suinption of alcohg), the hazards of #noking, and eddl

on on the eﬁects of excessive use of common pain

. _L-'ka'hers such as aspfmn, have ga,med ground in recent - - -
f: yedrsi' "

4;.-‘

these mstances, work has..been and is bemg

9 ¢ .
kgectﬁc diseaseg; 3 itis -
te teen years tat_the
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" concept of promotion of health haﬁn to gain any

significant, measure of support. Cl¢lirly, promotion of
health includes prevention of disease, but the concept
of health maintenance, gven with inevitable episodes

- of illness is still an emerging concept. .

At a recent conference with about sixty participants,

each with a slightly different interest in health care, it-

was interesting that no real agreement was reached -

on, what, health is. One reason for this was that-those

~ present did not wish to spend excessive time on de-

: batmg what could become simply a phllosophncal argu-

)‘
74 definitions based solely on medical knowledge. It is

,-ofamoul

da,

. initiatives whaoh have bee

_ segvice. It would appear that the ¢on
¥ .determination in relation to the meth

-

_ sorted out. Yet a

..ment when _questions relating to_action needed to fill .

in gaps in the existing health care system had to be"

fundamental issue kept surfacing and
red, namely, the articulation between
definitions of health and illness, and

remained unres
cultural and soc

significant, however, that the cosference recognized the
need to encourage commumty pamcnpatlon in the-plan-
ning and -delivery of health carg, and supported recent
B to help maximize
decxslonmakmg ‘powers at the o;nt of delivery of the
pt of comrhunity

health care is: gaining support and to the extent that
this is so we “shall probably see greater possnblhtxes

“social and cultural definitions of health
%t@c knowledge of health care workers. In
the : :proces¥zEit “is possible that separate dehvery sys-

this has occurred - recently with the establishment of

centres which aim to deal with the specific héaith needs .

d of delivery of 5

tems will sbe established_for specifi¢ groups and in'fact =

of women. At’%he time of wrifsg this process was -

fugther emphasizéd by a grant.go the Central Australian
riginal Congress to “investigate ways of establish-
ing an .alternative community-based health project
which could serve as a model for the re-establishment
of a healthy way of living for Aborigines in . Central
Australia.” 4 o

The, intention of such initiatives is ot to- estabhsh
a plur&hstlc ety in the sense of “a society com-
prising two m\ore elements or social orders which
live side by side, yet without mingling, in oné’ political
unit” ® but rather to “loosen-up” the existing system |
m such a. way that heaLth care delivery becomes an
“open” rather than 2 ‘“closed” system, able to. meet
diverse needs. Thus, Australid seems to be moving to a

—

~ and prestige”.® “.
_- ing as easy avenues to employment of semi-prof

deiay the p

‘o

reahtles, but based also in socnal practxce which is

© gociety thre
, vgtg;f,orms. e

system of health care whlch is suitable for a,population .

of diverse ethnic origins, even though those of uis-who

are-concerned with health caré‘may not yet be.in &.posi-. .

thl’l to identify clearly some ‘bf the 1mphcat1bns
Won;en in Society o

“Fhie publication “Women and Soczety, an Australian
u3tudy referred to above deals with.“Women ap
cxety’*; “Work” “Education”, and “Public Life” as the

ur major sec¥bns’ of the text thh an Introduction
dealing with “Sex and: Inequality’, -and a Conclusion
which looks to “Women and the Future”.: It is not

So- -

mtcnded to review the book here, but xt is récom-

- sciousness

mended reading for anyone wanting to gain a greater
depth of knowledge of women in Australia. It comes
"as no surprise to many of us to read that: “Australia, -
is still a man’s world, and the situation of twentieth-
century women is still one of subservience”; "#*The
- great law-which presides oveg theggiffegentiation be- -
tween male and female occupatlons . is that of p
. the existence of teach;ng andiudré
ionatl
#6r which' girls are encouraged to opt, séfves.tp 4
ess of diversification.” ® And finally¥:
- “when- womegz do -succeed-in--entering..politics, - their
chances of success depend on conforming to male
models™. 10 Tt all sounds so familiar but at’ least it’s
nice to know that ong’s feelings on the subject are
neither a figment of the imagination, nor .isolated to -
“odd” individuals. .

Yet .women in Australia have been responsible
singly, or in groups, for reforms. In a speech given by
“the -Prime Minister on International Women’s Day, -
1975, he remirided his audience of “the great Seam- - ¥
stresses’ srike of 1882 . ... (which) led not only to an. -
improvement in the workmg conditions of their own .
mdustty, but,: 'to a general investigation of the condi- 1
tions under whmh both women and men were labour-

.ing.” ! The.resuligwas the introductjon’of legislation
aimed at protectmg workers in gereral. A -similar
theme is found in the final chapter of the EnceP study,
where it is suggested that the growth of feminist con-
make a sngmﬁcant contribution to the .
future shapwf Australian sodiety because of its re-
~lationship to and implications for the broader questlon
of social diversity. 12
Women in Australia, then, ave been and |
sub]ect to the realities of mequalmes of ; opg
based in a fact of life which stems from

type,

ity
loglcal

neithgt," ingvitablé, nor unch In equahzmg
opportumty for gife and living for en it 1S‘mﬂe&¢‘
to be-hoped thatthere will not bera new imbalance .-
created, but rather that we sh#lf*see an enrichment of -
recognxtn@fi of social dxverslty in all

:

- ,
Summary 1 B - * ,
.%The background picture, then for the functioning of"
any national association -off ealth workers can_ be
summarized bneﬂy from: the atbye thumbnail sketﬁ‘
Any such associagign is WOrhmg within a framework of

-a large country with a relatively'shall population which-.-.s
is widelydispersed-and-botir-isofated in mural and out- *
back areas and concentrated in relativelythigh density iy
urban areds. The health issues are those Of similar in-. ",
dustrial societies, yet social changef and an increasing. .
recognition of the varymg ethnic backgrounds: of ‘the -
country’s population is: bemg brought to bear on an g
interpretation of health and what:it .means withigea .-
heterogeneous society." Climatic* condifions produldily- ..
. #ange of tropifal diseases nof: normally found 'in

" society of predommantly European ongm """

e
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ﬁ coupled wrth a concept of health promotron rather
than just disease prevention, add to the problems of
artrculatron between value systems held by groups within
the country, and current medical scientific knowledge

' \In addrt&n there are changes being wrought in the

traditional attitu of women in society, for women
- are seeking not only equality of opportumty with men,
but it would seem ‘thaf there is a change in family
”butldmg—-—pattems being initiated by wives who want
" to e e workforce in their- early thirties. The
quality of life” is being reinterpreted as

—Aus
ism of the white Anglo-Saxon mile Protestant to a
soerety which is somewhere between this mondlithic
concept. and the separatism embodied in the pluralistic

" concept.

=

| ‘slmlzatlon of Health Workers Represented
ominantly by Women i

& There are two basic alternatives in Australia for the
organization of health workers—organization through
professional associations which may or may not have
a legal standing copferred” under the law, such as
-under a Compdny Act or organization through the
legalistic uniotf’ structure of the country. In:the main,

. nurses, physr,otheraprsts, social workers, speech thera- -

pists have, ifi"the past, chosen to identify with the
professronal $ssoc1atron concept rather than that of
unions, and in some cases, the professional associations
. have reserveg the right to apply educational standards
for *mbershrp, such membership being in many in-
stithces an 7gssentral criteria for right of practice. How-
ever, mogt of the gccupations in which women are well:
represenfd, such as physrotherapy, are relatlvely new
occupations, the major exception’ being nursing,
. the remainder of -this paper will deal with nursing
" which is currently striving to maintain and 1mprove i
posrtron in the industrial and the pmt’essronal arenas. ™

The Royal Australian Nursing Federatlon (RANF)

RANF is the only national assogratron of nurses m

. Australia and, at national level, it is regrstered as a
union able to represent nurses employ in or in
connection with the industry of nursing. :

employment in Australia is carried out
framework which makes it possifle to gain an award or
determination whic¢h covers all relevant employees

-‘rthm the jurisdiction, rather than having to develop -~

.institutional basis. Regrstraﬁ‘on of an
. orgamzatrom, '
. forrnelﬁ recognition, is an essential feature ‘

“tote i
+ too, to “unseat” a union if it does- not-
. requirements of the act, or if its membershrp sinks
.. below afi acceptable level.

. The'quotation used above about nursing as an

-avenue ‘of employ'meg1 of a semi-professional type”

a-moves-from-the-dominance-of the-egalitarian- - -

*w'

surns up very eloquen y the drsadvantaged situation of

a group of health workers comprised mainly of women.
" Although not substantiated by research, it is our belief

that the knowledge and skills of nurses are fully avail-
able to the community because nursing is “women’s
work” and, therefore, should not reach its potentral as
this might threaten the predominantly male occupation

of medicine. The struggle, then, to go further and im- . :
" prove the knowledge, skills, and the utilization of nurs-

ing personnel becomes-harder than it should be. The

- one. occupation which has@ role independent of medi-

cal practitioners' is social work, ‘and it would seem at

presentas - though - social -workers, whoare_predomi- .

nantly female, find little empatb,}' with either doctors

or nurses, and much frustration in relatron to attempts

of role redefinition. |

RANF is working cul¥ently on what can be identi-
fied initially as two, fronts—the professronhl ang the
industrial—for, unlrlée most of the newer occupations,
nurses are reluctant nowadays to be represented in-
dustrially by multi-purpose or industry-wide unions.

" Throughout Australia we have a number of males

- of service ‘and the lot of nurses. = 57 o~
the pres—

e’mployed as industrial officers, responsible for pre-
paring and arguing *claims for improved safaries and
conditions of employment. This appears to be a happy
working relationship, and certainly one which has been-
beneficial to,nurses. Perhaps this is because these men
help us to- cor‘nle to terms with our méfe traditional
attitudes, basically female attitudes whr‘él; are associ-
gl closely. £6-the traditions of nursing, and as.such,
P with us jn changing attitudes to a more balanced
ctive. ‘

""A mote balanced% perspective couldig de Qslras.

one which recognizé§. both the communi *Tiee
» |the right of access ta.the health service on a contmumg

to wage ]ustrce and to conditions of employment com-

'[ébasrs, and also the rights. of the workers in that service

parable wi

- those of vothe(:'l;‘,gﬂl,ps&f sworkers in the .
community,In a dgclaratioaand policy statement 189;‘.

by RANF in Iul&wlel, it w?s stated ,

“th the publrc still takes tf semces of nurses
_for%apted .

- —thht the expansron Cof hospital and community
health services has been at the expense of nurses
who are the key workers in the health service,
—that thé true worth ‘of nurses’ has never been
_P;operly assessed, and

at unl medial measurgs are- mtroduced
urgently the hospital and health services.are: in
_grave "danger of collapsmg »18 e

MNF stated its intentsto change atutﬁeﬂanduto “

achieve positive. results which would 1mproVe standards

Diring the course of subseque’nt zi’otévr Y,

sure brought t6 bear on nurses to ]om “real” umons i ‘-"

increased considerably. “Real” unions -are “by
those who apply such Jpressures to be unions of greater
numerical’ strength comprising a- wide range of ‘em-
ployees working in the health ifdustry and concerned,
onlLy/ w1th mdustrral issues. Certainly, some mn‘ses

r‘~i

%




w~~—'the--danger—of absorption—and-lossof - identi
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~ care and in the general union field. In ea

* prefer membership of such organizations” whxle othets :

have' determined, either by preference, or through
apathy,-that no organizational membership is the de-
sirable state. Whatever the motives of “real” unions,
RANF believes that their claims are false, and that the

absorptlon into such organizations would dnsadvantage :

-nursing still further and do nothing to improve the
“quality of health care. In'some ways, then, RANF
initiatives, as an organization of health workers, com-

prising malnly women, could be seen as both rearguard

action and a jump into the future; we are- ﬁghtlng

moving into a situation wof strengthening our i

to enable us to function with greater confidence g8 an
equal among ‘equals in the health team. Clearlgl the
two are closely related but in tgrms onlmphasn tis
the positive drive into the future Wthh is absgifbing

most .of our ‘energies.

The drive-i e future has lnvqlved us in estab-
lishing a national ]ournal to provide a basis of com-
munication, developing, in association with other in-
terested groups, a report on goals in nursnng education,

' 1ncreasmg industrial action for wage ]ustlce and appro-

priate conditions of employment, recognizing ‘our politi-
cal power, without ahgnment to any partlcu!ar party,
and using it tb gain nursing involvement in decision-
making arenas, and taking steps to reverse a “top-
down” approach to policymaking to a commuhication
flow which synthesizes the knowledge and skills of the
leadership f‘nth those of the rank and file. The drive.
into the. future is involving us in developing better
communication at the organizational level with other
groups of health care workers with similar interests
and greater involverfient in the wider issues of health
of these
activities, ‘there is a fundamental belief, th hile we
may be labelled at times as’ deyiant, the. response of
others will be determined to atpbﬁé’ ‘extént by our own
deﬁmtlo& ‘of ourselves. Therefore, we ourselves must
think through who we are, and what we are in relation
to others with whom we work, be they other health
care workers, clients/ paitents, pohcymakers or what-

.. ever. We cannot lay the total responsibility at the door

A
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of others for-what we are or’ what we-will become.
~“Tn this process of rethlnklng, it is as useful for nurses

L to pool their resources in their own: organlzatlon, just

- ay women have found it helpful to -orgamize as women,

However, we. shall not survive as an ldqptlﬁable enhty
if we do not also reach outside of ourselves, a this iy
preCISely what RANF is attempting-to do—st
oilf. ldentlty and reach outside. In reaching
nursing we are -attempting ‘pot only to c unicates
with others of similag interests, but to pﬁlpate in
" the ‘wider issues °6f health. Thls latter par ation is
in its early stages; at. present and to the extent that
-wider issues raisedsin the national journal have drawn -

' only marglnal Hiiterest, this will probably take time.
* However,-it is significant. that individual, fturses recog-

nTzed“years ago the inadequacy of the health care

-System in meetifig the needs of populat'lons of diverse

gthen '
jde of”

ethnic origins and the fact that the disease-oriented
health service fell a ]ong way‘short of being, in fact, a -
health service. e, it is more a case of mobilizing
nurses to maximize 'thenr Jpotential contribution to and
‘utilization in health cate, rather than. starting on an
entirely new and foreign track. The fact though, that
many nurses have been vocal, as individuals, through-
out a period of years, about shortcomings in health

. care, suggests that until medicine “discovers” the prob-

lems, the impact is likely to be marginal. Whether
such an assertion is linked/to femalée/male re!atlonshlps

4 is a“matter for speculation, althoggh there is a distinct —

possibility of a significant correlation. What is certain
‘though is that nurses have been underutilized in the
sense that their potential leadership in fording change
has not been realized. It is qur job as an organization,
to back the nurse in the work. situation. This can be
done eﬂ‘ectlvely only to the extent that nurses are m-
volved in the activities of the organization.

One of the problems associated with the 1nvolvement B
of nurses in RANF has been the lack of a career con-
cept in nursing. Most young nurses, particularly in past
years, saw nursu;g as a useful and rewarding occupa-
tion prior to mairiage, so that alareer in nursing was
more by accident than by design. This is changing and
more married women are returning to nursing, and:..
some are reaching positions of seniority. However, with -

v

" # this change comes also a new set of problems in rela-

tion to traditional patterns of work, as many of the .

. married nurses have an involvement with their families

which they want to retain. Such problems could open
up consideration of sany other issues; without examin-
ing these issues inidepth it can be said that this trend,
along with other factors, is causing nursing to take a
hard look aj the organization of work and the utiliza-
“tion of nur ngm'sonnel and ‘RANF is beginning to
get involved in S¥ch issues which have both industrial
and professional implications. :

.

Snmmary2 . h .
«" The Royal Australian Nursnng Federation is regis-.-

< .‘tered”as a unjgp and is ¢oncerned with industrial and

professnonal issues. The above sketch has not touched
explicitly on the lnterlocklnggelatmns‘hnps of the 1ndus-
trial and professional, .although this ingerlocking is im-

~ plicit in much of the text. RANF is” seeking to ennch

the role Jof nurses by strengthening the identity of: - aurs-
-ing in the health team while, at the same time, reach out -
‘to communitate with other health workers with similag

iggrests. RANF- has increased its campaign for. wage i

]ustlce_for _hurses and, is .attempting to create a com-

x/d'

| n ftow which synthesizes the knowledge and
~ .Skills*of 'the leadership and the rank and file. Nurs vy,
as an emerging professnon sufiersamany of the disad
tages faced by wonien in the community at large which .* -
makes the striving for industrial and/or professnonal
s B

]
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Apprbaches to the Orgamzatlon of
Nurses and ‘Allied Health and Support
Personnel o

A US. Re’aponse to the Aml{almn Expenence

+-Virginiia S. Cleland, R.N., Ph.D.

« Rrofessor. of Nursmg , :
Director of Graduate Studies RN
Wayne State Universit :

I was very pleased to be asked to respond t'oday
% Mary Patten’s’ paper on organization of Australian
rses. I associate Ms. Patten with the report of the

'conference she chaired in Geneva’late in 1973 which

.. the prmcnplcs and concepts mvolved in the

“"pose of collective bargaining and the rig

" Australia, I readLly perceive’. mapy

was co-sponsored by the International Labor Organiza- . o
tlon and the World Health Otganization. That ‘d"ocu- :

oof nurses, including the right“to orgagize; fo

necessary. , ‘
When Mary Pattén des'cribes the

our own position in the U.S.A. The At
Association like the Royal Australlan‘ﬁmThg,e :
tion simultaneously promotes the gen }
nurses and the” standards of professill
relate to patient. services. It is upo
functions of the professional orga
focus my remarks today

It is ihpossible to view nurslng in any social or
cultural context without recognition of the effect of
sex role discrimination. '

The fact that there is an overwhelming majority of+
males among physicians and among office " holders ‘in

~ the public and private sectors of health syste{’n organi-

zatipns, has had an effect upon the naturé ‘and con-

figuration® of the health system decisions which, in turn,

‘-ﬁave suppgrtecf the subjugatlon of nurses as individuals .

aiid as a professnon .
There are similarities between the power relanonshlp
which'has comimonly ‘existed between the-positions of -
husband and wife, between male physician and female
nyyse, and between health 1nst|tut|on administrator and .

nufse employee. All have been. v1ewed as legmmate

power relationships. When French. ang:
pubhshed their typolo%of the “Bases off
in 1959, they wrote, :In -most \cultures ‘there are
certain areas of behav:or‘ in.which a persch of one sex
‘is granted the rlght to prescribe behavior for the other

sex.” #'(Raven Has.refrained fronf using that illustration

in his more récent “writipgs.) Notice that the basis#of
legitimate power-is the recnplents acceplance of a role

r

-

XS
-—
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relationship 1mposed by the 1nﬂuenc1ng agent. The
unique_ characteristic is that the influencing agent is

perceived as having the right to exert influence. Leglti-w,
- mate power, by de!l'rmon reflects a relationship, be- -

frween offices or. positions rather than between persons R
he- dependence of ives, nurses, and employees’ 1sy
changing. While mugcl¥ sull remains, fhese dependency
roles are_ probably dess. stlpported by ".the ~normative

“beliefs of persons out§\de “the relatnonshnp than in any
_previous time §a: history.

+As women lncreaslnglf repudiate marital relation-
ships which involve total economic and,social depen-'

tution loyalty to that of patient advocate.
Health system changes are difficult to perceive. Th‘i'e .
is considerable evidence that nurse practitioners withy

* four to six years of preparation can: provnde primary

. 7emphas1s should be direeted

health services for many of the: patlents segy in ambula-
tory care settlngs The issue is not whether such nurses
can deliver primary health care; tfle issue is not whether
patients will accept these services from a_nurse: re-
search Hhdings have repeatedly answered these: ques-
tions affirmatively. The issue is the phys1cfan-gatekeeper
in relation to third party payment. The Department of -
Health, Educatnon and Welfare ‘has invested vast®

- amounts of tax money in the system of health care

with little effort, proportionately, ditected toward learn-
n&hto categorlze patients, not by iricome: level, but
ather by the nature of their health care needs. Greater’
agward defining- the typés -

health professionals who cdh most econo'mcallyand
ellectively -provide needed -service. Few believe that
this can be accomplished within the framework of the®

- currently existing fee-for-service, msurance-type reim-

bursement.
Nurses can' be expected’ to tum JWith 1ncreas|ng
frequency to-collective bargaining and"the power hase

-'of. labor law to attempt to correct those problems

which the, l;gafth system has been so_disinterested in .

changing. ‘T}k jurisdictional expansion of the National
Labor Relatloﬁs Act in f974 1o lnclude employees of

Y96 o . T
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~.dency, nurses-too are rejecting physlc1an leadership in .
- those areas of health care¢ wherein the physncnan has no *

" "special expertise. Ethically, the role of  the nurse is

.. changing frém one characterlzed by physician and inti-~
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private health care institutions will greatly increase
the numbers of nurses who can now elect to have the
protections offered by that law. The historically con-
servative attitudes of nurses can be predicted to be in-

collective bargaining by medical residents and interns,

college professors, public school teachers, and the m‘osk

recent work stoppages by physicians. :

There are overi#815,000 registered nurses, 459,000
licensed practical nurses and 910,000 aides?orderlies,
"and attendants employed in the health field in"the U.S.2
A juicy plum of two and one-quarter million workers is
being plucked by union organizers. '

A very recent ruling by the National Labor Relations -

Board (NLRB) has been made in the case involving
Mercy Hospital of Sacramento and the California
Nurses Association.* The National Board overruled a

regional director who had included within a bargaining -

unit registered nurses, pharmacists, medical laboratory
technicians, dieticians and others. The NLRB stated,
“We have concluded that registered nurses possess,
among themselves, interests evidencing a greater de-
gree of separateness than those possessed by most other
professional employees in the health care industry.
These distinct interests derive not only from the role
and responsibilities of registered nurses, but, also from
an impressive history of exclusive representation and
collective bargaining.” The NLRB did not rule on the
question of whether registered nurses can be included
in a collective bargaining unit with other health pro-
fessionals when they have not petitioned to be ex-
cluded. While this was a landmark decision for pro-
fessional nursing, the battle is only partially won until
this latter point is clarified.

The composition of the bargaining unit will deter-
mine whether an industrial model or a professional
model of collective bargaining can be used. The two
-systems differ by being derived from a different base
of power and utilizing different influence processes. I
believe the public has a great deal at stake in the

" choice of model.

The industrial union model is based upon the use of
reward power and coercive -power. The reward is gen-
erally higher salaries paid by the employer in response
to the coercive ﬂower of a strike threat if the reward

“ffered is not viewed as adequate. Kelman ® has iden-
tified the resultant influence process as that of compli-
ance (to the rules of the institutipon) which is dependent

upon surveillance or direct observation of the worker’s.
_ performance. This is the basic power mechanism of an

industrial-type union:

! .
- - . Threat of Coercive
. Power
Use'of Reward =
" Power o
Surveillance of
Work Performance
. Compliance to
Agency Rules

*tice withij
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While it is certainly possible for a professional or-
ganization to develop contracts which are no different
from those written: by industrial-type unions, a profes-
sional model for collective bargaining can be built upon

fluenced by the "increasing ~frequeficy ~of sthe—use—of ———quite—a different=power~ base:~The~professional--nurse-

is licensed in every State. This affords the nurse legally
based “expert” power independent of any authority
bestowed py management within the institution. By
law, nursds are held individually accountable. To be
accountable for the nature ard quality of one’s prac-
an-institution; there muyst be some system-
of shared governance. Such systems of shared govern-
ance are Gommon within medical staff organizations of
hospitals ‘and within faculty organizations of colleges
and universities. The essen{:ial requirement isthat the
professional unit must have legislative authority for
policies of nursing care while administration ‘retains ex-
ecutive authority for implementation through control
of resources. Because of the nature-of- this legislative~
authority I believe, it is essential that registered nurses
be organized into self-contained bargaining units.
What is the probable difference in the social influ-
ence process involved in' collective bargaining based
upon a professional model? From Kelman’s theoretical
framework, one could hypothesize that the influence .
occurs through identification. The State nurses associa-
tion can assist the’ bargaining unit to develop a contract
which makes certain decisionmaking influence available
to registered nurses which they have been unable to

. obtain for themselves without such organizational as-

sistance. Then, through the process of identification, the
individual strives to assume more of that organization’s
espoused values in order to maintain and support that
desired relationship. The satisfaction derived from
identification is through the act of conforming to certain
types of behavior which are viewed as’goal oriented.
The end result from the employer’s view is that the
nurse,.by becoming self-motivated to achieve the pro-
fessional nursing goals-of the institution, becomes more
self-directing and requires minimal supervision and
direction. 7., : .

If the nurses are assisted to use a professional model

“for collective bargaining what could the public expect .

as some end results? First, I believe, many- of the
contract costs which today are assigned to increased
salaries and broader fringe benefits on an across-the-
board basis could be diverted, through a system of
peer review, to those employees making -the greatest
contribution to the nursing goals. Nursing has, passed
through three decades in which literally any registered
nurse could obtain employment. At issue was not the
nurse’s competence, but only the matter of a current
license and a willingness to be employed. To develop
and maintain the confidence of the public, nursing must
be permitted to-assume responsibility for the quality
of its services. Traditionally, unions have avoided, as
being internally destructive, any Situation wherein, one
worker is judged more meritorious than another.
Secopd, under a professional model of collective
bargaining there is a-direct relationship to the resources

. . a
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of the professional. nursin
significant of these are pr
advanced certification in cfnmcal practice and the vast

few’ system of contmumg education being developed .. cdntribution of nurses 4nd nursmg C

=xe

in evéry State. Ttis only 4 matter of time until evidence -
of continuing educatlon will be_ mandatory for redfewal
of the license to prac }1ce nursing, .

- Third, the nurseshas a legal right to negotiate work<
ing' conditions which éffect the -quality of care. In
Michigan we have/found time and time again, that

- the . conditions of /care in the institution in which they

‘nurse§ organize because they are so frustrated about

are employed. The professional model with’ its mecha-

“fisms ‘ for shal‘ed governance through nursing care

committebs provndes a means for resolving problems
short of the grievance procedure. Negotlanons for con-

_ditions “of care ‘become an ongoing process and not
“simply a series of problems to be resolved before con-
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Although the women’s movement has resulted in

significant improvements for women,” the employment
unichanging for”

structure has -remained essentially
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organization. The most °
bably the new ,system of -

. » \ b .
urses. To end sex | dlscnmmatxon is essehtial, but it
not enough. Theddlfﬁcult .task will be to alter the
health system sufﬁcnently to make pagsible the full, .
ectlve orgam—-
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-Innovations in the Utilization of Nurses,

Allied Health and Support Personnel:

A Look at Colombia

- Womenand Their _Role in hmovalwe
" Health Programs _ .
Maricel Manfredi, RN., M.S.. b .

Director, Department of Nursing
University of Valle -

--*-G_ali,' Colombia
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When I was invited by you to write a paper in
which T would explain the participation of women in
the development of systems offering health services' in
Colombia, I did not hesitate to accept such an/invita-
tion. I felt overwhelmed by the fact that I was collabo-
rating with a group of renowned . research women of
high national and international position with- whom I
could not compete, since I find myself only promoting
research within the-field of nursing in the Universidad
del Valle. T would say that I did not hesitate in ac-
cepting such an -invitation because I considered it im-
portant to have the opportunity to emphasize the
fundamental fact that in many service programs in my
country women have participated ‘widely in the develop-
~mental stages.

It is, therefore, the proper moment in this year of the
female to emphasize the deserving and quiet labor of
many of our Colomblan women.

Women in Colombia and Thelr Role in Society
Colombia has 21,070,115 inhabitants of which 50.7

-~

percent are women. The.most numerous group is that™

of women between the ages of 15 and 49 years which )

represents 22 percent of the total. Little nfore than half
.are beiween the ages of 15 and 29 .years and three-
quarters of them are less than 40 years of age. ‘In otber

words, Colombia has a great number of women in a -

. productive age.

. Of the women between 15 and 54 years of age 22 7
perccnt have gone to school.and 61.2 percent of the

women-in this age range have had some studies in*pri-

mary school, 15.1 percent have had some sort of
secondary school and only one percent of our women
have had the privilege of studying at a high school or
umvcrsnty In recent years a great effort has been made
in the education:' fiz/d and the scholarships of young
women have incicascd. Teaching is starting to become
diversified and it ;s in this manner that preparation
is offercd women in vocational flelds; for example,
nurse’s aides and helpers. Women show better skills
in those arcas they have already been working in. Yet
the fact that a great' number, of women only atgend
pnmary school means that thelr most frequent occupa-

- \\’)
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“tions are that of ‘service workers, artlsans, saleswomen
. and clerks.

*“Thé traditional role of women in, Colombia has
been largely confined to their home functions as
mothers, wives and the prevalence of their bio-
logical functions which are not yet complctely
under their control, and that is _why their creative

pinions in the‘socnal economic and educational
fields have been very limited to date, as limited as
their ability has been to make decisions’ in the

" home and in the concomitant areas of responsn—
bility.” 1

Auithority within the family circle has been clearly
defined, and in decisionmaking their. age, ‘séx  and .
schooling have been a definite influence: women have
been subordinated to men and children. This subordi-
nation of women to men has been seen in many aspects
of family life, not only in the wife-hushand relationship,
but also in the fact that the son has priority over the
daughter insofar as as education is concerned.

In the last few decades industrial technological ad-
vances have ‘had great repercussnons on urban famlly
sociology. In the economic drea, class or lineage priv-
ileges are’ mo longer .as important as the efficiency or
capacity factors. Thus, function determines status. “The
greater influence of roles in the industrial age begins to .
take the women out of a restricted home life -and by
means of formal education, in which certain class fac-

tors are compromised, she has her entry into the job -

market. Even, though feminist groups have entered the
labor market, the economic responsibility factor!con- .
sidering authority as a basis has.not been sufficient
in this transition stage to strengthen the feminine ego

“in decisionmaking, its consequefit responsibility, and "

' ticipation of women in the authority complex.” 2

the hierarchization and obtention of privileges. There is
only a bare insinuatton.of 'a beginning of manifest par- -

»

Even though up to now an appreciable number of
women have obigined’ authority by occupying pubhc'
jobs which were ‘previously the exclusive province of
men, their capacity has demonstrated to eur statisticians
the need in Colombia to eliminate aII sex discrimina-

100 .
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tion. This is the reason why Decree 2820 of 1974, the

_ new statute on women’s rights, was approved.

t

. not well regardéd in our traditional society. Another °

We now have the great task in our country of giving
impetus to the development of a greater number of

feminine.leaders. who. shall arouse feminine conscious-. . . .

ness, so that these laws are obeyed.

PR - ‘]
Role of Women in the Health Field

Women in Colombia have actively participated in
the health area. Their status and, therefore, their role
has changed considgrably as they are given  the oppor-
tunity to prepare for the functions that they should
carry out. In the arfa of medicine their initiation into

this. proféssion is . rather-.recent,. going,,bacl{ only. 30 ... .

years® As compared to males, not many women have

-studied in this field. Even though there are many out-

sta'nding women in the medical profession in the field
of “geheral practice, research and education, -the total
identification of medicine with males with which they

~ work may be one of the reasons that has prevented:

them from excelling more activitely as feminine leaders
in the field of meticine.

Nursing,-ah eminéntly feminine profession, has been
considered as having little.prestige until very recently.

“This has led to Colombia’s having a rather small num-

ber of professional® nurses which. has not been in-

creasing at the expected rate. The reason for this low " -

prestige is very closely related to factors of social
structure. The work of a woman outside the home was

factor could be the low. monetary rqn{_uneration, due to

~its being considered a profession with a greater num-

ber of manual than intellectual skills.” - - ,

Recent stu'fiies show that nursing is acquiring greater
prestige. In a study carried out by Bertrand and M.

_ Cklin in the city of Cali, Colombia, on the prestige

of health occupations, they found that the nurse oc-
cupies the second place of importance among the health
professions, while the dentist occupies a lower place.

“The authors of this study believe that this is due to

" the low number of professional nurses which Colombia
- “has-and to the fact that they carry out an administrative

" function, which causes them- to have great prestige

among the pub1i'c""'t6"wh6;m “they render their services,”

as, for instance, administrators of a health clinic,. etc.
Nevertheless, oﬂler prestige factors must be considered:

a.\The change in the hrdle of women in odr sociéty
which has permitted' more women to enter a university;
1] .

b. The p\'resen.t importance of those professions
which are more closely related to the needs of human

beings, the better remuneration which the nurses are..
‘demanding for their services; and = - | ' - -

. ¢. Progress. in nursing education which has led to
nursing being considered a separatesprofessioh and hot

- as dependent on a school of Medicine. .

The scant number of nurses previously mentioned -

has caused the development of different types * of
auxiliary personnel in Colombiago help. in the health

»
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care Sf our people. Since these auxiliary personnel are
prepared on a vocational level, their.\!}e as function-
aries of direct medical and nursing car® places them in
a very important position within the systemg of render-
ing .health services. In .a study.conducted .by. three..
nurses, Benavides, Andrade and Gil, ofi “Some Qpin- .
ions and Attitudes of the Community Regarding the
Delegation of Medical Activities in the Infant-Maternal

‘Area,” a preference is shown for feminine auxiliary
.* personnel, since the pétients show more confidence In

expressing their-doubts or fears to women. This is inti-
mately connected with traditional aspects of bashfulness

which are very.deeply rooted in the feminine populace

of our country. The use of female. aides also permits

the establishment of good interpersonal relationships, -
since these personnel are more cognizgnt of the cus-"
toms and values of the patients. -

Women and the Innovative Programs of Rendering ;

Next I shall present three programs of an e ricen-
tal nature which are presently being developed in the
Health Division of the Universidad del Valle; showing
female participation on different levels. These programs
have had not only local repercussions in the city of

. Cali, which is where Yhe University is located, but on

regional, national arfd international levels as well. They
are: ' .
Study of Infants’ Maternl Care and Utiliza-
tion ‘'of Health Services in Relation to the Ac-
tivities of the:Health Aide, S
Primops (Prog:f'ahm, and . ‘. ’
Program of Ambulatory Nursing. *

Study of Infants’ Maternal Care and Utilization of
Health Services in Rélation to the Activities
of the Health Aide ‘ -
In Colombia a great part of the population lives in
rural areas whereghealth services are scanty or simply
nonexistent. The study on human resources demon-
strated that only 34%' of the population was abl€,
to- obtain medical attention;there were 4¢3 doctors and

F

"0.64 nurses per 10,000 inhabitants; and there were

onily 3,500 certified auxiliary nurses and miost of them

‘are coneentrated in the large cities.

“The problem increases in populations geographically,
economically and culturally isolated, which limits trans-
portatidn and/or eommunication,” not permitting the )/
delivery of professional "assistance. In search of solu<
tions to this problem in 1964, the Colombian govern-.

.ment started the formation of -a rural health aide. The

aide is defined as a voluntary resident in a community
or area who knows how to read and write, who is ac-
cepted-by the community where she resides permanently,
who has time availale to work in collaboration with
the health unit and who receives special training in the
work she is to accomplish on a ‘rural level. Her func-
tion§ are: : s
Promotion of the services of health care, especially
on the infant-maternal proqam; pror})otion of sanitary
. i

<



 teasures; first aid; appligation of treatment formulated
by the “doctors; and control of alarm signals in her

area for women who are pregnant and in puerperium in .

order to send them to the health ynit at the proper
Fpipfie B e e
. . Even though the .government ‘was convinced of the
‘ effectiveness of the aide, no-studies tg confirm ‘such a
" concept, existed. The Nursing Department of the Uni-,

. versidad del Valle proposed to the Colombian govern-

ment andsto the OPS to,carry out a study which would

~—show-the- effectivenéss-of(the aide in the improvement.

of knowledge, practices and attitudes in the infant-
maternal area, would rgise the health level of the

._populatior and would determine the- cast-effect rela- -

-tionship of the programmed instruction of the training
program. - ) ) ~ CoL.
The area selected ‘'was the Valley of Sibundoy ‘which

‘is located to the south-of Coloibia in the Administra®

tion of the Putumayo. Its altitude is 2,100 and 2,200
meters above sea level and
. The total population is 15,025 inlabifants, distributed
as follows: mixed-breed and whitts,  qualified as
“whites” which constitute 60 percent of the population,
" and ‘indigerious Kansa and Ingas, which constitute the
other 40 percent. For the purposes o{ the study, the
white population was selected, since it is p more repre-
sentative sample of the Colombian popPulation. 49.8
percent of that population is made up .of children
under 15 years of age. It has a low index of illiteracy,

18 pescent of the total population, and the average
_schoofing is three years of primary school. This is due.
to the fact that this is a missionary area and the Cath-

‘olic church has established 21 primary education

schools. There is aqueduct service but the water is un--

~ treated. This place wastselected for the availability of
" 'communication facilities and fo; its proximitx to vil-

. lag®s. N . /

Fhe study began with a survey of the. gommunityrin

« order to determine certain basic information as to
, sogio-demographic, morbidity-mortality data, maternal
care of infants and’ attitudes. Once this survey was
carried out we proceeded with the training of the aides;

__utilizing programmed instructien as a basis.. At pres-
"7 of $he different programs ifl approximately80 percent; -

ent, the aide is working in the community.
The results have already been obtained on the cost

_effectiveness of the programmed instruction in the

training of the rural aides. Some. preliminary results
on the changes in attitudes, knowledge and infants’

maternal care found ih the researched population after ~

., the first year.of work with the aide have alo become
.availahle.
As far as the use programmed instruction, the
results showed that the method of programmed instruc-
tion used in°the training of the health aides is, more

effective than the traditional programs (0.1 <.,p < 0.05). -

- # The .method of programmed instruction is less costly
than the traditional one when the programmed instruc-
tion wunits already described are used.* Accordingly,
the Public Health Ministry of Colombia has initiated
the training of aides with this method. .

< “ :

N .

land area’of 9,000 meters.

+ the infant-maternal are
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"'Regarding the changes of infants’ thaternal care and
attitudes, the data collected before the aide started her

work was cgmpared with the data obtained after one . .
year and two months of work. The results were as - .

. follows: - <.

Insofar-as knowl;dge‘ oft,hemethods of fam:l;lpla}\-
ning is concerned, it was foundthat, although the num- -
.ber of women who knew the nethods had not incréased

_significantly, the types of methods used by them were
“more modern; for instance, the JUD and the “pill”. The
sources of i
.changed signjficantly, based on-radio programs and
informatjon passed on by midwives to the otlier, mem-
~ bers of the héalth team, including the aide.

Regarding -attitudes towhard family~planning, “it was~

. found that the number. of ‘children. desired changed
significantly (P < 0.01).

Seventy-eight percenf\said that they wanted assis~

rmation on thé mother-child programs

85

tance in a program of farnily planning, showing greater -

interest than the previous.year (P < 0.05).
It was also found
are being atterided to in \he health-care institutions.®

It Meexpected that furthe) changes will be found in

a\ a greater number of births’

the maternal-infant practicgq after the second year of -

work by the aides, since changes have been found in
the knowledge and attitudes after the. first year.

 Program of Investigation in ModeJs of Rendering '
. Health Services - St

The experiments were carried out by the Health
Division in a stall city ‘of 7,000 inhabitants (Candel-
aria), where a programjof services was developed in
, utilizing the delegation of
functions to nursing auxiliary personnel. The following
results were obtained. E :
- A decrease of the general infant and pre-school
‘mortality rate; . L - :

A decrease of the newborn rate from 60.2 per
thousand in 1962 to 41 per thou$and in 1971;

A decrease of malnytrition in the pre-school hild——

from 40 percent in 1964 to 22 percent in, 1971 and
eradication ‘of the severe forms of Kwashiorkor and

marasmus; and an ‘increase of the levels of coverage

insofar as maternal attention is concerned, attention to
the child and attention to the couple (family planning
programs and sanitary programs).® .

* "Taking intd consideration these experiments, the
"Health Division and the Health District of Chli ‘are

developing the design, implementation, operation, eval-

uation and documentation of a model of rendering

ihtegral health care in a marginal area of the city of
Cali of 100,000 inhabitants. This qnay be duplicated

- in other parts of the country. It purportsto improus., . .

the health conditions and the life quality of.th¢ com-
munity. It is also hoped that the_prograni. will demon-

strate the rafional use of different:levels of he\glth .

\ o Fo2el . .
personnel as well as of persons in ‘the .community’, in

the delivery of the health services.:The model is or- |

ganized- in such a manner that it incorporates itsélf -

AR
¢ o



", into the system of rendering servicgs already gstablished: 6. The solution to the health’ pr lem is dlrectly re-

by the Colombian government. = lated to the realignthent of me jcal care actlvmes
Once the model has been tested, it is hoped_ that it within the health tebhm. i

will demonstrate the viability of integrating the teach- ~ 7. The solution to the hedlth prqblem is directly re-

-z ...iNG-System -and. the system_ of. rcndermg bealth. services . . . lated. to héalth systems with_high pppulatxon coverage,
~.with an end to unifying efforts in the study of the dedicating their greatest effort to high-risk groups
community health problems and of their possible solu- 8. The solution to the health problem is directly re-
tions, thus encouragmg the formation of a health team ~ - lated to the availability of an evaluation system whic

i which is in keeping with the realjties’ of the commu- - measutes the efficiency, effectiveness and quality of

‘ mty and the chhractenstlcs of the health system ., care bemg delivered to the community, and which al-
' * .. lows-ongoing ad]ustments to the proposed health plan: "_‘:_

Health Pnnciples on -Which the Model is Based

The. model is based on the following principles; - Operational Methodology ; ) :

1. The solutjon to the health problem is dlrectly ~ In its first stagé the model provndes coverage lo
“related to theé dégrée of active community participation persons with the’ greatest‘nsk that is, the mother and
and to the degree of integration which may be reached . the child. In a second stage, it may cover the whole
~ between’ it and the health sector. family.. In 1973 the: model was put into practlce, to.

2. The solution to the health problem is dn'ectly re- render health care to the comm mty ad]acent to the |

_ .. lated to the degree of coordination and integration city of Cali. Theprogram was organized as follows
. which-is attained among medical care institutions.

3. The sojution t¢ the health problem is directly First Level—The Home:
related to the degre¢' of regionalization which may be - It is defined as the priority work unit (P.W.U.) which
reached. (Regiona}lzation in our country means the is composed of families having children less than five
stratified organization of the medical care levels which years of age, pregnant females, or those of reproductive
ranges from home care to specialized hospital via the -age. Each group of 2,500 inhabitants is served by a
local health department and the health center in a basic health team of two or three midwives, one nursing
predetermined area.) auxiliary and one aide who visits them at home. The

4. The solution to- the health problem is dlrectly re- functions which they perfofm are as follows:
lated to the integral care given the patient (promotlon, 1. Control of growth and development and of the
prevention and healing). - _nutritional status of the child;

. 5. The solution to the health problem is directly re- 2. Immunizations;
lated to systematic low-cost care. _ 3. Maternal education in child care, hygiene, sanita- .

