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Part |

1. I ntroduction

Similar to other Westeuropean countries, the women's health movement came up at the
beginning of the seventies. Two events were important for the development:

The campaign for legal abortion, which united alarge number of women

Some Californian women visited Berlin, introducing the method of self-examination

In between diverse approaches, organizations and institutions have been developed. A big part
of them is working autonomously or rather getting financed by their own at a large degree.
Main topics are clearly recognizable at the field of heath care, health education and
counselling. Questions on women's health also extended to associations (adult education
centres and charitable ingtitutions) and governmenta institutions. Especially the women's
representatives at a communal level are concerned with topics in the field of women’s health.
Also, these questions are increasingly accepted at the level of politics, but the relevant ministry
itself doesn’'t offer its own main topic on women's health. Instead of this the federal ministry
for families, women, seniors and youth as well as other public and political actors (as e.g. the
federal head office for health education and lately the German city association (Deutsche
Stadtetag) are dealing with the issues of women’s health as a cross-sectional task. The medical
system itself is just about getting influenced. Now and then the educational system starts to
include some perspectives on women's health. Also (singularly treatment, rehabilitation and
psychiatric institutions took over women centered approaches.

Although the German health care system shows high standards when compared, there are a
couple of areas, which women would like to criticise and get changed. The following topics are
discussed: professional competence, conflicts about methods, that are more adequate,
differences between women. The first topic is about different models of treatment and support,
e.g. gynaecological problems, pre- and perinatal company, psychotherapy and reproductive
technologies. Further discusses topics are unnecessary operations, violence against women,
menopause and hormonal substitution, mammography-screening, suppressing women's voices
in research. The discussion about the meaning of differences among women is related to
different aspects of discrimination, to different disorders, different ethnic groups as well as
different sexual orientations.

The following survey doesn’t claim to show all developments, aspects and topics. But it might
offer a survey on some topics and organizations. Single thematical aspects, that show more
depth are meant to offer you a choice. Each constituent may be read independently from
others. The single parts are based on the following questions:
- What was the reason for arousing displeasure and conflict?

Which structural problems became clear?

Which different solutions could be identified?

Which organizations focus on the issues?

The former project-leader of EWHNET Dr.Vera Lasch and her collaborator Brigitte Hantsch
(The Institute of Women in Society) are responsible for the selection of the contributions, the
introductory frame and the chracteristics of the health systems. A revision of the report and
supplementing with the texts concerning violence against women and health as well as
concerning the women's health research in Germany was undertaken by the recent project-
leader Ute Sonntag and her colleague Katja Eichler (Landesvereinigung fur Gesundheit
Niedersachsen). The contributions have been written by expertsin the field of women’s health.
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2.  Agpectsof the women’s health movement

In Germany, when the talk turns to the women’s health movement, it mostly refers to the
development in Western Germany. This doesn’t implicate that in Eastern Germany women's
health was no issue of concern. Here however, it was an integral element of a "socio-political
model” of governmental life welfare. The state felt responsible for guaranteeing social
conditions supporting women's health. This included especialy lega arrangements of
compatibility of professional and family life (legal protection of expectant and nursing
mothers, maintenance of industrial health and safety standards, day-care, excuses in the case of
illness), care for health through examinations at business and securance of the financial frame,
so that illness and its effects wouldn't put too much stress on women. Family support, living,
recreation and taking part in culture were also included. In this governmental frame abortion as
a way of family-planning was integrated. There was no public discussion about women-
specific desires and problems. Some special problems like violence within families and the
medicalisation of depressions got tabooed. The reunification dissolved the structures of the
governmental health system. Health became a matter of supplier and demander based on one’s
own initiative. On the one hand issues that were tabooed up to then now were considered, as
e.g. the installation of a women’s emergency call, houses just for women and care in the field
of psychiatry in the community, as well as women-friendly initiatives and women’'s health
centers. On the other hand socio-political structures for an existence insurance for women have
ceased, aswell asthe only chair of social gynaecology, which was run by a woman.

In Western Germany the women's health movement started with three topics:
The fight against the criminalisation of abortion, the changes in the patterns of birthing in
clinics and the criticism of getting expropriated by the medical system. In the field of health
these three topics reflected the women's movement’s fight for self-determination which has
lead to a general sensibilization in regard to male dominated structures of power. Debating
women's health means debating women’s roles in society. It should end up getting politicised
in order to raise consciousness about suppression. The critical view on the medical perspective
of women’s bodys and treatment of women resulted in a desire to set an own perspective and
tacit female knowledge (the knowledge of midwives, natural healing) against this pejorative
view. Women in self-organized groups began to examine themselves. They discussed
femininity. Early the demand for women’s health centers came up. The first was founded at the
end of the 70s in Berlin, more were to come. The criticism on the medica system was
concentrated on some areas of conflict:

reductive organ-medicine versus holistic approaches

hierarchical versus egalitarian structures

pathologising versus high regard

medicalisation versus natural healing

According to the lack of public knowledge of female bodily functions, of female lifestyle and
problems, important aims of the women’s health centers (and not just of those) were (and are)
passing on knowledge (in the field of gynaecology and biomedicine, in natural healing, in
alternative and preventive health care) and the guidance for self-help as well as supporting
powers of self-healing.

In the 80s violence against women was discussed increasingly, ending up in building
decentralised ingtitutions for shelter and help. Moreover aready existing therapeutical
approaches were debated critically. Women specific concepts of therapy and institutions of
counselling (e.g. for eating disorders, drug counselling and therapy as well as some help for
people with Aids) came up as well as methods and institutions of feminist therapy. Concepts
and offers for health care were devel oped and extended. In the field of science, questions about
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gender differences that were raised in the field of gender studies are also related to issues of
women’s health.

At the end of the 80s and the beginning of the 90s nationwide and interdisciplinarily working
national organizations and networks were installed, as well as approaches of a better
cooperation and coordination at the local level (but not as a "healthy community" project with
a women specific main emphasis as in Glasgow). And the women’s perspectives was debated
carefully in the professional associations of medical doctors.