\ . . . ' » N .
: 3 R LEVELS OF CARE , o /

L
.Peripberal
. i . (Umverslty)
‘ ol | o
Level: Home Dept. ' ’
v . - R \ lth = — L .
. ) 17 - Town Hea| : . -
Sectos U.T.P. R . Quarter Department Programme,d Area , - Zone .
J a ) . - . , -
Covered . .| Families With 10,000- 100,000 100,000-150,000 /) i
Population | Children Below . 20,000 . Inhabitants Inhabitants " 4 Million-
’ : ; 5 Years of Age Inhabitants
4 R : h 1 . . 1
- - a L) - -
. . G. P., Dentist, , o
’ ‘ ' Aide | ' iliary Doctor, Dentlst, Nurse, Nursing - - Specialists
4| Personnel uixiliary ‘ ﬂ‘ : Nurse, Technicians, iliary, Techni- and :
Midwife Nursing Auxiliaries ns, Administrators ‘| - Superspecialists
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tion and utilization of the services which thc program -

»~

renders;

4. Notation of vital statistics; .

5. Detection of women who may be suspected of
being pregnant;-and < - - - om0 - o o
~ . L

6. Notation of morbidity.

Home visits of the nursing auxiliary in order to:

1. Carry out prenatal care; N

Q. Surveillance of births attended by midwives in the
home; - 7 ' Lo

3. Postnatal care; .

4. Epidemiologic data eollection; and
. .5. Care of children with .special problgms (severe
malnutrition, etc.) L .

6. Home visit of the midwife for births.. -

N .

Second Level—Local Health Department:

The local health department is located in a quarter of
a town [barrio]. A quarter of a town is an administra-
tive political division which subdivides the city and
which has an area of 15,000 to 20,000 inhabitants;
the"town quarter has a local health department man-
aged by a nursing auxiliary under the supervision of

g

‘a registered nurse. The activities of the nursing auxili-

ary are as follows: _ . _ .

1. Care of sick children in cases of diarrhea and/or
Grade I dehydration, catarrhal and febrile states,
mild piodermitis,. varicella, chicken ‘pox and
‘parasitism;  } : o
2. Care of pregnant women with mild pregnancy
" complications; . . T
. Injections and.care of the sick; ‘
Referral of sick child or adult who needs to pass
to'a ﬁigher level; B
Clinical cducation apd surveillance of couples in
the family planning program; - '
Notation of health activities and vital facts;
Vaginal'smears; and _

First aid: sutures, foreign bodies, etc.

.Third Level——tlezilf!l Center: : ‘
The healtht center covers a populatoin of 100,000

AW

LN W

’

dentists and technical. personnel. There is also a phar-
macy, clinical labpratory 4nd ambuldnce transportation
system. To this center come the patients who are re-
ferred by the auxiliary. It provides all kinds of ambula-
tory services tendered by professional personnel ex-
cept hospitalization. -

Fourth Level—Peripheral Hospital:

It covers a region of 250,000 inhabitants, more or
less, and provides ambulatory hospitalization services
with fast turnover, as well as post-surgical care in the
home. - T

Fifth Level—Zonal v '

At the zonal level, a.university hospital tovering a
population, of 4,000,000 ‘persons provides all the basic
and specialized services. : ‘

-

<
-
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~inhabitants, Ori~this -level there-are- nurses, doctors, -

—Teaching
2 Nurses | Rural Work —Directingand
e Supervising Personnel
—Personnel Evaluation
1 Nurse | Health —Coordination —
Center

. The model also includes an evaluation tool which

allows for efficiency measures. In other words, how
adequate is the utilization of the resources and how
effective are the benefits obtained.by the community?

" Administration of the Mvdel - - - - - - -

The model has an administrative organization made
up of a director and a co-director. The director is a
professor of Social ‘Medicine .in- the Universidad del
Valle and the co-director is named by the Local

Health Secretary. In addition, it has advisory and tech- -

nical committees and .the units for human resources,
evaluation, investigation and administration.
The' Human Resources Unit is directed by a nurse.

" Folr professional nurses work in_this -unit. - The. func-..

tions of this group are in the fields of recruitment,
selection, training, supervision and personnel evalua-
tion models, which will be, applied to the different
working groups within the " proposed service model.
See the Nurse’s Placement diagram. - - e

Diagram of tﬁg Placement of Nurses in the Investigation
Program in the Models of Rendering Health Services

) —Planning ‘
2 Nurses | Human Resources | —Frogramming __.
Unit —Evaluation

‘—Technical Assistance

NOILVOILSAANI

From 1972 until the end of 1973 service units were
programmed and developed in terms of activities and

tasks for each of the members of the team, and we .

proceeded to train the personnel already working in
the field. Ninty-three persons have been trained: nine

auxiliaries, 54 aides and 30 midwives who are Tender-
-ing-service in‘an area of.30,000 inhabitants.

The Nurse in Ambulatory Care: An experience

“In the year 1973, conscious of the necessity of pre- .

paring the nurse better in adult care, we started in the
Nursing Department of the Universidad del Valle to

program a.course on an éxperimental basis with the '

purpose of expanding the role of the nurse in the adult
area by introducing some knowledge, techniques- and
abilities ‘which- would permit them to make a better
evaluation of the patient as well as making some de-
cisions insofar as treatment is concerned. o
‘We thought of focusing the course towards the am-
bulatory area due to the necessities which exist in our
country for offering and increasing the coverage of
ambulatory care for the adult patient. The studies
realized in Colombia show that a
: - .

13

reduced number of .
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the populgtion en]oys\ medical care and since one adult
support seven other persons, his protection during the
productiye years is obviously a pnonty |

At th outSet advice was solicited from a “nurse
practitigner” from the Rockefeller Foundation, who,

" with offe of our professdrs and a group of doctors of
* the Health Division, planned and developed an experi-

mental cqurse which prepared a group of nurses to
offer 4 minimal amount of care in the patient’s ambula-
tory reatment. Minimal care was defined as the care.
,give physncally capable or partially incapacitated pa-
, placed in hospitalization units for short stays, as
tlents or in home care. ¢

Tp offer -this minimal care the nurse was prepared
-tor evaluate the health statu‘of the patients by means
of jthe clinical history; diagnose and treat certain
selected common entities; and observe patients w1th
certain chronic illnesses.
' Thls course was divided into two parts. In the ﬁrst
part the student received information on the health

sitution of the adult, natidnal programs planned to .
B resolve it.and their implications in the nurse’s role.

* The concepts and techniques of the clinical history
were” introduced -accompanied by the necessary ele-
ments of anatomy, physxology and symptomology. Fur-
thermore, emphasis was placed on the utilization of the
basic tralnmg of the nurse and on the 1dent1ﬁcat10n of
the socioeconomic and cultural problems of the patient,
which might help her to participate fully in the evalua-
tion of the patient’s health status. .

The second part encompassed the _.usuos1s treat-"
ment and follow-up of the patients with common ill-
nesses easy to manage and the management of patients
with selected chronic illnesses.

The choice of these entities was made based on the
study, of an adult out-patient clinic and on the opinions
of the different spek‘rahsts 8

The first course in this project was carried out from

August to December of last year. Eight nurses partici-
pated, four of whom work in the health center of the
area surrounding Cali, and two in the rural health cen-

_ ters. Two professors from our university also part1c1—
pated.

The _course ‘'was held on Fridays® and Saturdays
when the theoretical parts were presented in lectures
and some practical exercises were carried out. In ad-
dition, the partidipants had to dedicate at least 4 hours
of their work tp the care of patients. Each of, the
participants worked with a medical tutor ‘who super-
vised the practlcal exercises along with the professors
of the nursing department.

- It was also planned to carry out an evaIuatlon durin
the first two years of work which would-measure the
efficiency—that is, the relationship which exists be-
tween the proposed objectives-—and the achieved ob-
jectives and the efficacy in terms of the cost of the

activities of this nurse based on a unlt of time. This "’

evaluation is being conducted presently through diréct

observation of checkups by the participating nurses, and

revision of the clinical histories written by those nurses
o ’

; . L
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in accordance with certaln norms prevnously established
for the program.

i
\AJ
N\

Diagmm of the Nurse 5 Functions

Investigation

Deﬁmtlon of Basic Health Actions
Planmng Deﬁnmon of a General Workmg Plan” and
P o Methodologres
n
rogramming Design of the Trammg. Su rvrslon‘and
, Evaluation Models of the Personnel.

Teaching Activities “' .
Inter-Institutional and Inservrce Coordination
Supervrsion of Personnel in Task Achievement °
Evaluation o{ Apphed‘ Methodologies

A
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Some other programs deserve to be mentioned in
today’s presentatlon since they show how, through joint
cooperation between the different national .and inter-
national organizations, projects may be develbped
which promote the development of women on a Latin
American level. One of them is the agreement signed
in 1971 between the Health Ministry of Colombia,
Yhe Pan American Sanitary Office and the Nursing

- Department of the Health Division of the Un1vers1dad\

del Valle, by means of which nurses were prepared
educationally as well as service-wise in the expansion
of the infant’s maternal care which comprises prenatal
care, care during birth, post -natal and perinatal care,
management of fertility and management of growth and
development.

Dunng these four years, 200 nurses have been pre-
pared in 12 Latin American countries. Fundamental
changes have occurred in the teaching and the render-
ing of maternal and infant care in many of the partici-
pating countries.

Another project was that of regionalization in south-
west Colombia, which was developed through an agree-
‘ment between the Health Ministry, the Kellogg Foun-
dation and the Universidad del Valle, advised by the

‘

Nursing Department of the Universidad del Valle. Three

new programs were started for the preparation of
nurses in the universities of the southwest region, thus
increasing the training of nurses, which was 20 per
year in 1968, to 100 per year in 1974.

This presentation has been meant to show only some
of the projects and realizations of a specific group of
women who work in the nursing field in my countfy. To
each one of them a responsibility has been assigned on’
a greater or lesser scale as citizens, as professionals
and as women in helping to fulfill the social ‘'and health
needs of the peopIe - :

. -
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Innovations in the Utilization of Nurses,
Allied Health and Support Personnel
A U.S. Response to a Look at Colombia

“Ruth Roemer, I.D.’ - T T

Researcher in Health Law - .
School of Public Health
University of California
Los Ahgeles, California

)

‘

An impressive feature of Maricel Manfredi’s’ excel-
lent paper. is that she deals with innovative functions
on three levels: (1) expanding the skills of the highly
trained professional; (2) developing a new kind of
health auxiliary to perform essential functions in rural
areas that,are underserved by health personnel; and
(3) organizing ,hca‘m;e;elrvices on a regional basis so
as to create a framework in which the skills of various
kinds of health pérsonnel can be used effectively to
meet health needs. Ms.  Manfredi describes vividly how
these three mechanisms can incréase access to health
services and encourage innovative functions of health
personnel. Moreover, her thoughtful exploration and
‘evaluation of the effectiveness of each of these ap-
proaches serves to advocate their adoption. These three
approaches to innovative functions are r evant to
both developmg and highly developed countryes.

- 1In the following comments, I propose tb. discuss
each of Ms. Manfredi’s three abproaches to innovative
functions in the context of the United States and similar
tountrjes; ‘to suggest some reasons as to why innovative

Sfunctions contribute to improved use @B personnel;
and, finally, to review briefly "barners tb and strategies
for change

Exﬁanding the Skills of the Highly Trained
' Professional

The development of the nurse practitioner is an
exarﬁple of adding.innovative functions to established
nursing practice. In the United States, two kinds of
middle-level.practitioners were designed as an approach
to the shortage of doctors fot primary care—the physi-
cian’s assistant authorized. in nearly 40 States and the
nurse practitioner now authorized in 20 States. As the
United States experienced increased demand for health

+care ‘from copsumers, recognition grew that many

* Information in this discussion is based in part on work sup-
ported. by Contract No. NO1-M1-34090(P) on “Patterns of
Health Manpower Use, Education, and Regulation in Othen

« Countries ‘and Their Relevance for the United States,”
awarded by the Bureau of . Health Manpower, Health Re-
sources Administration, Public Health Service, U.S. Depart-
ment of Health, Education, and Welfare,
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diagnostic and therapeutic . procedures could be per-
formed safely and effectively by persons with appro-
priate training who were not -physicians. The move-
ment to train physician s assistants, who are generally
men, developed in part because of the availability of
medical corpsmen returning from the tragic war in
Vietnam, but it also had a.gender-related explanation
in that the United States has had little success in re-
cruiting men into nursing. The physician’s assistant

“with a new title was a means of recruiting men for

functlons related to nursing. Mipreover, the physiciar®s
assistant movement grew while some important seg-
ments of the nursing profession. were slow to recog-
nize‘the potentiality of the nurse practitioner, despite
antecedents in nurse midwives, nurse anesthetists, and
nurses working in intensive and coronary care units.

Unlike the ‘United States, two other quite similar

countries—Australia, and -Canada—have made explicit
decisions not to de&elop -a physician’s assistant but
rather to look td the nurse for expanded functions.
Both countries have a high ratio of nurses to popula-
tion and a long tradition of -using nurses to” provide
health care in remote areas. The Bush nurse in Aus-
tralia serving the -aboriginal population and the Out-
post nurse in the Far North of Canada are dramatic

nurses in providing health care. Now“Australia is de-
veloping the “community health nursé” and Canada
the nurse practitioner (who is called by different names

- in Ganadian provinces). The nurse with expanded clin-

ical, skills is being developed in these countries, how-
cver, with somewhat less vigor than in the United

States. This more cautious development is probably ex-:

plained by the much greater strength of general practice
in Australia and Canada, where approximately 50 per-
cent of 'doctors,_are general practitioners than in the
United States, where only about 25 percent of physi-
cians in chmcal practice are general practitioners.

Creatm‘ a New Type of Health Auxxluiry

- An example of a new type of health workes \ylth
innovative functions is the school dental nurse™or

- school dental therapist, first pioneered in New Zealand
-in° 1921. Many other countnes, mcludmg Malaysxa,

-108

.

_ exarqples of independent, even heroic, functxomng of. ...



92

: : >~
Ceylon, Indonesia, Singapore, Ghana, Great Britain,
Australia, and Canada; are gow training and using
school dental nurses to provide dental care to children

* in the schools. Factors that led to development of this

-

kind of dental auxiliary were the poor dental health
of children, the critical shortage. of dentists, and the

- reluctance of dentists even if they were available in

sufficient numbers—to provide=this kind of service.
While the functions of the dental nurses vary some-
what among the programs and also the form and de-
gree of supervision, two aspects of this. successful
innovation in use of health manpower are common to
all programs. One is that in all countries young women

.who can develop a harmonious rapport with children

. are selected for this work. The other feature is that

. can work

dental nurse students are trained to do standard pro-
cedures irfa uniform yay, so that within this defined
scope of work they can exercrse their chmca} freedom,
jth" a minimum of supervision, and thus
hav&reat pride in their work. Other health occupa-
tions and programs might well learn from the clear
and realistic thmkmg that is the basis for the schpol
dental nurse services of various countnes

Regional Organization of Health Services
In recognizing the importance of the system of pro-

 viding health services for effective use of personnel,

Ms. Manfredi has made a basic contribution to consid-
eration of innovative functions. In all countries, health
resources are finite and must be used efficiently. An
erratic, wasteful, and. duplicative system obstructs the

- effective. use of personnely, Rationat" orgamzanon of
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levels of cangon a regional basis according to-three.

criteria—health needs ‘of the ‘population, . geographic -

location or services, andte€hnical requnrements for

* different kinds of care—glves prormse of using per-

sonnel wisely, encouraging innovation in functions, and
assuring an equitable system of care. The Soviet Union,
Great Britain, and the Scandinavian countries have
well-developed systems of regionalized health services,
and many other countries, mcludmg our. own, are mov-
ing in this direction.

Why Innovative Functions Contribute to Effective

.Use of Personnel

“"'Before tyrning to barriers to innovations in use of
health workers, I should like to comment on why
innovative functions contribute to more effective use of
personnel and specifically .in occupations in which
women are the principal members.

1. Innovative functions mean new opportunities
and ways to provide care, and new roles for health
workers represent a flexible response to health needs.

The nurse practitionef, for example, helps to increase .

access to primary care. The combined X-ray and labo-
ratory technician, trained in some Canadian provinces,

__(who is generally a woman) meets the needs of small__
rural hospxtals Innovative functions thus heighten the

capacity of women workers to meet health needs.
- 2. Innovations in functions may decrease what the

Ca
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Australians call “wastaéé” of nurses, that is, the drop-
ping out of employment in nursing or, other health.
fields for which the worker is trained. In. Australia,
more than half of the nurses graduated in the years
1957-1960 dropped out of employment in nursing in
the four years from 1960 to 1964. Some of these
nurses continued to work but not in nursing. While 80
percent of this attritign was ascribed to marriage and
family responsibilities, other factors were job dissatis-*
faction, inadequate salaries, and drﬂicult hours. Intro-
duction of innovative functions may serve to keep some
of e nurses, who would otherjxise° have dropped
out, devoted to the field-of nursing..- '

“ 3. Innovafive functions also provide an opportunity
;«for creative activity. Women in new-roles may be able

to demonstrate their originality, their independence, -
or their administrative and executive skills, thus re-
leasing talents prevrously not available to panents and
the health service system. '
4. Also, innovative functions in one group of health ‘

~ workers may have a stimulating impact on other mem-. -

bers of the health team. New roles may serve as a
catalyst. or a source of motivation to other health .
personnel.’ For example, one of the most significant
findings to emérge from a Canadian study of nurse
_practitioners was that the physicians with whom these
‘nurses were working in a co-practitioner role found

" their diagnostic acumen and .therapeutic skills chal-

lenged and sharpened by the need to communicate with
the nurse practitioner on specific cases.

" Barriers to Innovative Functions

Despite these manifest benefits ‘of innovative func-
tions, ~ legal, .economic, - and- attitudinal barriers may‘
stand in the way of their adoption..
' The main legal barriers- relate ‘to the licensing laws
for the health professions. In the United States, State
hcensmg laws have blocked development of new func-
tions that are deemed beyond the scope of practice
autharized for nutses in the nursing pracnce acts or
that authorized for denta] auxiliaries in the dental
health practice acts. In other countnes, for example
in Canada, where scope-of practice is not defined in
nursing registration acts, there .is nevertheless con-
"cern lest nurses working in an expanded role may be
performing “medical acts”, which are the exclusive
province of the physician. Thus, new or amended legls-
lation may be required either to authorize innovative
‘functions or encourage adoptmg innovative functions_
in actual practice. ”

Economic barriers to innovative functions may also
be: created by the health ins¥rance system. For ex-
ample, in-Canada one of the deterrents to use of
nurse practitioners is uncertainty as to how the nurse
is to-be reimbursed. In this connection, it may be
noted that in Australia physiotherapists and podiatrists

..are_ mamly women_and that the.numbér of women _

' optometnsts is on the rise; the large proportion of

women in. these fields may ironically have been re-
lated to tlre~fact that these services were not covered

X
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under the health insurance system, and men therefore,
found"these professioris not. sufficiently lucrative. One
would hope that the time is ending when such eco-
nomic reasons explain entrance of women into the
health profession.

Finally, attitudinal barriers stand in the way of in-
novative functions. The opposition of senior profes-
sions—of physicians and of highly trained nurses—to
delegation of functions to allied and auxnhary personnel
needs to be overcome.

Strategies for Change
Strategies for change to encourage mnovatwe func-

/

’ thns include legislative actlon, economic reforms, edu-

. by women .

Q
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cation of the health professnons, and creatxon of
incentives for improved use of personnel. Moreover,
as these strategies are pursued; efforts must be magde to
achieve wide acceptance of mnovahve functions " that
Aare deemed sound. Merely securing legal aythorization
or approval in principle is not enough. If the benefits
of innovative functions are to help largeqnumbers of

people; new roles for health workers'and new types of

health workers. must become the” prevallmg and ac-
cepted practice.
asic to the relgase of women’s energles for innova-
tive functions in health services are agvances.in control
ver their regl'oductlve functions. In the
United State® and many other countries, the potential
contribution of womkn health workers has been greatly
increased by improved methods of con racalon and

A

v
4

' legalization of abortion. Without this progress, in. sci-

ence, law, and society that means freedom from un-
wanted pregnancy, many of the statements made here’
are only hollow hopes.

What can women health workers themselves do to
support and encourage sound innovations in functions
of health-manpower? First, “women health workers
need to be informed about health. manpower,} health
services, and the total system of health care. y
need to know not only their own tasks and role but

. how these tasks fit into the overall system and how it

works. Then, on the basis of their roles and knowledge,
women health workers need to participate in the de-
cisionmaking process at all levels—as members of staffs
of health agencies and facilities providing health care;
as members of their-professional associations influenc-

" ing health policy; as members of their trade unions

negotiating for satisfactory salaries and working condi-
tions; and as citizens informing their legislators and

“other governmental representatlves of sound P ctices

in providing health care."- .o

.
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If women health workers themselves have an under- '

standmg of the total health care system and exercise
their right to participate in formation of health policy
at all levels and through vatious mechanisms, then

surely not only innovativé functions but -other ap- ,

proaches will be developed to improve the utilization
of women in all the health occupatrons, for the better-

_ment of everyone.
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In attempting to. discuss Maricel Manfredi’s illumi-

. nating paper on innovative functiops for women health
workers in Colombia, I was immediately ‘struck by the

harder? THe. total scope of women health workers: 95

nurses, nursing assistants, dietjcians and housekeepers.

. and -dietary- workers, cleanigg women, and the com *

- definition she provided for. the traditional role of _parison of mean income fof" these’ same occupations .

“women in that country: home functions as mothers with those, af men, shows that the, position of wdmen as

. and wives, limited control of biological functions, a he workers: hardly even parallels that of member-
dearth of women in leadership positions. The definition " shiB in the \larger working force. Health services de- |
provided could be readily applied to all American . " livery in ity"hierarchical approach perpetuates’ tradi-

* women, I dare say to women everywhere. Women liave - tional ‘roles of women as “ancillary” to the chief high

" the major task before them of providing sufficient moguls, which translated in most languages means

- .impetus for the development of a Breater number of “men” /Further, wigtfi_ that hierarchy, women health

-

their ranks to assume leadership roles in ‘al]:facets of
society, @litica'l, economic and social; a greater un-

derstanding and control over their biological functions -

-sgnse ‘of their collective selves. _
Nowhere is the sexist question more pronouficed
and probably -more pernicious and pervasive than in
the participation of women in health care delivery. All

" here know that Germaine Greer said it all in The.
Female Eunuch in her chapter on “Work”. In speaking

of nurses:

to provide continbity to this leadership and a greater

".. | The most depressing phenomenon in the pattern .
/ of women’s work is the plight of thegurses. Nurs-
/ ing begangwhen Florence Nightingale deployed
© the idle daughters of the Victorian middle-class in
/ a worﬁ(of mercy which kept their hands from
mischief, in the way that rich women still work
for the Red Cross—The failure of this industry to
evolle means that, today, in Britain 640,000
. wornen are working for a travesty of a living wage,
doing a vital work which requires skill, initiative
and “dedication”. In gland, the National Health
Service rests on the nurses’ shoulders, remaining.
feasible only at their expense.! T

Like Colombia, England arid the ‘U.S.A., nursing

has enjoyed very low prestige among health care
deliverers. Although our®* American numbers are large
{794,979 in 1972),2 and women in general comprise
about 70 percent of all health workers, one can still

——readily-find.evidence -that_they. are_generally viewed

as auxiliary to-the doctor, kindhearted, dedicated,
locked into low prestige and low potential positions.
Why does this talent pool have to, -like Avis, try

- populations at risk, realignme

“

... What’s.in all the innovations_described which will

workers themselves fparticipate and perpetuate in fhe .-

continuity of the hierarchy. Thus my earlier references
to pernicious and pervasive. ‘

\ N

I am most impressed b§ Colombia’s attempts to cope. .

with their health problems, in a geographic region

through a ‘conceptudl model containing all the elethents

we so need in this copnt
workers, tonsumer {RES
able resources throd

prevention and health mai

: preparation of indigenous
ati iqn df avail-

it of roles and attention
to low cost. I could not help byt note that professional
nurses and their “auxiliaries” ddfined by Ms. Manfredi
as absolutely essential for carrylqg out innoyation in
health care delivery, are ‘all womep. Earlier.in the pa-

per can be found evidence of nureing professionals ‘un-

til very recently _enjoying(\ilow prestige and “. . . low
monetary remuneration, due to its being considered a
profession with a greater number of manual than intel-
lectual skills”. Of late, nursing in-Colombia has begun
to enjoy greater prestige because of its social relevance,
the changing role of women and progress in nursing
education. Beyond the present status of nursing, the
data do not make explicit the status or the futare of
those prepared as “auxiliaries”. If one is committed

to the overall position of women in innovative health

care roles, then I am constrained to ask the following
questions of Ms. Manfredi. i

enhance the role of women as woinen, women as ..~

nurses and women as “auxiliary” health workess?
~ Has the question of educational mobility for these
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. women yet arisen? If not, it will and should. How

prepared is proféssional nursing to provide oppor-
‘tunities? How is the question of economic security -
being handled? Is it a totally disparate issue from
the economic and general welfare of professional
nurses? Have Colomb:an women in the total
occupation of nursing beguh to consider. the pos-
sibilities inhe tin working together to simultane-
ously impro e status of wosfen and the -
quality of heal e delivery? If these questions
are presently g addressed then I apologize and
turn my attention’to the present status of women -
health workers Within the occupation of nursing.

"The same: questions can be laid on American nurs-
ing. In this country, we too are engaged in innovative

preparation of profess:onal nurses to assum? reSponsi-

, bility for pamc:patlon in much needed primary care:

96 = This seeming new-found expansion of function has ,all

s

- -

: reported incomes of that size. In the same study, when

the earmarks of raising our prestige level. However,.
srmultaneously another group known as physicians’
- assistants and predominantly male, is ostensibly.being .
prepared for the samt dunctions, Parenthetxcally,

Ms. Roeiner pom}s out, two other sisiilar countries,

.-

Australia and Canada, have made “explicit decxsrons”, v

not to go this route but to stick with preparing nurses

for, this function, Only the richest country'in he world

" Has this somewhat dubious honor. To return to -inno-
vative preparatlon for- primary care needs: in a ‘recent

. study- of both WOrkers done by the Comptroller Gen-

eral’s Office; ‘there is a pattern of sexist economic dis-
tinctior still continuing. In an' investigation of ‘19 pro-
‘ grams of “Physicians’ Extenders” across thf country,
out.of a total of 71 practitioners who answered ques-

tions regarding salaries, 47 physicians’ assistants earned *

more than. $14,500 while twelve nurse practitioners

looking at the lower. end of the pay scale ($7,000 to’
$8,499), out of a total of 23 respondents, 12 pediatric

nurse practitioners reposted-the above while two PA’s - .

*" reported- same.® Although the- study is. in fio way

definitive, ‘it suggests to me that the beat goes on!"

It -appears then that nurses, with some hard-won
advances and those 'desngn‘ated as nursing assistants
are destined to continue to enjoy. second-class status
because of sexist factors which are deeply rooted in the
. tradlition of women. What then is to be lost if those

E engaged ‘within , the scope of nursing education and

practice* join together across hierarchical barriers. to

explore mutual problems and aspirations? -
Within American nursing some of us are beginning

"to recogmze the potential for women—power lmphc:tl

" in such action. We are beglnnlng to educate nursing

students and re-educate those already in practice to
‘identify more closely with * fellow ‘workérs who -are

women, Curriculum problems amnd insgrvice education .
the pain and .

progranis, instead of just dealing wil

. suﬁenng of the ill and injured, are attempting tg. build

into the educational process greater consc:owsness to-

N

forts'are underway to assist practicing nurses and nurg- -
ing students to understand the possibilities inherent in
women in géneral and women health ‘workers in par-
ticular, orgamzing for the assumption and retention’
. of Jeadership in hEalth policy. Others are involved in .

. assisting with gaining- access to, knowledge concerning

bno]og;cal function. For gxampl€ as niksing students
are lédning about anatomy and physiology of .the re- |
produdtive -system- they are assisting other women -
health workers to: learn also. Educatignal objectives
here are many nutsing students are e rnmg essential
content for ‘practice, they are also leaging how to
“translatal¥ what they have learned into understandable
language for their fyture fellow workers; s:multaneously
they are learning the possibilities inherent in identificar
tion with the asplratrons of other women health work-;.
ers. Nurses, nursing students and women health workers
if joined together can telescope ‘the present struggle
‘for health advocacy. Together tl;ey can forge the essen-
-.tial links between' the institution designated as “hos- .
p:tal“ (cold, mascuhne, impersonal, elitist, sex;st), and
commumtles (people-oriented, compass:onate, nop-"
. elitist, fermmne) The potential for women and for’
improved health care delivery is &normous. S
As in Colombra, American nuﬁmg is overwhelm-
ingly feminine in its context. As in, Colomb:a, we are

1~ also attemptmg to expand educational horizons into the

realm of primary care provision tHgough rtunities

. to gain the knowledge, and skills .base of ~physical -
diagnosis. We' too have experimented widely and suc- -
- cessfully with the development of women. indigenous
health workers to better understand and meet the health -
care needs of given regions. Only 1in isolated instances, -

however, has there been serious attempts to build into .

" their preparatlon, educational mobility and to address

the question of financial inequity. What is called for is -
a concerted" effort to close the- social and economic -
distance in nursing practice between those women sog:
cialized to become “professional” and those socialized.
to-assist as “auxiliary’’ to the professionals. The possi-"
bilities inherent in'a greater blurring of the sharp lines
- of hierarchical demarcation present for us as women -
and nutses, one of the largest educational challenges

- for the remainder of this.-decade; if not the remamder

of the century.

Undoubtedly the forego:ng represents a somewhat
controversial wewpornt vis-a-vis the mission of higher
education and its production of the elité of any. pro-
fession. Historically speaking, the evolution of elites is

the process of the democratization of elites. That is, as

‘eash new transformation of social structures has taken
“-place (as wgmen ‘have moved away from the wife-
mother-help-meet, the role and status of nursing has
changed), both the multiplicity and complexity of
‘problems to be dealt with and the contextual na

of the elites themselves have increased 1n composmo
and in diversity of function.

¥

B

ward recognitionof the educational” aspzratxon ofalt——""

women health workers. Some of us are fully cognizant
that we represent 70 percent of all health workers, Ef-

-
v +

~“I-higher-éducation it has been” assumed’that—a ﬁxj@’—‘
educational . sequence assures a bettgr end product;
that those who go'throygh ordered and preordained
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" steps are better fitted for the “profes's’lgn” than those
who do net! Like so many other things in 6ur country,
_ the above - assymmlon 1s~~bemg subjected to serious
reappransal within the health professions. With' mount-
- ing .costs and. manpower shortages, formerly held
xengphobic assumptions are bemg serjously challenged”
uﬂ'ﬁ?fny quarters. Fhis in combination with the changed
« definition of health from 4- pnvnlege\for the few to an-
_ inaliénable social right, is giving rise to questions about .
* innovative and effective use of all categones of health
- workers. ¢ :

. Tt is now believed by some that within all-the health
professnons, there should be the potential for educa-
tional verical mobility whieh- will make it possible .for

: an individual to move with comparative ease and
minimum 10ss* of time from,e tryﬂevel worker in a’

-

. serjous experimentation into this area.

.scribed. However, until all women who work and those

and. mobilize “their collective energles contin

“ajority of workers in the health' care indys

that territorial imperatives, image status ‘and- profes--
sionalism, .cdn long endure as reasons. for opposmg

. .
e t
\
e
R

‘It was my' purpose as d discussant. of Ms. Manfred;'s

¢xcellent -paper to raise, questions, cite possible contra-

_dictions andfre]ate’ opposntes It was in no way meant

to negate the splendid models of health- defWery..de- .
ther
~op- -

pression is assured The continued status of second- -

class citizenship is also “assured: Equal pay for equal -
éducation’ will remain a cruel joke and the largest “
is fated

entury. .

who ‘plan to work begin to identify with each,

to continue its forward march into the 19th

A '(7:

health agency, through assissgijcapacity, to ‘profes- “References o ' 97'
sional practitioner. The.reali / .thlS, of course, { L er, Germaine, The Female Eunuch’ New ' York; '
is dependent upon the meeting of specific educational Gl‘aW—Hl“ Book Co., 1971, p. 110.

»Ei‘hqulrem\énts and /measured capabilities. The challenge 2. II;am AIKW Nut"-"ngl'g;'” éCansas Cuy, Mo.: Amencan -

» urses’ Association, p. .
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Innovations in the Utilization of Nurses,
Allied Health and Support Personnel
4 US: Reapons'e to a Look at Colombia

Ruth Watson Lubic, RN., M.S., C.UM.
. General Director

' Maternity Center Association

New York, New York.

n

L

Overview. &

I found ‘Mbricel Manfredns paper both interesting
-and provocative. A§ a nurse-midwife, I am especially
“eager to hear of fnodels of care which effectively de-
liver. health services to methers, infants and childbear-
ing families. Therefore, I"extend my thanks to those
who planned this session as well as to Ms. Manfredi.
vt |S/of course, also pleasmg to note the, rofe of women,
_in this instarice nurses, in desigring, 1mp|ementmg and
evaluating such models. May F express my admiration
of thé Colombian regionalized model because it begins’

at the truly primary source-of all health care, the home.
‘The . regionalization models prOpOSed in the United
States tend. rather to begin ‘at the tertiary or major
medical center -level and, by gravtty, I'suppose descend.
In comprehensive maternity care the descent stops at
the “primary” hogpital, which still' is an .acute care”
general lnStltUthﬂg‘r)lOt always focused on the manage-
ment of normal childbearing as a health entity.. .

The provo'cative aspect of the paper relates” to the
manner in which the Colombian experience caused me
to rethink and expand my hunches concermng the fall
and rise of the midyife and nurse-midwife in the United
aStates. My comm ts therefore, wﬂlk.pe essentially in
othe vein of an essay as I cull both factual information
and 1mpressnons from my experlehce

Dllferences in Reproductive Care: Colombla and
the United States .~ ~

In addition to the" regxonalrzatlon plan already men-
tioned, there are a: number ‘of " differences, between the
Colomblan situation and-that of the United States. -

1. Each country has its own umque populatlon pro-
file.

2. Although health care dehvery problems are often
.acute in the hinterlands of the United States, the bulk

“of our population (73 percent) is urban.! ;
*»3. The fall in numbers of general practmoners and
the power of :specialist groups has resulted in a push
fot obstetrician delivery for all womien.

—-4.-In_the_United. States.-dursesare - numencally in:

much greater supply than are physicians.

5. Excepting for those with ethnic or cultural differ-

-

did ot seek out the care of other women, or, cop-
versely, avoid that of males. Consciously, or. uncon-
. sciopsly, they accepted the myth of male supenorlty m
“theprovision of reproductive care.

. The most exciting recent innovations in the
Umted Statés have been sparked by the public, rather
than professnonals Womem
verbal in appraisal of m-hospltal matemlty caf'e, and

o there is a very heady mlheu of mte est in. normahzmg

jcare. Slmultan
\advocatmg univess )"
_order to Spreadtt RC0%ED
'.. -of this paradox wilk;
i ‘74 Linally, Iay ml

minority women in rural ‘areas, fell into complete dis--

s"”ﬁe’ﬂtury Certainly maternal mor-

. repute early in <hi
arming and needed improvement,

| tahty statistics, wefe

but one wonders1 Fretrospect whether the lay midwife

uld not have béen brought into the system. The de-
cns{ n to eliminate mndwnfery was motivated, perhaps
no entlrely, by a desire to improve patient safety. One

ave become extrenfely’

‘99

wohders what part power, control, status and economic ‘

consnderatlons may have played.

Innovatlons in U'S. Maternity Care—thé Nurse-
MldWlfe ’

In Iookmg at innovation in the. utilization of nurses
in maternity care in the USA, one canevaluate both
the’ addition of midwifery to nursing skills and new
programs in the utilization of nurse-midwives ds being

- mnovatxve -Because some” members of this audience
‘may be. unaware of the historical development of
American nurse-midwifery, I will discuss each of these

. approaches’ brleﬂy and then look as well at another
“innovation” in the field of maternal and infant health
personnel, the spontaneous rebirth of the lay midwife.

---In truth,- women.are-exercising-mo re-and.more-authority -

in defining. patterns~of -health cdre delivery. Buf the

* reins have been gathered up, not as much by, women-

ences from overriding practices; women for many years / who. happen to be health professnonals, as by women

Q
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recrpte(!ts of ca‘re who are lncreaslngly maklng their

livery system, they- will be, in fact, are bemg, filled By

" others.

»

%

HlsToncal Factors-—-Th,e Frontier Nursing Service

To return to historical factors, I believe it is fair
to say that women and nurses with s
_from the Children’s Bureau of our

ment are responsible for the presefice Jof ?e certified -
I

nurse-midwife in the Umted States tod y. this‘coun-
_try,’a nurse-midwife is “a Registéred Nurse who by vir-
* tue of added knowledge and skill ggined through an

organized program of study and clinical experience

recognized by the‘ American Cqllege of Nurse-
Midwives; has extemded the limits gf her practice into
the.area of management of care,df mothers and babies
throughout the maternity cycle so long as progress
meets criteria accepted as_nogmal.” 8°

In 1925 Mary Brecknnndg' -a-nurse-who-came-from

a prestigious, family and traveled to England for mid-,

wifery education, set up a rurpl public health agency,
—The Frontier Nur’gng Service [(FNS), to provide gare
to poor families in Appalachia. Nurse-midwives were
imported from the British Isle§ in order to enable the
I provision of maternity care. Irjicluding delivery, in the
liomes of the low-income pgople who were being
served. Those public health n rse-mrdwrves caught the
.fancy of the public; the fame Jof. the “nurses on horse-
back” spread across the entirg country. Financial sup-
port .for FNS over the 4 was . sought and found
thro’u% the mediu ‘ﬂcal committees, largely .com-
. posed bf w’or?fen,‘ir':wl‘)(e of urban areas. Recently
the . Service, possibly spa . by national guilt over
~ the Appalachian poor, “hag been able-to markedly
expand its services, includin h€ building of a modern

40 bed. hospital. Mrs. Brecklnndges dedication to '

' nurse-mxdwrfery with its special expertise,apd .priority
for delivering humane care to childbearing’ Families will

“'long be remembered as the 2, elergent essentlal to the -

success of this lmportant program

Historical Fagftors——Mate{mty Center Assoclatlon 3
The other outstanding support for nurse-midwifery

_ has come from Maternity Center Association (MCA),

K

which started the first American school of nurse-
midwifery in 1931. MCA is a 56-year-old voluntary
health agency whjth was women sponsored and has
always been directefl and administered by women. The
first General Dijréctor was Frances Perkins, later
Secretary of LaboY in Franklin D. Roosevelt’s adminis-
tration and renowned as the first woman cabinet mem-

ber. The agency wassadministered for almost™fifty years

by a nurse, Hazel Corbin, throughout its period of
initiating and sponsoring nurse-midwifery education. In
spite of several outstandlng projects demonstratlng the
.“effectiveness of nurse- mndwrfery care in markedly low-

~ ering infant mortality while providing satisfying care

_to parents, the obstetrical profession did not acknowl-
edge the presence of nurse-midwives until 1970.

¥

7

wishes felt. We wshall see that if gaps occur in the de-

—fe
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At the same time the nursing profession behaved in
what might be Wewed as a punitive fashion toward
nyrse-midwifery, fusing, it -any individual identity.
within either the American Nurses’ Association or the
.National Leay:e for Nursing. Official nursing recogni-
tion of -nursesmidwifery came in 1965, five years earlier

_ than that of' medicine, but ten years after nurse-

midwifery establishéd their own professional organi-
zation today known agZthe American College §f
Nurse-Midwives. Throughout these years then, it

not the, public but rather the profession which ob-
jected‘to nurse-midwifery care. That care was carefully
kept from-any but “medically indigént” women until
provider shortages were acknowledged early in this
decade.

Nurse-Mndwnfery Today

‘**Beglnnmg i 1970, Matemlty Center expanded its

support to innQvative projects in which middle and up-
per class women were served by an obstetrician/nurse-
midwife team. This was done in order to dispel the -
stereotype that .nurse-midwifery care “is ’second-class
dare suitable only for those who can’t afford “the real
thing”—physiciani care. On-site consultants were dlS-
patched to help develop programs at the Community
. Hospital of Springfield and Clark County in Ohio
and at Booth Matermty Center in Philadelphia. The
latter site -in- particular demonstrates the principles
for success which Ms. ManEl i elaborated. At Booth,
| a free-standing, full service maternity hospital, a family
centered program was develop&d by professnonals in
concert with ommumty members. 1§, spite of the de:
* £lining birth frate, 1t 1Zatno has 1ndﬁ:ased ﬁve-fold
since its opening ]us ars ago. ' "

OU the gst five y&ars, the number of sites pro-
viding nurse-midwifery edggjtional programs has in-
creased from eight to 21. ddition to basic programs, .

nine, efresher courses designed to bnn)g back' jato the
" clinical thilieu both out-of -practlcp U.S. prepated and
are offered. In the

reign prepared nurse-midwives
same period, the American College of Nurse-Midwives
has increased in strength and regulatory function, pro-

. viding. school approval and natlonﬁl certification for

4

1nd|v1dual nurse-midwives. .
Sportaneous “Innovation”—The Return of Lay

Midwifery -

New innovative programs must relate. to the in-
creased\.@ubhc demand for more personalized, lower

~ cost maternlty care, especlaIIy for the normal child-

bearlng family.. We are seeing in the United States in-
creasmg numbers of such families “opting out” of -the
system in favor of home delivery. Almost by definition,

home delivery is unattended by qualified professionals
—fewgdoctors_are willing or able to respond to re-
quests for domiciliary care. In addition, at least one
district of the American College of Obstetricians and_

"Gynecologists ™ (T1) has takei a~position™ ‘against-]

delivery, reaffirming the hospital as the only place for
the intrapartum experience.” Because nurse-mldwwes

Ly
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function in concert/ with their obstetrical colleaglfes,

_they are, in effect, also prohibited® from providing

domiciliary care. In any event, it is doubtful that a sys-
tem of domiciliary care would be less expensive than in-
hospital care. What we are seeing now in the United
States jis the spontaneous growth of an old/new
profession, lay midwifery—self-taught or apprentice

care—because, as I.have héard lay midwives poignantly

explain, “somebody hag to help”.

"Maternity Center' Association has |develgped a
demonstration project which is designed-to test qut-of-
hospital comprehensive maternity care provided by an
obstetrician/nurse-midwife team, as an alternative td
do-it-yourself home delivery. We estimate that care in
our, home-like setting can be provided at one-third to
one-half the cost of in-hospifal private care (ranging
in New York City from $1,200 to $2,000) and wé ex-

An Innovative Response o /

pect that our highly educational care, aftuned-to the -

needs of low-risk families will be of high quality, at
least as safe as “‘private care”. Low-risk families select-
ing our unit-wjll be rescreened continually faccording
to carefully e!t'ﬁilish’ed criteria throughout the entire

, childbearing experience. There is hospital back-up sup-

porp- and emergency transfer procedures have been
tested. Labor and delivery will be accomplished in our

“setting, as- will -pediatric exam of the infant. Families

will return to their homes within 12 hours; there they
will be followed by the New York Visiting Nurse
Service within the first 24-hours and again on tHe third

day postp’am'lm..' Families will ’return to the Center on.
. the seventh to' tenth day and again at five to six weeks
‘for the usual theck of involution and institution of

fertility control servicess Moreover, they will be ex-
pected and encouraged.to participate in decisionmaking
regarding management. The patient, then; is an essen-
tial membey of the team. Another essential will be the

already mentiorted - educational component which is .
‘deMjgned to assist’ women to moré effectely fulfill

the primary diagnostician role ‘which is, in fact, theirs
and not that of any provider. Irrespective 'of first con-
tact health care work®r, iS not our greatest resource
in health care the woman in the h ? It is she, gen-
erally, who decides when any family member gets to
and into the system, and who can implememt preventive
¢are on a day to day basis. The Colombian regionaliza-
tion plan presented by Ms. Manfredi recognizes this

JAssistant Secreta

listening; Dr. Cooper?

Change Wil Come *

Is it surérising that this project, which we hope will
serve as a model for_ provision of primary Maternity
care services, has stirred a great deal’ of controversy
among professi%nals? But the public has taken the
reins and demdnstrated that it holds the options.
Women are demanding a decisionmaking role in their

.personal reproductive care. Nurse-midwives, once the

people “farthest out”, no longer are. .
This project dddresses itself to all those concerfis s

" often seen in the literature—distribution of services

according to physical need, efficieflt team utilization
of provider skills, emphasis on health education and
preventive care, reductiop of costs of care—(merely re-
aligning of patterns of reimbursement is not sufficient)
—care which-is responsive to consumers ‘(families) an
personalized. In addition, comprehensive evaluation an
ongoing utilizatidn review are provided for. What then
is wrong, wHy is there controversy? Why do obstetri-
cians shout “retrogressive”? This model is successful &
in other parts of the world, surely it deserves a chance
to be tested. Professional @pposition persists in spite of
approval by the duly constituted public body. Have the
project’s implementation problemg arisen from the fact
that it was conceived and designed by women, that it
has been supported to date by. women-raised funds? .
Perhaps you can answer better than I. And when T ask
opponents how they would solve the “opting out”
problem, T am told, “those people are ignorant; educate
them.” - e ' L ,
Yesterday we l};ard Dr. Theodore Cooper, our new
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- of Health, ask us as-women to
provide answers to serious health problems. Are you
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: Solve the problems facing the masses—-food shel-
ter and clothing, fuel, rice, cookmg oil-and ‘salt,
- sickness
_the practical problems in the masses’ everyday life -
‘should . claim our attention. If ‘we’ }\attend ta the
problems,.solve them and satisfy the needs of the"

. masses, we shall really become orgamsms of the -
well-being of the masses, and they will truly rally
round us and give Us their warm sup ort. :

v . Mao 2 -tugg, 19341

Y

X

en in Health Care

dshygiene, and marriage. In short,-.all -

~—

The remarkable changes whle'lidtave taken place in.

the well-being of the Chmese people over the past
quarter century have begun't 'seep into the conécious-
ness of people in tie West. We are beginning to accept
those reports which seemed so unbelievable four or five
short years ago—that 800,000,000 Chinese are ade-
quately feeding themselves, that the incidence; of in-
fectious disease has dropped dramatlcally, that drug
addiction and venereal disease have been essentlally
elminated, that the streets are immaculately clean and
beggars nowhere’ to be seen, that the people look
healthy and, above all, seem to live and k with a
sense of purpose, that, in short, the Chines®are “solv-
mg the problems facing the masses” But although this
image of the New China is now? sgenerally accepted, the”
techniques which the Chinese have used to bring about
these startling changes are not as clearly understood. "
This lack of ‘understanding’is in part due to the vas

cultural differences between China past and present, on . .

‘the one hand, affld Western history, culture and de-
velopment, on the other. But our lack of clear percep-
tion of the techniques the Chinese have employed since
1949, and indeed, employed in microcosm in the areas
controlled by the People’s Liberation Army some forty
years ago, is also due, I believe, to our reluctance to see
and to understand. For the Chinese experience may
well have implications for other socnetles—lmpllcatlons
which we prefer not to recognizg. -

* Portions of this paper have been drawn from Serve the
People Observations on Medicine in the Peoples Republic

Press, 1974) and Families of Fengsheng: Urban Life in
Chma, by Ruth Sidel, (Baltimore. Md.. Penguin Books
1974). -

==pf~China—by=Victor=Wand-Ruth~Sidel~(Boston: ~Beacon™—="
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on self-reliance and mutual aid, on massive efforts’ to
educate the -entire population about health, on mass
participation in health®care, and on extensive use of
indigenous non-professional¢ to do preventive work
and provide primary care. I will also explore the effect
that adherenee ta ‘these basic principles has had in

" opening participation in the health field to people of

all classes and particularly to women. It is only through
an understariding of the Qgslc principles of the Chinese
‘Revolution that we can gam some . understanding of
“the new roles for women in lealik.care’ d&livery in
that society. But first a brief look at the “bltter past”

“The Bitter Past”

The Chinese never speak simply of the past but al-

ways of the “bitter past”; a time when the country was
plagued with almost every known form of infectious
and nutritional disease, including cholera, leprosy,
tubercu10515, typhoid feva#, plague, beriberi and scurvy;
'when venereal disease and drug addiction were wide-
spread; a time when, according to one observer, China
suffered four million “unnecessary” deaths each year.

To -have some conception of the problems which
faced the new Chinese government when they took
power in 1949, commonly referred to as the Liberation,

"‘v In this paper I would like to focus on these tech-
_“niques; on decentralization, on deprofessmnallzatlon,

one must first have a glimpse of the conditions under .. :

which people lived twenty-five short years ago. Accord-

_ing to Theodore H. White and Annalee Jacoby, ré-‘

porters in China during World War II:

The cities reeked of oplum, cholera, dysentery,
syphilis, and trachoma rotted the health of the
people . . . sewage and garbage were emptied into
the same stream from which drinking water was
taken . . . Dust coated the city, (Chungkmg) al-
most as thlckly as mud during- -the wintertime.
Moisture remained in the air, perspiration dripped,
and prickly heat ravaged the skin. Every errand
became an expedition, each expedltlon an ordeal. -
Swarms_of bugs emerged; small green ones swam

on drinkng water, and spiders four inches across
,crawled i n the walls. The famous-Chungking mos-
quntoes came, and Americans claimed the mosqui-

19n ' -



toes worked in threes; two lifted the mosquito net,

while the third_zoomed in for the kill. Meat
spoiled; there was never enough water for wash-

ing; dysentery spread and could not be evaded.?

Rewi Alley, a New Zealander who has llved for
many years in China, describes child Igborers in a
light-bulb factory: -

There are nine factories in the immediate vicinity

—

of this one, each packed to capacity with child

"workers amongst whom skin disease, "suéh as
-scabies and great festering legs due primarily to

bed bug bites, arg very commdn. I was especially
struck by the bad condition of two: little boys

“whose _ beri-béri swollen legs were covered with

running sores, and whose tired little bodies
slumped weanly against the bench after they have

medicine, the women doctors were remarkably success-’
ful—in part, no doubt, due to the reluctance of Chinese
women to be treated by male phys:c:ans 8 From 1934
until 1946 there was a steady increase of wbmen in
health work and by 1946 the health field, in which
27.8 percent of the students were women; was the third

most popular profession for women; it is unclear,

however, ‘from avag;lable statistics what percentage of
women were physi icians and wlgt percentage were other
types of medical workers.? In1958, women' constituted
+40.2 percent of the stident body in the fields of medi-
cine and-pharmacy, while in literature, art, and educa-

tion they copstituted only 22.2 percent. !° Women also.

functioned as midwives, {articularly in the rural areas;
in 1952 it was reported that in 1950 alone 46,371
old-style midwives were re-educated”.!!-

"Hospital facilities in which medical manpower might -
practice were similarly limited. The range of estimates
of the number of hospital beds lln 1949 is wide; a

" recent one given by Chinese phys;elans visiting Canada
in 1971 was 90,000, or one bed for every 5000
people. In short, the only medical care availableto the
vast bulk of China’s population who lived in the rural,
areas and to:most of those who lived in the cities was
provided by : traditional practitioners and herbalists,
many of them’ lnadequately trained even-in traditional
Chinese medicine. Even where Western-type facilities
existed, superstition and ignorance often kept people
from using them. Preventive medicine was almost non-
existent,!3 and the cycle of poverty, disease, and dis- .
: ablllty seemed to many to be endless and lmmutable. -

Development of Health Semces After 1949

When' the Communists took power in 1949, one of -
* their first priorities was the provision of more adequate
medical care. At a National Health Congress in Peking
in the early 1950's four principles were adopted, which
remain the foundation on Wl'llCl'l medlcal policy is

104  moved to answer my questions.’ ,

In addition to the cruel. rty under Wl’llCl’l the
Chinese peoplg. lived, which credted some and exacer-
bated most of their health problems, there existed a
woefully inadequate numberof medical personnel and
hospital facilities. The history of medical manpower in
China before Libsgation is-a dual oné. On the one
hand, it is the histoly of traditional Chinese medical

_ practltloners who by legend wesgepgacticing herb medi-
cine some thirty cepturies before: th”beglnnlng of*the
Christian era; on the other hind, it is a history of the
introduction from abroad of what. the Chinese call

. “doctors of Western medicine,” followed by the tra:r)
ing of suclt doctors in China.

The practitioners of traditional Chinese medicine
varied greatly in their training and skills, and the ab-
sence.of any well-defined national qualifications for
those doctors prior to Liberation makes it very diffi-
cult to estimate their number. When qualifications for

v doctors of Chinese medicine were, formally defined by
the government in 1955, the total number for the entire
nation was given as 486,700. It is, therefore, not

i unreasonable-to estimate the number of traditional determlned : ‘
doctors in 1949 at about 500,000, or about one for = 1. Medlcme must serve the workers, peasants, and
every 1,100 of - the estimated 540 million population soldiers.
at that time. 2. Preventivé medicine must be given priority over

Although the definition of a doctor of Western
medicine is’ considerably ‘simpler, estimates of their
number are almost:as” varicd as those of traditional 3.
doctors.5 7 An educated guess .places their number at

, .no more than 20,000, ledding to a Western dogctor-
. population ratio in 1949 of no more than 1:25,000. 4
Furthermore, most of the doctors trained in Western -
medicine who did cxst practiced in the cities of the .
east coast, leaving almost no Western-type doctors in
the rest of China.

Among these Western-trained persc:g'lel were

curative medicine.

Practitioners of Chinese traditional medicine
must be united with practitioners of., Western
medicine.

. Health tx)rk must be integrated with mass
movemel A

This last principle is of great importance because
the Chinese leaders recognized that.the great mass of
‘the Chinese people had to be educated about health— ,
about sanitation, infectious disease, venereal disease,
principles of public health—for a revolution in health
1890’s a small group of women studied to become sto take place. They recognized that a dramatic changev
phys:c:ans in the United States under missionary in the health care of China’s vast population could nof

©~ “auspices. Despite a social climate that surély was not _ be superimposed from above. And so they set about
conducivé to their acceptance in a-profession such as wvolvmg people in their own health care.
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women, who played a role in medical caré in China
. long before other fields were open to them. In the
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This firm belief in popular participation and in the’

:fficacy of learning through doing has been a crucial
part’ of Chinese Communist philosophy since the
Yenen days. As early as 1937 Mao Tse-tung stated in
his essay “On Practlce _

If you want ;knowledge, you muist take part_ in the
practice of changing reality. If you want to know
the taste of a pear, yhu must change. the pear by
eating it yourself. If you want to know the struc-
ture ang properties of the atom, you must make

-physical and chemical experiments to change the -

state of the atom. If you want to know the theory
and methods of revjlution,. you, must take part in
revolution. All genuine knowledge ongmates in

direct experience.!
~ " ~

Thus while the mobilization of the masses has been -
inese have ac-. ~
omphshed their feats of engmeenng——the construcﬂ,

he&pnmary technique by which the€

ion of their canals brldges large-scale irrigation proj-
cts, and dikes and the dammmg ‘of rivers—it has also
seen the primary mechanism in theirwied{s of human
‘ngineering. Han Suym (describes- thé pr
:ation of the masses- smce 1949 as one that has in-

luded the ‘“eradication of the feudal mind” and “get-
ing the. masses away from.the anchored belief that *
iatural calamities are ‘fixed:by heavl:n’ and that there-

ore nothing can be done -to remedy one’s lot”. She
rontinues: “To brldge this gap between scientific mod-
'rn man' and feudal' man, the prey of supefstmon and
o do it within .the compass of one generation, is a
ormidable task”.!+ _9ne of the prime techniques used
o accomplish’ %his~“formidable . task” has been the
ictivating. of the people. In health care.this has meant
he broadest involvement of people at every level of
ociety in movements such as the Great Patriotic

{ealth Campaign. Another technique has been the -
ecruitment from the population they are to serve of

elected groups of people such as barefoot doctors in
he countryside, Red Medical Workers in the cities, and
vorker doctors‘in the factories. :

During the first decade and a half of Communist rule
mprecedented changes took place in the health and
iealth-care system of China. Cholera, plagae, smallpox,
nd most nutritional illnesses quickly disappeared;
pium addiction was eliminated, largely through
ommunity-based efforts; venereal disease took some-
vhat longer, but through a combination of social and
nedical techmques was reportedly almost completely
viped out ip ™most of China by the early 1960s.
“hrough ‘the Great Patriotic Health Movements, the
eople were mobilized against the “four pests”: flies,
nosqunoes rdts,and bedbugs. As the process was de-
cribed in 1971, “old customs and habits of the people
rere changed,”_“society was remolded,” and “a new
ocial attltuﬂ regarding hygiene as an honor’ took

ass of our people”.!® .

ss of edu-

assis
radiologiland laboratory technicians as well.

But despite these incredible advances that took place
during the first fifteen years of Communist rule, the
Chinese medical establishment was severely criticized
during the Cultural Revolution. Mao Tse-tung singled
out the Ministry of Health for criticism in a statement
made on'June 26, 1965. In his statement Mao urged a
shorter penod of time for medical educagion, that more
time and effort be devoted toward “theq’revention and
the improved treatment of common diseases,” and par-

: tncularly castigated the medical establishment for neg-
lecting the :needs of people in the countryside. The

final sentence of the statement, which has come to be .
. known as simply the “June 26 Directive”, isi “In

medical and health work, put the stress on the rural

areas!” i
Since,the Cultural Revolutlonﬁl966-l969) the Chi-

- between life in the cities ‘akd life in the rural areas.”

nese govemment has atteméted to redress the balance-
"In medical care this has meant increasing the number

of hospitals and hospital beds, sending mobile medical
teams from the cities to the countryside and-trgining

- large numbers of “health workers” and barefoot doc-'

tors..: -,

" - The Barefoot Doctor ‘ }
~ In 1958 the entire. countryside of Chma was divided

into communes———formal self-contained political units,
with’ their own’ internal governments. Communes are
subdivided into ‘production brigades which in turn are

. subdivided into prodyction teams. The commune i$ ‘the
. -lowest level of foﬁi%

al state power in the rural areas
and is responsible for the overall planning, education,
health and social services for its population. =
Efforts to train indigenous rural personnel who would
participate in agricultural production and at the same
time deliver fhealth care actually began in the late

«r“‘l 950’s. For example, in 1958, as part of the Great Leap

Forward, physicians_ in Shanghal organized themselves

_ to go to nearby rural areas, where, in cooperation with

the clinics of the people’s communes, they trained in
short-term classes and through practice, large numbers
of health workers who did not divorce ‘themselves from
production. Figures for June 1960.show that there were
over 3,900 such health workers in the more than 2,500
production brigades of the ten counties, under the
Shanghai muricipality.?®

During the period 1961-65 there was said to have
been a cessqtlon of training and a reduction in the
number of such”health workers A report, now criti-
cized as “revisionist”, ‘“counter-revolutionary”, and
“malicious” ‘was issued that condemned the role of the

health workers in the production brigades and sug-

gested that it would be better if they.dropped their
medical work and devoted’ themselves to agncultural

ed that over 100,000 doctors were

P

onnel were trained at an astomshmg S

an twenty years and large numbers of

122 \

t1es were, therefore reduced in number to just over 300.
In the months immediately preceding the. Cultural
Revolution the training of rural health workers was

doctors, nurses, midwives, pharmacists, and
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v followmg Mao’s dlrectxve
(chmao yisheng) loose

- : E I

‘apparently resumed, and by the time Mao Tse-tung

issued his “June 26th Directive” in 1965 the number

~ . -of health workers in productxon bngades of the Shang-
" hai counties ‘had mcreased ‘to _miore, than 2,300.

doctors began'in eamest
€ term “barefoot doctor”
'much in, translat}on barefoot

"The training of barefs

doctors are neither b efoot nor’
chijiao, barefoot, is usedjto emphasxze t.hat the barefoot
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doctor is indeed a peasa
lack of footwear. To quote directly from a definition
provided in Enghsh by the Chinese themselves “A
‘barefoot. doctor’ is a- peasag} who has had basic
medical training and gives treatr%{ent without leavmg
productive work. He géts the name because in the
south peasants work barefooted in rice paddies”.1?
The reader should also not be confused by the transla-
tion of yisheng as “doctor”, which it indeed means in
other contexts. Chinese officials 'do not equate the
chijiao visheng with regularly trained doctors: the
former are counted in statistics as peasants rather than
as health workers. Their patients similarly dre said

to understand the differences. They refer to their bare- -

foot doctor not as yisheng or daifu (which also means
doctor), but as tongzht (comrade) the common form
‘of address for everyone in. China, including doctors.

Still using the Shanghai countryside as the example,
by 1968 there were 4,500 barefoot doctors who them-

selves had trained more- than 29,000 peasants as -

auxiliary “health workers” for the productxon teams.
In 1971 the 2,724 production brigades in the rural
counties of the Shanghai municipality were served by

- 7,702 barefoot doctors. Their number had apparently

increased markedly throughout China, for there are
now said to be “over a million” barefoot doctors and

" the Chinese are very proud of their work. Unlike the

attitude of Soviet health officials, for example, who are
attempting _to “pllase out” workers. such-as the feld-
sher,2® or at least give.them a.more limited, technical,
subordinate role,?! ‘the Chinese feel that the barefoot
doctor is playmg an indispensable role in health care
and is likely to continue to do so for many years to
come. :

As.in- the -current .recrmtmentvof .medical students . .

-in China, barefoot doctor trainees are chosen by those
whom they will serve. Political ideology and a desire

to Yserve the people” are said to be of major impor- -
"tance in their selection; -while these are ideological

quahtles the teams and brigades seem to be attempt-
ing to select individuals who genumely*‘wan},to care
for others. Barefoot doctors frequently mention the
‘honor they feel on being chosen for training by thexr
fellow production team or brigade members.

Because ideology and the desire to serve rather than
specific skills are prime qualifications in the selection
of the. barefoot doctor, and the Red Medical Worker
and the worker doctor as well, these jobs are open
both to men and to women. The lower level of educa-
tion and lower fevel of skills which were a legaey to
the, vast majority of Chinese women from pre-

tloctors ~The word,

ther than to -Je3cnbe the

-

revolutlonary Chma are not the 1mped1ments to bes -
coming health workers that they would be in other.
more highly technical fields. The 1962 report of the .
Third Kwangtung Provincial Woman’s - Congress de-
scribes the special disadvantages of women workers:

In mobili;rg_woh\en to take part in production,
we must in consideration of the special conditions
of women, adopt various appropriate measurers

. .Generally speaking, owing to the influence left
over from the old “society, women’s cultural stan= %@
dards were relatively low; they were haunted by: ™
an inferiority complex and seldom had an oppor- s
tunity to participate in Social activities.2?2
The very characteristics which the Chinese seek in .

the recruitment of paramedical personnel—closeness to*

the other members of the community, revolutionary
fervor, a desire to “serve the people,” a. quality- of -
garing—are-as likely to be found in women-as in’ ‘men.*:

As Joshua Homn has said, the qualities stressed in

‘barefoot doctors are ones “of selfless service to the

people, of limitless responsibility in work and of per-

severance in the face of difficulties. The intention :was -
~ not merely to impart medical knowledge”, Horn con- .
. tinuégy“but to evolve a new kind of socialist-minded
rural® ealth worker who would retain the closest links

" with the peasants and be,content to stay permanently

in the countryside™.?? Wese feel, furthermiie, -
that the qualities of ca patience often thought .
to be desirable characteristics in medical workers are
more likely to be found in women than in men.2 .

.The barefoot doctor’s role as a production bngade
member, a peasant who spends most of the time dur-
ing planting and harvesting seasons doing agricultural
work, must be stressed. In slack periods, however, a
considerable part, often more than half of the time, is:
spent catching up on the health needs of the produc-
tion brigade, partxcularly in the areas of environmental
control and preventive medicine. The barefoot doctor
is considered by the community as a peasant who per-
forms some medical duties rather than as a health
worker who does some. agricultural work. Herein, as
iwell as in length and content of training and in certain
“aspects of. the job description, lies the difference be-
tween the barefoot doctor and- the Soviet rura} feld-
sher.25 26 The feldsher is clearly ‘thought of, and thinks
of himself, as a health worker in rural practice. As a
result he feels put upon if he is required to do amy
nonmedical work. The view was effectively presented
in a 1968-story, “Hay is Our Main Concern,” in
Krokodil, the Soviet satjrical )oumal 27 In this story, .
the feldshers are required to cut. grain to feed their own .
‘horses, a task they obwously consider a waste of their -
time and medical traisiing, as well as—though it is not
- explicitly stated—below their dignity.

Neither should the barefoot doctors be confused.
with the medical assistants of certain countrigs of Africa
and the South Pacific who, like feldshers, spend és:
sentially full time in health and.medical care 2® and
are separated in a number of tangible and intangible.
ways from the people they serve. Few parallels to

T S
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the barefoot doctors exlst in other countnes, where
they do exist they are usually called “auxiliaries”.2®

- Despite the time spent doing medical work, barefoot
doctors receivéwages on a scale similar to agricultural
workers. A commune -member’s income depends on
the. total income of the commune and the number of
‘:work points he collects. Barefoot doctors generate work

-points by dving medical work just as though they had - .

.been doing agncultural work during the same period.

"Like fellow commure workers, barefoot™ doctors re=" """

‘ceive an equal share of the distributed produce of the
‘commune, and cash from its sale of produce based on
the number of work points they have collected.

As a peasant, the barefoot doctor’s income is lower
than that of the doctors working on the commune, who

-are not consrdered to, be: peasants Beginning_doctors

now earn a salary on the order of 600 yuan (about
‘U.S. $240) a year compared to the 300 yuan or less
-earned annually in cash by the peasants, including the
‘barefoot doctors. Since the cash income of the bare-
foot, doctor and other commune members is supple-
mented by distribution of prodice, however, and since
_vthe cost of hvmg in the communes is said to be much
lower than in the urban areas, the differences may be
less marked than they appear.

- The training of the barefoot doctor varies from
commune to commune. Formal trammg ranges from
three or four months periods in successive years, inter-
spersed with on-the-job supervision and-guidance, to a
single three-to-six-month period of training followed
by a variable period of on-the-job:experience. The

-formal training period is usually taken in a county or

commune hospital and is fairly evenly.divided between
theoretical and practical work. As seems to be true of
-most job requirements in present-day China, there ap-
ipears to be little emphasis on particular duration or
type of training, and even less on earning a specific
credential or degree; rather, it is on the skills an indi-
'vidual demonstrates in a particular jgb situation.

As with the educational pattern of regular doctors,
there is said to be little stress on grades and competi-
tion among the students. Each is expected to help
fellow students who, may be slower at learning the

‘material or the techniqiies. In any event, since each

barefoot doctor returns to his own production brigade
to work, there would appear to be little advantage in
scormg academic points, The impetus for learning

-from the students’ recognition that they will be’

responsrble for the health of their fellow workers after
they return to the commune; this, we, were told, pro-
vides-the incentive to learn, rather than examinations
or grades.

On returning to the commune there apparently fol-

lows a period" of fanrly closqu superwsed work. A

most important part of the training is felt to be the
barefoot doctor$®regular work with trained doctors
in the commune hospital and health center. The na-
ture of this training varies from commune to commune,
ranging from the barefoot doctor spending one day a
week to as little as one day a month at the center.

A’.

" As w1th their trammg, barefoot doctors duttes vary
from area to area, Commune to. commune, and even.

brigade to brigade within the same commune: There.
are, however, many stanflard activities. In general they:
have responsibility for. environmental sanitation, health

educau*on, immuniZations, first aid, and aspects of per- - -

sonal primary medical care and post-lllness follow-up.
With regard to envxronmental sanitation: the bare-
foot doétor is responsible, for &

mple, for the proper " - |

collection; treatm t, storage;” and-use of ‘human* feces——f—

as fertilizer. Whil tasks are usually carried out
by health workers who were trained by a barefoot -
doctor, the work is inspected. regularly by the barefoot
doctor. Barefoot doctors are responsible for. directing
campaigns against such pests as flies, cockroaches,
_fleas, or snails, and they or the health workers visit

the homes of commune members regularly to spray 107

insecticides. Health education efforts include teachmg
hygiene to fellow commune “members.

The training and, responsibilities of Liu Yu-sheng, ‘
uble'

the twenty-erght-year-old barefoot.doctor of the
‘North Production Team (population 509) *

Double Bridge People’s Commune near Pekmg' are -

gly, typical. After graduating from’ junior middle
ool Liu worked in the production team as a peasant.
When in 1965 Mao Tse-tung issued his June 26th
Directive to put stress on medical care in the rural
areas, Liu was elected by the members of the team
to be trained as a barefoot doctor. He was trained for
three months in his commune by mobile.teams of
doctors from urban hospitals. Since he began his work,
" Comrade Liu has had short leaves of absence for
fqrther study, and recently he went to Peking for three

months to study traditional Chinese médicine. He

focuses on prevention, health education, and the treat-
_ment of “common diseases”. :
Immynizations are an’ 1mportant responsrbrhty of

" the barefoot doctor, although again they are often done

by-the health workers under supervision. At the health
center of the Mai Chai Wu Production Brigade of the
West Lake People’s Commgne near ,Hangchow, Mai
Jen-Chai, one of the brigade’s two barefoot doctors,
keeps detailed immunization records for each child in
the 251 families of the brigade; as in the cities, the

‘immunizations are for -diptheria, pertussis, poliomye- ..

litis, measles, smallpox, meningococcal meningitis, and
Japanese B encephalitis.

The barefoot doctor is usually readily available for
medical emergencies since he normally . woiks in the
fields with his patients and lives among them? Comrade
Mai reported that he treats colds, bronchitis, gastro-
intestinal disorders, measles, and minor injuries; more
comphcated problems are referred to the commune

ealth station. The "auxrhary health worker applies

dressings for minor injuries and glves medrcatlon for

headaghes, colds, and fever.

Hsiao Hsiu-yun, a twenty-two-year-old barefoot doc-
tor at the Taiping-chiao Production Brigade of the
China-Rumania Friendship Pedples Commune south-

west of Peking, was trained in the commune hospital -

Y




for three months beginning in January 1970.She and
thirteen othgr barefoot doctors care for the “light
diseases” ' of the brigade’s 2,900 people.* They take

turns staffing the sparsely furnished, three-room bri-.

gade healthStation from 7:30 a.m. to noon, and again
from 2:30 to 7:00 p.m. In addition, one of them is
always ‘on duty at the health station during-the lunch
break, after seven in the evening, and all night.

These barefoot doctors immunize all the brigade’s -
“children from the ages of one to seven; the immuniza-

tion records are kept on cards in the health station and
are filed according to -production team. While the bri-
gade midwife delivers the babies, according to Comrade
Hsiao, the barefoot doctors are responsible for edu-

cating 'the brigade women about family planning and *

. providing- them - with- contraceptives.- They also -plant

108 traditional Chinese medicinal herbs, go to the moun-

" tains to collect additional herbs, make up pills, pre-
pare injections and fill' and label the vials.

‘In the communes the brigade midwife, invariably a
woman, receives traiging similar to that of the bare-
foot doctor and has:® ual status. She provides prenatal
care and health education, and performs uncompli-
cated deliveries. Midwives give spécial attention to edu-
cation in, and encouragement in the use of, birth con-

- trol methods. For example, Kao Nlng-shln is the mid- .

wife for the Sing Sing Production Brigade of the Horse
Bridge Commiine .gﬁside of Shanghai. The brigade
consists of 1,850 people and in 1971 was served by
four barefoot doctors and one midwifexComrade Kao

is thirty-three. In 1966 at age twenty-six she received '
a three-month midwifery course at the county hospital..

She usually performs two or three deliveries a month
and retdins to the county hospital one day a month
for “further training.

The Red Medical Worker

" Cities are decentralized in much the same way as are
rural areas. Cities are governed by revolutionary com-
" mittees, which are formal governmental bodies; their
health services are coordinated by the local bureau of
public health. The next lower levels of urban organiza-

2

tion are “districts” which are subdivided into “neigh-

borhoods”, the lowest level of formal governmental
organization in the city. The responsibilities of neigh-
borhood committees include the administration of local
factories, primary schools, kindergartens, a housing
department, a neighborhood hospital or health center
and supervision of thc_: residents’ committees. The resi-
dents’ committee is a “mass organization” with elected
indigenous leaders rather than a formal governmental
body.

* This commune, with a populatxon of 46,000, had trained 450

. barefoot doctors. That ratio of approximately 1:100 (or
1:200 in the Taipingchiao bngade)k was the highest we ob-
served in China. The 7,702 barefoot doctors in the rural areas
of the Shanghal mumcnpahty, for example, serve 4.7 million

. people, a ratio of about .1:600; the latter ratio i5.more con-
sistent with the overall estimate of *'1 million ba;bfoot d
for Chma s 750-800 million people.

‘

[

" For example, the Fengsheng neighborhood in Pe-

'Tking’s West District has a population of 53,000. The

_ people are grouped into twenty-five residents’ commit- -

tees each of which encompasses about 2000 people.

“These committees provide health .and other social

services. The health workers at the residents’ committee
level are former housewives who have beed trained to
be Red Medical Workers. A large part of the duties
of the Red Medical Worker, under the supervision of

* the Department of Public Health of the neighborhood

hospital, relates to samtahén work ip the neighborhood.
As part of the Great Patriotic Health Campaign here
are ongoing campaigns-particularly in the summer
against flies and mosquitoes, and attempts are made
to prevent the spread of gastrointestinal disease.’'The
entire population is mobilized -under- the -supervision —
of the Red Medical Workers to Keep the ngighborhood
clean, with special cleanup days set aside, especially

~ around. the May 1 and October 1 celebrations. In the

winter and spring the health workers,are concerned
Wy with the prevention of upper respiratory infec- -
tions. Some health stations organize- mass meetings
and study groups to educate the people about infectious
disease; people are taught to report all infectious dis-
ease to the health station immediately.

The Public Health Department also supervises the\
Red Medical Workers in providing :immunizations
which are usually given in the resxgents committee
health station. The Red Medical Workers will often go
to the homes to bring the children to the health station
for immunization, and, if necessary, may give the
immunization in the home. It is considered the re-
sponsibility of the health workers- as well as that of
the parents to mak; sure that all thosé eligible for
immunization are, in actuality, immunized. Perhaps it

_is this mutual feehng of responsibility on the part

~

of- both the citizen and the health estab.shment that
acdounts for the incredible immunization rate and
subsequent drop in infectious disease in China.
The Red ‘Medical Workers also have as their re-
sponsxblhty the provision of birth control information.
They give out oral contraceptlves dlrectly, ofted with
no specific medical examination prior to initiation of -
freatment. Intra-uterine contraceptive devices are avail-
able, and insertion is performed by trained personnel in
the nelghborhood hospital. Red Medical Workers make
periodic visits to all of th women of the residents’
committee—area encouraging the use of contraception -
and discussing with them the need to lower China’s- .

" birth rate and the importance of “planned birth” in the

liberation of women. If women are burdened by bear- -
ing and caring for many children, they say they cannot

. be part of society and make thelr contribution to the

- society.

" 195 3R

In one nelghborhood in Hangchow, for example,
health workers trained by Red Medical Workers go
door to door talking with women about the number of
children they plan to have and the birth control meth-
ods they are using. By means of monthly visits to the
home of each woman of “childbearing agg,” which is -

b
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deﬁned as the time from marriage to menopause, the
‘Red Medical Workers keep careful track of the contra-
‘ceptives used. Abortions are free and easily available
hpt are rarely requested by unmarried women; preg-
fiancies among unmarried women are said to be ex-
ceedingly rare; out-of-wedlock births are essentially
unheard of. . '

. The Red Medical Workers also care fdr patients with
“mnnor illnesses” and provrde follow-up care after a

Comrade Yang continues to learn. from a doctor
from the neighborhood hospital who visits the residents’
committee health station three times a week, from her
own periodic visits to the hospital about a patient or for
insteuction, and from the bi-weekly or monthly meet-

. ings of all thaRed Medlcal Workers of the neighbor-

hood. .
Andther Red Medrcal Worker ‘of Wu Ting is Chang

- _Cheng-yu, arforty-three-year-old mother of two chil-

patient 'has been treated in a hospital. For example,
one day Red Medical Workers were treatmg patients
with arthritis using a combination of acupuncture and
herb medicine and were also checking blood pressures.
in patients with hypertension to determine the appropri-
ate dose of medication. The therapy for these patients

‘had-becn-started- in ‘the neighborhood or- district hos- - -~

pital and the contnnurng dose of medication preScnbed‘
there. The Red Medical. Worker may herself change
the type™of traditional medicine given to a hypertensive
patlent, but can vary the dose of Western medicine
only within certain limits. If the patrent s blood pressure.
is found. to be outside the limits set By the hospital, the
patlent is sent back to the: hospltal for treatment and
new instructions. '

Red Medical Workers serve the uﬁfteen hundred . -

peo?)le who live in the Wu-Ting Residents’; ‘Committee,
located in the western part of the Fengs
hood. The Wu Ting health station is located in a snngle '
room off one of the courtyards Its falrly typical gquip-

ment” includes a bed for examination or treatment, a

table with chairs at which consultations may occur and . X

a cabinet with both- Western-type and traditional Chi-
nese medicines. On thé walls are a picture of Mao
Tse-tung, an acupuncture chart, and health-educatlon
posters.

One of Wu Tlng s Medical Workers, Yang Hsio-hua,
is thirty-eight-yeai-old. After h;r mamage she worked
bneﬁy as a saleéxoman untjl age nineteen, when her
first’ child was“born. Since then she has been home
taking care of her children, now ages nineteen, fifteen,
and eleven. Two.years ago, responding to a call to
“Serve the People”, which grew out of tl{g_r(’,‘u_ﬁlgr(
Revolution, she volunteered for one month of training
in the Fengsheng Neighborhood Hospital: During -the -
training period she and her fellow housewives learned
hlstory-taklng and simple physical examination. tech-
niques, such as blood-pressure determination. They
were taught the uses of a number of Western and herb ’
medicines and techniques of acupuncture at of infra-
muscular and subcutaneous injection. Prevéhtive mea-
sures, such as sanitation, immunization, and birth
control techniques, were an important part of the cur-
riculum. But the mgst important part,. according to
€omrade Yang, was that she and her colleagues were
taught that there are no barriers between them and the
.acquisition of medical knowledge other than their own
-fears. Once these are overcome, in part by sessions in
which the “bitter past” and the feelings: of the students
are shared and discussed, the housewives feel it is¢
indeed possible to become medical personnel. . -

Neighbor- '.
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dren, ages twenty-one and twelve. She has been a

housewife all her married life and never worked out-
side the home until she became a health worker. Both
Comrade Yang and Comrade Chang live in the resi-
dents’ committee*area within a few steps.of .the health
station. The station is staffed- by them and <heir col-
Jleagues during the. morning. and again in the afternoon.

1If a patient do¥s not feel well during the times when 4~1—0ﬁ9~

the health station is closed, the patient can go directly "% !

to the home of one of the Red Medical Workers, al- -~ -

" though this evidently happens xather rarely:

The health workers are paid a modest sum for their
work, about fifteen yuan per month, roughly one-third

the wages of a beginning factory worker. These wages.
- come in part from the small payments made by patients

wsmng the health station and in part from the collec-

tlve lncome from the neighborhood factories.
“~

: The Worker Doctor

China’s factories have highly 'organlzed med')al'

services and are major sites of health care in the urban
areas. Most factories have a central clinic as well as
health stations inindividual workshops; often there is
a_factory hospftal with beds. for short-terni stays. The
worker dogtor is the analogue in the factories of the

" Red-Medical Worker and the barefoot doctor; just

as peasants are chosen by their peers to become bare-
foot doctors, factory employees are chosen by . their
fellow workers to become worker doctors. The formal
training seems in general to be shorter than that of the
barefoot doctor and a little longer than that of the
Red Medical Worker, Jusually taking about a month.

. Continuing on-the-job- supervision and training is con-

O

sidered extremely important. The worker doctor has the

responsibility. of health. education, preventlve medicine, =

and the treatment of minor complaints, whxch are often

" taken care of right in the workshop.

At the Fengsheri'g Neighborhood Insulation Material
Factory in Pekmg, Tung Shih-ping, a young. woman
of eighteen s the worker doctor to 190 _workers.

Comrade Tung attended pnmary school for 'six years '

and middle school for three years, graduatlng in 1970.
She came to work .in the factory in Julj of the same
year, and shortly thereafter- was chosen by the factory’s
revolutionary committee to be trained as a medical
worker. Starting in November 1970 she was tralned at
the People’s Hospital for three months.

Comtade Tung does “mainly preventive work, some
sanitation work, and treats ‘light diseases’.” She takes

" blood pressures and temperatures, and has a variety

‘of medicines with which to treat minor illnesses. The
i
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‘medicine cabinet in the small room that serves as' her
-, medical station is filled with approximately fifty {West-
e medicines and forty traditional medicines. If there

+1s'an emergency Comrade Tung will refer the:worker .

>

to the Fengsheng Neighborhood Hospital; if th&ﬁatjeht

fails to improve' he will be referred to the distﬁctz)
- - 'People’s Hospital. Patients with certain illnesses cd
referred directly tg a‘specialty hospital.” " /',

among the women workers in the factory.;She sgressed;’

M
’

that birth control is a matter of free choice,”’blit tha
she tries to educate the women about fzimily;jﬁlannin .
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rand liberate' themselves. When they actively par--
Z ticipate in decisionmaking, when they take an in~ .
s terest-in state affairs, when they dare to do mew,
" things, when they become good at presenting facts -
. and reasoning things-out, when they criticize and .

test and experiment scientifically, having discarded
-myths and\superstitions, when they are aroused—
“then’ the

ialist initiative latent in the masses
[will] burst dut with yolcanic force.3° ST
The Chinese emph(asis on decentralization and on -
self-reliance has meant that communes and: urban.
neighborhoods’ must ‘take responsibility for planning
health sources for/their own people. This belief in

If a woman has one girl and one boy, she endpurages. . : ‘
the woman to use the pill, which she ppbvid;‘s;!{or iave decentralization comibined with the reliance on mass .
: . an intra-uterine device inserted in People’s Hospital. ©  participation and ; deprofessionalization has led to-an
- ‘However, if the_woman.has. two-girls, ‘she usually -, - involvement in health of every segment of the society-—-
¥ody .7, the peasant, the worker, the.“housewife”, the formerly .

- 110 wants-another child to try for a boy.” . | 4 1
e educated and uriskilled, as well as the highly educated. -
professional. iy’

. e Peking Printing and Dyeing Mill:i$ a much

* larger * factory.' Forty-four medical workers—tw P Y
. ‘ Women havq;gf,et:omea significant force.in the provi-
sion of medical care in China. It is said that half of the-

Western-trained’ doctors, four assistant doctors, -off¢’
pharmacist, nine nurses, and twegty-eight worker doc/

tors—are availgible to care for 2,000 workers and their;
families. The #two doctard attended regular - medidal
colleges, and:the four assistant doctors attended middle
medical colleges. The salary for fully-trained doctors
‘ranges from 46 yuan a month for a beginning doétor to

‘170 yuan a month for the most experienced. The as-

sistant doctor’s salaries begin at 32 yuan a month, as
dg the nurses’ salaries, and rise to 80 yuan a month.
- The worker doctors, on the other hand, are paid
at the same rate as regulartworkers on a scale ranging

barefoot doctors are women; all of the midwives, nurses ]
and Red Medical Workers are women. Women-com-=
prise 30-40) percent of all physicians and 50 percent of
all medical students. Conditions in China are favor-
able to_the involvement of women in health work.
While most Chinese women marry and bear children,
supports exist within the family and within society to -
enable them to work outside of the home. Most fami-
lies in China are three-generational with grandmothers
available to help with housework and child care. Urban -

women, and to some extent rural women as well, are °
entitled to extensive prenatal afd post-partum care and -
to paid maternity leave.-A-widespread system of pre- -
. -school care exists, particularly in the cities, and after-

from 34 yuan a month for the beginner to 240 yuan
for the most experienced. The twenty-eight worker
doctors ‘were trained for three months, full-time, in a

People’s Liberation Army hospital in 1969 and -have

since had training in eaﬂ!&gpse, throat, and eye diseases,
and inytraditional Chinese medicine in specialty hospi-

-Mals.. They were chosen by their fellow workers and
received full pay during their training period.

. Summary :
A major effort has been made in China particularly
- since the onset of the Cultural Revolution to provide

" increased services to those who formerly had least—the

-vast rural population and the urban poor. The develop-
‘ment of new types of health workers—the barefoot doc-
tor, the Red Medical' Worker and the worker doétor—
is at least a partial solution to the problem of bringing
medical care to China’s people. <
Another important goal has been the involvement of
large numbers of people in health care both in order
to make dramatic, immediate improvements in the
health of all of the people and ta.change people’s views
about the nature of the universe and the role they’ can
play in altering their environment. John G. Gurley; an
economist, has described China’s current view, of Smass -
participation”: : §
To gain knowledge, people must be awakened
. from their half slumber, encouraged to mobilize
themseldes and to take conscious action to elevate

<~ .and_are.slowly . becoming more .involved.. . .._.

school activities for primary. school children are
\{requently provided by the neighborhoods. But what

is’ probably most valuable in enabling a mother to
participate .in health care is the belief in multiple qr .

shared mothering, the belief that.a warm parent- -

substitute can provide the necessary nurturing for the -

-healthy ‘development of the child. Fathers are encour-
aged to ‘participate in ‘this nurturing process -as well

From the earliest days.of the.Chinese Reigution
the Chinese have recognized - thatinvolving women
actively in society was a complex problem. They recog-

.. ‘nized that women, by virtue of their particular “bitter -
) past” and their biological role as mothers, needed

special circumstances and encouragement in order to
move out of their private courtyards into the larger
society. The Chinese practice of decentralizing and
deprofessionalizing . health care in the communes, the
urban neighborhoods and the fact;g’,es enables those
who live. and work there to partictpate in delivéring
medical care while remaining close to their homes and
families, ' .,
- . Thus, women are indeed participating-in solving the
“practical problems in the masses’ everyday life” and,
in doing so, are liberating themselves. For ‘it is the
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Chinese view that the liberation of women caniot be
.viewed separately from the liberation of all of the
people. As Soong Ching-ling has stated: “The Women’s

Liberation Movement will be ended when and. only..
. the process of the social transformanon of .
socnety as a whole is completed” .

when .