The women's health movement extended rather fast from the main emphasis on reproductive
health to further areas. It is difficult to reduce the recent situation of the women’'s health
movement on a common denominator. "Autonomy" versus "integration” describes one area of
conflict. To a large extent the women’s health movement in Western Germany follows the
principle of autonomy. Independency of "heteronomous power” and financing as well as
strengthening the independency of advice seeking persons of ingtitutions as a principle of help
for self-help are ambivalent in their results. They protect from absorption and activate the
search for independent solutions, but are also related to the danger of isolation. This tendency
well describes parts of the German women’s health movement. It is necessary that the
addressees want to get better self-organised and self-responsible. In this regard an aternation
of generations shows up. A part of the women demand some individual and specialized help,
that doesn’t correspond with the group-oriented structure of many offers. Consum-oriented
offers as e.g. fitness compete with occupying with oneself through a self-examination. Y oung
women start from the achivements of the women’s movement, without taking any notice of it's
aims and contents.

On the other hand the development shows, that integration (e.g. by communal and federal
promotion of women’s consultation) and change within the groups and initiatives does occur.
The following in -depths contributions will show that this development is not in al cases
unproblematic.

Also within the health system new problems have emerged. This is e.g. true for the legal
changes in advice services concerned with abortion and also for the consequences of the health
reform law by e.g. expanding extra pays and limiting expenses in the field of health promotion.



3. In-depth contributions

3.1 Theriseof gynaecology and the pathologisation of womanhood under special
consideration of female transition stages. puberty, pregnancy and menopause
Eva Schindele

3.1.1 Therise of aprofession

In the past 30 years gynaecology has gone through an impetuous development. In the former
West German States the number of registered gynaecologists doubled from 3870 surgeries in
1976 to 7811 in 1997.

At the same time gynaecologists have become women's family doctors. Nevertheless, most of
the women who consult a gynaecologist are not ill, but,a most, uncertain about their
womanhood.

Gynaecology in the last decades managed to seize power over healthy women and to influence
radically their self-perception (cp. Schindele 1993/95)". Several factors have pushed ahead the
rise of this profession in Germany.

3.1.2 Theboom of hormones

The success of gynaecology is closaly linked to the pharmaceutical industry, especially with
the boom in producing synthetic hormones:
- hormonal contraception (birth control pill) which have become more and more accepted as
the standard contraceptive since the 1970s
hormones, taken to regulate the cycle and to stimulate ovulation for in-vitro-fertilisation
(since the middle of the eighties).
substitution of hormones during menopause (since the beginning of the eighties)

Hormones are available on prescription only and require regular examinations by a
gynaecologist. This makes women dependent on experts. Gynaecologists have become
consultants concerning sexuality and partnership problems. Not only have gynaecologists as
organ doctors hardly any knowledge about psychological or psycho-sexual questions, but also
the questions of contraception or partnership conflicts become a typical woman's problem and
women are thus supposed to be responsible for their solution.

3.1.3 Risk factor: being female

Women have been made dependent on gynaecology above al by introducing the term "risk
factor” into thisfield. Who is not intimidated by the great number of risks women are allegedly
exposed solely because of their sex? At the same time risks are not more than sheer
calculations of probabilities for an incident that could happen or not. Gynaecology offers to
overcome these statistical risks by steady controls of the individua woman, but quite often
without any scientific studies proving that the one medical treatment or the other really makes
sense.

! schindele, Eva: Pfusch an der Frau. Krankmachende Normen. Uberfliissige Operationen. Lukrative Geschafte.
Aktualisierte Ausgabe: Frankfurt /M.: Fischer Taschenbuch Verlag GmbH, 1996
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The idea of prevention has been propagated by gynaecology more and more in the last decade.
It includes a very limited idea of prevention: the early detection of symptoms in order to be
able (it is at least hoped) to treat them better in this phase. Prevention means then to check
constantly the female body and to look for pathological complications. Simultanoudly, it is
often difficult to draw a line between pathology and something which is "still normal”.
Therefore a lot of deviations are suspected in advance as pathological, in order to keep them
under control.

There is an implicit threat to women at the center of this propaganda: they will fall ill, if they
do not follow the doctor's advice, if they do not have a mammography, early diagnosis check-
ups or if they do not go to pregnancy care and do not take hormones. This term - risk - conveys
from the very beginning a fear of illness (or, in case of pregnancy, the fear of an ill/disabled
child) instead of promoting the joy of living and joy in one's own body.

Female life transitions

Women do live in month and life cycles. Puberty, pregnancy and menopause are transitional
periods which are not only accompanied by physica changes, but which also include an
emotional-mental and social component. Especialy in these transitional periods women feel
insecure and seek support and advice from their gynaecologists.

Puberty

Already young girls learn quite early that seeing the gynaecologist is a part of growing up and
becoming an adult. Girls describe their first experiences with the gynaecologist partly as an
initiation rite, as an introduction into a kind of culture which defines and checks their
femininity with the help of male and female speciadists. They learn that their normality has to
be confirmed regularly by experts. Not only are their sexual organs placed at disposal, but also
their self-images as women, including different roles they will fulfil in our society eg. as
wives, lovers or mothers.

Such experiences shape girls self-understanding and self-estimation. With entrance into their
physical fertile phase of womanhood, a visit to gynaecologist is benevolently recommended to
girls as a "service" for the body. Female sexual organs are described as a ticking time bomb
which could allegedly threaten woman's integrity what can be prevented by gynaecologist.

That is why girls are early informed about their sexuality being needed to be controlled and
especialy their sexual organs. They receive little motivation to listen to their own physical
impulses or to trust them. Their body (and their sexuality) become the business of experts. In
this way the foundation for a dependent patient is being laid, for a patient who is going to see
the gynaecologist for the rest of her life in order to receive confirmation she is healthy and 'all
right'.