References
1.

13,
14.

Q

10.
1.

12.

15.

ERIC

Aruitoxt provided by Eic:

L]

X . y,
Mao ’fse-tung, 1934, quoted in’ China Health Care Study .

ristign "Medical Commission, 1974, p. 17.
qodore H. White and Annalee Jacoby, Thunder Out of

zoup, Health Care in China: An . Introduction, Gepcva, i
C

China, New York William Sloane Associates, Inc,, 1946,

pp. 5-10. —

Rewi Alley, Leaves from a Sandan Notebbok, Christ-
church, New Zealand, The Caxton Press, 1950, p. 15.
Jen-min Shou-tse (People’s Handbook), Peking, 1957,
p. 608,-cited in Leo Otleans, “Medical Education and
Manpower in Communist China,” Aspects of Chinese Edu-
cation, ed. C. T. Hu, New York, Teachers College Press,
Columbia University, 1969, p. 31. »(V

Ibid., p. 21.

. -Ralph C. Cronzner, Traditional Medu:me in Modern China,

Cambridge, Harvard University Press, 1968, p. 157.
William Y. Chen, “Medicine and - Pubhc Health,” in
Sciences in Communist China, ed. Sidney Gould, Wash-
ington, 1961, p. 384, cited in Croizier, Traditional Medi-
c:(le in Modern China, n. 20, p. 265.

Croizier, p. 39. %

Leo A. Orleans, Professional Manpower and. Education in -

Communist China, Washington, D.C., National. Science

-Foundation, 1960, p. 172.

1bid., p. 145.
Helen Foster Snow, Women in Modern China, The Hague,

‘Moutan & Co., 1967, p. 87.

Chen Wen-chieh and Ha Hsien-wen, “Medical and Health
Work in New China.” (Unpublished talk ' glven by “two
Chme)se p'hysn\cnans during a visit to Canada in November
1971.

Mao Tse-tung, “On Pfactice,” Four Essays on Philosophy,
Peking, Foreign Languages Press, 1966, p. 8.

Han Suyin, “Reflections -on Social Change,” Bulletin of the,
Atgmic Sgientists, Vol. XXII, No. 6, June 1966, pp. 80-83.
Chen Wen-chieh and Ha«Hsnen-wen op. cit. >

© W em e ee 0 el e e e R L ae ags v R e e e e

P 128

16.

17.

21.

22.

23,

24,
25.

26.

27.

28.

29.

30.

Mao Tse-tung, “June 26 ‘Directive’ (June 26, 1965),” Red
Medical Battle Bulletin and August 18 Battle Bulletin
Commemorative Issue, June 26, 1967, trans, in Survey of
China Mainland Press, 198 supp., 1967, p. 30.
Ernest P. Young, “Development: Chmese Style,” Under-
standing China Newsletter, Ann Arbor, Michigan, Vol. II,
No. 2; March-April 1975, pp. 2-8.

Report of an Investigation from Shanghai, “The Orienta-

~-tion -of the-Revolution in Medical Education-as Seen in

the Growth of ‘Barefoot Doctors, ” China’s Medicine,
0. 10, October 1968, pp. 574-581.

Vol. 10, November 1971, pp. 20-22.

John A. D. Cooper, “Education for the .Health Profes-
sions in the Soviet Union,” Journal of Medical Education,
Vol. 46, 1971, pp. 412-18.

Patrick B.'Store)’, The Soviet Feldsher as a Physician’s
Assistant, Washington,” D.C., Department of Health, Edy-
cation, and Welfare Publication No. (NIH) 72-58, Febru-
ary 1972.

Report from the Third Kwangtung Provmclal Women's
Congress, March 1962, Nanfang 'Ribao (Southern Daily),
March 27, 1962, cited in Elisabeth Croll, The Wdmen's
Movement in China: A Selection of Readings, 1949-1973,
London, Anglo-Chinese Educatiopal Institute, Modern
China Series No. 6, 1974, p. 7.

Joshua S. Horn, Away With All Pests: An English Surgeon

in People’s China: 1954-1969, New York, Monthly Review
Press, p. 135.

Dr. Hsu Chia-yu, personal communication.

Victor W. Sidel, “Feldshers and ‘Feldsherism, o New
England Journal 'of Med:cme, Vol. 278, 1968, pp. 93940,
981-92.

_ “’l‘he Feldsher in the USSRR.” Annals of
the New YOrk Academy of Sc:ences, Vol. I66 1969, pp.
957-66.

G. A. Kovrigin and A. Matlm,&‘GIa
——seno” (“The Greatest of Qur Co
of a Village Feldsher”) Krokodil, A
10-11.

E. F. Rosinski and JF. J. Spencer, The Asssitant Medical
Officer, Chapel Hlll University of North Carolina Press,
1965.

N. R. E. Fendall, Auxiliaries in Health Care, Baltimore,
Johns Hopkins Press for the Josiah Macy, Jr. Foundation,
1972.

John G. Gurley, “Capitalist and Maoist Economic De-
velopment,” in America’s Asia, eds. Edward Friedman and
Mark Selden, New York, Vintage Books, 1971, p. 336. °

v nashom dele
rns—Hay: Story
gust 24, 1968, pp.

31. ,Croll, p. 104,

“Everybody Works for Good Heéilth,” "China Recon:rrucrs," :

111



ERI

Aruitoxt provided by Eic:



ANew Roles fpr Wornen in Health Care -
“Delivery A U.S. Response to\Conditions

/in the People 8 Republic of C

" Roles for Womeﬁ Health Workers in t
" China

—Department of Urban-Studies

a
U.S. and

Carol A. Brown, Ph.D. v
Assistént Professor

Queens College, CU.N.Y.
Flushing, New York

q

" Ms. Sidel’'s paper helps us to understand Somethlng
about the role women workers have in the U.S.
health system. The two systems are very different, the

‘one reflecting the communist philosophy of serving -

the masses, the other reflecting the capitalist philosophy
of monopoly control and profitmaking. Nevertheless,

~.both systems depend to a large extent on women work-

cers, and both have had in the past and still have

an attitude toward women as prlmarlly° childbearers
and husband-servers, and as inferior human belngs
Why then the new roles for women health workers in
China?

We first have to speak of women in general in
China. The liberation of women from oppression within
the family was and is a key point in the Chinese revo-

; lution. Thus, the Chinese leaders have made a point of

creatlngﬂew roles for women in the labor force in
general and in the health care system in partlcular In

China ‘'we find both men and women working in the
- same occupations and at all levels of the health system, -
whereas in the U.S. women are channelled into nursing

" and allied health professions, with medicine and hospi-

tal administration reserved for men. The different atti-
tude toward women can be seen in the support for
‘maternal and infant care, which China has made a high
priority. A philosophy of serving the masses requires
serving women, who are half the masses, and children,

who are the future masses. In the U.S., in contrast, the -

health system pays little attention to such low-prestige

people. Women patients are often considered to be

hysterics or hypochondriacs, and the lack of concern for
women as*childbearers has resulted in maternal and

infant death rates that are an internationally known.

disgrace. Sixteep industrialized countries have lower
maternal and infant death rates than the United States.
Thus we can see that government policies toward sex-
ism affect women Both as patients and as workers.

I am not advocating. China as a feminist paradise.

They have come a long way, but they still have a long

"way to go, as they themselves understand At least

they are on the road.
- Ms. Sidel’s paper is called new roles for women in

- health care delivery and it is on .roles that I want to

concentrate. By role I mean what they do every day,
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who they do it with, who they do it for, what is thelr 113

pos1tlon in relation to other people. It is important to
keep in mind that we are talking about relatively low
level workers and about women. What they do is not
what the U.S. medical system lets its lower level -

do”
In China, hundreds of thousands of women have‘

workers do, or what the U.S. system lets mere women

direct, independent, decisionmaking responsibility for "

public health, patient cdre and commumty action. Of
the millions of American women working in the health
service 1ndustry, how many have a position like that?

I think it is useful to look at the Chinese worker’s

srelations to her patients and her superiors. The bare-

foot doctor, Red Medical Worker, midwife, and
worker-doctor are doing actual patient care-—diagnos-

ing, p;?cribing, delivering babies, giving immuniza- -

tions, déciding who needs what, making decisions for
the good of the community; all lndependent of the
control of a phys1c1an Her contact with clinics and;
hospitals and doctors is limited to a few days. nth -
plus consultations. The local health clinic; 1SW of

~ the commumty The health werker spends ‘most: of .her

time in the company of people who ‘are not'health
workers. She works in the communlty, with the com-
munity, for the community. :

What a contrast to our own system, in which most
workers, including most women workers, work inside
hospitals under strict bureaucratic control. Although
the women may do most of the work, the,_doctors and ~
hospital administrators have control over the work,
make the decisions, tell other workers what to do. The
role of most women in the American medical system,
even women in supervisory capacities, is to work for
the bureaucracy, for the ‘doctors and the hospitals.
Most workers’ primary task is to serve the needs of the
doctors and hospitals, and only secondarily to serve
the needs of the patients. The bureaucratic superiors
not only control the subordinate workers but also con-_
trol the interaction of the patients with thg workers.

. Although most women in health service see ' themselves

as helping patients, and went into health work for that
purpose, the actual decisions they can make and the-
actions they can take are controlled from above. They -
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are taught in trannrng programs a_nd on the’ ]ob that.

they should not take independent actlon, they should
not e «decigions, they should-nof “challenge their
superiors. In sMort, they should know their place. In
China she is urged .to learn as much as she can and
do ‘as'much as shg can, for her constituency and for her
patients, not for *her superiors.

- Whether the}JS hospital worker will keep her

able within her accupation,: depends on how satisfied
her superiors are ‘with her service. In China her future

. depends on how well she serves her patients, and her
patients decide thradgh the communityj elections. This .
difference is not merely because the United States -

medical establishment thinks women are not capable

,114 the money is made’from treating patients, it is impor-

1

o -

tant for the doctors and hospitals to keep control
_over the patients in order to get the money Lower
- level workers are not seen as resources to improve the
,hation’s health, but as. cheap' labor to improve profits

' and income. One reason you find women concentrated
. in highly skilled but very poorly paid health positions

is that the men at the top see women as cheap labor,
as docile labor which will stay in its place.

"Since physicians have risen to their prosperity and
eminence by adoptlng the model of monopoly control

and keeping other people off their income-producing
territory, other occupational groups have followed the
- model. At each level of the OCCupatlonal hierarchy, the
licensure and professional certification system limit the.

training of still lower level workers and forbid them to
use their skills. The regulations have the effect of sup-
pressing competition and creating bafriers to upward
mobility, and of keeping the subordinates’ wages down
while the hlgher level, occupatlon tries to expand its
territory and_rgise its income. New occupations are
created to ng?ntaln the status quo. When nurse-
‘ practitioners began moving to.fill the gaps in service left
. by physrcrans, the medical profession developed the
occupation oft physician assrstant to keep nurses in
their place. - ¢

The division of laborers & bad for people’s health. I
have already referred to the U.S. maternal and infant
death rates. Few doctors,%and fewer obstetricians, are

interested in providing prenatal and obstetrical care-

to inner<city or rural womjen; who cannot afford high
priced deliveries. Nevertheléss, organized medicine cam-

paigned to destroy traditional midwifery several decades
ago, and has worked -to ‘l‘m'lt-\the spread of nurse-

. midwifery service which can provide the desperate

needed care. Nurse-midwives are competition, an
organized- medicine prefers. a monopoly. Meanwhlle,
mothers and babies are dying. I

.+ The abolition of the profit motive is not the only

reason the Chinese system works better. Some countries
with socialized medicine show hierarchical competitlon
similar -to_the U.S. Rather, the difference is whether
the work is controlled from above or controlled from
below. Control from above means that the superiors

. - , A
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L ]ob or will‘be ggen one of the few promotions avail-

keep their jobs and/or their incomes by keeping both

patients and workers' dependent oh them and getting
. the subordinate workers to do the dull routine work. .
Only when the community has a measure of control—
which it has in China since the barefoot doctors and-
medical workers get paid by their communities—then
the emphasis will be on gettmg the job done by what-
ever means necessary, by whoever can do it and to
hell with the hierarchy.

What else do Chinese health workers “do? She is

supposed to mobilize the communltyr to take care of

itself and to protect itself against diseases. Part of
her job is to stirup. troublex—to lead public campaigns,
create community outrage," mobilize against health
hazards, lead reform movements. In this ¢ountry we

- .- -of making decisionsi2In a fee for service mdustry, where—also have- campalgns —against-health. hazards—such as -

lead paint poisoning, black lung disease, automobl!e '
lnjury, industrial pollution. The people who lead such’
campaigns are called-troublemakers. Women who lead
such campaigns are called worse than that.

4. Another part of the Chinese health worker’s role "
is.to educate the community, so that people know what .
to do and‘why, how to tdke care of themselves arid be
|ndependent of the health system. In the U.S., ignor-
ance keeps people dependent on medical treatment.
Since public health is not public information, more
people get sick than need to. Since they are not taught
how to treat themselves they have to go to doctors,
even for minor matters that, a lower level health
worker could take care of. Going to the doctor will
‘not necessarily do us any good-—about one-fourth of
all- illnessﬁ in this country are iatrogenic, that is,
caused by medical treatment. (No wonder malpractice
insurance is so expensive!)

The medical establishment seems to take the attitude
that only they have the right to know and what we
don’t know won’t hurt us. What we don’t know will
hurt us. Desplte all that medical science knows about®
- gynecology and obstetrics, feminists had to publish Our
Bodies, Our Selves in order to get knowledge about -
women to women, who are most certainly the people
with the right to know. Phgrcrans, researchers and gov-
ernment agencies told us™ittle about the dangers of
birth control pills. Feminists had to investigate on their
own and tell us.

All this treatment and mistreatment is very costly
to us—it is costly in terms of our health, and costly
in-terms of our pocketbooks, whether we are paying
for it individually,~or-as—part-of a group insurance
" plan, or out of our tax dollars. The money to support

“the medical system comes from the patient and the
public, whatever route it takes to get there. K

In China, by contrast, the medical worker’s job is
to keep people away from doctors. The medical worker
is urged to learn as much as she can, do as much as °
she can, and teach people to do as much for themselves
as they can.

Now I want to consider some of the thlngs women
health workers can do about the U.S. medical system.
Since I have said that the health system derives from the

)
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polmcal phllosophy .of the greqglr society, the logxcal
{,: ‘conclusion is that we need a revolution like China’s.
' However, I think it is fair to say that you do not have
zx‘»;', ‘to'be Chinese to favor good health care for the popula-
~tion. And if you wait fof a revolution you will never
".get anything accomplish
- American establishment that would support reforms;

‘there are many organized efforts in the community to -
. bring about change. Women health workers can and

+ should join in the efforts.
Women health workers must challenge the current
" subordination of women workers in health. Women are
not cheap, docile labor to’do other people’s dirty

~ work. Rather, women havé skills and the right to use .
them. Women have a right to as’much education and

. power.as is needed to. do the job, and the_job is good
health care for everyone. Nurses, allied health profes-
sionals and community health workers should press for

more responS|b|l|ty for diagnosing, prescribing and

treatmg patients independent of physicians. I am not
' suggesting just more Occupational competition, but

" rather that women join together, across occupatiohm

in an effort to change licensure laws .and professiona
certification in order to allow a larger number of ‘the
already available trained workers to give needed health
services. Through unions and professional societies
women workers have to press for more decisionmaking,
better wages, and improved working conditions from
hospitals.

Women health workers have to prg;ect the rights of

-

. There are elements in the .

- e

women as patients, It is hard as an individual to protect
-a patient from a doctor, since you may lose your
job that way. But you can help organized women in the
comgunity fight bad medical practice by giving them
information about particular. doctots or hospitals which

they cannot learn from ‘the outside. Or you may join .

a collective effort of calling for healt.h law reforms or
changes in hospital policies.

efforts to reform the structure ‘of . the system, putting
more resources and attentlon into- preventive health,
public education, and campaigns agamst bad health
conditions. Feminists in thié community need the help
of women in the health systeﬁx -Particularly in' the cur*
rent depression we cannot ‘afford” to let people get
- sick for.lack of concern_and then. pay.outrageous pnces

. to doctors, hospjtals and health insirance companies 1] 5

to cure them. Anoffier step would:be the décentraliza-
tion of health care into free-standing community clinics -
and mdependent pubhc health stations with responsi-
bility for maintaining general health.”

Health should belong,tp ‘the people and not to the

‘7doctors and bureaucratsd Femlmsts and other commu-

nity activists are workmg in a variety of ways to
liberate people from the' medlcal system. We must all
join together to accomplish our goals.

The Chinese say that women hold up half the sky.
Let it never be said that the sky fell because we did
not do our part of the job. . ¢
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i

“Just .as China has improved her health status and
.services by utilizing the resources of her people for
solutions, so too are thousands of women in the U.S.A.
today' pooling our resources in a similar process to ob-
tain quality health care for ourselves.

We have joined together in a co-operative endeavor
identified as the Wemen’s Health Movement.!

Originating from abortion law reform groups and
consciousness-raising sessions formed -through the

"Women’s Liberation Movement, the Women’s Health -

Movement strives to achieve its goal of quality health
care for women by conducting health education pro-
. grams, by organizing to change institutional practices

I intend to focus on these alternate services in this
%aper because they provide the clearest example of the
ideology, the, practice, and the political nature of the
. Women’s Health Movement, as well as demonstrating
a ‘viable alternative to the current delivery patterns of
women’s health care. in the US.A."

In her paper Ruth Sidel quotes from the Third
Kwantung Provincial Women’s Copgress - and cites
their recognition of the importance of combatting the

inferiority complex which haunted women into the new -

society.® In the ‘Women’s Health Movement we too
are acutely -aware of the need to erase this sense of
inferiority as a prerequisite to providing quality health

care for women. In America we are taught as ' women:

ER4 )

“that we are basically untrustwarthy, that we are not
.clever, good for only household chores. We are
taught to be passive and subservient, then criticized -

for not being ambitious and responsible. We are-denied -

education and access to careers on the grounas that

..our biology renders us mcompetent and .above all

we have flawlessly moulded ideal images held up to
- us as “perfect” women.* This caricature of womanhood
appears never to wrinkle, never to blemish, never to
miss a PTA meeting, nor to menstruate, nor to ex-
perience pain in labor—nor to have any health prob;
lems at all. Measuring against this model, normal
women find themselves miserably wanting;
inferiority is established. 4 '
The medical * profession and obstetrics and gyne-

cology in particular, has been responsible for con-

-

and by providing alternate health services for women.2

a -sense of
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tributing to this sense of mfenonty In 1905 F. W: 117-
Van Dyke, President of the Oregon State Medical -

Socrety, claimed that: *“hard study killed sexual desire
in women, took away their beauty, brought on gystena,
neurasthenia, dyspepsia, astigmatism and dy menor-

. thea”. Educated women, he added, coyld not bear
_children with ease becausé study arrested.the. develop-
ment of the pelvis at the same time it jficreased the

size of the child’s brain, and, therefore, its head. The

result was extensrve suffering in chlldbrrth by educated :

women”.®

Lest you thmk we have progressed since 1908,
William J: Robinson warned in 1931 in his 22nd edi-
tion of Women: Her Sex and Love Life: “that only a

menstrual periods, and that most should rest at. least
two days, avoid dancing, cycling, ndmg, rowing; or.any
other athletic exercises, and pré
by auto, train, or ‘carriage”.$
And it was in 1970 that Novgk’s Textbook of Gyne—
cology espite Johnson and Masters) assured us and
ture generations of obstetric) an-gynecologlsts that:

“The frequency of intercourse ‘depends entirely upon,
. The bride should be advised

the male sex drive. .
to allow her husband’s sex drive to set their pace and
she should attempt to gear her ‘satisfaction to his. If
she finds after several months or years that this is not

_Poss1ble she is advised to consult her physrcran as soon
as she realizes there is'a real froblem™.” .

Menopause—the very nggmal function of all‘women

- Y@¥as declared by Dr. Francis P. Rhoades, President of

the American *Geriatric  Society in 1973 'to be: “a
chronic and incapacitating deficiency disease that leaves
women with flabby breasts, wrinkled sKin, fraglle bones
ahd a loss of abflity to have or enjoy sex”.®

These crippling examples of medical mythology are
actively counter. }cted by the self-help. groups which
underlie the Women’s Health Movement. Conceptual-
ized in 1971 by Caiol Downer of The Feminist
Women'’s He th Center of Los Angeles, a self-help
group is pfised of about eight women from diverse
backgroun ho meet on a regular basis and share
their medicpl and health experiences, including learn-
mg breast ari ‘vaglnal self-exammatlon *-In thlS sup-

.

bl - pOstpone travel

"

‘minority of womeM[were] free from illness during their

s
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portive envirofiment women free themselves of the

medical and social standards which have declared -

them to be abnormal, sick, and incapable of making
informed judgments. The increased confidence gained
from these shared expenences enables women to de-
*velop their own identities and values. Women become
. sharply critical of a system which continues to keep
them passive and subservient.

From these initial self-help groups, many woqten

~have-organized health services where their insights and

knowledge gained from their group experiehces can
be put into mdical practice. There are approximately
fifty women’s health clinics in the United States and
over 1,100 women’s health groups providing diverse
services.!?

These clinics have been forthed because of ‘the: lack
of preventive care provided-by professional medicine,

by the lack of primary care including obtaining such -

simpleé necessities as pap smears and
" and to provide an alternative to the all-
. degrading and humiliating experience
" doctor-female patlent encounter.

A typical women’s clinic offers routine gynecologic

reast checks,
o¥requently

care—pap tests, breast examinations, treatment and

education to prevent minor vaginal infections—contra-
ceptive services, abortion care, and maintains a re-
ferral service for more complex needs. A few clinics
offer basic pririliry care. Self-help groups are part of
a clinic’s outreach program and may be organized

around such topics as breast cancer, hystegctomy,'

menopause, childbirth or for young women—puberty

In breast cancer groups for example, women learn
the alternative operative procedures available to them,
the importance of breast self-examination is stressed,

" and much needed support is offered to the woman who

is a breast cancer patient.!2

Clinics are generally staffed by lay women health
workers who function to provide all the routine serv-
ices, and a physician who performs the medical respon-
sibilities defined by law. Many clinics seek to include
nurse-practitioners on their staff and to encourage
their clients to utilize midwives, recognizing the, su-
perior infant and maternal mortahty records enjoyed
by countries in which mldwnfery is widely accepted 13

~In" ‘recoghizing the “importarice’ 6f pfevenfive Care,”

the Women’s Health Movement has begun to consider

- the appropriateness of the specialty of obstetrics and

!

gynecology itself as the optimal medium through which
women can obtain their health care.14 s

In evaluating the field we must realize that it is
not merely the socialization, gtraining, practices, and
content of obstetrics and gynecology’ which oppress
women, but that by structuring such a reproductively
specialty, the medical system reinforces the wider so-
cial ideology which views women as sex objects and
reproductnve organs. The medical model reinforces
women’s socialization that their identity lies in . their
reproductive potential and it is through this potential,
essentially through their reproductive organs, that
women enter the health care system. This is true also

f the male _

in the pubho sector where women' as reproductive or-
g&r;s' receive cire through a maternal and child health -
sification.

I allow there have,been some advantages to being
reproductlve organs in the eyes of the medical profes-
sion and to those funding public health programs. Mil-
lions of women have received prenatal and contra-
ceptive care and thereby an entree, however temporary,

into the medical care system. Considering the socio-
economic and political status of most of the world’s
" women, even such  fleeting glimpse at medicine would
have been demed them had they ot had a uterus and

a vagina.
But let’s consider what that entree has meant and

~whether those advantages outweight the disadvantages.

Women experience the frustration and mdngmty through
maternal and child health projects of receiving frag-

mented obstetrical care -for about ten to elghteemﬂ
®months at best, then are dropped from the system be-

cause they return to being womep, not reggpduc
Women find that public monies ar¢ readily avai ble
fbr contraception, but once enticed into the health
system they find that any other health need is not part
of the government grarit.’® As our Third World sisters
have bntterly discovered, stenhzatnon seems to be the
most “accessible” form 'of contraception offered.1?
Women may enter-the system for.. cervical cancer
screening only to find that breasts examinations are not
included or at best are ‘available in.three months.!®, =
In the pnvate sector we seek gynecologlsts forgg
health needs because we have been socialized to thi
of them as our primary provi€ers; indeed the American
Association of Obstetricians 7and Gynecologists. re-
ported in 1974 that eighty-six per cent of women in-
their study saw no physician other thaq a ob-gyn on
a regular periodic basis.!® This they claim, as does the
AM.A., means that obstetncnan-gynecologlsts should
be formally recognized as women’s primary providers.
Yet as women consumers, we know that we do not
receive primary care from gynesplogists: on the con-

trary we find a physical is a_pelvic examination and -

possibly a breast check. What of eyes, ears, lungs,
hearts, etc? 20

We are not dying from the maternal health condl- )
“tions which- used to kill us and. which were more

appropriately treated in an obstetric-gynecologic classi-
fication. We are dying from old age, from strokes, from’
chronic diseases and from cancer, but even here lung

-cancer has already replaced uterine cancer as the third

leading cause of cancer death in women.2! Fewer and
fewer of us are- having babies 22 and we are widely
using. systemic contraceptives rather than localized

-techniques.22 .
The endocnnologlcal ‘effects of contraceptives are

of grave concern to. feminists,24 and even more so

_ when we find in a 1972 study published by Dr. Michael

Newton of the American College of Obstetricians and

Gynecologists, that the majority of newly graduated

gynecologists themselves rated their training in endocti-

‘nology as “poor” and their preparation in cancer re-
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search as ranging from “satrsfactofy" to “poor“ ‘Half

of those surveyed rated their.training in basic science

CQurses as “lacking”, but the ma]onty called their

schoohng and. their hospital¥’ services in surgery as
. Mexcellent” 25 Perhaps right here liés one major expla-
: 'nation’ for the excessive rate of pelvrc and breast sur-

- gery in the U.S.A,30 27 28 “—-lt is the only thing the
gynecologrst is well-trained to do.

... \Undér_present training. programs then it _is_farcical

Similarly Drs. John Marshall and Donald Ostergard
of Los Angeles County’s Harbor General Hospital
shave developed a gynecologic health worker known
as a women’s health care specralist Women with non-~
medical backgrounds are given a six*month 'training
period by physicians and then perform routine gyne-
cologic tasks under physician guidance ‘within clinic

«physrcnan for ‘more sérious problems, which requlre ‘
~ the exercise.of true medical judgement and skills.” 8¢

w .

to défine the gynecologist and his specralty as primary
care despite the frequency with'which he is used by the
" majority of the female population in this country. Re-
cent: Congressronal legislation excludes “the gynecolo-
* gist from this definition 3¢ despite the August, 1974

decision by thg Department of Health, Education, and‘l

Welfare to recognize ob-gyn as a primary care disci-
pline.?! The A.M.A. supports- primary care status for
the specialty but writes that the decigion of the Ameri-
-canfBoard of Obstetrics and Gynecology to reinstitute
e asrc “foundation year” before the three years of
'formal training “indicates that the specialty has recog-
nnzgd that the obstetrician and gynecologist must be
further trained as a primary physician to diagnose,
-treat, or refer the many patients with diseases not tra-
* ditionally in the purview of obstetrics and gynecol-
"“ogy.” 32 I contend that a basic “foundation year” is
* inadequate to turn an ob-gyn into .a primary care
physician. I suggest that we disband the specialty of
- obstetrics and gynecology, that the care of women
- be returned to midwives and to internists trained in
pnmary care, and that we reserve for extreme neces-
sities, surgeons with gynecologrc experience. In this
we would recognize the true origins and functlons of
the obstetnclan-gynecologlst 33

Clearly to utilize primary care internists for women’s
. basic health needs would present immediate personnel
problems. We might advantageously copy the Soviet

" model of an Akusherka, an obstetric health worker,

who in conjunction with primary care physicians and

“ gynecologic nurses provides routine preventive health

_care for women in polyclinics in the U.S.S.R.** Such
a health care delivery paradrgm avoids fragmenting
. the individual woman and contains the advantages of
_.provrdlng total health care to. complete persons, not
gynecologrc care for reproductive organs. Yet the '

_practitioner is relieved of the simple tasks which) can
. be capably handled by others and most probably more

effectively handled by them in' terms of teachlng pre-
ventive health practices.

Providing alternatives to the traditional doctor-
‘patient model is not in itself a new concept in the
U.S.A., nor even in gynecology. In his inaugural ad-
dress upon installation as President of the American
- College of Obstetricians and Gynecologists in 1970,

J. Robert Willson said that: “in large measure physi-

cians’ training is wasted upon the performance of

routine health-care functions”. These functions should
be given, he said, “to non-physician associates, who,
with a Jower levél of training, could perform them
. very well, thus freeimgthe fully educated and trained
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settmgs They treat minor infections, detect and refer

major illnesses, and in many cases insert 1ntra-uterige_ _

devices.%8 .

Midwives too must be seen as yet—most regrettably
in my opinion—as an alternate service. Generally lo-
cated in large county or munrcrpal hospitals, midwives

- are slowly. gaining acceptance in. hospital-based ' de-.

liveries.37 If we are to learn anything m the health
experiences of other countries it is to know the valie
of the nurse-midwife and to integrate her into our
mainstream medicine.?®

9.

What then is new about the. a]tematlves proposed -

‘by the Women’s Health Movement? Their uniqueness
lies in the process of health care delivery, .in the
destratification of - all health workers, and the sub-
s¢quent change - produced- in the ial and healing

. relanonshrps of provrders and patients. Women health

workers in women’s ¢linics learn the .skills of the
paraprofessronal and see themselves as peers of their
patients, not setting’ themselves apart with the airs of
professionals. In this lies their greatest similarity to the
Chinese expenence

In a women’s health. clinic all- health: workers are

on a par. Physicians merely have certain utilizable
skills derived from extensive and elaborate training.
Workers -are integrated equally sato the . structure,
process and outcome of health care dehvery and may
exchange functions to better appreciate each other's
responsibilities. From these. exchanges the Women’s
Health Movement understands that the current train-
ing programs which divide ene class of health per-
sonnel from another ultimately serve to defeat the

. producnon of quality health care and to hinder the

patient in the healing process.?4
In breaking down the hierarchical medical structure

in its clinics, thé Women’s Health Movement has also -

changed the process of medical care delivery. For ex-
ample, attempts are made to completely redefine the

patient and provider rgles and sibsequently the relation~

arise from these roles. Women in
feminist clinics “dre not passive -bystanders to their
medical treatment, objects of care, rather they
are active participants. The patient is not the recipient
of the commodity of health care but is a- co-producer
in the health care process For example, a woman .com-
ing into a women’s clinic for pregnancy screening will
not sit passively awaiting the résults, she will participate
in the: procedure, deciding for herself according to the
guidelines pro¥ided whetlcr she is lndeed pregnant or
not. - !

ships which nofm

Even greater participatory roles for ?:onsumers are.



‘being pioneefe:i th;bugh the Feminist Women’s Health " 4. Broverman, Inge K., Bnovermnn D M., Clarkson, F.,’

Centers. Consumers experience care as a collectiv Rosenkrantz, P. and Vogel, Susan R. “Sex-role Stereo-
: pe as a collective, types and Ciinical Judgements of Mental Health.” Journal |

discussing ‘thenr_' hlston'es, learpmg to examine each of Consulting Clinical Psychology, 34, 1970.
-- other, and sharing their experiences.- The consumers - .
themselves provide the significant healing relationshi 5. Bullough, Vern and Voght, Martha. “Women, Menstru- -
» - p N gn . g pS ation and Nineteenth Century Medicine,” Bulletin of the. .
= and the role of the health “provider” becomes that of History of Medicine, XLVII, 1, 1973. p. 81. - ‘
. amere facilitator. Good health is seen as a collective 6. Ibid. p. 80-81. : 4
;- endeavour growing out of the group’s experience of : “What" . ). ' i
~* |ealth and disease, 'their sense of well-being and dis- " é“yi;c“ﬁ??ﬁkiﬂ“w”; h‘l&‘?ﬁ-‘:‘f.’e,‘"&“::&’r‘l"{f‘ ?9;2
- Comfort. The subjective experiences Ofr the corisamers . .8 Fogg, Susan. “Menopause: Incapacitating Disease?” Los
are valued, and the _ social and medical stereotypes - gpoeles Times, Sunday, March 25, 1973. o
V_Vhwh have been ba.mgrs to ngorous s.cxenhﬁc.explora- ' 9. West Coast Sisters. How 1o Start Your Self-Help Clinic.
tion are pust\l;ed aside. In these settings patients aie K Womeén’s Center, Los Angeles, 1971. ‘ -
‘pevple, and they are autonomous, empowered people.4° 10. ' Women's Health Forum. op. cit ) .
It is this change in social relationships—fundamental 11. Reverby, S “Alive’ ::d cwe"., HealthRight, Vol. 1. -
- to the women’s alternate clinics originating from the . No. 2. v ) o oYL
“Il‘20 self_-lhelp groups—which best identifies lmks’ between -12. Gilden, Dorothy. Fact Sheet on Breast Surgery; Feminist
the Chinese health system and the Women’s Health Women’s Health Center, Los Angeles, 1973.
M°"°“f::""° And it is this aspeCt of Chinese health 13y 'Fyoris wine Cultural Warping of Childbicth.” Jour. -
care, fundamental to understanding Chinese society, nal of Tropical Pediatrics and Environmental Child Health,
" which is most frequently overlooked by observers. To (Special Issue) June, 1973. ' i
quote Joshua ‘Horne: “I think that China has made 14. Marieskind, Helen. “Restructuring Ob-Gyn: Response to
more progress in transforming human relationshi Barbara, Seafian,” Social Policy, Sept./Qct. In press. '
° H < b . -ps T .
.~;than any country in the world and the relationships 15. Gold, Edwin M. and Stone, Martin L. “Total Maternal -
which are developing in Chinese hospitals illustrate and Infant Caré: A Realistic Appraisal,” American Journal

the direction of change. The relationship between pa- of Publlc Heglth, Vol. 58, No. 7, July, 1968.
tients and doctors in China is based on equality and ~ 16.- Wallace; Helen M., Gold, Edwin M. and Dooley, Samuel.
“Relationships ‘Between Family Planning and Maternal

mutual respect. If both are contributing to the building nsa ,
of socialism, their differing contributions represent a : ,%; ?:,ﬂ lgol.{:?l 1%39.4”“”“” Tournal of Public Health,
division of labor in a common cause. There is no 17. Rodriguez, Helen, Personal Cominunication.

room for a superior or patronizing attitude on the " o
part of the doctor and neither is there any room for la'\%ﬁ"cmuziggm“ County Health Department, Per- -

the bluff heartiness, false familiarity or any other of 19." “The Obstetrician and Gynecologist: Primary ‘Physician

# the di‘{fﬁ‘fs which often masquerade as a bedside for Women,” JAMA, Vol. 231, No. 8, Pebruary 24, 1975, -
manner”. ‘ ’ -
\ 20. Women's Health Forum—HealthRight files.
In the Women’s Health Movement we too are de- " . .
: 21 American Cancér Society. Cancer Facts and Figures, ;-

voted to transforming human relationships. We have 1975

learned through our clinics that it is possible, and we : - . '
. o he A 22, Sehgal, Narinder N. and Asling, Joseph H. “New Uses for
are heartened by the Chinese experience to know that. Underused Delivery Rooms,” Medical Opinion, February, -

—-—-those.. relationships-can - be-extended -to -society -as—a--~ -.-1975. - _
whole. We recognize that a health system is a reflec- 55 yrcininan, R, L. ‘ed. IPPF Medical Butin, Vol. 9, No. 1, -
tibn £f the goals and political values of a social system Febmary”lg‘ls. ) yL
and we believe that by changing the values, the goals, 24. Seaman, Barbara. The Doctor's Case Against the Pill.
the social relationships within our health care system, Wyden, New York, 1969. . _
we are providifig a blueprint for social change in the ' - 25. North, Sandie “Why All'the Fuss About Gynecologists?”
fullest sense. We are building a new society and we are Family Circle, October, 1972. '

building it together as worfien freed from a sense of 26. Bunker, Jobn P. “Surgical Manpower: A Comparison of

inferiority, freed from.a role of subservience taught by Operations and Surgeons in the United States and in _
S L, . . England and Wales.” England J ! of Medlcine,
the old"society and reinforced by the medical profes- Vol, 282, No. 3"‘;: ]31;’3"44";5;70. Journa ‘ff edicine,

 sion. In that l_mowledge lies our revolutionary strength. 27. Lembke, Paul A. “Medical Au diting by Scientific Methods,
L ] - ' Hlustrated by Major Female Pelvic Surgery,” Journal of
* References : the. American Medical Association, Vol. 162, No.” 7,

1. Women's Health Forum “Women’s Health Movement: October 13, 1975. i ‘
Where Are We Now?", HealthRight, Vol. 1, No. 1, 1974. 28. Hibbard, Lester T. “Despite Higher Risks, Soie Doctors

2. Marieskind,’ Helen 1. “An Introduction to the Women'’s Still Prefer Hystdfectomy ,to -Tubal Ljgation,” Family
_Health Movement,” International Journal of Health Ser-, Planning Digest, Vol. 2, No. 1, Janusr§;'1973. o
vices, Vol. 5, No. 2. In press. - 29. Morchead, Mildred, Trussell, Ray and Guitmacher, Alan.
3. Sidel, Ruth. New Roles for Women in Health. Care De- The Quantity, Quality and Costs of Medical Care Secured
. livery in the People’s Republic of China. Paper prepared . by a Sample of Teamster Families.in the New York Area.
for International Conference on Women in Health, Columbia University School of Public. Health.and Ad-
DHEW, June 16-18, 197S. _ ministrative Medicine, New York 1962.

197




" 30. Senate Bill §3585. Sponsored by Senator Beall.

"3

Federal Register, August 9, 1974,

..32. Pearson, Jack W. op. cit.
.33, , Barker-Benfield, Ben. The Gynecologist-Patient Relation in

-

Lare Nineteenth Century America: lNlustrated by Female
Castration. Paper presented at the American Historical
Association, December 30, 1971.

v 34, Stordy, Patrick B. Medical Care in the USSR. Report of

~ the US. Delegation on Health Care Services and Plan-

‘ning, May 16-June 3, 1970. DHEW Publication, No.

(NIH) 72-60.

" 35. Willson, J. Robert. Presidential Address Obstetrics and

Gynecology 36:178, 1970. Cited by Kaiser and Kaiser,
“American Journal of Obstetrics and Gynecology, Vol.
120, No. 5. November 1, 1974,

' 36. Ostergard, Donald R. Family Planning and Cancer Screen-

37.

38,
39.

40.

41.

138

o

" ing Services as Provided by Paramedical Per.;'onnel, A
" Training Program. Paper presented at American .Associ-

ation of Planned j
April 5-6, 1971. i
Harris, David, Daily, Edwm and Lang, Dorothea. “Nusre-
Midwifery in New York City,” American Journal of
Public- Health, Vol. 61, No. 1, 1971.

Haire, Doris. op. cit.

San Francisco Women’s Health Centerg The Self-Healrh
Movement, Unpublished Paper, 1974.

Marieskind, Helen and Ehrenreich, Barbara - “The
Women'’s Health Movement: A Historical and Political
Perspective,” Social Policy, Sq‘mber/October, 1975.
In press.

Horne, Joshua. “Hospntals in China,” Monrhly Review,
April, 1971,

nthood Physicians, Kansas City,

121



o
(]
—

Q

Aruitoxt provided by Eic:

E



‘New Roles for Women in Health ‘Care
‘Delivery
‘The Cameroonian Experience

. Utilization of Women in Health Care Delwery
.in Cameroon and 4 fru:a

.Gladys E. Martin, M.D., M.P.H.

Associate Professor in Community Medicine
and Pediatrics

- University Centre for Health Sciences
Yaounde

Cameroon
[ 3

Africa is a large continent made up of several

countries at different levels of development. Theré are - -

two major religions—Islam and Christianity, and _

paganism. Certain factors,! closely related, determine
the health status of each nation. These factors are
environmental, - socioeconomic, sociocultural, religious
and educational. Demographic data are similar, thus
“we have high morbidity from preventable diseases
such as malaria, measles, gastroenterititis and filiarisis.
We have very high mortality, especially in children
“and pregnant women also from preventable causes
already mentioned and complications of pregnancy.
Nutrmon, gastroententns and intestinal parasitosis are
disease entities in their own right but are underlymg
causes of severe illness and death. Figures given by
“the World Health Organization 2 are a birth rdte of
45 to 50 per 1000 population; neonatal mortality
50 to 58 per 1000 live births; infant mortality of
100 to 200 per 1000 live births; mortality under 5
years of age 150 to 300 per 1000; crude death rate of
25 per 1000 and maternal mortality of 5 to 10 per
1000. These rates are several times those of the de-
veloped countries.

For any health care system to have any impact on
these problems we need a health infrastructure, trained
personnel, money and several years t¢ achieve good
results.

Money is inadequate, with several African countries
spending between 2 and 5 percent of the National
Budget 3, on health, i.e. about $0.50 to $1.50 per
capita compared to the U.S. figure of $242 per capita.
Well trained personnel are few and maldistributed be-
tween rural and urban areas. Most of the well trained
personnel are in the urban areas where only 20 to 30
percent of the population live. In 1971 the ratio ® of
trained personhel per population given by the WHO 2
‘was one doctor to 17,500 inhabitants; one nurse ‘to
6000, one midwife to 17,000; and,one samtary engi-
neer to 2,370,000.

Cameroon

Cameroon is situated along the Western coast of
Central Africa bordered on the East by the Central
African Republic and Gabon, and on the West by

e

Nigeria. It lies within lau;ude :3° and 12° North of 123

the Equator. The physical features vary from equatorial
forest along-the coast, through grassland on plateaux
to scrub and semi-desert in the North. It is divided into
seven administrative provinces and its culture is derived
from France and Britain as well as the indigenous eth-

“nic culture. The surface area is 564,000 km 2 4 with

_ The health personnel to inhabitant ratios are:.one doc- .

a population of 5.8 million in 1970, an average density
of 12.5km 2 '(range 2.5-71.9) and an annual growth
rate of 2.1 percent. The women:men ratio is 51:49.
The economy is mainly agricultural with a per capita
income increasing at a rate of 4 percent per annum. In
1960 it was 21,000 francs CFA (approx US$ 100).

tor to 22,000, one nurse to 9,000, and one sanitary
engineer to about 6 mnlhon
Trained Health Personnel -

There are 323 doctors of whom 153 are Cameroon-
ian and only 12* are women. The first Camerooman
woman doctor qualified in 1962. Some women doctors .

are working in other countries because of marriage.. All'

these women doctors “ifi the country are fully em--
ployed. Most are in charge ‘of maternal and -child
health centres. There is no woman doctor involved
solely in the Centfal Administration but their contribu-
tions are sought during planning. The University
Centre for Health Sciences® was opened to medical
students in 1969. Two of the 37 students are females
and we are looking forward to their graduation, along
with their male colleagues, in September 1975 as the

first batch of Cameroon-trained doctors. Of a total of ',

248 students, 34 are females, a percentage of 13.7.
This percentage is high compared to other countries
and g
the-fatio was one female to 15 males, and by 1973, the
ratio was one female to eight males. They all receive
the same trainirig and hardship both in the campus and
in field projects. It is even harder on some of those
who are combining motherhood, housewifery and med-
ical studies. R

*Of the 12, S are Cameroonians, 4 by marriage and 3 expatri-
ates.
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- State Registeved Nurses and Midwives
Women' nurses are very much in the thajosity but
.men are trying to get in. There are three training
schools;in the country where they are prepared to oc-
- cupy jobs at the “B” Category (State Diploma) with
+ opportunities to advance. Post-basic training is recog-
nised and- a regional centre for training nurses in
- administrative and teaching roles is being run under
the auspices of the WHO- but as a section of the
Univetsity Centre “for Health Sciences (UCHS). In this
" section there are nine male and five female Cameroon-

ians. « N O .

Two .lower categories of nurses are trained—
" “Brevete” and nursing aids—and these trainings are

" done in special schools. Periodically, exams are held

to‘allow these nurses to miove into a higher category
with better pay and more responsibility.

“Matrons and “Joumallem”

lZ‘
Ihese are pedple without the regular education and
" . at a slightly older age, employed -and trajned on the
job. They undertake minor unskilled JOb\ ke *clean-
~ing and serving food. Some are
like weighing. They also may take exams into nursing
aid schools for more training and promotion.

.

. Changing‘Role of Nurses

- Because of the shortage of doctors, nurses and mid-
- wives do much more than they are expected to do. A
. nurse in charge- of a health centre does consultations,

A\

v

. routine minor operations like herniorrhaphy, circum- .

. Cisions, etc., and in ‘emepgencies laparotomies. In mid-
wifery they conduct forgdps and vacuum extraction and
other complications of pregnancy. In some places these

extra skills and knowledge are acqyired on the job
through watching and assisting doctors. In other cir-

--—-cumstances_this_.extra_duty _and _responsibility passed.

on to the nurse is recognised and they are given special

training. In Ethiopia midwives in some maternities

are officially taught and expected to do forceps and
- vacuum deliveri

Being taught more theory and skills-is being recog-
nised as a way of decreasing the_ doctors’ workload
and offering better service to patients, thus we have

» several names such as nurse practitioners, family health
. nurse, etc., as in the United States. Nurses and mid-
wives now run ‘maternal and child health ¢ clinics
preventing disease and promoting health while at the
same_time treating our common problems—feeding,
diarrhea, ,vomiting, and fevers. They are also involved
in family planning‘(not in Cameroon). In Africa,
nurses had performed this role unofficially but they are
now being recognised for their higher skills. The other
usual roles for women in health such as physiotherapy,
occupational therapy and laboratory technology, are
not yet popular in Cameroon but with modern hospitals
. and health centres the need, for these services will be
felt and met. 1 4

(Aught routine things

"Role of Women in the New Health Occupatxons
in Africa
A lot is happemng in the developed countries to
medical science. Advance in technology is moving
patients away from human cogtact to be “monitored”
by machines. Therefore, mor&e
alternative jobs. In Africa most of our problems are
‘basic to our ehvironment, our socioeconomy and cul-
ture, and to our illiteracy. Our health problems cannot
be solved without solving thesefther'problems, thus
the. emphasis has changed. We ink of the people in
their families and commynitig d how to improve
* their living conditions. By "ng them clean water,
clean environment, balanced food to eat we would cut
down on our morbidity. By giving #em simple lessons
on hygiene, child care, and causes of disease, the im-
pact on mortality and morbidity will be greater still.
Then by teaching them to help themselves solve their
pproblems, -earn more money, we would have created

ople are looking for

an atmosphere for human development progress and .

continuity.

Most of the people who need help live in the rural
areas (70 to 85 percent) and most of them are woren.
It is' not possible to get nurses and doctors into these-
* areas in the near future to bring about this change. We
therefore, need a new type of people, usually women, to
_undertake this great task. - ~—

Community Development and Women’s .
Programmes ‘
The emphasis in Africa is on community develop-

ment by the people with help and supervision from :
" volunteers (internal and foreign) and governments *.

A

(national and international). These development proy .

grammes go by several names: co-operatives, credit
unions, welfare associations etc. For the Interna-
tional Women’s*Year a Women’s Programme 7 has
been formed as a unit of the Economic Commission for

—-Africa- (ECA) -in-the-Human-Resources--Development.-

Division and it is to ensure a “Progressive and mean-
ingful participation by African women from all walks
of life in the countries’ development]’. One of its ob-

. jectives is to form a Pan African Women's Task Force

. made up of volunteers in nutrition, health, home eco-
nomics, crafts, etc. “to consolidate efforts of individuals
and small groups”. From 1975 to 1979 they will work
with the United Nations Volunteers Program offering
their special skills.

Community Development Womens Service in
Cameroon ®
I have been working in a suburban-rural com-
. munity for about two-and a half years teaching medical

and nursing students the practice of family and com-
munity medicine. In order to teach students we must
offer services to the inhabitants and they included a
heavy load of curative care for preventable diseases*
at the onset, but now we are getting an increasing
number of children and pregnant women seeking pre-
ventive services. Under-nutrition is a problem and we

1




. are telling the people what to do about-it. During visits
to the villages it is obvious to us that unless something
happens in the people (motivation to change) and then
Cim the commumy, most of our efforts are in vain and
.we only increase our labours because we sensitize the
“people to their illness who in turn seek only drugs. We
. then decided to form village health committees ® which,
" must include at least one woman in each. By working
“with them the village level we are seeing some
‘changes If weé\ask people to eat better food, should
- doctors and nufses talk about how to grow. them? We
néed a team—a multi-disciplinary team o wox;k with
the people to improve their standard hvm& and
their health.
. The Commumty Developient Women’s prograxpme
was started in -the former West -Cameroon which is
now twogprovinces—North West and South West.
Studies #re being carmed out to introduce this pro-
-gramme to the other provinces. It is one of the three
main services in the Department of Community De-
velopment 1° which falls
torial Administration. It"is usual for health workers
to be under the Ministry of Health but if health is
regarded in its broadest sense the women in this service
are offering a lot more, I may say, than hospitals to
promote health in rural families. .

" This programme was started in 1953 by MlSS
O’Kelly, an’ expamate Officer from the United King-
“dom in the Ministry of Education. It started in Banso,
North West Province. Women were encouraged to

group -themselves together, purchase a corn grinding

mill thus saving time and energy grinding comn with
two stones—one large and flat and the other oblong.
When they gathered to grind corn they were taught
_hygiene, Chlld.? care, housecraft;, cookerysand how to
‘Tead. The cornmill™ Societiés” grew in numbers and
spread to several divisions of the now North and South
West Provinces. Corn is not ground by women in all

~the-provinces-It-is- the-staple food-in-the-northern parts— - —

of the country. Women were encouraged to get to-
gether thus in church groups and choirs, tribal and age
groups and small units of the political party (cells)
made up groups with which the Cox'nﬁ%mlyfevelop-
ment Workers worked. The groups ranged from 15 to
20 members to larger groups of 40 to 60 members. It
was reeommended that the workers were not to initiate
new groups but to use preformed groups by the women
themselves. The workers gave lecturers, demonstrations
and held discussions both at the meetings and in
individual homes. Emphasis. was on stimulating initia-
tive and leadership so that there'would be- continuity
within groups and extension.

+In 1963 Dutch Volunteers: came to Cameroon to
assist with agriculture. The female members among
them worked with the women, teaching knitting, sew-
ing and other home crafts. The doctor and nurse in
the group organized infant clinics and together they
drew up ‘an educational programme. Mrs. Lindsay (a
Cameroonian now dead) was in charge of the corn-
mill §>C1et1es and in 1965 merged the Dutch Volunteers

nder the Ministry of Terri- -

,

‘with the cornmill societies in the Ministry of Bduca.

tion. A commission 1° from the ECA in 1967, recom-
mended that the Womén’s Programme be a part of the

- Community Development Programme.

The general objectives of these combined Pro-
grammes are: “Helping women to ufidiestand group
work and social change for the general improvement
of living standards in homes, families and communities;
encouraging se]f-help apd self-reliance on -the part of
women; and training olunta
tinuity. to the p e of

Specific objectives
ous aspects of pregn

{Vities™.8

, child developmeﬂt and child

eases and ways to prgvent them; care and 1mprovement
of homes, and otherj topics to improve their economy
such ‘as sewmg an needlework, improved farming,
savings,” * 2

Organiza _and Staff: The Director of Commumty
Development 1S in charge of the Women’s Programme
at the national level. This post is filled by a;man. Chief
of Service, Women, is the head of the Women’s Pro-

gramme at the provincial level and she coordinates,
directs the field- programmes and is responS1ble for.

policy and staff matters. .

Organisers or Supervisors: These functlon at divi-
sional level. They plan and supemse the work of the
social assistant workers, organise divisional refresher

. courses, and write reports. They receive professional

training at fhe Pan African Institute for Development
and are employed directly by the national government.
Because eroonians are few, some of these posts
are filled by foreigy volunteers. There were 12 super-
visors in 1973 in the North and South West Provinces.

Social Development Asslstanlx. They are young girls
with 12 years of schogliing, holding the General Certifi-
cate of Education London Ordmary Level. They are
employed by local councils ‘and given one year train-

- Jeaders to offer con-

: Nutrition and)ggokery; vari-

E (i 8
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ing..at_the Community Development. training school,_

ba. Being chosen locally, trained and paid by
their local council is a way of encouraging that they
return to work in their.villages after training.
’
Financ , S
This §rogramme i8 financed by the Federal Govern-
ment directly through the Community Development
Programme, 1nd1rectly through local councils and by
foreign aid, thus:

—the UNICEF supplies equipment, training ma-
terials and tfansport.

—the Nether]apds"’ﬁ'olunteer Organization provides
personnel who work with" Cameroonian counter-
parts on the supervxsory level.

This.programme is new. It started 21 years ago as
cornmill societies in the Ministry of Education and in
the last seven years has been in'the Community
velopment Programme of the Ministry of Territorial
Administration. It has met with several problems such
as personnel; very few are sufficiently trained and ex-
perienced. Their work is made more difficult by lack of
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transport,meqmpment seasonal \bad*weather andsinac-
cessible roads.

There is no doubt that these people will do a great
deal to 1mprove the health of the families in rural
areas. It is too mach to expect a young girl after 1 year
of training to have enough backgroun% knowledge and
skill to teach the rural women. We know that rural or
community development: requrres“ a multi-disciplinary
effort. Therefore, at some Jevel 1twshould be possible
_ to bring together. all the'different experts to plan and
execute the programme. Doctors and nurses should be

.invited, maybe at the divisional level, to assist in teach-

ing both the ﬁxpervisors and the social assistants as well
as the women in their meetings. This.is done usually
during divisional refresher or health shows.

126 Women’s Wing of the Caméroon.National Union

—_— -apprecratwe of -thmgs in-their.-homes- and -more-useful -- - -

A

While the infrastructure and health personnel are
being developed, the government is encouraging pre-
ventive and promotive health services through the
women’s w1ng of our political party. The Vice Minister
_of Health is the President of the women’s w1ng of the
Party. Under her portfolio is the home economics or
medico-social centres. In the cities and large towns they
have centres in which women meet regularly and are
~ taught handcraft, cookery, and ‘nutrition. Clinics are
held on a regular. basis for pre-school chlldren and

. pregnant women. Vaccrnatlons,.drugs, prenatal care °
- and nutrition demonstrations are given.
oﬂ'ered by doctors, nurses, midwives, and social work-

ces are

ers on the medical side and on the other side, teachers
in home economu‘..l : '
During the long olldays courses .are held, for teen-

age girls. Lessons are given in cookery ,and nutrition, -

sex education, personal -and home hygrene and elemen-
tary child care. Tt is-hoped that this will'supply the
more practical side of life and reinforce the more
theoretic school subjects.. They would also be more.

to their pargrts and in future' make them better mothers
and wives. ®

The Women’s Programme of the Communlty De-
velopment ‘Department ‘participates -actively in these
centres and courses and also at.the smallest units
of the polltlcal party, ie. cefls Lo ’

Socletal or Cultural Vanables Inﬂuencmg the
Utilization of Women in Health -
As mentioned. -earlier, health and school teachlng

are the oldest professions for women in Cameroon out-

side the home and farm. .For several .years women

- could only be- hurses or'second ‘grade teachers because

opportunities for higher education were limited. Boys
were educated in preferencé: to girls and it was’con- -
sidered a waste of money to. educaté a girl hlghly, as
she would later spend her time in the home. Sometimes
it created difficulties in securing a husband as it was
felt that a highly educated girl was worth- a hlgher
bride pnce Secondary education was not available in

Cameroon (former_v,_West Cameroon) and.in the 1930’s

. . . -
- @ L

)

only boys were allowed to go to Nigeria, France or

2

other countries for education. Therefore, girls- received
only primary- education and this was a- handicap. In
the forties, parents began to allow their daughters out-
side’the country for further eddcation, thus a few girls
got into the University. In the formey ‘West Cameroon
the first girls’ secondary school was opened in 1956
and since then“more schools including mixed schools at .
both secondary and post-secondary level have opentd.
The percentage of girls reaching. universities at home
and abroad is small but steadily 1ncrea81ng, and there
are girls even in the newly opened engineering school.

Marriage and child bearing are highly thought of in

Cameroon- and parents’ expect their daughters to put
their husbands and marriage first, Motherhood and a
profession are not incompatible because of the follow-
ing:

—Labour is still relatively cheap so both husbgnd
and wife can work and employ someone to
housekeep and baby-sit..

—The extended family still exists and one can still
get older or younger relatives to housekeep.

—Changes' are occurring which make it more diffi-
cult to get such help. There are alternative jobs
and schooling opportumtles '

—Maternity leave'is granted to pregnant women
with a percentage of their pay four weeks before
and ten weeks after delivery. Maternity benefits
are also paid by the Social Security Service to
workers or wives.

—Mothers are encouraged to breast-feed their ba-
bies for long periods by being allowed feeding
. time for 15 months. Also the working hours are
"favourable towards breast-feeding and housework.

—Students do not discontinue their studies bgcause
of marriage or pregnancy so that many%ore
qualify than some years back.

Men have always been the head of the famlly and

them—authonty~1s recognised: -On - the -whole, -however, -
wives if they want to work can work. With the ns1ng

- cost of living and the standard set by the couple it

is necessary for both to work. Nurses and, doctors tend
to work irregular hours and this may be a bit upsetting
to the family routine. If handled well,there should be
no problems.
" I have already mentioned that no female doctor
occupies a Central Administrative post. It may be that
there are not too many and those present are more use-
ful at their posts. There is a general lack of women in
key administrative' posts. The nearest they come is a
deputy head. Could this be sex discrimination? The
Vice Minister of Health- and Social Welfare is the only
woman in-the Government. It is very significant that
she is in health; she is married and a mother, and
woman of childbearing age and children, a vulnerable
group, form 52 5 percent of the population.
Conclusion ~ 2

It could be said that the health of the family and
nation is in the hands of women—the non-health pro-

r 4
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fessional woman who feeds and cares for her family
-thus determining their health;” 70 to 80 percent of the
rural population is made up of women at risk of dying
.from the stresses and strains of pregnancy, childbirth

and family rearing. They owe it to themselves to ac-
“quire the knowledge and skills necessary to maintain -

- themselves in good health. The nurse and doctor have

.a big job of treating the sick but must also have a

broader perspective of health at the village and family

level. We need more of them Qnd we need to utilize
them fully.

. Last but not least are those women volunteers, local

-and foreign, working with the community development .

- 'workers to improve the standard of living and decrease
disease. In Cameroon women have opportunities to

work -to promote health. The setup is there socially

and politically to do our bit if not from the top ad-
ministrative jobs. We can be heard and seen at the local
_level. These are all women in health. At the commumty
" level they all come together from different disciplines

-.and need to be coordinated well to be effective. At this

" level national and international governments comé to-
- gether. Funds and transportation are limited and made
more so because of the fact that funds are specific,
objectives being tied to watertight jobs, or titles. Things
should be ﬂexnble at this level to fulfill the different as-

pects of the common objective of Community Develop-,

»

ment.

References

1. Bryant, ., in Health and the Develgping World.
2. O.MS. “Progres Sanitaires en Afrique 1968-1973"
Cahiers Techniques AFRO, No. 6.

3. World Health Organization Regional Office for Africa,

Brazzavﬂle Demographic, Soc1o conomic and Health
Situation in the Afncan Region. Réference Data at 1st July
1973,

4. Ministry of Plan and Territorial Adrmnistratlon, Unlted
Republic of Cameroon, 3rd Five Year Bcononuc and
Social Development Plan 1971-1976.

5. Monekosso G. L. University Centre for Health ‘Sciences
in Cameroon. Lancet 1: 1005-6 May 1972.

6. Ransome-Kuti, O. “Organization of Family Health Services
in Nigeria.” The 1973 Dag Hammarskjold Seminar on
Child Care in Africa.

7. Economic Commission for Africa Women’s Programme

. News Letter. Vol. 1, No. 3, 1975.

8. Bulletin of Community Development Women's Service.
" Activities in Brief. Ministry of Temtonal Admlnistratmn
United Republic of Cameroon. ¥
9. Martin, G. E. “Health Committee in Mvolye" Presented
at the Conference on Health Education in Afnca orgamzed

by OCEAC, February 1974.

10. Report of the Economic Commission for Africa Evalu-
: ation Mission on Rural Animation and Community De-'

velopment in Camieroon. m 67—1541, 1967.

144

Y

@

127



W PEARAN G+ P el

28

ERIC

Aruitoxt provided by Eic:



New Roles for Women In Health Care
Delivery
A U.S. Response to the Cameroon Experi
Mary Ann Lewis, R.N., M.S.
“Director, UCLA PRIMEX

Family Nurse Practitioner Program . - _ -
: Los Angeles, California <

The. title of this presentation implies that change
.must occur if, indeed, new roles for women in health
re are to exist. I should like to review briefly the
past and present roles of women as providers and
consumers;of health care services. Then I shall present
some data from studies we have conducted over the
past four years that lead to some suggestions about
~ how changes resulting m new and more appropriate
ro}es for women could affect the outcomes of health
care.

i In the past women as providers furctioned primarily
- as nurses, educated outside. the university, and em-
ployed in bureaucratic institutions. We served passively
andzgpendently, we cared for rather. than cured. We
wor where and when assrgned and our rewards
were more intangible: than ‘economic. As patients
women were viewed as passive and dependent, and
frequently as hypochondriacs who sought care for prob-
lems most physicians labeled as trivial. The data on

visitation rates do reveal that women are higher users
greater users of

than men. However,, women are
care because they are more fragile.! And women, as
a group, do not necessarily choose careers in nursing
rather than nfedicine because they are intellectually
inferior. The statistics describing women’s behaviors as

providers and consumers are primarily reflections of '

the images that exist in the minds.of women and men
as to the proper role of women in society.

Present

Currently, we're in, a period of transition, although a
painfully slow one. More women are being admitted
to medical schools and an increasing number of nurses
are seeking to expand their roles as nurse practitioners.
This latter thrust is based in part upon a desire to

escape from rigid bureaucratic settings where decision- -

making and rewards are limited. In these settings the
only way to get promoted as a nurse is to move further
and further away' from direct patient care. It is also
related to the pull of opportunities in these new roles
to be actively engaged in assessing and managing the
problems of patients and families. It provides an op-

~ .

portunity to be a colleague of the physician, rather
than his handmaiden. .

" As-patients, a small proportion of women have be-
gun recently to demand care for themselves as women,
rather than as patients- with “female problems”.

Future : ‘ - ,
And now, the future. As a practitioner I would like,

e
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to prescribe-some father specific new roles for women'’ '

‘in the future, both as pr0v1ders and consumers. These

_ changes must occur not just to further the cause of

feminism, but also in order to improve the outcomes
of health care services and subsequently the health of
all of the pgopl’e

Despite an increased investment in health care, more”

- personnel, more equipment, more beds, the end results
or outcomes of care have remained relatively static. A
significant proportion of our population continues to
delay in seeking care (most of them are men).?:About
10 to 15 percent without significant disease, who have

been termed “the worried well”, continue to use over

half of all available ambulatory services (most of

them are women).® And only about a third of the

patients of both sexes comply with recommendations

for treatment.* i

The outcomes of health care will not change simply
by placing women into more powerful roles as decision-
makers—either as physicians or nurse practitioners or
physician assistants. I say-this on the assumptron that
the current model for educating these practmoners
will prevail. In the traditional model the patient seeks
help for a problem,; is told what the problem is (perhaps

t/{l‘l too clearly), and then is given a therapeutic
treatment plan to follow. While the patient has con-

siderable responsibility in these transactions, she/he has

very little authority—a very poor management strategy -

I suggest that if consumers continue t6 play a passive
role in decisionmaking about their own care, their
patterns of illness behavior will not change, and pa-
tients’ compliance with treatment recommendations will
continue to be poor. Remember the consumer’s be-

‘havior, not the provider’s, is in most cases, the pnmary
determinant of the outcome of care.

Let.us speculate about the consequences of sharing
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the responsibility of care with the consumer. This in-
volves allowing the patient to participate in decisions
about options for solving the problem. It involves a
transfer of power in the provider/patient interaction.
It demands, a fundamental schange from the typical
physician-dominant model for care that exists.

Nurse practitioners are 'currently making decisions
about treatment, management, and are more cure-
oriented. However, I believe it will be disastrous for
us to replicate the authoritarian model exhibited by
the ‘medical -profession. The outstanding contribution
we have made as nurses has been caring for. people
who seek services for a variety of reasons. Because
we were not equipped to cure people of their physical
ailments we usgd the only trick in our bag—ourselves:
we told our patients we cared; we would explore the

130 available community resources; would teach them about

their (health) problem, and we would not desert them
even when death approached Now that we are learn-
1,ng somethlng about “curing”, we possess a powerful
“tool. Tt remains to be seen how we will use it, and if
we, indeed, can lmprove the outcomes of care, not just
through the use of our new-found power, but in the
way we use it.

T became interested in the, issue of patient-
participation in care in 1966. As a public health nurse
assigned to a health care team located next to a publrc
school I had a 9-year-old boy me. to mefor a burn
on his arm. He began referning. other children-to-me;

seeking care on their own. Thls was a racnally mlxed
community; there were many- worklng and:. 'single
parents. My observations suggested that over time these
children - (my patlents) seemed to become more ré-
sponsnble and “something?” was happemng to them.

_ This led to a search of -the literature and a proposal to ¢
study ‘self-initiated care fqr children. This resulted in

a three year federally fund'e&research project entitled

[}

and before I knew it, I had . a’ chentele ‘of. children -~

child, formulate a problem list, and ask the child to
generate options for coping with or solving her or his"
problém The child then decndes which option to
choose. This interaction process was based upon con-
cepts-of social learning theory and a Rogerian orienta-
tion—i.e., the child is capable and compet@t to par-
ticipate in this process. ’
The results have been quite stnklng For example,
manifestations of thé sex-role behaviors. ascribed to
women and men appear very early in life. As early
as second or third grade, girls see exposure of their
body to the environnmrent as more often productlve of
illness, in contrast to boys who cite overexertion or

* overeating. By age seven, girls more than boys believe

care to be more essential. The patterns of utilization
are similar for boys and girls ages five to twelve to:
adult males and females 20-45 years of age. Girls are

- found more often to be higher utilizers of care for
. nonmedical reasons, and the greater proportion of

nonusers, those who never present themselves to the
nurse’s office for care, are boys.? 8 .

This work is contlnulnga?he intervention has been
demonstrated to have impact on behavior as- ‘well as
coftain elements of the theoregical model we: developed

While we must begin today with children ‘to change
tomorrow, we need not neglect women over .the age.
of 12 years, An increasing number of women’s clinigs
are appearing that focus on the problem of women and
delivery of services in a way which is more consistent
with the woman’s view of herself. These sefvices do not
have to be limited to those who are actively associated
with the women’s rights movement. If nurse practi-
tloners and physicians understand the issues related to

_the hlstorlcal evolution of women’s roles there is mich

that can. be¢ done for women- patlents°1n a mon to the
traditional model for care.” - - ¥

As an‘example, a few: weeks ago I saw in a*medicine

"——.——Child-Initiated Care, just completed this_past-March. ___._clinic.a 64-year-old. womamWho&e.shlef .complaint was _
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The purpose of this project was to lnvolve children as

-active partncnpants in their own health care rather than

as ‘passive participants in the usual provider/patient
interaction, and to examine the effects, if any, of such a
blzarre venture.

;The first year of this study was spent in deveIoplng

,'a conceptual model to describe the health-related be-

liefs and behaviors of children ages five through 12
years of age. For the past three years we have been
operating a system in an, elementary school with over
300 children in which they are free to initiate their
own care by taking a “care-card” from a box in the
classroom and go directly to the school nurse practi-
tioner. The nature of the interaction bétween child
and nurse was designed to give the child decision-
making pesponsibilities fegarding the management and
disposition of the problem under specific rules designed
to protect the child’s health and welfare. For example,
if a child presented with a stomach ache, the nurse
would pursue the present illness, past medical history,
do a physical examination, present the data to the

rectal itching. She had recerved a: very thorough com- -
petent medical work-up and was’givén' an appropriate
treatment regimen. However, she returned begause she
had ‘not received relief. In seeing this woman I focused
two probIems 1) the nature of her physical prob-
Iem and 2) the issues I saw for a woman whose hom
was being taken from her because it was, part of a lien
on a mortgage for a business that went bankrupt during;
the oil crisis. T confronted her with her feelings about -
this. She was angry at herself for not taking more
initiative and refusing to allow her house to be taken
from her. With regard to ber physical Scomplaint I
asked if she had ever looked at her vaginal and rectal
areas. She was embarrassed; no, she never had. I sug-
gested that she take two mirrors and.showed her how
she could visualize the nature of the lesion. I learned
to use this techmque of self-examination with mirrors
in. our previous experience with children. I find that

, allownng children to wash.their own cuts and examrne
* in reducing anxiety and tears than verbal reassurance.

themselves with a mirror usually 1s more effective

"
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Summary .
I am advocating major role changes for women as

providers and consumers at all levels,. i.e., home,
school, health care facilities. This means that the

_subtle and not so subtle sex-typing . that permeates
-society, and is remforced in the #iedia, i.e., that women *

are weak and need to take drug products to enhance.

their health status and sex _appeal -will have to ‘be

recognized for what it.is

and perpetuating these,s vrpIe imaggs. The; contlnlfl‘auy

reinforced concept th¥t7 1} "are - strong, dommeenng

.ygfso bé ré-examined in the light
lity rates.?

There is $bn
males tengg” W them more dorylnant in’ the intet-
actions ygth-efhers.® This quality may make it, difficult
‘for me prov1ders to share power,with patients. Per-
_haps this is another reason to encourage moré women
to.bécome phy ians and nurse practmoners although
1 believe t l},)at wfthout role models. who will help them
-ileam to provide kare for patients as equals, and without
" a fundamental cgange in the balance of power between -
‘p*rowder and- consumer, this may indeed be a hallow
-victory.

_Preparing women to be better providers of self care
as a means of mcreasxng access to care could be an
‘1nternat10nal strategy. It is a means to achieve a sense
of mastery and control over one’s body and destiny.
If women'feel better about themselves, it might lead
to'a whole host of secondary gains for all members of
society. The :philosophy of the Cameroon Cornmill

TP

cmmercxai ploy explogtlng .

ef gvigence that the aggres‘é%\'eneSS of '

1
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Societies is theoretically sound, as well as pracﬁcal.

Women provide the social glue for society. There are
data to support the contention that the health and
illness behavior of the members of family units is

- primarily related to the behavior of the woman in that

unit.? If women.the world over were given ,opportuni-

. ties to learn to be better consumers.and .providers at

all levels, then women’s roles would truly be changed.

"And I believe that the greatest benefit l-é of such changes
' would accrue to the more fragile ort

species—man,1°

v

References - .

1. “Sex leferenuals in- Mortallty" Statnstxcal ‘Bulletin, Metro-
politan Life Ins. Co., JAgy

2. Hackett, T. P., Casss
Delay in Cancer ?
289:14-20, 1973, "

3. Frogatt, P. and ‘Merritt, J 'D. “Consultation in General

. J -Raker, J. . W. “Patient
lankf Journal of Medicine,

Practice—Analysis of Individual Frequencies.” British ‘

Journal .of Preventive ‘& Social Medicine, 23:1-11, 1969.

4. Marston, M. “Compliance with Therapeutic Regimens: A
Review of ' the Literature.” Nursing Res., 19:312-320,
1970.

5. Lewis, M. A. “Child-Initiated Care: Implications for
Nursing” American Journal of Nursing, 74:652-655,
1974. :

. Lewis, C. E. and Lewns,M A. Unpublished data.

. “Sex Differentials in Mortalityy” op. cit.

. Maccoby, E. E. and Jacklin, C. N, The Psychology of Sex
"Differences, pp. 227-274, Stqpford California: Stanford
University Press, 1974.

00 ) O\

9. Tyroler, H. A., Johnson, A, L. and Fialton, J. T. “Patterns

of Preventive Health Behavior in Populations.” Journal of
Health and Human Behavior, 7:128-140, 1965.

10. “Sex Differentials in Mortality,” op. cit.

131






‘New Roles for Women in Health Care
~"'f‘De11very _
A U.S. Response to the Cameroonian Experience

Jacquelyne Johnson Jackson, Ph. D...

- Associate Professor

- 'Division of Medical Sociology -

" Duke University Medical Center
Durham, North Carolina _

(Read by Norma Jean Wilson)

“Utilization of Women jn Health Care Delivery in
Cameéroon and Africa”, Ifwas asked to comment briefly
upon that presentatien “and to make more extended
remarks by discussing the topic from my own perspec-
tive, and, finally, to comment upon the applicability of
the African Strategies she proposed to the United
States’ situation. ,

As a discussant fojr Martin’s presentation on

Comment upon L Dr. Marun’s presentation

With primary reference to the Cameroon, Dr. Martin -

- has provided us with a general description of the major
. types of health problems confronting many underde-
veloped countries. Inadequate resources, including
those of monies, personnel, and training facilities, ad-
versely affect the health status of their populations.
For example, morbldlty rates from preventable dis-

eases could be reduced significantly if better preventa- .

tive health measures were in effect. She also focused
upon some problems not completely unknown within
the United States. For example, more and more effec-
_tive health education of their populations could aid
immeasurably in preventing unnecessary diseases and
illnesses, provided that individuals and families pos-
sessed sufficient or necessary resources, such as money,
_.for practicing good health measures. In other words,
she recognized -clearly important linkages between
good health care and societal supports. In addition, she
noted such problems as maldistribution of existing
health personnel, and, quite important, the crucial hnks
between politics and- health. ‘

With specific respect to women, Dr. Martin described
the generally extreme paucity of women in the top-level
. administrative and professional posts within the health
" care areas, discriminatory patterns and recent changes

in those patterns which affected the likelihood of women
holding such posts, and, at the same time, underscored
the significant health roles exercised by women by
noting “that the health of the family and nation is in
the hands of women”. She also underscored the oppor-
tunities for and necessity for women being: effectively
involved-and coordinated in their health activities on
the local level, a phenomeénon which could be achieved
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more eﬂicnently through greater ﬂe;ubllxty' of fund utlll- 133

zation on the local level.

My Own Perspective

Many of Dr. Martin®s generahzatxons about utllmng

women in health care delivery in Cameroon and Africa
are apt when applied to utilizing black women in health
care delivery within the United States.
* First, as women, the vast' majority have been and
remain heavily involved in delivering home health care
to their nuclear family members, other relatives, neigh-
bors, and friends. But, unfortunately,. thé ‘extent to
which such factors as role* segregation ‘by. SeX_occur
within that health delivery is questionable, inasmuch as
data are not available. However, I believe that patterns
of role integration and,segregation by sex among blacks
in" home health delivery are influenced significantly by
such factors as socioeconomic status, health status and
conditions of the relevant individuals; and differential
employers’ attitudes and policies about leave time for
females and males with relatives or friends requiring
care. In addmon, and following Dr. Martin’s admoni-
tions about the important relationships between nutri- _
tion, sanitation, and similar phenomena and health
care, roles played by both sexes should be examined by
their provisions of both indirect and direct health care.
When such is the case, then it is quite probable, that
both black females and males within the United States
are responsible for and active part1c1pants in health
care delivery.

Secondly, it is also qulte true that substantlal in-
creases in competent health education could benefit
many blacks presently without that education, in that
better knowledge and understanding of health and re-
lated matters could conceivably lead to more effec-
tive’ preventive health measures, as well as greater

. conformity to sound health treatment procedures. The

critical need to reduce substantially social conditions
dysfunctional to good health, such as the absence of
flush toilets within households, is still a major problem
for significant proportions.of our own black popula- .
tion. For example, according to the 1970 U.-S. Census
data, about 25 percent of all black women, 25 years .
of age and ov_ef??lhe South, lived in households



without flush toilets. But given sufficient health edu-

cation and given sufficient monies or access to good

" health resources, what will then happen? While we

do not know the’ answer to that, we must be ever

-are also crucial variables in adequate or appr

* cognizant of the fact that health attitudes and beha
«@ate

utilization of health care resources.

Thirdly, Dr. Martin’s insight into -the importance
of political power and health care apply equally as well
within the United States. For the most part, the lack of

— ~significant black “political participation and power has-

134

in developing resour

adversely ‘affected black health care. For example, the
famous 1910 Flexner Report was influential in leading
to the closing; I repeat, closing of at least six black .
medical colleges, ﬁ

Medical College

Medicine being able to “weather the storm™.The grave
problem was that governmental agencies were willing
to, (and did) enforce closure due to inability to meet
the 'new rules and regulations, but those same agencies-
‘were unwilling to assist/those black medical colleges
necessary for meeting those
rules and regu s. Similar problems have arisen
more with respect to many black proprietary
nursing homes and the govérnmental Life Safety Codes.
While such programs as Medicaid and Medicare have
provided some greater ‘access to health care, and while
some limited enforcement of civil rights legislation has

“ resulted in far fewer overt discriminatory acts, the prob— :

lem of blacks receiving adequate health, care, irrespec-
tive of their racial and socioeconomic status, has
“gone underground”. That is, more subtle forms of
discrimination are occurring, as in the case of varying.

" diagnoses, diagnostic tests, treatments prescribed, et

cetera, being based far too often still-on the basis of
race and/or sex, a concern which leads me to the
fourth, and perhaps the most lmportant consideration
of the utilization of black women in health care de-
livery.

Fourthly, Dr. Martin’s genernhzatlons about. the use

of women as formal health carc agents are also appro— :

priate for black women in the United States. That is,
the vast majority of black women gainfully employed
as health care agents have been employed within the
“inferior” health care positions. For example, through-

‘out this century, only about one of every ten black. -

physicians has been female, due largely to educational
discriminatioh practiced agamst black fefnales by both
black.and white' universities, as well as to normative
traditions about “the proper female role.” Unfortu-
nately, too, far too many Americans, including blacks

and whites, have beerr concerned about the .dearth of

black female physicians. Instead, far tdo many have
been overly concerned about the proportion of black
females within the black physician population 'as com-
pared with the proportion of white females within the
white population. As T have written eIsewhere,-such
individuals Have misled themselve§\

. ‘not only by acceptlng uncritically the usual -
myths about educational and economic, posmons

only what are now the Meharry
the Howard University College of

of black’ females compared with black males, but,
most important, by ]uxtaposing black and whrte
female comparisons in assessing plack-females-and
males, That is . [they were] overconcerned
about showing that within their own Facial groups,
black females ed higher statuses than white
females. Even hefi however . . . [they] failed to
'provxde convincingilata. For example . [Gerda
Lemner’s] comparafive data about the proportxon
- of females among blacks and the proportlon of
females among whites who were physxclans and
-~ attorneys—did-not—show—the: -proportion- holding———
- medical or law degrees. They showed only the pro-
portions within the labor "force. Since black
women with professional degrees are far more
likely than comparable whites to be galnfully em-
ployed, such data are highly circumspect in show-
ing what Lerner would have us believe (namely
that “black women are somewhat better repre-
sented than ‘white” . ...). The data would not be *

' mrcumspect if appropnate controls for differential .
set ratios within the black and white adult popu-
lations, buttressed by extrapolations based upon -
equal proportions of black and ‘white-women wrth

. degrees in the labor marketzhad been established.!

Aad, as another example, one irony of the famous «
or infamous (take your choice) “War on Poverty” of
the 1960’s was the significant emphaSIs placed upon

" developing black females -especially ass paraprofes-’

sional health workers, such as nurses’ aides, and the .
significant lack of emphasis placed upon their develop- )
ment as health professionals, sugh as physicians and
dentists, and in crucially related academic and research.
areas, such as biomedical and behavioral screntrsts and‘
in such related practical’ areas as health admlmstratom ,
and health insurance executives. b
Thus, as I see them, gnd despite qu1te recent, albeit

" ‘minimal changes, the crucial problems involving black

women in the delivery of health care within the United

States as health agents are those of racial and sexual

disctimination. Every effort must be made to encour-

age and expand the number of black women withim the -
health care professions, and, in addition, every effort
must be made to have Congressional legislation enacted
which will ensure sufficient tralnlng‘slots and stipends
for them. Such' black women must be encouraged
to undertake tralnlng which will enable them to select
carefully from®a variety of career, options, -and a suffi-
cient number of them should be encouraged ‘to select

-crucial roles within the academlc; Tesearch, service,

and political® arenas. My own ju ent is that such -
black women should not be lulied. falsely, as some

*black students were, into training programs producing

primary care physicians so that they* could better_ serve
“the ghetto”. What T am really sayigg is that black

" women can and must be utilized effectively- throughout

the wrde spectrum of health care and related positions.

Applicability of the African Strategies

It has Iong been obvious that a specific grouping of
strategies in-a specific way may be highly effective
within one sociocultural environment, and almost
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hless in another. Thus, while I cannot comment
 the probable effectiveness of the strategies pro-
posed by Dr. Martin for mcreasmg female utilization
-within the health care areas in Cameroon and Africa,
‘in ‘the main, I would reject those strategles for biack

women in the United States. That is, I would reject .

‘some of the specificities of those strategies, but T would

the importance of (1) reducing health problems
- bylimproving social environments and socioeconomic
‘status; (2) expanding competent health education;

7(3) increasing consumer involvement in health care™
'orgamzauon, (4) increasing trammg and career options’

in the ‘health care areas; and (5) increasing black fe-

male participation in top level decisionmaking posts. _

‘T would not urge black women to concentrate on health
“posts in areas. of greatest manpower shogtages, nor
would I urge greater initial thrust on the local level
(by now, we have'had sufficient experiences with
,,general revenue ‘sharing: to know that blacks, at least

in the South, can put somewhat greater faith in Federal

than in local revenue sharing, provxded that the Federal
Government implements and enforces its provxsnons),
but on the Federal level, and T would begin urging that
- great_ thrust be made dunng 1976, inasmuch as it is
obv1ously an election year. -

And, in closmg, T would also urge black ‘Women
especially to consider -carefully the proportion of their
_monies which are used to educate medical students
within the United States, and to determine the extent
to which .they receive at least” equal representation

within that training group. Black women may also

-wish to consider the extent to which many hidden Fed-
eral “subsidies to medical students might better be
shifted to an overt loan status, since physicians are
in a far better position to’repay such loans from future

.

. g
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éarnings than are most other individuals “educated-
partially at the “public trough” And T would urge
black women to become more senously concerned
"about the significant and increasing proportion of
forelgn medical graduates (FMG’s) who are. deliver-
ing secondhand services to far too many blacks, par-
ticularly within public hospitals and clinics. Here I
reflect back upon an observation I made some four
years ago when I discovered the significant proportion
of foreign psychiatrists on staffs of State mental hospi-

tals serving overwhelmmg numbers of black in-patients~

and out-patients, and, in one instance, my distinct
chagrin when I discovered further that many ‘of those
particular foreign psychiatrists barely spoke English. T
was consoled, although only bneﬁy, however, when a
friend who is a health care professional in Washington,

.

D.C., informed me some time later that T should not 135’

have been surpnsed since, within the District of
Columbia, “niggers are only gued-these days”. That is,
‘and he was quite correct, many of the occupational
positions formerly filled by blacks within our various
hotels, restaurants and other service positions are now
filled not by native blacks (whose unemployment rate
_continues to rise), but by foreign blacks, - foreign
whltes, and, other foreign colors. So, unless black
women want to continue only being largely patients
these days, some critical action along the general lines
Dr. Martin suggested should be helpful heré, too, pro-
vided the proper coalitiong.are formed, and such coali-
tions should not involve cojoining only with the weak—

~ female or male.
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Introductory Remarks

This presentation is mainly based on the existing
statistical data derived mostly from two Polish cen-
suses, 1960 and 1970. Obviously, such materials are
rather rough indicators of the social processes. How-
ever, they have a unique value: .they present the
changes and transformations of the society at large.
The statistical indicators. provide a factual, objective
base for an analysis and control of the societal trends,
in -the social position of women, for instance.
~ It is well-known that such dafa cannot be easﬂy
compared cross‘nationally’ and” cross-culturally It is
‘hardly possible to venture comparisons without know-
ing characteristics of and differences between the struc-
tures and systems expressed by the statistical indicators.
Often the same name or identical data have a com-

pletely different meaning in each of the compared

countries. Besides it is hardly adequate to analyse ex-~
clusively data pertaining to health isolated from the
broader societal context of which health is a part. Also
processes of change of women’s position are but one
element of the general societal change.
‘Having this in mind I divided this paper into two
_ parts: part one deals with the data aimed at presenting
general trends of women’s position in contemporary
Poland; whereas part two deals with the same phenom-
ena in the area of health. It is attempted to show a
broad background and context of decnslonmakmg by
‘?women in health.

I Some Determinants of Women’s

Present Position in the Polish

Society ‘
A. Education ' : 1

Table 1 presents the process of a dramatic rise in
thé educational level of Polish women and men, in
the country in which 30 percent of the population was
illiterate prior to World War II. These data also.reveal
‘that differences in the educational level of men -and
women are being obliterated.