Pregnancy

Pregnancy and child birth in Germany are by now less social events than medical projects”
Being pregnant has been re-interpreted as a risky state, which should be permanently
controlled by the gynaecologist. The possibility of projecting the picture of an unborn baby
onto a monitor has changed the view and the opinion of pregnancy. A powerful female body
became a naked embryo and medicine felt the call to protect it (sometimes even from its own
mother). Thus, nowadays, medicine is less interested in the relationship between a pregnant
woman and a baby in her womb, but rather in optimal "pregnancy product’. Pregnancy care has
become a check-up of pregnant women and their foetus. The number of medical examinations

2 schindele, E.: Schwangerschaft. Zwischen guter Hoffnung und medizinischem Risiko. Hamburg: Rasch und
Roéhrig, 1995
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is five times as high as 15 years ago and the number of caesarean sections and of women
which are being classified as risky cases has risen drastically (1996: 17,8%).

M enopause

Gynaecology has appropriated especially this stage of female life in recent years. Women have
been confronted with new terms such as 'hormone substitution' and 'osteoporosis, terms which
per se are connected with a terrible vision of old age. Women have been told by experts that
menopause is a process leading to illness and that oestrogen substitution is one of women's
basic rights®. There is a threat behind this demand for the right to hormone substitution: if you
don't go along you will die sooner or later from osteoporosis or a heart infarct.

Gynaecology does not show much respect for elderly women. Their wombs are described as
being "rotten”, "decomposed”, "heavily cartilaginous" or as "redundant”. In this way a message
is given to women that their sexual organs and they themselves are not very valuable anymore.
According to some experts estimation, until some years ago wombs were regularly removed
before or during menopause, and about 80% of them without any reasonable medical
indication. As a consequence, every second woman over 50 in Germany has her womb
removed. (Ehret-Wagner, 1994)* By now, because of the massive critique expressed by many
engaged female gynaecologists, the number of hysterectomies has declined. Still, as recent
developments show, the total amount of gynaecological operations has not decreased.
Particularly 'quick’ endoscopies are often applied, as well as laproscopic extirpations of cysts,
which disturb anyone but the gynaecologist. Because of false positive "results’ by
mammaography the extirpation of breast tissue has increased as well.

3.1.4 Women's expectations of gynaecology

Without women's willingness to co-operate, gynaecology would never have invaded sexual
intimacy to such an extent. Women expect support and security from gynaecology when they
feel irritated by their physical states. This occurs especially during transition periods. In cases
of clashes between expectations of society and conditions of one's own body, women long for
medical support. This, for example, applies to the menopause: e.g. one of hormons producers
propagates hormone substitution with the slogan: "No time for change”

Gynaecologists are regarded as cultural agents which not only help to produce children, but
also which give the guarantee of creating healthy children, an image reinforced by their own
propaganda.

3.1.5 On the agenda - placing the women's health movement

The Women's Health Movement criticizes pathologisation of femininity. In the 1970s and
1980s many women's health centers were established in order to enable women to have non-
medical access to their own bodies, for example with the help of self-examinations.

In the last 15 years the Women's Health Movement has developed more and more into self-
help movement. Practical help and support in self-help are its main foci. Quite often its
advisers and counsellors are fully occupied with reducing the negative effects of the standard
medical system.

% Quoted in: , Balanceakt der Hormone* in Focus 7/93
* Ehret-Wagner, Barbara; Stratenwerth, Irene; Richter, Karin (eds): Gebérmutter — Das tiberfliissige Organ? Sinn
und Unsinn von Unterleibsoperationen. Reinbek/Hamburg: Rowohit Taschenbuch Verlag GmbH, 1994
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Initiatives directed at structural changes within the established medical systems have been
neglected in recent years. Some groups did express their opinion on health-political questions,
such as pregnancy care or prenatal diagnosis, but only in avery modest and basic way. Women
are seldom lobbyists for women's health and only few laywomen dare to enter the terrain of
public-political discourse. And yet some critique expressed by the Women's Health Movement
has been brought into some institutions, for instance into Pro Familia, an organization which
by is prevention and advisory activities aims at strengthening women's health competency.
Moreover, there are so-called 'round-tables at a communal level, in which professional women
from the health care field and from self-help groups discuss the latest problems of health
politics and try - at acommunal level - to change political decision-making processes in favour
of women-friendly medicine. The Forum for Women's Health in Bremen founded in 1995 is
one example for it.

Can gynaecology be changed by women patients or would this role expect too much of them?
After al, the majority of women doesn't question gynaecology and its image before having
made bad experiences with it. Others start brooding after having fallen serioudly ill.

Are women doctors able to change gynaecology? In recent years more and more female
gynaecologists started to question their own roles (e.g. the Deutscher Arztinnenbund).
Nevertheless, nowadays, there are still less female (2434) gynaecological practitioners than
the male ones (5377). Female doctors have studied and learnt a kind of gyneacology, which
has been shaped by men. Moreover, female gynaecologists are afraid of losing their patients if
they start to encourage women's self-perception instead of promoting women's dependence on
gynaecologists judgements. Furthermore, doctors earn their money by treating the ill not the
healthy. That is why, female gynaecologists feel themselves forced to imprint the mark
"pathological” on women.

All this means that another kind of gynaecology has to be found. Structural changes have to be
achieved, not only within the subject gynaecology and obstetrics but within the health care
system itself as well. In 1994 the organization Arbeitskreis Frauengesundheit in Medizin,
Psychotherapie und Gesellschaft eV. was founded. Under its roof professionals as well as
women from self-help groups have joined together. Through interdisciplinary co-operation
they try to achieve structural changesin women's health care.

3.2  Pregnancy care and obstetrics between standardisation and reform
Catrin Halves

3.2.1 Introduction

The discussion of norms in obstetrics and pregnancy care is shaped by conflicting opinions,
such as controversies and competition between midwives and physicians, the desire for a
perfect child and the attraction of the idea of security through prenatal diagnostics, the new
"motherhood" and feminist social criticism.