Table 2 shows the present situation in thlS area
“related to the age group 25 to 29 years: the educational

structure is not identical for both sexes. For instance,

the percentage of men with the basic vocational train- 137

ing is much higher than that of women, which partly
explains the persisting higher wages‘of men as com-
pared with women (jobs requiring a basic vocational
training, mostly technical, are.usually well paid).
Table 3 reveals the distribution rates of female stu-

dents in the academic schools among various ‘subject
areas. Some words of explanation are needed: in-
Poland, as elsewhere, opinion divides 6ccupations into’
“male” and “female” domains. The medical profession:
is universally regarded in Poland today as a female

~professmn There was a relatively large number of :

" Table 1: The Educationnl Level of Women and Men
of Two Generations: Poland 1970 .

18-24 years 50 years and
Education ) - over

Women Men Women Men
: ~ Percent
All women and men ~ 1000 1000 . 1000 100.0

"Higher including incompleted 6.8 45 1.5 48

Secondary including

incompleted 53.7 555 ' 9.1 15.3
Primary completed 36.4 358 36.4 35.0
Primary incompleted 1.9 32 36.3 - 372
Self-taught — —  ¥6.3 38
Only able to read — — 2.5 0.5
Illiterate 0.2 02 64 3.3
No data 1.0 1.1 12 0.9

Source: Census 1970 _

'Table 2: The Educational Level of Women and Men
_ in the Age Group 25-29 Years, Polnpd 1970

Education Women Men
All women and men -100.0 100.0
Higher mclgdmg incompleted 6.7 19
lr‘rluh-hl ghe 4 : 44 1.8
- Secondary mcludmg mcompleted 225 17.2
Basic vocational . ~ 10.1 22.9
Primary completed ’ 51.1 . 455
Primary mcompleted oo 4.6 3.8
No data 0.6 09

* schools of nursing, for instance
Sougce: Census 1970 ‘
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women physicians already in the inter-war period (see
table 9) and in the first post-war years the highest,
proportion of women in hlgher education was in medi-
w:cal: schools. In the following years the proportons
_ghanged, which is probably. attributable.to the measures
Applied by the authorities to check the feminisation
of Studies"in fields where it assumed great dimensions
(table 3). Nevertheless, women constituted 50.2 per-
cent of medi&al and 81.3 percent of dental graduates

————in-1973- (table9):-As table-3-shows, the- proportion-of -- - -

women in the medical profession declined by half in
1951-1967, while their share in technical vocations
doubled. This can be attributed to measures of another
kind, namely, those aiming to stimulate a rise in -the
“number of women students in fields wher‘e‘z they are
relatively few in proportion. As a result, there has been

138 a change in the structure of studies chosen by women

which will most probably continue. The range of
faculties chosen by women is expanding and is depart-

ing ever more and more from the so—ca]]ed typical

female preferences. '
Nevertheless, there are visible - differences in the
-jiligcupational structure of women. and men with aca-
ﬁnic education: While about 45 percent of women

with academic training are concentrated in health and

_ humanities almost the same proportion of men is
involved in engineering. (Table 4).

B. Work

. The proportion of women of the total employed out-
side agriculture was 39.3 percent.in 1970. Dnagram 1

presents pamc1patlon rates of urban women in five

‘age groups in the labor force in 1960 and 1970.

The rise of the proportion of workmg women in
1970 in each of the five age groups is observed; but

interestingly enough, the increase was the sharpest in-

two age groups: 25-34 and 35-44 years, those periods
in which domestic responsibilities are the greatest. Dia-
gram 2 presents differences between Poland and USA
in this respect.

Dlagram 3 shows pal‘tlcnpatlon rates of urban female
and male in the labor force by age.

Whereas in Table 5, general trends of the emj)]oy-
ment of married women are presented.-

Differences between Poland and USA in this respect -

are shown in Diagram 4. At present-as much as .75
percent of working women in Poland are married, and

the majority of them are mothers. Neither the number

of children nor their ages exert any great influence

"~ on- women’s vocational activity. Thus, 64 percent of
mothers with children up to the age of three, 71 per-
cent with the youngest children between four and seven
and 74 percent with children of 14 to 18 years of
age are working, as are 77 percent of mothers with
one child and 63 percent with three children.}

After their maternity leaves, 70 percent of the
mothers return to work. The influence of education
“and type of occupation on the decision in this respect
is shown in Table 6
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‘Table 3: blstribnﬁon of Female Students In ‘Acndemlc ;

Schools Affiong Various Subject Areas, Poland 1950-

S1and 1966-67  _ . .

k)

O

Subject area 1950-51 ,1966-,-67
. Percent

All students ° 100. 100.0
Medicine, dentlstry, pharmacy * 30.8 15.1 ~
Humanities * 20.8 226
Law_and economics** =~ __ 184 __ 208 __
Mathematics, physics, **

chemlstry, blology 139 15.6

Engineering * 6.4 14.8
Agriculture * : 5.1 g.8
Fine arts * 4.6 3
! Including social sciences, psychology, education, Polish,

forelgn languages, journalism
* university
e ngher professional schools
Source: “The Woman in- Poland”,
Office, 1968

Table 4: Distribution Rates of Wemen'and Men With
Academic Education Among Various Subject Areas,
Poland 1970

Subject area Women Men
Percent

All women and men 100.0 100.0
Medicine, dentlstry, pharmacy 22.0 8.5
Humanities 23.2 11
Economics 13.4 11
Law and,administration 57 -8
Mathematics, physics, chemlstry, C

“biology R § % ol -
Engineering 1.5, 41.
Agriculture 6.8 8
Fine arts 4.0 2.
Other 1.6 1
Source: Census 1970 ' .

Table 5: Participation Rates of Urban Married Women
in the Labor Force in Four Age Groups, Poland 1960
and 1970

1960 1970

"3 '*\-

" Table 6: Married Women 'at Work Slx Montll& F{ol-

lowing Maternity Leave, by Occupation, Polghi ‘1963

l"'el‘c:entase
Occupauon -at work .
—Teachers 94.7
—Doctors and pharmacists 94.2
~—Nursery school staff 84.9
—Engineers and technicians 84.2
—Production workers in industry
and construction . .
skilled . ' 700
unskilled 499
—Charwomen 48.0

. Source: A. Kurzynowéki,~The Continuity of Work and Ma-

ternity, Warsaw 1967.

K
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The Central Statistical -

Wwaiaen Wb

Ago group Ditfereilce
2024 years* 51.3 65.5 +14.2
- 25-34 438 68.5 +24.7
3544 392 66.0 - +26.8
45-54° 29.9 537 +23.8°
* For 1960 age groups 18-24 years
“Source: Censuses 1960 and 1970 - : ‘P;‘“
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tween social’; classel, but it has by no means auto-
- matically ghanged the relations between family mefn-
_ bers. The;, patterns of .family life change at a much
- slower pace. Many hugbands, and wives too, still stick

to the traditional image of relationshipgjfetween the
“spopses and bétween children and parents, as well as

to the patnarchal model of. power in the family and
v ,the ensuing division of respbnsnbllmes and duties. Let
us not forget that almost half of the Polish population

exerts its powerful influence. But the social and eco-
ndmic background once sufficiently- justifying the tra-
ditional images and models, has changed radically. In
the new situation of a family in which a woman earns

her income, the strategic problem is that of a redefini-
tion of the roles of .the husband-and-father and of the
140 wife-and-mother.

The fact of employment of a wife-and-mother has
not influenced very much the distribution of domestic

chores. Though in the families of working women the”
contribution of the husband *and of the other house- -

hold members is twice as high as in the jother ones,
still it remains rfather meagre.? A rejatively small
. proportion of: women benefit from communal services

such as: cantﬁns,,laundnes, etc. The bulk of house-
hold work continues to be done at home and belongs
to the sphere of activity also of the working woman.?

Seventeen percent of urban working women use
thé day-care center for their children under three- years
of age. Forty-eight percent use the kindergarden. Fif-
teen percent of the urban families with women aged
21-47 years live with their, parents. Famlhes with
women aged 21-34 years live wnth parents ost five

times more frequently than families with women aged o

35-47 years. About 30 percent of children of the

less, care and rearing of children is mamly the mothe
‘task (Table 7).

Table 7: Percentage Division of Child-Care Responsi-
bilities Between Mothers and Fathers, Poland 1967*

young couples are reared by grandparen,ts 4 Neverthe-
C.

- 7
Mother’s occupational ch&‘;';ﬂa‘;ﬁm C%ﬂ? {‘,‘.‘,:ﬁ,"d' :
Mother Father Mother Father
Percent )
Working ’ 81 19 78 22
Non-working : 93 7 88 12

. * Nationwide representative urban sample of 1,677 married

women aged 21-48 years and 500 huabands (all child-care.

functions=100)
Source: J. Piotrowski; “Family needs recultmg from an in-
increased employment of married women,” 1969. .

.)‘l%:ever, there are already examples showing chang—
ing aftitudes and behaviour also in this area. Pioneers

of the new pattern of family relatlonshlps are young
married couples of professionals living in cities, “dual
career” families. A study of a group of couples in
which both husbands and wives are engmeers, living
“and working in Warsaw revealed that thefe is an actual
partnership there.® It is expressed in n’&»re equal di-

--and—that—the- ‘Catholic-Church—still-
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vision of the domestic. duties, in common child-care; .
common holidays and pastimes. An important place in’
the marriages of young engineers is occupred by pro--
fessional discussions and by mutual help in those m“ﬁt- :
ters that concern them as a couple. None of the women
engineers seriously considers.the possibility "of. quitting -
her work for good, since they see their professronal
activity as an mdlspensable element in'a woman’s life,
like having. a family.- The couples of young medical

‘doctors “were “never “studied “in—this- way~but ‘I -suspect
_that the results would be similar. "

New patterns of life have been tradmonally modeled
by the educated class in Poland ‘The ‘way of life and -
the cultural patterns of “the “enlightgned”” have for
centuries provided progressive models of the systems
of values. Thus, it may be expected that the new pat--
terns of family relationships, being now shaped by the-

" educated- and professionally active, will be ‘accepted .

and adopted by the society at large. These patterns

" arise as a result of rationalization‘and mdmduahzatron

of social behaviour of individual people and families.

-Underlying them are far-reaching changes in. the sys-

tems of values cherished by men as husbands and
fathers and by women as. wives 'and mothers.

~ Polish data also reflect the universal phehomenon of
the decreasing share of women as we move up the
hierarchy, even in the most feminine occupatlons The
percentage of women in top positions, as in other
countries, does not correspond to the. percentages of
educated women in general and to the proportion
of men in those positions (Table 8):

The propomon of womern among full professors is
5.2; among associate professors, 11.5; among dotsents
(A) 15.5; among doctors, 28.0.5 The proportion of -
women among deputies to the one-chambered Parlia-
ment (Sejm) was as follows:

1952-56 17.4
. 1957-61 14.4

1961-65 4.1

. 1965-69 12.4 o
1969-72. 13.5 , /
197 15.9

In government administration there are almost no
women: - ~ '
Council of State (B)
Council of Ministers (C)
Ministers (Secretaries of State) ...
lece-Mlmsters
Foreign Service: Ambassadors

The Editorial Boards of three leadmg Warsaw week-
lys; “Polityka™, “Kultura” and “theratura” include -
75 members; there are four ‘women among them.

LN e

PR
.

(A) The degree of dotaent (venia legendn) réu ly eor- V
n with the title of associate professor in

. (B) Composed of president, four viee-premdenu,
tary and 11 members

(C) Com of president (prime mimster), six vice-
presidents apd 22 ministers (the nugiber of vice-
presidents and ministers is a subject of change).

-
-
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%eneral managerial. The first

Table 8: Percentage of Women in ngher Work Posi-

tion of Polish Industry, 1964 and 1968

! ¢

Position 1964 1968

Women as percent of total
*  workers in’ position

Director 1.9 1.5
Chief engineer, vice-director

for technical affairs | ° 22 2.3
Vice-director for management 3.6 4.6 .
-Chief_mechanic,.chief power engineer, . ... . .. .. . . ._
chief technician 2.7 42 .
Head of production section 8.2 7.1
Section mechanic, power englneer,

“technician 9.7 13.9

. Semor foreperson 1.7 4.0

rson 39 5.0

Cbre bookkeeper 382 . 30.6
Director of finance section 17.5 23.6
Senior financial consultant 37.6 58.2
Financial consultant 50.8 76.9

Source? Statistical, Yearbook of Work 1945-1968, Quoted by

K. Wrochno, Problems of Women: Work, Tradeunion
Pubhshers, Warszawa 19 ;

1. "Women in Decisionmaking in Health

Health was never studied in Poland in a way rele-
vant to the present paper (A) ‘and the only existing
data I was able to use in this paper consist of the

. routjne statistics. However, it seems to me that these.

data, together with the first part of this paper, are suf-
' ficient to give a notlon and .general idea about the
“problem.-

Under “women” three groups of profess:ona.ls are
understood: physicians, dentists and ph¥rmacists. They
are the only academically trained professronals ‘spe-~
cific” to health. (B)

No attempt will be made to define precisely the

complicated and somewhat vague term “‘decisionmak-
ing”. There are several levels of decisionmaking in
health and at least two main forms: ‘professional and
involves definite qualifi-
cations and skills of a physician, closely -connected
with his or her professional role. The second form re-
lates to the area where there is no clear test of per-
formance and demonstrated experience does not guar-
antee competence in a current task. .

* Speaking about the first: professronal form of de-

cisionmaking in health, I have in mind a doctor who"

“isMa healer of the sick individual.” A healer operates at

a direct,” most dramatic level of decision involving
questlon‘s of life and death of a givenAperson. Obvi-

- (A) For instance I have in mind such studies as “Women
in Medicine” by M. Jefferys, '“The Female Physician
in Public Health” by J. Kosa and R. E. Coker or the
already quoted Polish study of the married couples
of engineers by B. Lobodzinska, which could be
carjied out in a similar way on a group of married
cofiple of physicians.

(B) ical schools in Poland do not bd®ng to uni-

=vdrsifies. They are supervised by Ministry of Health
an ial Welfare and they are composed of three
faculties: of medicine, of dentistry (“ tomatologia™)
and of pharmacists. There is a newly. established
faculty of nursing in one of the medical schools but

there are no data _yet indicating the role played by
its first graduates in the healt}r system.
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ously,' it is a highly specific area of choices and:de-
cisions and it seems that just because of it the doctor

" - enjoys such a high prestige in modern society. The

.

_ selected specialties of medical sciences:

high proportion of women physicians in the socialist
countries—a proportion unequated anywhere else in
the world—may be interpreted. as a tremendous gain
by women of a unique power and rights granted by
society to its scientific healers.

No research was carried out .in this field but it

_seems_that the variable feminine sex does not influence.

' the authority of 'a doctor. In spite-of “feminisation” of
- medicine he or she.enjoys a very hlgh social prestige.

- In Poland, the variable feminine sex is probably less

.important than the highly specialized-professional role.

Perhaps it is due to the fact that the population be-

came used to the image of a woman doctor who in
Poland has a long tradition in medicine.

Table 9 shows the number of physicians, dentxsts
and pharmacnsts of both sexes in the years 1921-1973
and the increasing percentage of women in these pro-
fessions.

, Table 9= Number and Percentage of Female Physi-
cians, Dentists, and Pharmacists, Poland: -Selected
Years, 1921, 1960-1973

Year . Physicians Dentists Pharmacists
Number of Women
1921 656 1,296 569
1960 11,024 7,28 5,856
1970 23,459 11,06 , 9,924
1973 27,575 12,269 11,505
Percent

1921 12.0* 51.1 16.0
1960 384 782 73.9
1970 47.6 81.3 - 80.7
1973 50.2: 81.3 83.1

* 20 percent of doctors in 1931 were women -
Source: Statistical yearbooks.

Already in 1921, the first census in Poland revealed
a relatively high percentage of women physicians and
_ dentists practicing medicine (table 10).

Table 10: Percentage of Women Physicians and Den-
tists in Sblo Practice and Employment, Poland 1921

1921

Type of work women

Physicians  Dentists
“ Women as percent of total

in type of work
lndependent-solo
-practice 16.1* 50.2
. Employee - 142 49.7

* 28.2 per. cent in 1931
Source: Censuses of 1921 and 1931.

Table 11 shows the distribution and proportion of

women_with® doctoral and dotsent dissertations in
these where

women predominate (pediatrics, ophtamology, ‘micro-
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':;'blology), where the;y consgntute ‘almost a half (bio- |

chemistry and blOphySlcs, medlcme), and where the
proportion of them ig the smallest (obstetrics and gyne-
cology, surgery). These data point out the wide range
of specialties. chosen by WOmen doctors and dotsents
for their careers in the hlghér academic or professional
ranks. Even in_surgery, the most traditional masculine
area of medicine, the proportion of women is quite
impressive (16 percént).

Table 11: The To‘;'i N“mbef Of [ Dissertations f for Doc-

tor and Dotsent Degree in Medical Sciences and Per-

. centage of Women" by Selected Speclahsts, Poland

142

1960-1969 D e
Doctoral dissel;tations Dotsent dissertations
Specialty rcent - Percent
Total Number of Women Total Number of Women

Pediatrics - 293 - 74.1 39 74.3
Ophthalmology 93 66.6 27 51.8
Mlcroblology 129 ; 62.7 33 39.3
Biochemistry, !
biophysics = 139 . 46.7 41 17.0
Medicine 723 % 38.8 135 22.2
Obstetrics and ¢
gynecology 276 '20.2 -48 12.5
Surgery 666 16.6 129 6.2

Source: Statistical Yearbook of Sclence, 1971.

The percentage of women physncnans holdmg the de-
gree o(] doctor and dotsent ancreased markedly between
1968-1973 (Table 12) dnd it is much higher than

.. the proportion, of women in all disciplines holding

doctoral and dotsent degrees

. Table 12: Percentage of Women Physicians Holding

Doctoral and Dotsent Degree and Nominated to Pro-
fessors, Poland 1968 and 1973

Professors Dotsents Doctors
_ N “Percentage of women
1968 13.8 20.8 32.7
1973 12.0 25.7 369 -

Source: Census of Personnel, 1968 and 1973.

In fact both the percentage of women among per-
sons holding the highest academie degree of dotsent

(25 percent) as well as the degree.of doctor (37 per- -

cent) are rather impressive, as compared with many
other countries. Undoubtedly, the decisive factor is

. large number of women physncnans—-the existing

“supply”. Their pressure upwards results in breaking
the consequent barriers and ‘permeating the occupa-
tional structures at the consequent levels with women. *

On the contrary, it seems that there is no similar
ladder from the occupational to the general managenal
structures. Although for managerial positions in medi-
cine in Poland medical quahﬁcatlons are required, it is
not sufficient proof of competence in areas of general
management. As the British authors state: »

- * The lack of increase and even the slightly decreased pro-

portion of women among persons given the title of pre.
fessor may be explanied by the fact that the main wave -

—has not ﬁet reached the level of professorship. Professors

Q
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are usually older or much older than dotsents.
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“Women have been able to win acceptance in 4
senior posts most easily when these posts require .
a definjte qualification. which a woman can show
that she has, as with a doctor of research scien-
tist. . . . But today managemeny/too i$ coming to
include an increasing *element” of definable and
respectable skill. The route to.the top in manage-
<nent leads more often, and over a greater propor-
tion of a career, through specialized fields where a
demonstrable skill or qualification is required. . . .

.. Tt_is at least-a possibility_that.as.these.trends. de-..___
velop, the opposition to women in management
will.crumble as that to women as individual per-
formers at senior levels has already done”.®

It is the area of general management that masculine
prejudlce operates most strongly and men’s judgement
of what women can be expected- to achieve is. further-

est from reality.

“Here are the major power centres and the area
where threats of competition are likely to be most
strongly felt. Here is also where the optical illusion
of family is likely tq’have most effect. The mother
of the family may géll have a special skill in this
or that domestic or other art as well as high skill

- in informal relationships. Men who are used to
seeing a wife exercise these skills at home will not
be greatly surprised to see her or another woman
exercising skill of the-same type in a woik situa-
tion. But the style of overall management in a
home is likely to.be different from what is appro-
“priate to the control of large formal organisa-
tions . . . It is again of course in management

. that, because too few women have yet the chance

_ to-reach management positions, the self-fulfilling
prophecy opeates most strongly: the tendency to -
force low levels of aspiration of women and for
women . themselves to live down to them. »e

- Table 13 mirrors this situation to a certain degree.
Table 13: Percentage of Women Admlnlstralors, Se-
lected Managerial Posts in Health, Poland 1973

Ministry of Health and Social Welfare
Secretary of state

Deputy retaries of state —

" Directors of divisions —_

Heads of defpartments of health, voivodship level -3
Directors of community health centres - 65 ~

Deputy directors of community health centres 1
Directors of hospitals and out-patient clinics 3
Deputy directors of hospitals and out-patient clinics 25.
Chief phys:c:ans in hospitals and deputy chiefs . 36

Source: Census of Personnel, 1973.

It is an unexpectedly high percentage of women among
directors of hospitals and out-patients clinics (38.6)
that seems to be a new development. The post of

. the director of a hospital can be l&cated “in-between”,

between the professional structure atd the managerial
one. A high proportion of women occupying this post
represents an interesting trend which should be caré-
fully -observed. L :
Another interesting - phenomenon is revealed by
‘Table 14: women administrators are younger than men
t thg corresponding posts.



“Table 14: Age of Men and Women Physicians in Health Management, Selected Posts, Poland 1973

. v Age Groups
Post - Total Under 30-39 40-49 50-59 60-64 65 &
' © 29 : : over’
Directors of community -
health centers:
Men . 100.0 0.2 26.8 60.6 11.0 1.1 —
Women 100.0 8.1 18.9 56.7 13.5 2.7 -
Directors of hospitals : , '
and out-pauent .

__c“ni“. e e - e e — - — e e een e
Men 100.0 1.4 20.5 46.6 18.5 6.7 5.6
Women 100.0 36 372 43.3 13.0 v 12 1.5

Chief physicians in ~ .-
hospitals & deputy . .
chiefs: . )
Men 100.0 0.2 16.6 50.8 20.7 1.7 3.7
Women \ 100.0 04 . 29.1 49.6 17.4 2.5 0.7
Heads of rural . . * ‘
health centers: .
Men 100.0 14.6 46.8 31.1 4.8 14 1.0
100.0 28.8 48.3 17.3 45 03 0.5
Heads of other health -
establishments: S
Men -100.0 6.3 278 28.3 19.1 - 10.1 8.0
Women 100.0 11.3 354 30.1 17.1 4.3 “ 1.5

Source: Census Personnel, 1973,

The preoccupation with the general management
area- should not leave other phenomena out of the
attention of the students of decisionmaking in health.
Table 13 shows that 37.0 percent of chief physncnans
in the Polish hospitals are women. It means that in our
country the professional decision in health at a high
level of competence and responsibilit gomes almost
equally from men and women.

Conclusions : _
Materials presented above reflect both the universal
and the local socialist—Polish traits of the present
phase of the process of change in the position of women
in society. A few words about_the universal side of
this*process: it was only a few'decades ago that the
first women ever stepped into the colleges and uni-

versities. Time has passed rapidly- indeed; we ‘must .

concede this, if we think about the enormous scope
of change that has occurred: from the struggle for
«admission to universities, to about one-sixth of women
among college professors in Poland; from only a few.
women physicians at the beginning of*the century to
almost a half of the profession now; from researches
on “the delicate feminine organism” to prove that
academic studies are noxious for ‘women, to space?
exploration tasks in which*women participate. .
" As far as the local socialist-Polish side of the story
is concerned: The data presented show a somehow
slow but steady. increase in the percentage of women as’;
active participants of the social and political, life.. The
commg years will bring further changes In soma]xst
countries there are favorable congjtions for such.
changes. This is evidenced by at Teast three facts:

1) A great majority of working women continue to be
employed during their whaje lifetime, similar to men.

This is a ‘basic precondition of avoiding playing a
‘marginal role at the place of work and to becoming a

-advancement. 2) There are high percentages of women

in the professions. Professional wark, e.g., of a physi-
cian, is a responsible one at any level. Still, women
professionals are by no means exceptional: a woman as
a_physician, dentist, lawyer or even engineer can be
met everyday in Poland. 3) The barriers to winning
scientific degrees by women still CXISt, but at higher
degree levels, principally.

The socialist countries have shown to what extent

the position of .women can be changed- by changmg_

the macro-structure.. of society. This was achieved by
the appropriate systems of law, education and employ-
ment. Further changes depend ‘on transformations in
social micro-structures: in human and family relation-
ships and in the traditional feminine and masculine
role 1mages Human consciousness in' this field, as
much as in others, changes less rapidly than the
economic or political institutions.

" ‘The health area in Poland is an exciting laboratory
for Studles on these processes of change.
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Analysis of the Role of Women in
Health Care Decisionmaking
A U.S. Response to a Look at Poland

Nina B. Woodside, M.D., M.P.H.
Director, Center for Women in Medicine
The Medical College of Pennsylvania
Ph:ladelp}ua, Pennsylvamq

It is a privilege for me to discuss Dr. Sokolowska’s
excellent paper on the vital subject of the role of
women in health care decisionmaking.

I will begin by giving my specific reactions to a

number of the points made by Dr. Sokolowska. Then
I will attempt to  relate her presentatlon to -factors
lnﬂuencmg the status of women in health care decnslon-
making in the U’mted States and to suggest some
strategles for improving their status.

Dr.-Sokolowska made a very go,od point about de-
clsmnma_klng being of two types in the health field—

professional and managerial. I strongly agree and the-

distinction between the two should not be overlooked.

Dr. Sokolowska also méntioned several factors which
in Poland may be keepjng women out of management
the lack of any tranfng or educational program in
management; male fedr of competition from women;

and the so-called optical illusion of fa{me responsnblh- .

ties as’ an impediment. She also pointed out that in
Poland there are no clear career ladders for- progres-
sion from professional practice to managenal level of
decisionmaking. She implies that, as” in England per-
haps, as specific training and definitive credentials for
2 field of managament are developed, women will go
after the training and credentials and move ahead into
nanagement. Now, however, she feels managerial posi-
ions are not feasible for women in Poland because of
rtegular job hours, and the need to concentrate on
work and subordinate other aspects of life to it. Is this
rue here? Perhaps T am too optimistic for the U.S. but
his conclusion is hard for me to accept. In this country,
here are several educational routes for training both
shysicians and nonphysicians in administration or man-
)gement: public health administration programs in
chools of public health, health care administration
irograms at graduate and undergraduate levels in
chools of government and business administration or
ither schools in universities, and medical care adminis-
ration programs in a variety of schools and universi-
ies.

Dr. Sokolowska, also noted that in Poland an in-
reasingly higher percentage of directors of hospitals
nd out-patlent clinics are now women and that female

Q
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administrators are ydunger than the male ones, a recent
phenomenon. Also 40 percent of their decisionmakers
at this leveI are women. Such 1s not the case 1n the
U.S.

I don’t believe I agree with Dr. Sokolowska’s com-

ment that home management skills which woinen have

are not applicable to the _management of larger organi-
zations.
subject. . .

I was somewhat surprised to Iea.m that famnly rela-
tionships have not changed much in Poland in splte
of the major socioeconomic changes. Again, I wonder
if I am too optimistic for the U.S. Polish women still
have the advantages of the extended family to a greater
degree than I think we have here. Their new life styles

in dual cgreer families, however, seem very similar to:

ours.

It is disappointing that in Poland as 1n the U.S,, top

le to women.
M we apply

What does this portend for us heré?
some preventlve strategies now we may\k

dec1snonmak1ng, regarding the individual patienty be-

cause that is how they are trained and the sex of the-

physician makes no difference. Not all physicians are
good at general managerial decisionmaking or even like

- it or desire it. Most physicians enter medicine in the

first place to do the professional decisionmaking. How-
ever, why should the managers be mostly male? How do
the males get to be ‘the managers? Should women be
managers, too? And if so, how? That is what we are
discussing in this session.

Maximum changes have been made in Poland in the
macrostructure of society—that is, in laws, education,
jobs, and so forth. We are only beginning to work on
some of these here. In the U.S. we have been putting

our efforts, through the feminist movement for exam-

ple, on changes in the microstructures of society—that
is, changes in human and family relationships and in
traditional male and female role images. How do we
combine the best of both kinds of approach and speed
them up in order to improye the status of women in
health?
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Factors Influencing Status of Women
In Healih Care Decisionmaking

* It is my observatlon that women’s problems in
achieving status as decisionmakers in health care are
primarily due to factors in professional life on the one
hand and personal life on the other. Secondarily, they
face problems as a result of the influences of these two
factors. - .

-The. pnmary professronal factors are_well - known o

Among these is the reluctance to lose opportunmes for
patient contact or pofgmct with clinicians by going into
administrative activities. This is aggravated by: the
psychological and sociological barriers that women face
because they do not have access to the informal chan-
nels of communication among their male peers, by the
real hardships of being the token or solo womafj in a
decisionmaking body, by the relative lack of credential=-
ing, by medical specialty bord certification compared
to men, and others.

Other professional factors . hampering women’s
achievement of decisionmaking status are periodic un-
professional statements by detractors in both public
and professional media to the effect that women are
unfit to hold high office because their decisionmaking
process is influenced by their menstrual cycle and de-
structive statements by observers of group functioning
or team functioning who feel that women have a sub-
culture of their own which causes them to be dependent,
flirtatious and politely competmve, which in turn causes

_considerable delay and difficulty in decisionmaking in
“teams consisting largely of or led by women.

And, not least of all, women are adversely affected
by the simple lack of awareness among men in the
medical establishment, voluntary agencies and policy-
making boards and committees about the role of women
in decisionmaking and how to improve it.

Primary factors in the personal life of women which
can be problems in achieving status in decisionmaking

include confused self-identity ‘and fear - of success.

Women function within and without the health care
fields as patients, providers, and procurers of health
services for their family. They must megt the demands

both-of the professional role and the personal role as .

homemaker. The expectancy that success in achiever
ment related situations will be followed by negative
consequences - arouses fear of sucgess in otherwise

-achievement motivated women which then inhibits their

performance and levels of aspiration.

These professional and personal life factors and
others create many problems for. women. They con-
tribute to the systematic exclusion of women from

1sronmak1ng positions and their resultant powerless-

‘ness in the health sector.

Women physicians often co-opted by the male medi-

_chl establishment consciously and unconsciously haye

opted the exclusionary attitudes of their male col-
leagues and frequently are accused of becoming “‘one
of the boys”. They may unwittingly neglect to use the
power that their prestige would give them to increase

" process and pub

the , for all women in health care. Also, the'
hnghly | and successful kind of woman now reach-
ing dec1sronmak1ng level is often held up as a standard
which other aspiring women must meet—as super-
women—in order to acquire decisionmaking status. .
Where women are subjected to curricula and text-

' books geared to “traditional” male and female roles,

they are crippled in their creativity and stifled in their

- intellectual development but more importantly they
“are at risk of falling into the trap of elitism whereby“

physicians are not at ease relating to 'women at lower
ranks in the health field.

Another result of all of these factors is the down-
grading effect which may be produced by rapidly in-

"creasing the number of women in a particular field. A ::

current example in the United States is the field of com- "

prehensive health planning which is seen by some edu-’

cators and practitioners as a “good” field for women as -
opposed to the field of health administration. My
observation is that salaries and rank will be lower, if
they are not already, in the planmng field than in
administration.

Sonie Strategles to Improve the Status
of Women in Health Care Decisionmaking

In light of what we know about these and other
problematical factors, what Strategies can’ be identified
to‘improve the status of wonfen: in health care decision- ,
making positions? I have identified some ten strategxes 2
extra market role evaluation; political and public in-
volvement; career options and career advancement;
acquisition of management skills; assertiveness training;
career path reassessment and, lifelong learning; new

career patterns and institutional 'changes; networks for

various purposes; affirmative action apd legal routes;
realignment of responsibilities in the home. I wrll
cgscuss most of these briefly; some are self-explanatory.

Extra Market Role Evaluation -

Women as health ‘advocates for their family have
great experiences in utlllzmg the health care system.
Also-women are active in uncompensated work in
voluntary health agencies, in the provision of child care
in theit home as well as care for aged dependents or
sick family members, and are also responsible for the.
feeding and nutrition of their family. These services are
related to but are putside of thg health system, the so-
called extra fiarké¥ services. Thus wemen, because of
their currently unique. role, serve as the interface be-
tween these nonpaid-but-health related responsibilities
and the health system. These contributions to sogiety by -
women today need economic analysis. Certainly women |
(and men) should recognize the value of these experi-
ences as planning, coordxnatmg, and decisionmaking
activities. \ :

Political and Public Invelvement

/ Women need ﬁeater involvement in the political
life, as you have seen and heard

throughout this conference. The proportion of women _

N
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 dicial, or executive branch of goverriment is growing
but remains pitifully small in most nations including
"the United States. Moreover, where women have gov-
. ernment posts they: often are entrusted primarily with
responsibility for worhen’s kinds of programs, such as
‘maternal and child health activities. Women health
“workers including physicians ‘must be involved in
public and political processes enabling them to speak

~‘-‘holding policymaking positions in' the legislative, .ju- '

routes to obtaining funding. This effectivencss or “how

"to” training can be carried out on the job through

" for ‘matters related tp their profession, such as better
- s€¥ices and research regarding the. health of women,
“ social services for the aged, improved services for
prisoners, research in male and female contracept:on,
the mental health of women and others. It is an un-
fortunate and even offensive oversight that not a single

woman is included on a recently appointed committee.

in the executive-branch of Government for the pur-
pose of advisinf the President on expenditure of scarce
funds for biomedical research.

Career Optio and Career Advazcement

At the 1974 Action Planning Workshop sponsored

by the Center for Women in Medicine, participated in

by many of the men and women here today, a series -

of recommendations for research and for program de-
velopment were made regarding increasing career op-

tions and promoting career advancement to acquire

power for women. Research was recommended to
determine who controls professional groups (for ex-
ample, surgery compared with pediatrics), to determine
the representation of women' on decisionmaking com-
‘mittes and in professional organizations, to .identify
officers in various professional organizations, to identify
how panels and programs for professional ‘meetings
are- organized, to identify who hires, and to evaluate
affirmative action plans for each medical school. Once
these and other data are available presumébly appro-
priate action can be taken to increase career options
and advancement.

Acquiring Management Skills

- Women phys:c:ans still are less apt than men to enter
ent_repreneunal activity such as private solo practice.
Therefore, they need management and decisionmaking

skills in order to take leadership roles wherever they -

find themselves practlcmg—whether they are in medical
teachmg, group practices or organized centers, or are
‘salaried in government, hospitdls or other institutions
or.community agencies, or are doing research. It should
not matter whether they are’ working full- time or less
than full-time or in some flexibly scheduled arrange-
ment. The 1974 workshop, referred to earlier, recom-
mended the establishment of effectiveness workshops
to train women physicians and other health workers in
management skills covering topics such as how to be
invited to join professional meetings and decision-
making committees, how to influence hehavior at pro-
fessional meetings, how to become a leader and in-
fluence behavior in group setting, how to influence

policymaking committees, and what are the rules and *

relationships between. educational institutions and
operating agencies or organizations. Certainly universi-
ties can be encouraged to respond actively to these:
lmperatwes for training for social change. Such training -
programs in self-development for women in manage~
ment might include discussions about developing self-
awareness as women, improving interaction with others

grating professional and home life, and translatmg
awareness into action.

Assertiveness Training _

When women have acquired these management skills
they must then put them to use..Women, including
highly educated professiondl = women,. "benefit from
assertiveness training. Women themselves and the men
who are sensitive to- their problems must assertively
pressure- for the inclusion” of women ‘In pohcymakmg

. on volyntary and profess:onal boards, committees, and

task forces, on panels in the Department of Health,

" Education, and Welfare, on health planning bodies, and

on governing boards of health care institutions. They
must pressure for employment of women in policy and
decisionmaking positions at all levels.

"if “organizations, developing managerial skills, inte- .

Collectively .

women and men in all health occupations must achieve -

power over their own conditions of work and practlce,
the content of their discipline’s knowledge base and’
credentialing in their field: «

As women move into these declsmnmakmg posmons
we must be assured that there is always more than one
woman so placed. If a solo woman is involved she is

-

subjected to becoming a deviant member of the group, -

isolated, or low in status. If one finds oneself the solo
woman in a decisionmaking group there are ‘strategies
for increasing effectiveness and avoiding depression.
Such a woman must become independent, assertive, and

competent in group functioning. Group leaders, of .

course, also need some training in allowmg for and
maximizing the effectiveness of women in the group.
Men have more opportunity to learn how to function in
a group early in life. One way to give such opportunities

to women is to begin to include them as students on .

decnsnonmakmg committees. » p

Career Path Reassessment and Lifelong Learning

" Other strategies which are becommg important in
lmprovmg the status of women in dec:snonmakmg posi-

 tions are periodic career path reastessment on the. part

of women and new institutional arrangenmients on the
part of the health care system. Less than full-time
activity or even discontinuity will continue to be a fact
of life for women in the health field. For both men and
women who are working full-time’and continuously, as

. well as for those wotking less than full-time, continuing

education, refeducation, and periodic opportunities to
learn new material in their field is essential. Early in
their professiohal life women especially should become
familiar with what these opportunities °will. mean to

w1
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New Career Patterns and Institutional Chm_pgeé

v

them and such opportunities should be closely co-
ordinated with their periodic- career self-assessment.
Retraipitig and re-entry opportunities as well are

Y mandatory for women (and men) who have -been in-

active or -who have worked in highly specialized areas
of research or teaching and wish to return to clinical
activity. In order to maintain their career commitment
-women _need both the same opportunities as men and

“also special opportunities to keep up with the explosion

of knowledge and to fulfill their life in these times of
increasing longevity. Because of the trend toward more
complex educational and occupatlonal patterns for both
men and women, the innovative programs developed
to meet” women’s needs are being sought by men as

well. Without such programs women cannot.be or feel

maximaily competent to function in decisionmaking

-

+

New career patterns and institutional rearrangements
.-are by no means limited to women but will offer women
an advantage in improving their status in decision-
making in the health field. Such things®as reduced
schedule graduate training, flexible schedule or shared-
time jobs, commuting life style, partnership or peer
working arrangements with spouse, group practices, and
team teaching or team serwge provisions, will all help
women overcome the barriers to full involvement in the
.mainstream -of health care including decisionmaking
and prevent their being only on the fringes. Also in this

- regard, many of us here are calling for the introduction
~.of institutional democracy in the health sector as a

political strategy for change, with control of the institu-

tions b}ﬂthose who work in the{ (the majority, of whom '
a

are women) and ‘those who. are_served by them; that
is, more equitable socioeconomic class representation in

 the health sector as well as'the representation of women
and other disadvantaged groups.

Networks for Various Purposes

Women must learn to-support one another and en-
courage one another to take leadership roles. There is
a need for a systematlc national communication net-
work for women in heal care. Résearch is needed to
identify women health w ’ who are available to
communicate about wolnen health care. Through
such tools as a newsletter and a speaker’s bureau, a
network of concerned women . in leadershlp positions
could be responsible for a women’s focus at each ‘na-

 tional conference of a health or professional association

.and for periodic meetings of persons with particular
interests in women in health careers, health care de-
livery, and health care decisionmaking.

Likewise there needs to be developed extensive
national networking through talent banks, job banks
and placement services to identify and match up quali-

. fied and willing women with opportunities for service in

Q
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decisionmaking groups and positions. To help in the
attainment of an adequate self-image for “women. in

~ health ﬁelds there is a need for supportive groups and
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individual relationahips to provide role models and to

share, compare, and examine feelings, experiences, and
behavior. Women in the health professions should share
in the expression and solution of problems common
to all. Women need continuity of peers among other
women, for once they get through their professional

education they frequently lose tguch with women col-

leagues they had in high school or college and find.

themselves relatively alone en the fringes of a:man’s
world. We need to develop a “biddy” system in‘contra-
distinction to the buddy system that men traditionally
use to recruit and place their peers.

Such networks can serve a vanety of other purposes
such .as mental support for coping with problems,

» career counseling, as a consortium approach to con-"
tinuing education and training in management skills,

for incrgasing awareness of sex roles in health occupa-
* tions and the relation to socioeconomic status, for rais-
ing awareness with regard to health needs specific to

women, and for identifying and placing women in
decisionmaking capacities. These networks of women

do not necessarily need to exclude men at all times;.

faculty, and staff, at all ranks of work in the health
care. system.

Affirmative Action and Legal Routes
Another strategy to 1mgrove the status of women in
decisionmaking posmoiﬁ uﬁhZes affirmative action and
other legal routes, with which you are all familiar and
don’t need to hear about any further from me.
lieaﬁgnment of pronsibilities in ﬂlf Home
;. And finally the most important stritegy of all must
“take'into consideration the conditions for women in the
“home place as.well as in the work place. This means
changes in the microstructure of society. In the long
run changes in the socialization and life of women gl_d
Q-

men at home will be the ultimate and permanent s
tion to the question of the status of women in decision-

making positions. Programs to improve home condi- .

tions must include day care centers, school systems and
other institutions to care for and educate their children,

" and further they should be representatxve of studentyf

e

plus the development of a variety of services which

make it easier to run a household, also recreational
facilities for .families, and comprehensive and pre-

véntive health services for women. Dr. Sokolowska .
ubhcatlons that. family

pointed .out in one of her
responsibilities are three folfl: Firstly, \{he biological
fact of maternity, which /is not &anﬁb&b:e from
women; secondly, the social aspects of mat y, such
as the education and’ care of children, which are cer-

tainly transferable and sharable betwéen women and
men; thirdly, housework and the mainténance of the

home place, which also are certainly transferable and ,

sharable between women and men. Women must begin
to recognize that they can share the social aspects of
maternity and housework " responsibilities and’ they
should begin to jz
only to their s ”P but also to all other members of

hnsfer these in equitable fashion, not



" the family. As new patterns are evolving for the indi-
* vidual development of women, the changing role of the

children and the spouse must be fostered. Duties and-

responsibilities within the family have to be shared not
merely among the adults but among the children also.

For women, social change, control over th&ir own.

- fertility, and the gradual passing of the authoritarian, -

male-headed family structure mean a wider range of
choices and greater status in decisionmaking not only
.at home but in the health care fiéld ‘6r wherever they
~are employed. As women find themselves ‘playing the
role of wife, mother and worker, they desire and need
more assistance with housewofk and child rearing which
can be shared. Moreover, the emerging picture of the
woman at home is that she is determined to participate

" in decisionmaking in matters of concern both within

and outside the home. These changes demand a funda-
mental change in the relationships.and behavior of all
_ family members. My spouse and children now say such

things as, “Let’s cook dinner for us” instead of saying,'

“Let’s cook dinner for Mom tonight”.