All debates in the health sector in the Federal Republic are conducted against the background
of a care system financed by health insurance and the State. The magjority of the population is
insured in the statutory public hedth insurance system. In this way, heath insurance
companies have a substantial influence on developments in the health sector, for example
standardised pregnancy care. It is the patient's choice to decide whom they are going to consult
as a physician or specialist. Pregnancy care is primarily exercised by certified speciaists in
gynaecology and obstetrics. Midwives work as freelancers or employees and bill their services
to the health insurance company in question. They can conduct normal births by themselves
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and conduct pregnancy care and care of women in childbirth. However, pregnancy care
guidelines have been determined without the involvement of midwives associations® and are
therefore completely oriented towards the physician's model of care.

3.2.2 Critique of hospital births

Due to dissatisfaction with hospital birth which was forcibly promoted since the 40s in
Western Germany, about 25 years ago interest groups first came to be formed which took
critical issue with the running of clinics, with medical technology and with the psycho-social
care of pregnant women. At the beginning of the 1970s, the issues involved were "natural
childbirth," opposition to separating newly born babies from their mothers (rooming-in) and a
revaluation of breast-feeding as an important psycho-social aspect of the mother-child
relationship. Substantial areas of discussions are currently prenatal diagnostics, genetic
counselling, hospital deliveries, artificial feeding of infants and psycho-social attendance
during pregnancy.

3.2.3 Objectionsto prenata diagnostics

The network against selection® by means of prenatal diagnostics, individuals and institutions
from the fields of pregnancy care, obstetrics, women's health work and handicapped work have
joined together to demand more conscious handling of prenatal diagnostics and to curtail its
use. A central critique directed at the objectives of a pregnancy care which is not primarly
concerned with the health of mother and child but with an active search for possible disabilities
for which there is no therapy. Furthermore, a critical view is taken of inadequate information
about tests which have been conducted and about examinations, in particular their
conseguences for further diagnostics and the far-reaching decision to interrupt pregnancy. By
means of competent counselling, the women concerned and their partners should recognise the
problematical nature of prenatal diagnostics and not see it as a routine measure in pregnancy
care. The most vehement critics consider pregnancy care examinations including their basis,
motherhood guidelines, as selective and thus as immoral.”

3.2.4 The heuristic model of pregnant women at risk

Since the introduction of the motherhood passport, the criteria for pregnancy care have
increased. The parameters of mother and child are examined, which has become particularly
feasible with the introduction of ultrasonic diagnostics and new laboratory tests. In the new
care programme, three ultrasonic examinations are prescribed, in actual fact during pregnancy
on average up to seven examinations are carried out. Highly controversial is the second
ultrasonic examination in the 19th-22nd week of pregnancy which serves to recognise
deformities. Similar criticism applies to amniocentesis (amniotic fluid examination) in the
15th-17th week which isin particular offered to "risk-pregnancies.”

The heuristic model of the pregnant woman at risk is of particular significance in care. Thus,
for instance, every pregnant woman over 35 is automatically considered a pregnancy risk
although most hereditary and non-hereditary children's diseases are independent of the
mother's age. Statistically speaking, chromosome deviations, particularly trisomy 21, occurs

® Bund Deutscher Hebammen (Association of German Midwives) and Bund freiberuflicher Hebammen Deutschland
(Association of Geman Freelance Midwives)

® Netzwerk gegen Selektion und Pranatal diagnostik (Network against selection and prenatal diagnostics), c/o
Bundesverband fur Kérper und Mehrfachbehinderte (Federal Association of Physically Hanidcapped and Multi-
handicapped), Brehmstr. 5-7, 40239 Diisseldorf

" Karin Giese, “ Sittenwidrige Schwangerenvorsorge,” 23 Dr. med. Mabuse, no 112
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more frequently with advancing age at birth. Nonetheless, the "age risk" does not suddenly
increase markedly beyond the mother's 35th birthday.®

Pregnancy care and prenatal diagnostics impart, seen critically, a presumption of security. At
the same time it is suggested that if the pregnant woman will only go regularly for care, the
child will automatically be healthy. Monitoring pregnancy, which is a natural process, leads to
pathol ogising healthy women.®

This process is only enhanced further by health insurance payments. All services connected
with pregnancy care are included in a payment number, the service is only considered to have
been rendered if al examination parameters have been taken. Women are not allowed to
choose specific services. At the same time, the physician's side is obligated for legal reasons to
engage in total care. Last December, the Federal Constitutional Court decided that doctors are
liable for treatment errors if they result in an unwanted, e.g. handicapped, child being born. In
such jurisprudence the child is considered "damage”. This way of looking at things requires
fresh ethical debates on the goals and perspectives of modern medicine.*

Pregnancy monitoring continues up through the time of birth in hospital. 97 % of all births in
the Federal Republic occur in hospital. Only in larger cities there is a possibility of choosing
between home delivery, delivery in an obstetrics ingtitution or delivery in the surgery of a
physician or amidwife.

3.2.5 Clinical routine and marketing strategies

In general there is a trend to ambulant delivery in hospital. Facilitated by the interest of health
insurance companies in cheaper models, the hospitals are interested in a maximally short stay
of their women patients.

At the same time, many women welcome this model because it promises more security to
mother and child at birth while making it possible for them to leave hospital a few hours after
birth. In exchange they accept the disadvantages of hospital delivery such as being cared for by
an anonymous midwife, restrictions on birthing positions (normally the lithotomy position),
being confronted with hospital routines and the use of medical techniques.

Decline in the birth rate additionally exacerbated hospitals competitive pressure on each other
and thus ultimately helped innovations like habitable delivery rooms with wide beds, bathtubs
and to some extent birthing chairs to become accepted in a more birth-friendly hospital. Thus
ultimately, marketing strategies of hospital administrations have entailed reversing the
technicalisation of the birth process. In varying degrees, it is possible for women to make their
own decisions and have a relative say in the matter. The rgjection of controversia routine
measures such as eye drops and vitamin K no longer constitutes a problem in many hospitals.
Nevertheless, one routine has been maintained which every woman accepts when she enters
hospital. This includes examinations, including by physicians not just midwives, purgative
measures, shaving, taking of a CTG™ etc. While more recently a greater degree of movement
has been accepted for the woman in the initial phase, the actual delivery position is determined
by the delivery bed. In addition, the possibility of invasive obstetric measures like caesarean
section or administration of oxytocic agents entails increased risk of their use.