Even though various scattered data show conclusive-
ly that things:are still not so good for women politically,
socioeconomicaly, educationally, in the labor force,
and in personal life, recent years. have witnessed major
developments which are tiny steps in- the right direction.
. These are, firstly, the militant . universal resolve of
increasifg numbers of women "(and'Yhen) that they will
no longer be shut out from the political, economic and
- social life of their times and, secondly, the growing
awareness of governments that a healthy modern society
.- cannot continue to waste human resources by discrimi-
- Hation -on the grounds of sex (or economic or social
class,-or ethnic or minority status, either). v

Our world is certainly less of a man’s world today,
but it is still not yet a peoples world. Even in many
nations where legislation requiring equal rights and re-
sponsibilities for women has been around for many
years, the process has been slow. Lest we become dis-
couraged too soon, we should not overlook the under-
lying importance of the time factor in the. emergence
of changes for the better in the status. of women in
health care decnsnonmakmg positions. i.n tnme, as their
numbers, skilk, assertiveness, and socioeconomic
power igcrease at all levels, women will achieve equal
status in.decisionmaking in the health care field.

&
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Anal sis of the Role of Women
in Health Care Decisionmaking
A U.S. Response to a Look at Poland

- The Class Nature of Decuuonmakmg Among
Women

. Judith Ann Spelman, R.N.
Member, Bay Area Negotiating Council
San Francisco, California

s,

I have spent six and one-half years actively i.nvolved,

in the “Women’s Movement”, particularly the women’s
health movement. I have seen a number of changes

«which have been important to women—changes that
" have improved the material and psychological well-
being. of large numbers of women. Examples are the
legalized - right to abortion in the United States and
'1mproven{énts in availability of safe abortion pro-
cedures™&nother change, well represented at this con-
ference, is the advancement of individual women to
prominent positions in government, university and hos-
pital hierarchies. Perhaps the most significant change
has been. the generalized recognition of the problem
itself so that, for example, universities have special

+ admission procedures for women and governments . -

sponsor conferences such as this one.

Underlying. these needed changes that our genera-
tion has seen and in fact created is a problem more
basic than thé question of the status of women in the
health sector or any other sector. This is the problem
of class.

Dr. Vincente Navarro has documented the problem
of class as it affects women in hi$ article, “Women in
Health Care” which appeared in the New England
Journal ¢f Medicine this past February. He stated that
“the occupational, class and sex structure of the United
States health labor force is similar to the competitive
sector of the economy, (ie., itis predommantly female,
poorly paid and poorly umomzed) ‘Upper-middle class

" men compose the great majority "of medical profes-
sionals, whereas lower-middle and working class women
form the greatest proportion of all middle level, clerical
and service workers. The division of labor is due to the
role of women both in the family and as a reserve of
labor for the economy. There is a virtual absence of the
majority of producers—the lower—middle and work-
ing class women—in the decisionmaking bodies of the
health institutions”. While it is true that some individual
women have risen to positions of prominence, their
decisionmaking nonetheless represents the interests of
the upper and upper-middle classes from which they
come.

It is my contention that the problem is not whether

a man or a woman writes a piece of leglslatlon, or
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- whether a man instead of a woman performs an 151

abortion, or whether a woman instead of a man owns
a large manufacturing company. The problem is not
whether men 6F women hold such positions of power
but in whose interests such concerns are run, in whose

_ interests the decisions are made. And it must be asked.

who benefits from it, who pays for it, who profits from
it? There is no certainty whatsoever that decisions will
be made in the interests of the majority just because
women are making the decisions.

The Class Problem in the Health Sector

Theoretically the class problem has three parts: first,
a relatively small number of people (some of whom are
women) control important decisionmaking that affects
large numbers of people; second, decisions are based
on self of class interests, not on the interests of the
majority of people; and third, while their predominant
upper class interests are the majntenance of power and
of the profitability of the businesses, these are not the
predominant class interests of the majority of people.

I think in our society it is no secret that the profit
motive underlies most decisionmaking: It at least
dominates overall planning in the private sector.

In the national sector public decisionmaking is domi-
nant by concern with maintajning state and interna-
tional power and prestige. Other factors, such as strong
labor union movements and new scientific advances
affect the technical aspects, of plans. When profit and
power underlie decisions it makes little difference
whether they are made by men or women. Despite the

fact that women can be found in certain decisionmaking

positions throughout the economy today, their presence
has not appreciably affected such deplorable con- -
ditions as drugs marketed before adequate research has *
been done, understaffing that exists in most of our
hospitals, or the absence of childcare-facilities in major
public and private hospitals. Yet, it is precisely these |
kinds of conditions that must be changed before we can
say that there has been a.real improvement in the
status of all women.

This is not to say that men and women decjsion-
makers are not aware of these problems. They are, but,
in the end, the cost of their decisions in terms of money

LT
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will be the overriding factor and not the cost in terms
of human welfare. Unfortunately, this has been proved
to me again and again and I would like to give some
concrete examples.

One year ago at this time I was walking a piglket line
in San Francisco. I was one of 4,400 registerd@@nurses
who had gone on strike against 40 health care ‘agencies
in the greater Bay Area. The strike was a drastic step
for a group of health. professnonals with direct patient
care responsnbllmes

The main issues of the strike were understaffing and
the use of untrained personnel in specialty units. The
registered nurses felt that conditions in hospitals con-
stituted a real danger to patients and themselves. For us
as workers such conditions meant exhaustion, guilt,
oor performance and la¢k of jqb satisfaction. We
askeq for a voice in decisions that determined staffing
on am\pverall as well as a day to day basis. We felt
that our voice was necessary inthese decisions because
we were familiar with the actual conditions on the
floors and in the clinics. The administrators ‘who
actually made the decisions tended to be far removed
from the everyday problems and dangers of both the

nurses and the patients. We also asked that only regis-

tered nurses with appropriate training be sent to

specialty units such as renal dialysis, cardiac care, in-

tensive care nurseries, burn units and emergency rooms.
In most of the hospitals this was not the case. We asked
the hospitals to provide inservice education to ensure
that a pool of adequately trained nurses was available
to function in those units when the need arose.

This was a strike that affected large numbers of
people, many of whom were women. This was also a

strike that involved a lot of money, in actual and po-

tential “losses” to the hospital as well as missed wages.
‘Many people involved in the decisionmaking that set-
tled the strike were women. This female preponderance
did not automatically mean that decisions were made to
benefit the people who worked in and used the involved
institutions. At the hospital where I work, for example,
the directorgof nursnng who is also the assistant adminis-
trator of the hospltal is a woman; the director of public
relations is a woman; the acting director of personnel
is a woman, one of the most active attorneys repre-

senting the hospital is a woman. The supervisors who

on a day to day basis made and enforced the decisions
to send unqualified personnel to the specialty units were
all women. Most of the striking nurses were women
and many patients were women. *

The dangerous situations that had occurred as a
result of understaffing had been diligently documented
by the nurses. Many concrete examples had been set
down on paper for examination. The hospitals claimed
that the nurses were lying. One hospital first denied the
charge of improper staffing in intensive care units but
when the evidence was in it was later reluctantly forced
to admit to such staffing in the case of “emergencies”.
(A nurse from the intensive care unit of this hospital
felt so strongly about this matter that.she made the
following statement to the press: “If Mt. Zion does
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1ndeed assign untrained nurses to specnalty care unlts'

-~ only in emergency situations then these areas are in a

constant state of emergency.”)
"The hospital managements .stated that decisions

about staffing were theirs and theirs alone. They claimed

that costs of certain changes were prohibitive. They said
too much money had already been lost during the strike
and they did not intend to lose more.

-So it seemed that our demands for safe patient care
and job satisfaction were: very expensive. An adequately
staffed hospital would not be a profitmaking hospltal
The women as well as the men in decisionmaking posi-
tions in the hospitals turned out to be first and foremost
defenders of the financial status of the hospitals and not
the defenders of the needs of patients and nurses. It
was. a sad lesson to learn.

To move to a more current example, this conference -
manifests the same kind of class problem. This is an
international conference on women in health, but who
here truly represents the day to day interests of the
large numbers of women from the lower middle and
working classes? Who here works every day in a
hospital dietary or laundry department? Who here has -
worked for ten or fifteen years as a nurse’s aide or
licensed vocational nurse on the same floor in the same
hospital as so many women have? Who here uses, Medi-
caid or Medicare to pay her medical bills? Who among
us relies on a slim Social Security benefit to pay the

-rent and buy the food?

The fact is that the majority of workers in and users
of the health! care system fall into categories such as
these—non-professionals who make 40w salaries and
have little decisionmaking power in thelr jobs. It is the
condition that this. majority faces that most demands
remedy. The women who most need a voice ard repre-
sentation are not here today. We cannat represent them
from the prestigious positions that we hold.

I must conclude that. the promotion of individual
women to positions of prominence does not constitute
a significant c}lange in the status of women. The ad-

- vances of upper or upper-middle class women still

leaves us with the same class structure underlying the
condition of women. ‘The class structure is still more
powerful than the sexual factors and it still leaves the
interests of a majority of women unrgaresented in the
most powerful places of decisionmaki

Action that will alter the course of the class nature
of decisionmaking must begin now. Therefore, in con-
cert with some other conference participants, I would
like to put forward a list of minimal changes requ1red
to make a dent in the problem.

*Health care must be delivered in a system where
patient and wqrker needs, not company profits
are unquestioningly accepted as the priority.

*All health care institutions must be controlled
by the workers in those institutions and the peo-
ple who use them.

*Day care must be provided at all places of em-
ployment and housework must be paid for.
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Analysis of the Role of Women in
Health Care Declsnonmakmg
A Look at the Philippines .

Aurora P. Asanza, M.D.
Assistant Professor of Pediatrics
College of Medicine

University of the East
.Quezon City, Philippines

”

T
sL ¢

There are no significant factors ‘that distinguish the
role of wamen from that of men in makmg health care
decisions in the Phlhppmes That is as it should be.
Inclusion and participation in health care delivery, par-
ticularly in making key decisions, are based solely on
standards of professnonallsm This means that, regard-
less of sex, positions in health care delivery in the
Phnhppmes are earned by one’s degree of competence
in a chosen field.

Societal realities in the Phlhppmes demonstrate the
validity of these statements. The Philippines is a coun-

try of 7, 100 islands forming a homogeneous archlpel-:

ago. It is a nation of 40-odd million people. It' has been

termed, in socioeconomics parlance, a devel,bpmg na—_:
-tion. The implications of being a developmg nation are .

manifold but the dominant inference is that the Filipino .

people are trying to harness all the: resources: at. thejr: "

disposal to enhance the quality of their life. Such an
undertaking is a veritable struggle. This becomes clear
when you consider that whatever, gains made in the
direction of development are ]ust as soon negated by
the continually increasing demand of an, as of now,
uncurbed population gcowth on the countrys llmlted
resources. »,

“To succeed in this national task is not even an option.
It is an imperative. For failure is tantamount to nav
tional destruction. The margin of success and failure
ultimately depends on how effectively the nation is
able to harness her human resources. It depends on the
extent of the active participation, quantitativ ly and
qualltatlvely, of her people. Because of this, it is ob-
vidys that, as far as quantity is concerned, women

t afford to take a back seat in the drive for de-
velopment. Rather, they must be in the vanguard. To
do less would be like tackling a job with one hand tied
behind the back and, considering the high stakes, such
a strategy would be suicidal.

Happily, Philippine culture readily Tends itself to a
full participation of women in the "developmental
yrocess. Way back during the area of “barangay”
Philippines, women had already enjoyed an equal status
vith if not superior to men. Ancient codes which have
)een preserved reveal, for example, that ownership of
and, a cherished prerogative in an agricultural milieu,
vas equally the right of men and women. Teodoro A.
\goncillo, noted historian, writes: .

“Women before the coming of the Spaniards en-

joyed a unique position in society that their

descendants during the Spanish occupation did not

enjoy. Customary laws gave them the right to be
the equal of men, for they could own and inherit
property, engage in trade and industry, and suc-

+ ceed to the chieftainship of a “barangay” in the
absence of a male heir. Then, too, they had the
exclusive right to give names to their children.
As a sign of deep respect, the men, when accom-
panying women, walked behind them.”

Three hundred years of Spanish rule, however, can-
not but make a difference. Nevertheless, even during
this era, women did not become completely subordi-
nated to men. The Filipinos’ struggle for independ-

' . ence attests to this. lts history is replete with women

“who played leading roles (even led military uprisings)

Z"agamst foreign domination. Even today, the Philippines
" is still largely a maternalistic society. In the rural areas

which constitute a major pomon of the country, it is
still customary for males to give the parents a settle-

ment in terms of property and/or service to the parents’

of a girl whom he intends to marry. It is also the duty
of the man to shoulder all the expenses 1nc1dental to
the wedding, including a lavish feast.

Thus, the active role of women in national develop-
ment and, by deduction in health care delivery is en-
sured. For today, the Philippines is turning more and

:‘).

more to the rich heritage of its past in search of cues

to meet the challenge of the futire.
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" Indeed, health care delivery is a vital component in ‘

this struggle for national development. Obviously, a
weak, unhealthy people cannot be expected to deliver
and to participate in the samc level of quality as a
strong- and healthy people. Such a realization has
dawned on the nation’s policymakers. It is not sur-
prising then that health care delivery has been identi-
fied as one of the major strategies for development.

It is propitious then that there is wide involvement
of women in health care delivery.' This can be traced
to two . related factors. The primary factor is the
premium, placed on education by Flhpmos The most
cherished dream of Filipino parents is to be able to send
their children to school and have them become pro-
fessionals. It is not strange that some ‘families live
frugally and even sell land and belongings in order to

support a son or a daughter through the university. -

But why the preponderance of women in the health
field? This is due to the second and related factor.

172 . ‘
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Some sort of sex rolé*stereotypihg ha&;ated that the
acceptable fields of ‘higher study for en be either
in the teaching profession or in the medical and related
professions. Thus, many women who pursue higher
studies eventually wind up as doctors; nurses; medical
technicians, pharmacists, nutritionists, etc.

Note that education is a f\nctnon of competence and,
by extension, of appomtment and advancement to key

decisionmaking positions in the health care hierarchy.

The entry of women is limited especially in the line of
specialization. Opportunities at specialization are, how-
ever, equally open to men and women.

In the Philippines the Departmgnt of Health (DOH)
is charged with the function of health care delivery.
The Department is headed by a Secretary with a cabinet
portfolio. It is administratively divided into bureaus
which are further subdivided into divisions and in turn
into sections. The Office of the Secretary is in charge of
formulating national policies and seeing to it that the
bureaus which function autonomously pattern their
programs in line with the policies. The bureaus are
headed by directors-who interpret national policies
into concrete programs of action for their specific areas
of coverage. The directors supervise the divisions under

* them.

A division is headed by a chief who oversees the
work of the sections detailed to the division. Decisions
at this level involve the formulation of strategies in line

. with the concrete programs of action drawn up by the

Bureau Director. The successful implementation and
evaluation of these strategies.also fall under the re-
sponsibility of the division chief. o

Advancement in this health care hierarchy up to the
level of division chief is done via standard civil service
procedures which depend.on tenure, experience, and
prescribed qualifications.’
and Bureau Director, appointments come from the
Office of the President of the Republic. This implies
that getting the post of Director or Secretary becomes
dependent on how a prospective appointee has come
to national prominence and/or on the degree of his
acquaintance with people who can influence the out-
come of appointments.

An analysis of this health care hlerarchy reveals that
up to the level of division chief, women occupy de-

cisionmaking positions. The posts of Secretagy and -

Bureau Dlrectors‘ however, still remain dn e&c{usnve
male province.

There are special health care progra ‘
as projects, that are headed. by projec e :
equal level with bureau directors in>thé health care
hierarchy. The decisionmaking process .and the atten-
dant responsibilities at this level are also comparable
to the bureau level. Here women have come into their

.own. At present, there are two females Project Directors

. heading the Family Planning Program and' Nutrition

A4

Program. .

‘haps seve td illustrate the foregoing discussion. Dr.

Focus!é?n a particular female division chief will per—

Amancia Angara is the head of the Maternal and Child

At the levels of Secretary
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Table 1 Philippine Physicians Registered Witll the
. Board of Medical Examiners, by Year of Registration
and Sex: Selected Years, 1930-69‘

&

Yearsof . Both - Percent

. registration sexes Male Female  female
Before 1930 2,555 . 2,490 65 25
1930-34 1,093 1,041 52 4.8

0 193539 1,599 1,330 269 168 :

. 1940-44 1,433 1,055 378 264"
1945-49 1,060 748 312 29.4
1950-54————1,831— - 1,327 _ 504 27.5

1955-56 3,811 3,917 1,884 326 »
1960-64 6,888 4,124 2,764 40.1
1965-69 7,150 4,039 3,111 43.5

Table-2: Cumulative AN.umber of Registered Phﬂii)pme

Physicians: 1930-1970 \
Year Male Female
1930 - 2,490 65
1935 3,531 117
1940 4,861 386
1945. 5916 764
1950 6,664 1,076
1955 7,991 1,580
1960 11,908 3,474,
1965 16,032 +6,238
1970 = 20,071 9,349

Table 3: Philippine Physicians, by Principal Employee

Principal Employer Number Percent
Total - 7,519 100.0
Self-Solo Practice 2,860 38.0
Self-Group Practice 176 2.3
Medical School 252 34
Department of Health 2,462 327
Department of Education 58 0.8
Department of National Defense 35, 0.5 37.8
-Armed Forces of the Philippines 71 0.9 ‘ ‘
Other Government offices 221 29
Private Hospitals 270 11.7
= Private School (Non-Medical) 44 0.6

Private Industries . 149 2.0 i
Voluntary Medxc#Orgamnuon 23, 0.3
Other Organizations B 77 1.0

*- Completely inactive 215 29

‘Health Division. Her ticket to this post is a Ph.D.
in Maternal and Child Care from Harvard University.
Dr. Angara feels that the post should logically be filled
by a female. She adds, however, that her appointment
was made not because she is a woman but because
she was the-mest-Gualified for the post. “If there were a
mat more quallﬁed I'm sure he would have gotten the
post instead of me.’
It would be well to reiteraté that there are no sngmf-
" icant factor§ which distinguish the role of women from.
that of men in making health care decisions in the
Philippines. However, women can claim (and with
* justifiabte—pride) that, on a professional basis,. they are
on equal, if not superlor, footing with men.
Although this is true, not'many women take ad-
vantage of this opportunity. Reasons for this are: one,
culture, in the sense that they still feel that their place is
the home, and prollferatlon of domestlc help in the,



Figure 1: Cumulative Number of Registered Physic;lhhs ‘lv’hilippinesv _,sQ' that women are free from household
_ chores to.engage in jobs outside the house.

I would like to address myself at this point to some

: 2
- Number of Physicians - 8 iy ;
: S . of the discussions earlier in the conference. One was
0"
"

20,0001 that phys1c1ans are more concerned about disease than

people, and secondly, that they do not give due recog-
nition to the roles of other paramedical help.

In the Philippines, the nurses and the paramedical
help are also suffering from medical chauvinism. There
are no easy answers to this problem; however, I would

s like to share with you what we are trying to do in my
_“~  university. We feel that since all of us working in the
e health care system have one objective, that of caring
" for humanity, perhaps in our training we should be ex-
posed to each other more. Thus, the newly established
National Teacher Training Center of the Philippines is

trying to develop programs in the training of teachers 157
in the health care system to be exposed to each other
early, so that the barriers to each specialization will be
broken down, and so that in the medical school and
in fhe medical center, the teaching of health care de-

livery would be truly a team approach.

In the past, like fnost of us here, the Phlhppme doc-
_ tors have beén concerned mostly with the teaching of
knowledge only to their fellow pHysicians. They have
forgotten to teach attitudes, and realize that there
0 , . , N L .are alot of attitudes among physicians that we have
1930 1940 1950 1960 1970 1980 to change if we are to improve the health care de-

Yar . g livery system everywhere
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Analysis of the Role of Women
in Health Care Decisionmaking
A U.S. Response to a Look at the Philippines

Betty M. Vetter, M.A.
Executive Director . 9.
Scientific Manpower Commzsszon
Washington, D.C.

i

The status of Fillpino women as decisionmakers
in the health care field, as Dr. Asanza has outlined for
us, can only make us wish women had reached a similar
level of equality in the United States. *

Although you have heard much earlier in this con-
ference about the status of women in U.S. health care,
_it might be useful to review a few of the U.S. statistics
that can be compared with those of the Philipp'mes that
she has given us.

For example, she has shown us that between 1965

and 1969, 43.5 percent of the new physicians regis-

tered in the Phlhppmes were women. By contrast, 7.5
percent of thé U.S. medical graduates in 1968-69 were
women, and that proportion rose only to 11 percent
even in 1974. In 1971, only 10 percent of the clinical
specialists in our U.S. medical- school faculties were
" women, and*the proportion of women in medical prac-
tice ranged from about 20 percent-in ‘pediatrics down

to 2 percent in surgical specialties, averaging about 7

percent overall. Women M.D.’s in the United States are
conspicuously absent in the highest paid and, therefore,
the dominating $pecialties.

Further, a 1970 survey noted that approxnmately L

one-third of the pi'actncmg U.S. women physicians in
that year were: forelgn trained, compared to less than
one-sixth of the men practicing in this country.

" We do see some improvement ahead in these propor-

tions. The entering medical class in 1973-74 was 19.7-

percent women. In 1974-75 it was 22.2 percent. Total
enrollment last year was 18 percent women in medical
schools. So the propgrtions are increasing.

Why is it so important that the proportion of women
M.D.’s increase if women are to have an equal ‘oppor-
tunity to share in health care decisionmaking? Our staff

of reglstered nurses is, after all, 95 percent women, as .

it probably is also in the Philippines. By sheer weight of
numbers, women thus provide more than half the actual
Realth care given to all patients. The' answer in the
United States is a very simple one. Nurses are not
allowed to make even simple policy decisions about
patient health care in any case where a doctor is in-
volved.

What factors in the Philippines have brought about
this much higher participation of women at the decision-

kNS

- making level: that is, as M.D.’s? And does this greater

participation mean in that country what it might mead
in this country, and. if it were true, would decision-
making might then be expected to be shared in approxi-
mately the proportion that women qualified as M.D.’s?

As Dr. Asanza has shown us, the higher participa-

tion of women is partly due to her nation’s need to

utilize all its human resources in enhancin'g the quality
of life; and partly because health care is a “tradmonal”
woman’s field.

But here, the difference may lie in the use that is
made gf trained women. We, too, have assigned the
role of nurse principally to women, but U.S. nurses-can
hardly be said to make major health care decisions.

" In checking a list of “expert witnesses” who have
appeared at ‘sgme of the Congressional hearings on
health care legislation over the past three years, I
found the list to%e curiously devoid of nurses. Indeed,
there were only two women physicians that I found in
going through™about seventeen sets of hearings. And,
of course, the legislative health care decisions made in
the United States are made by men. Only 3.3 percent
of our Federal legislators are women, and there are
none in the Senate. .

Dr. Asanza suggests_that the long heritage of Fili-
pino wonien prior to the commg of the Spaniards may
also have been influential in the participation of women
in decisionmaking positions. While this may be true,
it seems more likely that the 300 years of past Spanish
influence led by the male-dominated Catholic church
and the military probably would be a stronger in-
fluence. -

We may also be ‘misinterpreting the meaning of the

statistics from the ‘Philippines to indicate more par-
ticipation in decisionmaking than may really exist.
She has shown us certainly that women are widely

involved in the delivery of health care in the Philip- .

pines. She hasn’t told us as much about the’amount of
decnslonmakmg that takes place, below the tep two
levels in the Department of Health, which are posts
held by men. She has not fold us what. proportion of
division chiefs are women, nor of sectionheads. She

did tell us there are two women project ngrectors but
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ahead of U.S. women as participants at’the decision-
- making levels inr‘health care. We do show some signs of

160
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out of how many.total? So perhaps ‘the sxtuanon is not

as truly equal as it:seems.
But even if this is so, Filipino women seem to be

progress. Some of our sex stereotypes are changing.
Certainly more women are entering medicine and a few
are moving into the highest paid specialties long domi-
nated by men.

D\ Filipino women make up a substantial pro-
portion of surgeons, or are the medical and health care
areas where women are most likely to specialize those
that are lowest in pay and lowest in prestige, as in the
United States? These are all factors to examine if we
are to try to provide the women engaged in health care
in any country with equah.ty of opportunity for decision-
making. .

What can we emphasxze in the Filipino expenence
to carry into our own efforts to include more women
at this level in this country? I suggest the most im-

portant thmg to be emphaswed again and agam and
again is that we can no longer afford the wasteful:
luxury of failing to utilize the brain power of half our

" population+—talented, competent, “trained persons of

-both sexes are the wealth and the promxse of every -

nation, not only in health care but in all human en-
deavors.
No nation on earth mcludmg specifically the Umted
States, is wealthy enough to waste even g part of the
ability and'training of half its' population.
The decisions are much too difficult and too complex

" for men to handle by themselves. But this truth is less

wxdely understood today than it was even in our
pioneer days. Women stand ready to share again the
hardships, the hard work, and the dedication. We are
ready also to share the responsibilities of decision-
making. Gradually men are recognizing how easily such’
burdens can be shared. The world doesn’t collapse and
they don’t’lose effectiveness. We women all know that.
But we must help.them as; .they learn that truth as well

Table 1: Applicants and Admissions to Medical School By Sex for Selected Years

. Men _ Women Women as
| - "o
First-Year Number Number Percentage Number Number Percen of To
s Applicants  Accepted ~ Accepted Applicants  Accepted  Accep Accepted

1929-30 13,174 6,720 51.0 481~ , 315 65.5 4.5
1939-40 ~ 11,168 5,890 527 632 321 50.8 - 52
1949-50 23,044 6,750 29.3 1,390 400 28.8 56
1959-60 13,926 7,968 572, 1,026 544 -53.0 6.4
1966-67 16,554 8,267 r 49,9 1,696 856 50.5 9.4
1967-68 16,773 8,718 519, 1,951 984 504 10.1
1968-69 19,021 . 9,116 47.9 2,097 976 . 46.5 9.7
1969-70 22,176 9,536 43.0 2, 289 1,011 44.2 9.6
1970-71 22,253 10, 203 459 2, 734 1 297 474 113

Source: Women in Medicine, by Marjorie P. leson, Unpublished paper from-The Conference on Worhen in Science and Engineer-

ing, National Research Council, June 11-12, 1973

Y

Table 2: Woman Students and Woman M.D. Graduates in U.S. Medical Schools for Selected Years

’ Woman Students: Woman Graduates

o. of U.S. Total - % of Total M.D. . %o
Year Med. Schools, . Enrollment No. Total Grads. No. " Total
1914-15 96 14,891 592 4.0 3,536 - 92 26
1924.25 80 v 18,200 910 50 3,974 204 5.1
1934-35 77 -+ 22,888 1,077 4.7 5,100 207 ' 4.1
1944-45 77 R 24,028 1,352 - 58 5,136 262 5.1
1954-55 81 { 28,583 1,537 « *+ 54 6,977 345 - 49 .
1964-65 88 32, 428 2, 503 7.7 . 7.409 503 - 6.8 ]

Source: Women in Engineering, Medicine and Science, by Vera Kistiakowsky, The Conference on Women in Science and Engineer-
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Table 3: Applica'tibns, Enrollments, Graduates, U.S. Medical Schools, By Sek, 1968-69—1973-74
YEAR ~  APPLICANTS FIRST YEAR ENROLLMENT TOTAL ENROLLMENT  GRADUATES
Total Women % Wom. Total+ Women % Wom. Total+ Women % Wom. Total ~Women % Wom.

1968-69 21,118 2,097 9.9 9,863 887 - 9 0 35,833 3,136 8.8 8,059 607

1969-70 24,465 2,289 9.4 10,422 948 37,690 3,392 9.0 8,367 700

1970-71 24,987 2,734 10.9 11,348 1,256 40,238 3,878 9.6 8,974 827

1971-72 29,172 3,737 12.8 12,361 1,693 43,399 4,690 10.8 9,551 860

1972-73 36,135 6 000* 16.6* 13,677 2 300 47,366 6,082 12.8 10,391 924
1973-74 8 14,124 2,786 50,716 7,824 154

Source Minorities and Women in the Health Fields, Burean of Health Resources Development, Public Health Service, May 1974
* Bstimated + Includes repeaters and those who re-emcred
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) Table 4: Percentage Of All Physicians In Vanons Spedalties Who Are Women ,
™ .

Specialty 4 % Women E Specialty % Women ' Specialty % Women
Medical (total) 9.0 : Surgical (total) 2.4 . Other (total) 8.9
Allergy , 6.6 General surgery 1.0 ' Anestheciology 14.0
Cardiovascular 2.8 Obstetrics - Neurolo 6.9
Dermatology 7.0 Gynecology 6.9 gccupat 3.1
Gastroenterolo 23 Ophthalmology 3.2 ology 11.6
Internal Medicine 5.4 Orthopedic 0.5 - Lr{{ 12.5
Pediatrics 20.3 Otolaryngology 1.0 Physiee.l ed. 15.2
8.0 Plastic 2.7 Preventive Med. 12.1

General Practice 4.2 Other surgery 0.4 Public Health +18.5
e Radiology 4.8

Other 74

[

Source: Goals for Women in Science, Women in Science & Engineering, Boston, Mass., 1972
. ¥

Table 5: Percentage of 21l Physicians in Various ?rofesdonel Activities Who Are Women

. . Office based Hospitdl based’ Other '
Specialty . All practice : practice activity :
S B 5 & 8 Bs

pecialities . o -
Surgical Specialities 2.4 2. - 3.4 3’ N ”
Dther Specialities 8.9 8.1. 9.7 8 O
‘TOTAL 6.7 4.6 '10.5 9.0 “hens

) | o .
Table 6: Distribution of Physicians Among Sp'eéi’j],ty-Gronps, By Sex, Dece 31,1971

. W Numll,aﬁr of W " Perc;rlnlt of ' MNungegof . PeretmPh yntxe.ifms
. omen Physicians omen Physicians = en ymﬁns en

Specialty Group in Group ;.*; in Group . in Group !4 -in Group

Total 22,5634 S 1000 : 296,136« - 100.0
General practice 2,462 10.9 . 53,896 : 182

' Intemal medicine 3,242 . 14.4 . S 54617 184

855 3.8 C - 69,154 - ' 234

Obstetricq/gynecology 1,421 6.3 18,349 6.2
Pediatrics : * 4247 - 18.8 15,671 53 -
Psychiatry 3,209 . 14.2 21,241 7.2
Radlology \ 754 - 3.3 13,585 . 4.6
Anesthesiology 3 . 1,655 13 9,902 33
Pathology o ~ 1,435 . 64 - - 9,471.. 3.2 o
Other 3 283 . 14.6 30,250 10.2 -

d-Excludes 4,471 physncnans (481 not classified, 3,539 Inacuve, and 451 address unknown&
eExcludes 21,653 physicians (3,048 not classified, 15,849 inactive, and 2,756 address unknown).
Source: Specnal Tabulations }rom Physician Records, 1971 American Medical Association.
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~~Attending Pediatrician, Liricoln Hospita {g :
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Dr. Asanza has gtesented a comrincmg case {or the
- preservation of tradition where the
_ BXeater equality among the membérs:of a sojnety than
" would otherwm’e exist: At-would seem “that thé ctistoms
of the Phnl ines h@ve. enabled. wogieinto. achieve a
" higher sta

" except the socnahst ones. The wom _
. percent of “the total, six times that of P;
four times that inthe Umtegil ta
* fortunate fact of the resistance’ of thé"‘.pﬂé‘ogle

" Philippines 0. colonization,_ by.sthe- Spani'érdé and by .

“the US has ‘indeed helped’ to"’rnamt'a;
~ women s roles as equal membePs*of '

Our own experience 'as a naﬁm *Stm§g1mg for sur- g

vival has bgfi somewhat differexit. '
Puerto
Spamards for four hundred
shad achie ed qur greatést degrée o : autono'
imperialist% posmon tQO.l? wéce occipition: by
llJmted Statés. ¥ .. - " i ;
% An mtensxﬁed exploxténon éffecﬁn the/ ‘eco nomlc,

soclal\and .cultur aspect& of our; l{ﬁes then began ‘to

‘an

«determine:our cop ‘as+4 peq I’e ‘Deersionmaknng for
us has -thus mlted to safe; cﬁunescence or to
dangemps re: afrce to the cc;lomal constgaints, [t is,

efage, anly iri-the, contex&df qy_ elves as a direct
. colony of :the Urnte §tates 5!15;? an describe some
; aspeot’E df hEalth care that siime tg: lastrate women’s

. -’ﬂirdtl‘ihout 'the' deséﬁption, a8 -P?share experiences
as a student ,ﬁuf teacher at; sthe Mediéal School of the
niversity of° Puerto RICO, I shall attempt to address
.the questions:
. *<Ahom the decisions?
- . =In whose interests are the dedisions made?

It is clear to me that it is not enough to speak;
women’s voices must cry out for the soelal changes that
‘will guarantee rights for the majority ‘'of women and
- therefore, for most people. If we speak for. privilege, be
(it our own or the tuling men’ s, we shall surely be
drowned out bﬁthe clamor of out marching’ ‘insters

Medical Educatlon and the Health Services A

“ In 1950, a med:cal school was established in Puerto

L "

dltlod ‘means
‘nated in the establishment &
:'" which allowed the free flow of people fre

Mo another. The emphasis of the system was on pre-
fpgntive care. Community based health centers with well

‘ag- physxcxans than”in any. other nation

Rico, suffered an i tense’ eotomiagbn by the . -

the .4'-'

.- ing some of the:problems faced by the medic

Rico with the mandate to i
population. The long tradi
two-thirds of the people b

| medical care for
nment hadd culmi-

facilities that. were regionalized, compi¢hensive, and

veloped ambulatory care programs were built and

W\c. integration of social services ‘with health care needs
" attempted. : L

Side by_side,.or shall T say, back to back, there were
private facilities serving the ‘more affluént one-third, of

- the people. The amount of mobney available. to the
" private sector was three times that for the.public system.
- The e)gstence of thiese two systems and the contra-
~ . dictions engendered by this paradox between the na-

tional interests and needs. and a superimposed social
. organization which is nqt desngned .to serve them, is

typical of the Puerto Rican situation. &)
Thus, while a medical school was ‘established for the

_purpose of training us for a public system rooted:in the

philosophy of preventive medicine, the same school was

- patterned after’ Columbia College of Physicians and .:

Surgeons in New York with its rigid traditional cur-

riculum. This school ‘has receatly graduated its twenty-

first class. Since 1950 it has gradually increased from
S0 to 120 students of whom 26- percent are now
women.

The dlﬁerence which this has made in terms of health
care for the people and in terms of the overall stfucture
of the health hierarchy may be inferred by eénumerat-
'school
and the public system it should serve, These pr%blems
are very sxmllal\“to those in the Umted States They

fol!pw

1. Most graduates congregate in, the metropohtan
areasy mainly San Juan. . .
2. Eighty-five percent or mowpecrahze and con-
sider themselves “overtl‘alned” for rendenng
- primary care.
" 3. Through time the., 1ncreased enrollment has -
vdrawn morkand more stbents from the upper

e

jork of health care

one facility .

S

ists % serve the 163
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and upper middle-class whose values are often

% inimical to those of public service.

4. Fifteen percent migrate to the United States -
“where they seldom work" wherg‘. the people live
. who -constitute the dtrely underserved half of
our nation that is here.

5. The policies of limited enrollment force a

“‘yearly exodus to Spain.an tin America of a
&% number of studeqts twice as large asigige num-
£ ber admitted. Just as the-U.S. shows a singulaj
: inability to train, its own people while i
- porting phys1c1ans —from. the - llé# World,
Puerto Rico is now also importing"a growing
- number of other Latin American nationals.
These are serving in many- of the primary care
centers of the island while the graduates of the
University of Puerto Rico remain in the more
prestigious positions. .

6. The values inculcated by the school are at
" variance with its avowed commitment to func-
tion within the framework of preventive medi-

~ cirie: Technical-excellence is stressed, ab|l|ty

- to make money admired.

7. Today many of the health centers which were
truly the backlynpe' of the system are barely
staffed.

Because the conditions described are‘ 'similar to those

of many other countries I wonder how many of ‘these
problems are also faced by the Philippines. I under-

T, stand from Dr. Asanza, that they lose 30% of their

doctors to the U. S, “and many other health workers
also

15-\"'
S

The Position of Womén e
" An examination of the position of women within

. these problem-ndden systéms of medical education and

health services shows that it is simiMsgto the one we
hold in tHe US. Women- health wm‘ke re over eighty
pertent of the total yet or bout two percent of the
top echelons of doﬁb Pﬂ .

aries, or administrative officers.

Although nurses are often the most stable and knowl-l.

.edgeable people in the primary care centers and.-as

such often make decisions as to patient care, thefc/role

~ has never been sanctioned. They do not recq,ve the -
-training nof*the nghts to make the many, deg

eisions that

they miSt. They are trapped in the diliph#l of dedi-
cated workers who clearly perceive heal¥i§€are neéds,
but are not provided the equipment to Erve them If

any.thmg, time has eroded most of the autonomy of
nursing. Public health nurses and nurse-midwives are

. -more and more hecoming ass1stants to doctors in-the
institutional - setting.

The mass of the health workers receive salaries which
are gight“to twenty percent of, those earned by, the
salaried hyslmans

In thi equitable system all women are affested as

" health' worKers and as patients.-Even thosé who as doc-

tors are close. to the top of the hierarchy are condigoned
or denatui‘ed by. the lack of equality that is bmlt in.

" the criminal.
~ women who wou

rs,” health department functien-

The feeljbngs of ang and frustratlon of even the.
more privileged young women who are medical students’
are very strong. Several years age we held a women's -
faculty and student meeting to plan for increasing en- .
rollment and retention programs. From a staid begin-
ning, the eetmg qu1ckly assed on to an emot|onally
charged seligion as one’affer another revealed her pain

at the assaults our womanhood and the sur-
vival process which forced us to cut offyour empathetic
feelings about patients“'and fellow workers. Some ‘con-
fessed to attempting hd& tment by appearing as un-
. feeling_as the jed,.perhaps the most destruc-

~ tive of all paths as i ~uwolved much denial,

Some recalled that 'the .medical school Tecture on
abortion began With the remark that -ebortions could
be classified as crimjnal or medical and {face there |
were few if any. medical indications for abortion, thus
the discussiort would ‘be limited to the complications of
féw derogatory remarks about the

stupidly risk abortions then fol-
lowed. ‘A poor *preparation indeed for those who as
interns would admit several wolnen daily who had
taken those veky same risks. We were certainly little
inclined; or able to identify with our fellow women or to
begm to [reallze the need to struggle for truly pre-
ventive) measures.

It cerfainly seems that medical education and . the
health c¥re system.lack the perspective that women
workers and wome# users caggsbiirig. It seems equally
certain that the ective requ fés a thorough restruc-
, turing and democWtization of the dec1sionmak1ng,
process ‘for- that process to be operative.

This last becomes cléarer as we examiné’ the Puerto
Rican expenence},thh population control programs. It
serves as a clear illustration of health care as an instru-
ment-of social policy- and, therefore, an argument for
" the need to restructure at the palicynfaking level. The
sharlng of this ;experience becomes: very timely .as the
p0pulatiq control programs becomes more strident in -
their propaganda The Family Planning Digest of May
1972 ends an article on sterilization titled “Simpler R
Methodg Boost Public Accepgance” with the statement

**that “As U.S. profess10nal itudes change,_it i i-
ble that we may see steriliffijion become as impogant

in family planning in the .50 States as it" already is in
Puerto Rico.” HEW has most,totally funded the
population control programs ift Puerto Rico for several
decades, it may be useful to look at what may be in
store for an increasing number of women in ghe United %
States.

The full scale program of population control in
Puerto Rico begins in the mid-forties with the indus-
trialization efforts that established much of the light
manufacturing € island These concerns egploy
mainly. women. So0n stetilization by tubal ligation be-
came - the principal moda“llty of birth control and was
oftered free of cost throughout the government centers. -

As of 1968 over thirty-five percent of Pue ican’
women of childbearing age were already sterilized.?-
Still the ssterilization programs have been steppecl up,

<
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and as
of the people increases, have taken on a frantic quality.
-Dr. Antonio Silva, Assistant Secretary of Health for
‘Family Planning recently stated that 5,000 women
" were sterilized last year, and that we may 1 ‘=forward
to 6,800 in 1975.

... What makes this incredible program possnbfe is' the
full cooperation of a colonial government
réality of the women’s position within the colony. At
‘present women are thirty-five percent of {fige®total
salaried work force and forty-eight percent those
“workers.. engaged in. mdustry -The development
_opportunities for women:in a country with unemploy-
"ment that has ranged from 12 to 30 percent even after
thé mass migratioh.gf approxlmately one-third of its
_people, has had préfound effects on the structure of the
‘family. The need for subsistence, the lack of chilg-care
facilities, ‘schools, socigl services, abortibn rights, hous-
ing, and other elements to support family structure have
~driven many a wo to seek sterilization as a palli-
ative. Many were 4Bt told that the procedure is
permanent and fully one quarter exhibit regret.

The important point to underline is that women were
not and still are not involved in these decisions that
determine our personal and national future; these are
made by. the ru ¥s of the United States; the U. S. cor-
‘porations behind the U.S. Government which fronts for
thedlt
o In r_esponse women are fighting back. Many of us in
and out of the health care field are reaching certian
conclusions as to what it will take to organize our
varioys sectors. We are gaining experience in struggle:
The recently constituted Federacion de Mujeres Puer-
torriquenas is a sign of our recognition of the need to

S

s

i economic crisis deepens, and the militancy

d the ~

B

job.

omen, housewives and students around

' a plogram of equal rights.

ba, curiously absent from this conference, has

. shown the way by developing a health care system that

serves all of the people. Most nnportantly, it is a
system that through the mass -organizations incorpo-
“ rates the people themselves into being providers. We
are very close to our sister republic, despite U.S. efforts
to- isolate us, and we watch with interest its struggle
against sexism, surely the most effective as yet seen in
Latin America and perhaps the world. Its beacon shines-

for all Latin Americans, no blockade can dim it.

Many of us are expanding our consciousness-of how
United States imperialism affects us and our sisters. We
watched with horror its intervention in Chile where
the model health care system is in shambles and our
courageous surviving sisters and fellow health workers
are still in the torture chambers.

q% ur understanding gsthe nature of U. S. imperifftism
gro s day by day as we organize to end sterilization
abuse, for family planning within the context of com-
prehenswe health care, and for an end to‘profitma
in the health system. All this converges on our struggle
for full national liberation. : o

165
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I wonder how much of our struggle “for national

liberation is shared by the people'of the PhHlippines as
it seems to me that we aré fighting a common enemy.
United States imperialism is the greatest enemy to the

health of the world’s people today oo T
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~Fam deeply honored to be the repreSentatrve of Con-
gress at this rall-rmportant conference. As one of ‘19
“women in the Congress and as the only Congresswoman
_serving on a committee having jurisdiction over health
legislation, I am following the work of this conference
very closely and look forward to assimilating and shar-
ing with my" colleagu%s the vast wealth of information
which is presented by all of you.

. My interest in health is deeply rooted. As the mother
of four children, I have been the “organizer’ of my
family’s health care system, so to’ speaj§.