8 H Benthaus, M Griep, H Wegener, Vorgeburtliche Diagnosen: Der Traum vom perfektem Kind, Darmstadt, 1997
® Eva Schindele, Schwangerschaft zwischen guter Hoffnung und medizinischem Risiko, Hamburg, 1995

19 Oliver Tolmein, “Der Mensch ist dem Menschen ein Gegenstand,” 23 Mabuse, no 112

1 Cardiotocogram (infant heartbeat and labour pain recorder)
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3.2.6 Alternativesto delivery in hospital

The aternatives to hospital delivery consist of delivery in a doctor's surgery, new types of
delivery venues like larger midwife's surgeries or birthing houses and home births. The first
birthing house was founded in Berlin in 1982. Since the beginning of the 1990s, birthing
houses have sprung up in al major cities, managed by freelance midwives. The purpose of this
institution is to provide the woman giving birth with more rights of decision making and to
take her wishes and needs more seriously. The use of medical techniques does not occur except
for CTG examinations. Only in the case of deviant course of the birth process are physicians
brought in or transfer to hospital is considered.

The essential advantage of this concept lies in the continuous care of the pregnant woman by a
midwife during pregnancy, birth and childbed. This concept of a holistic approach was co-
developed by Gesellschaft fiir Geburtsvorbereitung eV (GFG)™. GFG has three essential focal
points in its work: 1. Changing conditions for obstetrics in Germany to the point where women
may give birth actively and independently and so that transition to family life occurs in a
positive environment; 2. Interdisciplinary cooperation with all professional groups; 3. Offering
and establishing new forms of birth preparation in Germany.™

It is not widely known that midwives can take over pregnancy care independently of
physicians. The presence of a midwife during birth is legally mandated for the hospital sector
and therefore mandatory. Physician's care is, on the contrary, not prescribed for normal births
but is customary. For ten days after delivery, every woman lying-in has the right to assistance
from a midwife. The relationship of trust resulting from continuous care makes confrontation
with the newly found role of mother easier as well as confrontation with crisis situations during
birth such as handicap or even still birth.

The midwife is able to support essentially health-promoting processes with her experience
such as promoting successful nursing.

3.2.7 Breast-feeding

In the 1950s and 1960s breast-feeding was considered unhealthy and old-fashioned. Due to
mothers enhanced consciousness of health and of themselves brought about by the women's
movement, breast-feeding became more popular again. At the beginning of the 1980s, about
7% of all mothers in the Federal Republic nursed their child for more than four months, by the
1990s is had become more than 30 %. The nursing groups which developed in the Federa
Republic developed out of the self-help movement and have been in existence for about 25
years. Important interlocutors have been local self-help groups which are generaly associated
with the Arbeitsgemeinschaft freier Stillgruppen Bundesverband eV. or La Leche Liga
Deutschland e.V.* By now, nursing with mother's milk is considered hedlthy, particularly in
view of its immunological content (immunoglobulin A), its vitamins as well as its particularly
usable fats. However, one of the most important aspects is the intimacy and closeness of
mother and child during nursing.

The disadvantages of nursing are intimately connected with the social conditions of being a
mother. Nursing requires close mother-child bonding, but does not alow for any other
reference persons with equal rights. Entry into gainful employment is made more difficult by

12 Gesellschaft fiir Geburtsvorbereitung e.V., (Society for Birth Preparation), Postfach 220106, D-40608 Diissel dorf
13 |nes Albrecht-Engel: “Brauchen Frauen Anleitung und Ubung zum Gebéren?” in seminar documentation from the
seminar “Unter anderen Umsténden” Mutterwerden in dieser Gesellschaft, September 1996

4 Hannah Lothrop, Das Stillbuch, Késel, Munich, 1996
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this. Under the provisions of the Motherhood Protection Act, the gainfully employed nursing
mother may take off one hour from work every day for nursing purposes. Where and how she
keeps her child during the remainder of the working day is not regulated. In addition, the
working mother has to cope with the prejudice of mothers who have their child looked after by
others. The ideals of the "good mother" and of the gainfully employed woman can still not be
recon and place. However, nursing in public is still not unrestrictedly possible.

Mother's milk came into disrepute because of the hazardous materials which it contained,
particularly chlorinated hydrocarbons which are contained in insecticides and fertilisers.
Nevertheless, the benefit of nursing for the child's psycho-social development is prioritised
over the possible risk to health. Yet ideas have been voiced about making screening available
everywhere for diox ciled with each other in Germany's western provinces.*

Nursing instead of bottle-feeding saves time, money and work since it can be done independent
of time in mother's milk, something which is, however, not feasible due to the high laboratory
costs. In any case, critical initiatives recommend testing mother's milk. In this matter, new
norms could evolve.

3.2.8 Midwives research

The attempt is being made to address these issues in the largely recent field of midwifery
research. Since 1989 there has been a discussion of midwifery research in the Federal Republic
triggered by a workshop of the international midwives association in Tubingen. Since then,
there have been regular research workshops once a year. Their content is. 1. Introduction to
scientific work for midwives (midwifery is not a subject of studies but an apprenticeship
occupation at hospitals); 2. Presentation of research work; 3. Exchange of experience.
Important subjects have been, in particular, evaluating one's own work in the context of quality
control, particularly in obstetrics. There are research programmes on obstetrics and midwifery
at the universities of Bremen, Hanover and Osnabriick.'®

Literature;

Angelika Ensel; Silke Mittelstadt:

Prénataldiagnostik und Hebammenarbeit: ethische Fragen und Konfliktfelderin der Betreuung
von Schwangeren, Gebarenden, Wochnerinnen; Unterrichtsmaterialien fir die Ausbildung von
Hebammen und Angehdrigen medizinischer Fachberufe.

Dusseldorf: Verl. Selbstbestimmtes Leben, 1999

Monika Zoege:

Bestandsaufnahme der qualitativen und duf3eren Rahmen der Hebammen-Ausbildung im Auftrag
der Hebammengemeinschaft.

Hannover: Linden-Druck Verl.-Ges., 1997

Eva Schindele:

Schwangerschaft: zwischen guter Hoffnung und medizinischem Risiko.

Hamburg: Rasch und Réhring, 1995

Eva Schindele:

Glaserne Gebarmutter: vorgeburtliche Diagnostik: Fluch oder Segen.

Frankfurt am Main: Fischer, 1992

Hausgeburten, Praxisgeburten, Geburtshauser, Geburtshauser, Entbindungsheime:
Dokumentation der 2. Deutschen Arbeitstagung Haus und Praxisgeburten. Hrsg.: Rupert Linder;
Sabine Klarcku.A.. Frankfurt am Main: Mabuse-Verl., 1996

> Eva Dérpinghaus: Stillen, Jede kann es, keine muss es, Kunstmann, Munich, 1990
18 prof. Schiicking, Beate, Arbeitsgruppe Gesundheitswissenschaften, Gesundheits- und Krankheitslehre
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3.3 Menopause
Cornelia Burgert, Christina Sachse, Regina Stol zenberg

3.3.1 How menopause is seen in our society

Menopause, like other female bodily processes, used to be a taboo in our society. For a long
time it was not mentioned publicly. This has obviously changed over the last ten years. Two
main reasons explain this change: firstly, nowadays women have a different, more open-
minded attitude toward their own body; secondly, medical science has "discovered” the
necessity to treat the symptoms women experience during this lifespan.

The public discussion focuses, on the one hand on menopause as a hormoned deficiency
disease, which should be treated with hormones and, on the other, on a changed image of
women, which demands that women should be efficient and attractive during their second
lifespan. Against this background, the choice of taking hormones has become a problematic
decision for each woman, which considerably influences and marks her own experience of this
lifespan. Today symptoms of menopause, in the past considered and treated as a natural
condition or seen in the context of social conditions, are attributed by women themselves to an
oestrogen deficiency: in a recent study, 90% of menopausa women mentioned oestrogen
deficiency as the cause of their health disturbances (Schultz-Zehden 1997). In contrast, only
4% of middle-aged men considered their extremely similar symptoms as hormone conditioned.
In fact, men interpreted their symptoms as a manifestation of familial and occupational stress
(Degenhardt 1992).

It should be noted that actually only one third of all menopausal women complain about
intense symptoms, which need to be treated; another third reports minor changes, requiring no
treatment, and the last third is symptom-free.

The most frequently mentioned symptoms are: hot flushes, insomnia, cardiovascular trouble,
changes of mood and depression.

As a consequence of the official information campaign many women are also afraid of
osteoporosis or cardiac infarction as a potential disease.

3.3.2 Socia background

Cross-cultural studies suggest that the cultural and social background plays an important role
in the experience of menopause. It is generally reported that menopausal complaints are almost
unknown in cultures where menopause is accompanied by arisein socia status.

For a long time we characterised the psycho-socia situation of menopause as "Empty-Nest-
Syndrome", which manifested itself primarily in depression. Today this applies only to a
limited number of women, in particular to those who are strongly focused on family life.
Studies indicate that nowadays women feel partly more stressed by children who do not want
to leave home.

All in all, a profound social change marks the situation of women today. Nowadays more
women are working than in the past, although the majority of women is employed in lower
qualified or part-time jobs (Statistisches Bundesamt 1994). At the same time, hardly anything
has changed in the sexual division of labour in society. That is why women following and
unifying different roles are burdened more and more. Additionaly, the standards within
various spheres of life, considered as women's domain have risen: e.g. the management of the
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household, childcare, diet, and expectations of physical appearance. Since the menopause can
be considered as a transitional period toward old age, during which the situation of elderly
women is often marked by a decline in socia contacts and in socia security, the debate on
menopause becomes even more important. This entire social background is reflected in
women's subjective perception of this period. The complaints they mention most frequently
are:

a decline in functional capacity, which hinders realization of occupational and/or familial

requirements, although the requirements themselves are not questioned.

changes of mood, generally characterised as petulance or nagging (by women themselves

or by their social surrounding), which make it difficult to perform the expected function of

maintaining social balance and harmony.

the loss of attractiveness to men, which may actually be in contradiction to one's own

positive self-perception as an ageing woman (Schultz-Zehden 1997).

a fear of osteoporosis, which may be also interpreted as a projection of generalized

anxieties regarding the life in old age on thisillness.

At the same time women mention these phenomena as the main reason to take hormones.

So far, there are hardly any studies in Germany analysing the impact of these changed social
factors on the experience of menopause.. There is certainly a definite need for research.
Possible questioned problems could be: How do lifestyle and occupational activities influence
the experience of menopause? Does the sexual orientation effect the course of this change?

3.3.3 The medica approach to menopause

Since in Western societies menopause is defined as hormonal deficiency with a potential
disease character, its symptoms are exclusively dealt with by gynaecology. Consequently, the
treatment is, entirely limited to replacement of allegedly “lost' endogenous hormones by the
dose of artificialy produced preparations. Thus, not only women with menopausal complaints
who seek medical aid but many middle-aged women without any symptoms are advised by
their gynaecologists to take hormones as well. The necessity to prevent osteoporosis and
cardiac infarction is used also as a reason for such atreatment.

This is a problematic situation in so far as the international controversy concerning the taking
of hormones as well as other critical scientific positions are hardly noticed by the German
medical professionals and not passed on to their female patients. Women receive insufficient
information on risks, potential side effects and long-term effects of the hormonal treatment,
such as the increased rate of breast cancer or frequency of thrombosis.

Besides the fact that in today's practice the effects of hormone replacement therapy is
mistakenly portrayed in a biased positive way, many women report that gynaecologists have
pressurised them into taking hormones. This practice, then, neglects the unique situation of the
individual woman as well as her individual risks and preferences.

Medical professionals often get only one-sided feedback on the efficacy of the treatment they
recommended - an obvious shortcoming of the organizational structure of our health service
system because many women prefer to change their physician when they suffer side effects
rather than reporting back to the doctor prescribing.