. Certarnly, fio health care Zegislation should be con-
sidered -in the Congress which does not address the
special needs of women nor weigh very thoroughly its
effects on women. Women represent over half the popu-

- lation of the country They are the largest consumers of
health care, averaging 25 percent more visits: er year; to
a phyge ian than. men#This figure-"would: be greatly
increased if visits to a pedratncmn were to be included.

. Women take prescription drugs and are admitted to
hospitals more fréquently ‘than meti? Despite these
figures, the health care delivery system is dominated by

- male: phys;crﬁus and the health care coverage offered
by . the prrvate insurance industry favors men over
women.’

- T would like to share -with you some thoughts«:on—

..cerning the dual roles which women play in héalth care

‘,,.‘?ﬂrst as recipients -of care and then ds providers of

3.'\

tw”\’ ~ -~

women in these roles.~

Perhaps the ‘most far-reachrng ﬁ‘ealth,matter before
the Congress is that of national healt
years, our ‘national health bill hgs nearly doubled; in
< ‘14 years, :more than. .quadrupled; and imr the 24 years

. mcare—and the legrslatron before Congress which affects

$urance. In six-
elpployees In

before the Congressf ‘'The Subcdmmlttee on Health of 167

the House Ways and Means Committee on which I .
serve will sodn begin consideration of these measures.
Though each bill offers a different approach as to how
such a s should work, common to the considera-
tion of each of these bills must be how they will cor-
rect the 1nequmes facing women under the present
private health i ce’ system.
The coverage WHered women by the private health
ance mdustry “discrisginates against women in
m
erage for the health services women‘need most. -
-Through their coverage, health insurance companies
penalize women for their necessary physiological role.
The two most glaring inequities relate to the lack of

gequate and equitable coverage for pregnancy and

necologlcal needs.
Private insurance companies’ often charge ‘'women

higher rates. simply because they might become preg-

nant. Government surveys have shown that men and.
women lose almost the same amount of time from work
due to acute disabilities—including the childbirth and

. pregnancy complications of women. Why then should .

women- have to pay higher premlums?

It it standard procedure to make maternity benefits
optional, requiring higher. pre
often will not pay. the extra amount. Even when extra

giflms, and emplpyers -

premiams are paid,-a woman must be enrolled in most )
plans for ten months before she is entrtled to any

benefits.
In some cases; female employees are denied matermty
benefits on as favorable terms as the spouse§ of male

Commrttee, Ms. Barbara Sgack of the. American Civil
"der some health’

s

testimony before the Joint Economic .

ways by limiting, if not completely denying, cov- r

%

P

Liberties Union. poihtgd out that’
ura.dce plans, maternity cov’é ‘9’ djffers from woman »3’
t woinan, depending qp her employment status. Under;
Qﬂ"&e plan, female emgoyees were eligible to regerve
‘ matemity’benefits amounting to a flat rate of e days "
-, of Rospital care and cash benefits of $300 for surgery
- -and medical costs. The Me plan permitted %d
male employees up’to fen: ‘days of hospital care
maximum of $100 in medical expenses' It is only fair

g since’ 1950 increased by .almost nine-fold. Our prob-

plems in‘the maldrstgbutxon of, specialities among phy-
sicians and the geagrifpbical maldrstnbutrorbof health
manpower are well knan The Tancial leverage of a
national health insurafice system offers the real post
brlrty of wsing financial incentives to promote eﬂicrenﬁy
in health care delivery ind to redress the unéven’
‘ allocauOn and distribution of health resourcw in

"'-Amqnca -

, -~ - :
. ‘There are several national health’ 1nsurance bislylsj ' _o point out that thrs partlcular srtuatron under this

- o lﬁ" B . - > s b * .o eals
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parucular plan existed two years ago; it may not now

hagase. However, it-demonstrates the point _that
efindeed treated differently under the -various
¢ plans, depending upon' their marital

ventWe ‘care ' ‘women. ‘Almost 11,000 women die
each yeat as a rﬁk of undetected ccrvrcal cancer. In
‘many instances, these aré needless’ deaths. The treat-
- ment and cures for. uterine qancer- tq ifs. early\&stages
- have been known for yéars. The’Pap|smear is a rela-

- L'l

—-__tively simple_diagnostic- proceduremdwcan readily. de- - -
termine whether a woman has’ oris-developing cancer )

of the uterus ot cervix. And yet, only a small percentage

of American women actually receive this test each year..

" This can partially be accounted for by the lack of edu-

68 cation on the part of American women. BI?economrc
‘e reasons also impact heavily upon woman’s decision to
s':(:ewe such a test. Many women cannot afford to pay

S or more for an annual check-up with a gynecolo-

" gist. Though such a visit is preventive in nature, its -

ééoyerage is ©ften exempted under private health 1nsur-
~ ance”plans. -

The Congress has’ already enacted legislation barring
discrimination on the bgsis of sex in the aréas of em-
ployment, educatjerand crovjt. WeSnust extend these

i\nclude in any national

terms and conditions of coverage based on sex.

In addition to the probleifis women face as recipients
of healtl services, there are problems facing women as
i of care—the problems of women health pro-

>

4 need to eliminate sex role stereotyping in medlclne, and
second, to- gpgrad'e the professional status ofgthose

health pra

_ 1sions, ¥ tmlcally have been id®Mtified
o With womeld - i g

vseek_ a more_ 1mportant
n for nurses as well as

seeking: of women physicians
and hol priiels: Al three-quarters of
the natiok oune Tgheady are women

e issue, thén, s one of’statu

)~ The' Federal Government is. dires m
palter through Titles VII and VIII of the Pubhc ‘Health
Act which govern health manpower m
respectively. Let me discuss briefly two "ty

ajiing Atts' of4975. :

. " " Both seek to extendﬁd expand exlstlng programs

. The nurse training bill been approved by the House

s 5%' Senate-and will soon be considered by a joint con-
gnee committee. The - -manpower bill is ready for

action very soon. :
The Federal Government has been fi
ucation’ srnce

mg grsmg
to meet a

p have been\br adeRed and instead

t‘ﬁly seck

P |€e" actual health care needs. | ° ‘
nt system, is inadequate pre-

" States are female,

fons against unequal

Congress—the Health Manpower and Nurse'l 1

r consrderatlon in the House and. wnll be scheduled '

56, -initially in )i
shortage of nursc&s; Recently, howE the #bjectives - -

- awarenes

expand the output of the, nurse training assembly line,"
we are trying to develop new professional skills and
roles for nurses. The old ‘idea that nurses are merely
physicians’ helpers' must be ended. :

The nurse bill before Congre$s proposes to ‘spend
$558 million over, three years forgnurse training, '$22§

§nillion of this specifically earmarked for programs to -

upgrade the status of the nursing profession—advanced
clinical specialty training, graduate degree traineeships, -
" nurse practitioner programs, and other special projects
Iam pleased wrth thns blll and ho;ﬁ'.r the Presrdent slgns ‘
“ftintolaw.” N
I must confess, however, that I do’ have soge reser-
vatlons about the manpower bill beglnmng wnth 1ts
name!

Only seven pe

of - the physlclans in the United
rtually the worst record in the
Western World. And at the medlcal admrmstrattdn_ ‘

) lével, the record is even worse.

We have seen some progress. In the 1969-1970°
school year, women comprlsed only 9.2 percent of the
"entering class in the nafon’s medical schools. Last year,

- women comprised 22.2 percent. This is progress, but
obvrously, we still have a long way to go. :

" Sex stereotyping cannot be abolished overnight by
Federal edict. But Federal action can contribute to the
lution. The increase in the number.of women., medxc‘
ents came precisely during: the period in" which
EW started to enforce its non icrimination require--
ents. I am somewhat cautious a ut demanding that .
‘we go the “affirmative action” route 'in medicine, a path
always fraught with the perils of backlash. - .

However, presently under Title VII Federal funds are °
authorized to promote ipedical education’ for minority -
andrdisadvantaged students. A srmrlar eﬁort ‘should be ¢
made on behalf of\wom

#ew-Gther reservations about the*lnanpo s
bill. Under this leglslatxon,"the physician assistants. pro- ¢ ¥

" gram could conﬂrct or: cofmipete: thh the- nurse prac-
titioner program Furthetpighe fact that most nurses are’
fefnalé” and that most physigian assistants are drawn
from the ranks of male former militagy medical corps-
men,‘means*t the Fede@ﬁovem‘l'ﬁ’bptfmay actually~
be erttouraging sex stereotyplng

Still, 'my brggest cdneern about the magpower bill is
its lack of propét attention to the problem of women in

7, -medicine. It isn’t so much that the bill is adversalito the
"interests of women, but rather, ;tat ‘the bill is neutral

on the subject, and that simply ish’t ‘good enough.

In the end, the problems of women as prqviders and -

* women as recipients of health ¢are are'merged. Without -
more women, making major- medical policy deg)sions,
g making key patient care " dedisions, the néeds of ¥
womgn patients will never be fullygg otected

s hope that ’ﬂlrough such vehicles alighis. conference, o
we can, ase public awareness of Hese issues, an
t will extend to th ' halls of gongress

P
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There is a certain presumption-in my task this morn-

ing of summarizing this rich and exciting conference. I

have' heard from many of you, speaking formally and

1nformally, as individuals and in groups. But I certainly
¢ Jzﬂannot pretend to represent a consensus. And in any

“caseswe mu
& “heard has filtered through my own set.of interests
: and concerns, my own personal bias.

" T will begin, therefore, at a personal level. As I sat
down vogy, late last nnghtam collect my thoughts, my
overwhelmlng impression was of our fantastic unity of
purpase. In thost moments when we have,tilted into
competition with.or isolation from each %other, the
spectre of the present functioning of our medical care

.system has quickly brought us together again. And' I
for one am very grateful to have mét here with you—
some old fr@ls some Hfew friends—to h

again of the wonderful potential of womanpower.

What we have heard from our sisters from gboard

. documents Barbara Ehrenreich’s opemng comment that .-

we have no where to go but up. It is not onl that
women are the great majorlty of the underpad a%
powerless health care prowgers in the U.S.; it i Ptheg
g very nature of opr present institution of health care: thfat
bnngs us together’ For despite the commonly heard’
ayowdl that we have a “non—system”, it is clear thatuwe
are now workmg,lq a tlghtly €0

wn misfortunes., A‘nd it - ‘really is“8 medical care

attend to.the health needs of those
S % ,this:'backgt;pund, what we have
i¢gd abd’ut Ifhi nations gives us some-glues abopﬂt
e Witk we must do toward our shdred gals..
sBefore I try tc*list some of those goals,’ T woukl like
to make some gengral observations about meetmgs of
swomen health workegg. Maey Daly, the theologran has -
.mbserved that the ufvhrsd‘”oppréssnon of women stands
~as a prototype an when wé understand, in the
. gut, the nature of th resgion we are, open; 3o a
“sense of empathy ,,P’empl" "Who are oppressed.c:
Yesterday. Ruth Sidekisii othe :
' good for women is gépd" ogie :
, after all, supposed-ito be talklng.
dlthﬂS of our o work—but from {he mo the::
conference opencfit was clear that our pnmary ‘con-
cern was to be the Welfarf{ gf our patlents and. the na-.

' 186
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acknowledge forthwith that what I have -

ave shared
common concerns apd support, and to be reminded -

lled system based on. -

competmve individualistii ,and proﬁt‘d -which m.rntams'____
er, at least in part, by blammg' its . victims for, . * -

0 oi‘ we have sald qver and ‘over again that we -

ture of the services that we provxde for them. We are .
not predom1nantly int®ested in getting a “piece of thee

' profit-and-power pie” for ourselves. We are desperately

concerned about work settings, roles, and job structures
that prevent us—and the many health workers, men °
and women alike, who are not represented here—from 169
providing humane, ,competent, caring, responsive ser-
vices that promote heajth. When we have focussed an
work issues—salaries, self-determination, full utiliza-
Hon of skills, inservice educatlon and upgrading, collec-

tive bargaining, evaluation of | perfonnance by recipients

of care, and an effective voice in policy—our intent has
been to create work settings that would enable us to

.. provide good

These are spme of the goals that have concertied us:
© Because wf know that those who do not have access |
..to health information are handicapped in their efforts”
:to maintain and promote their own health, we want
to share our heglth-related knowledge. with layfolk v
we heard a waH rful account of hearth educatlon in’
Cameroon, - :
Because_we:: “knowledge that the g'reatest propor-
tioh of Tealth “care is provided within families—by
mothers%and ‘daughters and; we ho fathers .and
sons as well——we want to teach ou egiving skills
in-a ‘Mmannér that wifl decrease dependency on lm-
personal professioal services.
Because we believe that it is obscenefé? anyone to.
-make great: pensonal ﬁroﬁt through earnings or in- -
vestments, ‘in’ ~t}@ syffering of the ill, we want a-
- national policy that prohlbrts proﬁt-makmg in health-
care. - *
- Betause we have seen that Mtly ,medlcal services
can destroy famrhes b\ge, want pubhc ‘subsidiés that
lguarantee‘ the -access to all $€rvices for all citizens.
* Because W& wa)en know wi it is like to receive
health care sefVM&tfrom ‘and alienating pro- .
> viders, > want citizen grouj 9 have a determining
voice in"thi selgction of hedlth’ Care trainees, mclud. s
ing physicians, on ‘the basls, f, demonstrated’ ahi
to provrde empathetic care; gkqhave heard abouto
model for this processy: my'inar : B
Because we"know about"'f an*done to our slsters
and others, inf*the U.S. as well as in° Puerto Rico, as
-"the result of igresponsible experimentation, unsafe . -
dical device$tand, drugs,;g}i unnecessary_surgery,
we”'Want regulatlons that require fully informed sub- -
el and pal‘thlpati in de- -

ﬂ"’*x
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Because we have seen that p _"‘}?‘ing highly cre-
dentialed token women into showtase jobs sometimes
_ co-opts those women, and sometimes results only in
- token jobs, we want our cause represented in posi-
- tions of policy determination by women from our
ranks, empowered by our constituency: we have
heard of such Success from Australia. '
Because we. know that our training in health care-
does :not prepare workers for primary_care oriented
. toward the prevention of disease and the promotion

of well-being, we want to redirect that training, as

--we-have heard is-done in the ‘Philippines. - :
Because we have personally shared the discomforts
of inapproprigte and neglectful health care services

* for mothers *
redirect the manner in which that care is provided:
we have heard about such programs in Sweden.

Because we have learned that large bureaucratic .

agencies for health care delivery demand that work-
ers respond.- to administgatiye demands rather than
‘to patient™ngeds, we wdff¥health care work to be
done in smaller decentralized units that ensyre that

d their children, we especially want to '

homebased and neighborhood-center based care; for -

childbirth services for (revolutionary concept!) low-risk
pregnancies; and for support for the function of all
care-providers as teachers of ‘health-related knowledge
and skills:;” As with research, we women mighk even

__claim same reparations, in dqllar aggounts, for our.past

lack of access to funding for these and similar' projects
that concern us so deeply. Again, as a first'step, ap
advisory board of women who are. identified with
womah could solicit project proposals if HEW%were to
allot funding, . : @
- (3). With
has been .said, at this conference and-elsewhere, that
women identified with-men are not easily able to pro-
mote the causes that we have voiced at this conference
as common concerns qf'wo'men health workers. But, in.
fact, affirmative action programs have so far encouraged
- the hiring and promotion of women who have learned
.to identify with men as a survival mechanism, and who

«.are, therefore, the persons most acceptable to the male

establishment:"At a minimum, the following changes
have been suggested for significant affirmative action;
First, the use of rewards as the enforcing mechanism,

@eg_ard to._affirmative action_programs: it__

_ providers and recipients of care hiyve direct personal o o . , e
’“‘ contact’ with and responsibility to each other: we ;?ther ﬂ:m p.umsltlment, secondl; the con.s:l:lo;x%ecflfort-:z- f
e e sbow sl an scngement n Colompia, e 204, Eogete homen o v w7
inally, bec , . ) L ; LY
o Cthe TS %iga;if);?:l(;ilt bm:;:)m: nt wga:vi nste r::gs;nl: * and thlrd,‘thent*ectlve guarantee that' women hired into
. ; t"t"f*-reality' in po)llicy déte;mi nation. as is the male-dominated workplaces will not be punivhed - for
' case irli?ilssia, Fi l;lb.nd, and Poland. _ ::;:;gmthe concerns of tl'ie women they purport to
—I:fsgvzi;ega?e‘lia ! g(;?li: tth:l:y'are—i am 2;‘ optirpisctl My overﬂlelming sense of dur groﬁp, throughout the :
some imme diatepm:;m o : t?y’ “:. aved sohvollge . -conference, is that of .wonderful energy: energy di-
partment of He allt-;C B dment.a W ler:'C;; to the De- rected both toward working for change within estab-
artment ¢ » bducation, and Wellare: lished institutions, and towafd the imaginative creation-
(1) With regafd to research: there is an urgent need of -alternative health services that are both ipetent -
fqr research funding for projec?s directed to problems and éaﬁng. “This conference is one more: ber®Mmark in -
formulated by women and carried out by women and - the process of development of the: women’s healthti

until now relatively neglected. I have heard mentioned,
as examples, the ,problems of otcupational (or work-

moyetient, We will go forwa
our own. work as a loosely

R as individuals in’
amed group..1 have .

place) hazards; safe contraceptives for men and for

. heard talk about™sing the list of conference participahté*’
WomJn;'-‘ouwtlonal inability to promote-adequate ¢ k 3 2 participh
y

v ona’ 1n “to keep in touch 'with edch gther; about establishing a
/Dutrition b .dlstrlbutlon of the food we have; pro-  _ . women’s th lobby#’so that we can work more .
_ tection of our children from two of their greatest health .~ effectively¥ith the agehcies angioffices of the Federal _

kazards, accidents and environmental pollution. such ™ Government; about issuing our pblicy' statgment, asthe °

as lead PPiSP‘}iPS; special problems in women’s health”  ‘sense of this conferente, to be brought by the US, ™
such as vaginitis and'’ repeated urinary tract infections; %? -

. . e legation to the International Women’s Year meeting
and our massive natienal problem of intgrpersonal and i Mexico City; and about ‘Higeting again to share our
institutional violence. We recommend, as.a start, that energies, knowledge skills'"%z',rience- and suppd¥t of .
HEW establish an .advisory board of women health each ot};er“ ’ P R
workers and consumers—women . who arg. identified Our unity of purpose makes e believe that we will." .
with women—and throughfft.his bqard begin- td solicit  “"gyercome. We women are three-quarterg of “all health

*pmp\osals .for.th's non-traditional research. . workers; working together, we could ¥ansform our ..
. '(2) ‘Wltff rega.rd to programs: our hopes of dis- health cate system. We are the copsumers -in. nearly. "
Z{;:overmg or inventing models for the provision of decent two-thirds. of all visits to health ~pr8'fessionals; working ‘%.
and l_lumane lgea!th care sex:vices demand the support together, we could demand access to the knowledge'and %
of programs %\:se_d and directed by women. I have skills wé need to.provide: good care for ourselves, our ',
“#theard of plansWor health centers- collectively adminis- families, and our communities. And we are more
tered and controlled by a coalition of workers and _half of the population; working together, we cm
recipignts of care; for the exploration: of new roles of . - ‘transform our ‘society into a better place. for wémen
-+ health” workers in the provision of primary care; for  and men, young and old. . Lt
. o W - B LS
’ . 6§ #
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The Honorable Francoise Giroud

State Secretary for the Condition of Women
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The sltuatlon of women in the health occupations

immense and important issue, for it acts as a

an
‘ror, reflecting the state of a given soaety, showing
‘what place women occupy in that sociey, also, what
place women wish, consciously or not, to occupy in
it, and what place they coul@-occupy.

- I shall not deal with the gechnical aspects of these

‘occupations. Oghers here are far more qualified than I
am for this. Nanetheless, I must give you some infor-
-mation about thé French Public Health System, so that
you may understand in what spirit I shall speak after-
-wards of the partrcular position of women in this sys-
tem;

Practically all the French receive benefits under our

healtl“rnsurance which we call “Assurance-Maladie”.

They make modest monthly contributions which are de-
ducted front their salary, and to which employers add
their shagk This c8ntribution is compulsory. Students,
retailers, Craftsmen;/lawyers, physlclans etc. pay their
contribution directly. Recently, this insurance has been
extended to .artists and writers. In 1978 there will not
remain one Frenchman uninsured agajnst sickness. All
contributors * receive reimbursementi of flieir health

expenses, 100% of the important expénses and 80% .
of the minor expenses. They, neveitheless, retain the '

right to choose their own doctor and also to be treated
in a private rather than a public. hospital if t|

For all serious operations and diseases which require
modern and sophisticated treatment, publi¢: hospitals

are much better equipped than pnvate facilitjes to pro~
vide the necessary care. Patients in public ho pltals are g,

treated by the best doctors.
It is in the public hospitals that¥ from the third year

the seven year medical studies, medical students -.

obtain their chmcal training while continuing to attend

-invade their territory. They remain in a. sphexe.

case there are a limited number of candidates accqpted 171

and as they wish to gg up the scale in their career, they
must take more examinations. They may devote them-
selves entirely to hospital work and teach there as well,

‘or divide their time between the hospital and their

private practice.

" \'._\L,.g

_ Vis-a-vis the patrents I said earlier-thpt they could -
choose their doctor, whether general practitioneror

. specialist, Dogtors’ fees. are fixed by means of a Con-

vention with the Government. Some doctors” charge
higher fees . thdd others. Some private glinics charge
more than the ches which have agreed—ﬁke doctors—

gkZonvention«fixed prices. The non-Convention clinic
Mt pays the difference, unless he pays dues to a_
mal Health Insurance Fund, which is qu ite a co >
mon practice. " v ;

Why am I giving ”you these explanaf%ﬁ‘s

? Becaise

. they mean that all employees of public and private

hospitals are "paid according to Government-fixed
scales. This is also the case with infant-nurses and,
more generally, with all women in health occupations.
All thegg employ :gherefore come under the con:
trol of the Minister of Health who also has 0;#0 r?
bility for public day-nuré¥ties a, vérious s se
ices. At the present time, this Minister, excellent in all

res s, is precisely a woman who studied to be and
is a aglstrate I" shall, therefore, speak first of her
situation.

LIt is interesting to me that when, for the first time,
four women are members of the French Government,
their: n;esponslbm are limited to hospitals, children,
pris®érs and en—nothing, in short, that might
frighten men and lead them to think that woméh may
' "here
their competence has never been qﬁestlon #‘“ S

But*then, what is health, or rather, what” is |llness,
that women. shouldbe so attracted by the health. ¢ occit-

lectures at. niversity. After they have ﬁmshed the
studies, medici rdénts must write then‘d al thesis
and .thi§h they | ‘receive their ‘medical diplonfl As they
are then Doctors of Medicine, they can t#¥n become

practltloners and have their own private patients. If

they wish’to specialize, they must study three more
years,, If they wish to enter the hospltal career, '
must be selected by means of competitive examinations;

In this?"cont?xt, the term “selected” means that in any’

Fl

in these occupqtrons? One could say that dllness is,.
among other things, a state of weakness, of subjecﬁon,
which likens .the sick person to.a child, and which,
thereforé:~alléws a sort of protecting power to- ‘exert
itself over the sick. (When the patient is a man, the

=]

_pations’and that it should be so niaturaFgd:accept them , - ™

traditional psychological relatlonsh.lp between adult' T

<)\ ‘.’. . ) o .\.
£ o ~ : L
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_ - olden times has

man and woman is reversed, for, however young the
woman nursing the patient, he identifies her as a
mother figure.) ' .

In France, there are as many women teachers &s

there are men. It -is no accident that a considerable .

Rumber'of women are attracted to teaching as well as
health for not only can women exert their ;power in
this field, but this power is well accepted and perceived

_ as. a benevolent power, belonging to the natural order

of things.

One finds, however, inside the health. occupations,
the same sharing of theroles between men-at
the same distribution gs in ordinary life and

What then, can be noted if one examines
tion a little further? b |

Several paramedical professions arL exclusiji#ly prac-
ticed by women, some by tradition, e.g., the: ‘
. ome the modern midwife. Women
have alWagm?ﬂd chiarge of the care of the children, the
home, the sick. By becoming infant nurses, family
helpers, nurses, or social workers, they only reproduce

an eternal situation. That is, they only specialize, in- .

one.of their traditional functions. .

This weight of the centuries and of tradition is felt
even among doctors, as women are more likely to spe-
cialize in ‘pediatrics or gynecology than in cardiology
or gastroentesplogy, for example, although they are

_under no obligation to specialize in any given area.

One can not determine whether they do this becagi"Se'
they fgel' a true calling or because. they- think it will
enable them to reach a prominent position more -easily.
Both, I suppose.

There are other kinds of health occupations where,
- as in any other*field of activity, women are the men’sh<
. assistants. These include medical secgetaries, ward-
ssisters, or anaesthetists. This division~o&l

es in health

- occupations illustrates exactly the place-society assigns

‘themselves to a private practi(:e, whether®

~ terms. of ‘prestige or income. - -

to women, in both everyda; };ng,—grofessional life ds it
e My PR LR . e
‘restifts in the fact that tie*¥ast majority' of women oc-

cupy the bottom levels of both the wage and power -
. hierarchies. ) ‘ -
- As one goes up these scales in the medical profes-:

sion, ‘ane finds-fewer and- fewer women. The reason h¥

- that, "hére as elsewhere, it does not yet seem quite
* natural f8r a woman to have authority over men, as she :

would were $he the head of a hospital department.
- During their studies, girls .are treated exactly like

" boys. They_take the same examinations, and, atthe’end.
of their studies, they obtain’ the “same 'plomd?. by

which they may start practicing. If the this

point, .and even if they. specialize in o

top -

the countr¥y, they suffer no discri jon ef

Most_French . doctors have joined the Government
“Conventjop’y, This' méans that ghey have signed a

- contract “witlf ‘Social Security, which reimburses pa-
. tients. Their fees ‘are set by this centract,.and vary - -
" “#iccording; to the. kind of medical service performed,
_e.g., examjnation at the patient’s home as opposed to

I} i

- -A-few-years-ago,

. woman heads a hospital dep

: ‘Qg ivhom the trade fepresented ‘social promotion”
. Q.

~ therefore, much higher. Many young gisls still ‘become.

o A L - . v v, » tas

the physician’s consulting room, and the physician's
specialty, but the fees are, logically, the same for:
women and men doctors. o

There are approximately 60,000 doctors practicing
in France, including,.14,000 women, and the number"
of women medical students is incrésing. No specialist
studies are closed to women. The image of female.
physicians among the people is good; they are trusted.
There continue to be very few women surgeons. In
this field, patients show more reluctance in accepting
women. But this rehﬁgnce is slowly diminishing.

ere-was-a-T.V.-serial .about.a..
woman doctor in the country®vhich put the final touch
to popularizing the image of the competent, long-
suffering woman physician devoted to ber patients.

If women wish to pursue a career in public hospi-
tals, acquire diplomas, H@‘nors, become university 'pro-\
fessors and heads of hospital departments, things are
quite different than in private practice. Of 60,000
medical doctors, 14,000 are women. But, of the 2,800
“professeurs agreges” at the top of the academic quali-
fication, only 100 are women. While, by law, day nur-
series must be headed by women, one wonders why-—or
rather one does not wonderpwhy—it is so rare that a

ment. : :

It must be said that the French medi¢al world is
still dominated by a feudal system. That is to say, that
a very narrow but very powerful class of men, c 3
“les grands patrons” (the big bosses), who are m '
—no one denies it—great doctors, literally reigns over
their departmenty, composes the juries for the examina-
tions which ml_;;t be passed to progress in hospital
career, and posSesses an exorbitant power over their,
students. These “bosses” are a caste which, like all
r cgstes, tends to reproduce itself, and to transfer
r to its children. Thus, the majority of the.
“bodses” alillhemselves sons or nephews of “bosses.”
Perhaps in the future there will also be daughters ofj
“bosses.” . ’ "

For. the time being, however, the examination juries

" remain exclusivelg_compqsed of ymén who, all other

things being equal; ~automatically favor men i the

“ race fofidiplomas;that is, for the top hospital functions.

At the bottom of the scale, og the other hanq,\the:.
health roles are‘largely left to women. ¢

The consequences of the feminization of certain,
trages ‘are well known: bad wages and poor social”
status. In France, the consequences of this: situatien
are serious as we are particulary short of nurses. We

have" about. 150,000 nurses in Fragge, s umber, far
r to .deviteds - “below our needs. In the past, nurses were recruited

towy of in . ally. among .gither nuns- or young country

Studies were short and simple. Today thesé studigs have
become much:longer, and gow last 28 tnonths aft th&
end of secondary education. The recruiting level :is,

nurses by calling, out of liking for this work, bubfafter

an average of 5 years, they quit"Why? -~ -
In the public. sector, which isghe lar‘gw}_;g‘ector in
g s ]




France they consider, themselves ill-paid. They are
right. A beginner nurse earns about $400 per month.
-Then they .discover that they have no real opportunity
for promotion. Again, they are right. In order to pass
the certificate of aptitude to become a ward-sister, they
must have at least 3 years of expenence in addition
~to-their studies.

After a few years of experience, obviously, a nurse
feels she knows as much or even more than a young
doctor. The educational system, however, provides no

bridge to allow her to acquire a medicalr*)hmﬁ with-

—out-having to becomea student again fo ther seven™

years. Experience, what she has learne practice,
. counts for nothing,

Lastly, when nurses rﬂ!lrry and have young chil-.
dren, hospltals do not provide Sufﬁclent nursenes E
where they could leave, their - chlldren ‘while: worki gvf’
Besides, their working-hours; Whrch mehmg {iight _
and Sunday work, are’ Ancgn

All this is s:ausrng nurse
frequency and as nurses bed e fewer, harder is the
work for.those who remain, In some departments there
is only one nurse* for 20 beds. The shortage is even
greater, of nursrng-andes whg must undergo one year
o{;rarnmg and'do fio.nursing; at all.

- ‘fhere is alSo a shortage of" mfa.nt-nurses The infant-
‘nurse i§ a specrallzed nurse“who’ has studies one year

.Jn addition to"her regular nurses studies, and who as-x -
‘sists the pediatrician in all public services where he
(or she) works. There should be one infant-nurse per
100,000 inhabitants. We do not have one-third of this.
They are also ill paid. This situation of general short-
age has been vigorously denounced several times, and
has even led to strikes. The Minister. of Health is striv-
ing to change it. ' '

We also need family helpers and social. workers,
society uses growing numbers of them, ' and’ uses,” in
general, more medical and paramedlca1 people, for
obvious reasons, the first of which is the general rise
of the level of knowledge in the population, and the
popularization of medical information. The second and
most powerful reason, no doubt, .is that, as I have
said, medical expenses are reimbursed.

Every person under Social Security in France can
-even hay, f,a yearly, complete; fi¢e of charge medical

heck-up. The total budget of what we call “Social

curity” is: greater than the whole budget of France..
catmn of the scope of health ex-

=~ ‘Thus, -t is) h ore shocklng to have tq*say

that g situation 1s to B¢ found in the- h occupa-.
tionsWBimilar to the situation in all trades: ‘the vast:-
majonty of .women are kept away fronlnthe _higher

grades of th%hlerarchy, from higher wages, and fro?n"
posmons of ﬂecrsronmaklng power,

- Howd¥er, there is a subtle but not insignificant
ference betwéen women in other occupations. 'l*t
aguﬂerence is that women in health have a strong feel-
ing, and @must be said, a rewarding feeling, that they’
are necessary, that they are useful Useful not to the

[
A.J

- theyx
‘bei

e

.,‘

tible with f; e
ve: up th?-lcmmg o

-information, knowledge and power.

: longer an art, but a science. There is appag

‘ _-lﬂg in common
a3

" progmotion of goods, to a company’s sales, or to a

business leader’s-ambitions, but to both the whole of
the human community and, at the same time, to 2ach
of the patients whom they nurse.

I personally do not beliéve that there is a specifically
feminine nature, a particular biological disposition

which causes women to dedicate themselves. to service

and men to dedicate themselves to commanding. There
is no scientific proof of the existence of any such in-

.born inclination to self-sacrifice on the part of women,
If this inclination is to be noted, however, although it
is less and less, it is more likely attributable to culture,

and ;o all that has weighed for centuries upon the

womeg, and thatithey. are not dapzible of dorng
wh# ‘men can, do.: X

e‘%t, JH pursue these consrderatrons they shall
ead me foo far away from our subject. Whatever the

‘causes,; whether it is cultufe of feminine nature or even

a roundabout way to recover a.‘position of moral
supenonty, it is, a fact that many women are in the
various health, cfccupatrons at. all paramedical pro-
fession?re excluslvely practiced by women.

Ther€fore, setting aside the material aspects of
their profession, I invite you to consider one particular
aspect of this situation. You know that, at all levels,
occupations in the health field are strongly individual-
ized. They have no mechanical character, and provide
abundant human contacts.

A good ‘example is the nurse. At t.he hosprtll she

- has far closer relations with the patient than the doctor

ever has. Illness for her is never theoretical. It is not
something on’ which she léctures, or draws diagrams,
or writes books. One could almost say she has the

" monopoly on the human relationship with the patient,

just as-women have the monopoly on the relatiopship

‘with children since, from the mother fo the day-nursery

and then to primary school children are reared almost
exclusively by women."

Now, what do we do w1th this knowledge thus
accumulatgd by the nurse?: What ymes of it?

In all‘disciplines, at every level, tlere is preoccupa-
tion nowadays with the problems of communication of
information and transmission of knowledge, because

uncepscnous mind of wonien; so. easrly persuaded that -«
%'are ‘guilty, that they Trave 16" be . forgiven for .-

we have learned that whomever holds knowledge holds

power. The health professions seem to me very typical
of a field displaying extensively the relation between

“I shall not- -surprise you if I say that medrcr ¢ is no

\\ -

een a 19th century hos’m fat- Hurse
and, for exam nurse specialized in thé use of the
artificial krdney, who is a real technician wrthou
the' "apparatus cannot work. But the nurse ‘temaM1§ the
person’ who is in permanent contact with the patlent
the person for whom dy is never an abstraction.
.She is. therefore, in a pdSition to gather a considerable.

mass of infoermation about th

atiént as well as about’

mA




" the organization of the hospital department where s ~ to children. Who really hears them? Who listens to
works. . : them?

What, in fact, becomes of this infonnation? S

Somenmes, ‘oh the occasion of an illness or trouble

of some kjnd, some information is communicated by
Nothing much. In the first place, Cause a nurse, the moth€¥ to institutions' where they are sorted out, -

Just as a doctor, in France, receives little or no tralmng -and the part which is retained is turned into know

in ghls ‘particular aspect of their jobs. The nurse is . (Institutions—that is to say schools, or - the nlzd g.l

nofitaught to collect information which the patient may world). Here also, on the one hand, i information is

previde; -she is not taught to listen. to him. Even if ar
gely wasted, lost, and on the other hand, knowledgg. -
she knew how to do it, she has so many tasks to ac- and pOWer are ngen up. by tHe women io men.

- complish that it is impossible for her to spend the time -

R

.she judged necessdry with a patient. Nor has she time "MLt is true that we shall probablrsee in thé future
‘to reflect fnethodically over the improvement of the an increasing number of women entering positions -
conditions of hgspital life, for listening and thinking = which are apparently limjted to men at the present -
are activities rately corisidered work. time, and therefore, the distinction I made between

those who gather information and those who transform
it into knowledge-power, will no longer be such a
“cleavage between women and men.

174  Newertheless, although in an‘imperfect and incom-
plete way, she does gather information. Yet all the
facts of which she is aware acquire the concrete value
of knowledge only when the information js transmitted t 1
_to the doctor. What does he do with it? He interprets - he:‘;ﬂ',s .023’1,?;3?55;?3;%‘?
“this jnformation according to his own knowledge, the. practiced also by met, es

~ medical knowledge. And this must happen, as th

. . - The real power is then wfélded by ! tor, since grows. It is true that in couples where both husband
" he sorts out information transmitted to him by the and wife work outside, the education of children will .,
nurse. He rejects some he retains other. Only the in- Probably grow to be shared more equltably between
formation he decides to retain builds up intg Knowl- the parents.
edge—with a capnta‘l‘ “K.” All the rest 1§ lost. Unused. ’Thns evoluno*dl be slow. I think nobody h
B VI AT y asany
< Neither the durse nor the doctor use it. « v illusions about this. But above all, it is an. evolution
: But there is a great miass of knowledge of which the . which as yet-concerns some women individually, rather
.. nurses, I repeat, have the monopoly.- This can-cer-. than the mass of Women
% tainly™Bé said of 1nfant-nurses 'I'hls knowledge repre- '
sents a considerable wealth. o g oo . . L For a lonh timie yet, the unbalance will be to the
gy ' R * % advantage of men. .
T am saying this not onry to remark that’ thls we‘alth _
hich women in health occupations possess is wasted, Becausdnhey are supposet| to retain knowledge, they
but to draw your attention to what could be done with ~will in fact I power, while méich precious informa-
it by these women.- ) “tion on childreh and on the sick, on childhood and on

‘illness—these spheres reserved for women—will-remain
To draw a parallsl, let ys.for a moment consider the ‘unused while thousands ‘gnd millions of, women wﬂl
womah as an educzﬂor Whethér snmply onfined to her remain at the bottom of ssz:ety .
.role as a mother, or wdiqtber she is a teacher, it is she ~ -
4 who is in touch with the‘chiMren. Particularly, thg,Adu- But I say that this society could be radlcally sub-
cation received by children in the first years of their verted by the women we are speaking about, if they
h\?es is entirely in ﬂ;e ‘hands. of women. To my know- - .~_v,declde collectively that they are worth more, because
% edge, no scientific study has “beeri ‘made of thé conse- “they know more, because they know somet n&&l"

a* querices of this phenomenon, The importance of these Because it is' they who cover the immegs ﬁel 0L
- first years'is well known, however, lmportance from-the human’exchanges and relatlohshlps‘, the valijeé ofgk] joh
1nd1v1dual as well as #ffom the social, points of vxew are infinite. - 'ue A

It is not sqrpnsnng thatithe most radxcal among the ‘But do they really want to trapsform socnety or

». feminists do not explolt this mondpoly, over childhood -.do they simply ‘want to take men’s place, to act:dg
“which wogren retain. It has always*béen a wonder to men do, and to invert the roles, the domlnated bé-‘“

me that they fight against men, thgt. j.mg strive to take coming dommant and vice versa?, . «*ﬂ R

their place; instead of rearing, as- P
to doIJ different men and dlxll’fge’r:nt:lv‘:gm:iviht:rugn}:e‘::: ThlS is an issue which goes beyond ‘that of women in

'educanon they dispense. i health!occupations. Moreover, I do not know ﬁhe an-

. swer tz: it, although I have a few ideas on it. It is not °

And Ignote here also, that 1nformanon on chﬂdten the subject you have asked me ta treat. I hope- that %
gathered by women is rarely used. Here foo, one does the field 'in ‘which you wanted me to speak, I have

= not know how to look and.fister. Everybody speaks glven you the information you expected. S
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In the same degree that we in the United' States

. “discovered”, or. “rediscovered”, the blacks and the
poor in the 1.960‘5, we seem to be discovering the

.-women-in the 1970’s. And that discovery appears in
all economic and” social sectors; including the health

one. Many studies and articles have appeared trans- - e .
ibli-_ . '-‘-‘Very similar to the; studies and analyses of. poverty and

- lating that discovery. Still, most of the lengthy.b
ography that has appeared on the subject (to d i

"'and ahalyze the extent of sexism-in ‘the heali}

.. seems to-focus. on the prqblgms faced

* sional woman. But, howcvey, iniportant.

- may be, they are only a part—a small pa#§
the far larger problems encountered by al 1
are producers of services in- the ‘Health-sect}
jectives of this article are (1) to desoa

. of-not only a few but all womnen who.j
services in the health labor force wi
the overall labor force in the Un

ng t Jerstand the situafion of women as
produces of services ealth sector,'we have first

of all to focus our analysis (1) not on the world of
women but on the world of men, and (2) not just on
" the health sector, but pnmanly on the socjoeconomic”
“forces of the entire society that determiiie the, function,
nature, and composition of ‘that sector to gtart with,
Indeed, I believe that most socrologlcal research done

.on this subject has had two major weaknesses which

"L postulaté has led those studies to conclusions that -

~ have been empiricaily mvalrd and ineffective pohcy-
Wlse . ﬂ'./ *

o The first weakness of that research is thﬂ" most of the
“analyses on the current srtuatron of women have tended

to-focus on women 4s if they. ‘themselves were responsi--

~h
-

< be s )

and society, i.e., to understand the pr\ésent situation of - 175
women as producers ih the health- sector, we must
understand the' distribution of- politi¢al and economlc
power in the world of men. Actually, we can s¢e” “thats: o
what; is . happenmg in the analysis of what is-usually i
referred-to;as the women’s question- in:the 1970’ is -

the poor that weré Toade:in the 1960's. When poverty

‘was “discovered” j eat'fte XS il the [1960%s, many

studies were co duct on the poor afid on the culture

--of poverty .few studies, however, examined the
“gEoRomic and ‘political systemr whicff determined that

poverty. As a result of this singular focus, the strate-

. gies_ for improving ‘the conditions of the poor were
’.named in terms of the poor themselvés. Today, we,

- have .as many poor. people—-—if not more—as when
" 'those stratéfies started.

In the 1970’ one can see a replrcatxon of

. singular. focus in the study of ‘the so-called wom s N .
. question, in which most of the focus is Jon women, nnd ‘

very little is on the social and economic systems, con-
trolled by men of defined clasg backgt’nds which
determine the inferior social and economic status of
working women. Just as poverty’ cannot be understood
without,an understapding of wealth, the distribution of
wealth, and the reasons for the. wealth and. income
differentials in this country, the situation of women
in the health sector cannot be undegstood without an™

_understandmg of the world of men-and the distribution’ " .’

of the social, economic, and polmcal power within that

" warld. To understand the situation ‘'of women, theq, one

st analyze not women as such, but the entire socio-

.econbmic and political. system that generates, creates,

“ble for that situation. T disagree- with - those an ses‘g
since I believe that the so-called “womien’ i
en

or “women’s problerﬂ\;s actually the proﬁem of

* Not deliVered -at Oonfennce, but pu\Bhshed by invitation in
. Conference Proceedings. In-the ‘biographical information dis-
-tributed during the Conference, Dr. Navarro should have
been identified as a: consultant ta;the.U.S, Agency for Inter-
national DevelSpment m{t‘l‘g than as a congultant to*the

- World Health Orgamza

' ’i'and perpetuates the presént siguation &f wolfien.

_The: second erroneous foc s of a-arge*nymber-of
those socrologlcal studies‘on women, as producers in
‘the health sector has beej to focus on the health sector
itself, i.e., an analysis of| the social forces withinghe

health sector as determinants: of -the distribution " of

- responsibilities within that sector. .In doing so, "how-

ever, the assumptron was made - that the health sector.

' was autonomqus and had a dynamlc of its own. An

' example pfdpsurroneous focus is the “great sales job”-.

that is cuh.'Gntly bemg done by quite a number of
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