The health service system should, therefore, leave it to women themselves to decide -
following comprehensive information - for or against the taking of hormones.
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Women should insist on adequate advise on persona benefits and risks of this kind of therapy
as well as on detailed information on different medications, including adverse and positive
effects and instructions regarding their use.

3.3.4 The problematic nature of osteoporosis prophylaxis

Up to 30% of al women may be effected by what is commonly known as postmenopausal
osteoporosis. However, since al women experience the menopause, the hormonal change can
only be one factor of the genesis of this disease. Hormonal products for osteoporosis
prophylaxis only provide protection as long as they are taken. However, the increasing risk of
breast cancer when taking hormones on a long-term basis (40 - 50% increase after five years
consumption) argues against a long-term use of hormones. Opponents to hormon therapy for
all women as osteoporosis prophylaxis dissuade from this therapy since it basically gives
healthy women a potent medicament that is itself a risk to health. There are other successful
and healthy methods to prevent the disease, e.g., a well balanced, low-phosphate and high-
calcium diet as well as sufficient, selective exercises (Love 1997).

3.3.5 Alternatives and other methods of treatment

Understanding menopause as a natural and important process during a woman's life and
knowledge about the physical process itself can help women to reduce potential anxieties and
increase their acceptance of possible menopausal discomfort. Access to information as well as
the possibility to exchange ideas and experiences with other involved women has also proved
to be helpful.

If therapy is required, it is absolutely necessary for a successful treatment to identify the cause
of the symptoms, which is often little related to hormonal change but generaly rather to the
decline of the regenerative power of an ageing body or to the malfunction of other organs.

Furthermore, it is important to educate women on the various forms of therapy available today
as well as on their benefits and risks, so that they can decide individually on the appropriate
way to deal with their own menopause.

It would be helpful to keep in mind that there are already several possibilities to meet the
cause, such as:
General invigoration of the body through:
Exercises to improve the blood circulation of the abdominal organs, to prevent
osteoporosis, to support detoxification, to stimulate the spirits.
Diet, to support liver function, since many complaints are caused by its impairment.
In addition, specifically during this phase of life the diet should ensure a sufficient supply
of vitamins and minerals, which provide - as biocatalyst - an important metabolic function.
Self -help to support the process of hormonal change in general:
Phytoestrogens in food products
Phytoestrogens or other hormone-like substances in vegetal products (e.g. Remifemin,
Mastodynon, Agnolyt)
Homeopathic complex-agents (e.g. Klimactoplant Cefakliman)
Self-help to alleviate specific symptoms:
to reduce hot flushes, for instance: sage capsules, cold water cure on the forearm, etc
If these means of support and self help do not lead to an improvement, it is advisable to
consult an experienced naturopath who has specialised in this area.
Naturopathic treatment:
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Phytotherapy, homeopathy and acupuncture have proved successful, and may be assisted
by other therapeutically methods such as balneo-therapy, respiratory therapy etc.

For comprehensive information on the issues mentioned above refer to "Menopause - a guide
to self help". Further literature and organizations are listed below.

3.3.6 Organizations dealing with the subject of menopause

In Germany, different organizations work on the subject of “menopause, covering various
aspects as well as several points of view. Many possibilities have occurred during the last ten
to fifteen years, simply to break the age-old taboo menopause but also as a reaction to the
trends in gynaecology mentioned above.

The various possibilities available to women today provide them with the chance to acquire
information on the natural life cycle, the process of ageing, and related questions, interests,
anxieties etc., as well as offering them the possibility to share and exchange experiences with
each other.

Apart from individual women, who as an alternative medical practitioner, like naturopathic
practitioner, physiotherapist, (body) therapist, yoga instructor etc. can support menopausal
women, the following organizations and independent institutions should be mentioned:

Sekis; Selbsthilfe- Kontakt und Informationsstelle in Berlin, Albrecht Achilles Str. 65, 10709
Berlin, Tel 030/8926602

Nakos, Nationae Kontakt- und Informationsstelle, dieselbe Adresse, Tel. 030/8914019
Angebote in Volkshochschulen

Lachesise.V., Verband der Heilpraktikerinnen, Rilkestr. 40, 53225 Bonn, Tel. 0228/42 00 27
Dachverband der Frauengesundheitszentren (gibt Auskunft Gber die Adressen von
Frauengesundheitszentren in 18 Stadten der Bundesrepublik) Geschéftsstelle Goetheallee 9,
37073 Gottingen, Tel: 0551/ 4870, Fax: 0551/ 5217

The following women's health centers or projects are working on menopause:

Berlin

FFGZ, Bamberger Str. 51, 10777 Berlin, Tel. 030/213 15 17, Fax 214 19 27; E-mail:
ffgzberlin@snafu.de, Homepage: www.ffgz.de. Beratung, Vortrége, grofe Bibliothek und
Materialsammlung, Broschire

Akarsu eV., Oranienstr. 25, 10999 Berlin, Tel. 030/6147031 (Migrantinnenprojekt zu
Gesundheit)

Raupe und Schmetterling, Frauen in der Lebensmitte e.V., Pariser Str. 3, 10719 Berlin, Tel.
030/8837313

FFGZ Stuttgart; Kerner Str. 31, 70182 Stuttgart, Tel. 0711/29 63 56; Beratung,
Veranstaltung, Informationsmaterial

FGZ Hamburg, Elmenhorststr. 4, 22767 Hamburg, Tel. 040/4395389, Beratung,
Veranstaltung, Kooperation mit VHS Altona, Osteoporosetraining, Vermittiung von
Referentinnen

FGZ Regensburg, Untere Bachgasse 12-14, 93047 Regensburg, Tel. 0941/81644,
Selbsthilfegruppe, V eranstaltungsreihen

aulBerdem: " Netzwerk alterer Frauen", sind Uber KISS (Kontakt und Informationsstelle in
Regensburg unter 0941/52822 zu kontakten).
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FGZ M unchen, Nymphenburger Str. 38, 80335 Miinchen, Tel. 089/129 11 95, Fax 129 84 18;
Informations- und Gespréchsabende, Homdopathie und Luna-Y oga

aul3erdem: Pro Familia, Turkenstr. 103, Minchen, Tel. 089/ 39 90 79

FGZ Nurnberg, Further Str.154, 90429 Nurnberg Tel. 0911/328262, Gruppen,
Einzelberatungen, Veranstaltungen

FGZ Lubeck, Steinrader Weg 1, 23558 Lubeck, Tel. 0451/ 4082850. Beratung,
Veranstaltungen, Selbsthilfegruppe

aulRerdem: In Schleswig-Holstein machen auch die Frauenbiros dazu Angebote

FFGZ Koln, Roonstr.92, 50674 Koln, Tel. 0221/234047 , Literatur, Infomaterial,
Kurzberatung, Veranstaltung

Aul¥erdem: Frauen lernen Leben 0221/9541661, die Vortrége anbieten

FGZ Heidelberg, Alte Eppelheimer Str.38, 69115 Heidelberg, Tel. 06221/21317,
Veranstaltung, Selbsthilfegruppe

In Heidelberg ansonsten: Pro Familia: Selbsthilfegruppe und Vortrége (eher schulmedizinisch
orientiert)

FGZ Gottingen, Goetheallee 9, 37073 Gattingen, Tel. 0551/ 484530 , Beratung, Vortrége
FGZ Bremen; Elsflethstr.29, 28219 Bremen, Tel.0421/3809747

Aullerdem: VHS, Schwachhauser Heerstr. 67, 28211 Bremen; Pro Familia, Holler Allee 24,
28209 Bremen.

FGZ Tiamat in Erfurt, SchlGsserstr.24, 99084 Erfurth, Tel. 0361/5621777, Beratungen,
Veranstaltungen, Bibliothek

Initiative Frauengesundheitszentrum e.V., Nymphenburgerstr. 38/Rgb., 80335 Minchen,
Tel. 089/1291195, Fax 1298418, Information, Psychische Komponenten, Homdopathie, Luna-
Y oga; Weitere Anbieterin: Pro Familia

Frankfurt:

FFGZ, Kasseler Str. 1a, 60486 Frankfurt, Tel. 069/ 70 12 18 Beratung, Vortrége

aulRerdem: Evangelische Familienbildung, Darmstadter Landstr. 81, 60598 Frankfurt, Tel.
069/ 610308, F. Piepho, G. Voigt, Evangelisches Pfarramt fur Frauenarbeit, Stalburgstr. 38,
60318 Frankfurt, Tel. 069/550985; Landessportbund Hessen, FrauenAusschuss und
Bildungswerk, Otto Fleck Schneise 4, 60528 Frankfurt, Tel.069/6789 220/115, |. Brezy,
U.Steck; Pro Familia Frankfurt, Auf der Koérnerwiese 5, 60322 Frankfurt, Tel. 599286;
Inter nationales Familienzentrum Bockenheim, Adalbertstr. 10 A, 60486, Tel. 703084, B.
Katz; Katholisches Frauenreferat, Eschenheimer Anlage 21, 60322, Te. 1501 162, E.
Gurberlet, K. Mller-Hesse; Sozialzentrum Marbachweg des Frankfurter Verbandes fur
Alten- und Behindertenhilfe, Dorpfeldstr. 6, 60435, Tel. 5480080, H. Bradt; Verein zur
beruflichen Forderung von Frauen, Kasseler Str. 1 A, 60486, Tel. 705555; VHS Frankfurt/
Amt fur Volksbildung, Hochstr. 49, 60313, Tel. 212 37661; Psychosoziale Ambulanz der
Universitatsklinik, Theodor Stern Kai 7, 60596 , Tel. 6301 6308; Selbsthilfe-Kontaktstelle
Frankfurt, Jahnstr.49, 60318, Tel. 559444; Frauengesundheitszentrum Neuhofstralie,
Neuhofstr. 32,60318, Tel. 501700; I nfor mationszentrum Wechseljahre (1zZW), Bolongarostr.
82, 65929, Tel.31405338.

Arbeitskreis Frauengesundheit in Medizin, Psychotherapie und Gesdllschaft AKF eV.,
Claudia Czerwinski, Geschéftsstelle: Verdener Str. 20, 28205 Bremen, Tel: 0421/ 4349340
Institut Wildwuchs, Angelika Koppe, Im Grohenstiick 3 A, 65396 Walluf, Tel. 06123/72604,
Selbstheilungarbeit nach der Methode Wildwuchs speziell auch fir Wechseljahre

Deutsche M enopausengesellschaft e.V., Universitétsfrauenklinik Minster, Albert Schweitzer
Str.33, 48129 Munster, Tel. 0251/8348204 (schulmedizinisch!!!)

Kuratorium Knochengesundheit eV., Leipziger Str. 6, 74889 Sinsheim, Tel. 07261/92170
(schulmedizinisch!!!)

Bundesselbsthilfever band fir Osteoporose, Kirchfeldstr. 149 Berlin, 40215 Dusseldorf, Tel.
0211/319165
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Deutsches Zentrum fr Altersfragen eV., Manfred von Richthofen Str. 2, 12101 Berlin, Tel.
030/7866071

Pro Familia (Bundesgeschéftsstelle), Frau Thonke, Stresemannallee 3, 60596 Frankfurt, Tel.
069/639002. Einzelne Pro Familia Beratungsstellen bieten Beratung dazu an, ist aber unserer
Einschatzung nach eher schulmedizinisch orientiert, da sie von Arztinnen angeboten wird.

In this context also should be mentioned: Frauen- bzw. Gleichstellungsbeauftragte,
Gesundheitsamter, Nachbarschaftsheime, Kirchengemeinden, Evangelische
Familienbildungsstétten und Volkshochschulen, which offer several and different lectures and
events for women in the middle of the life course.
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34 Breast Cancer
Ute Wilfing

3.4.1 Theproblem

Incidence:

Despite the fact that exclusively women are affected by it, breast cancer is the most common
organ cancer in general. From a statistical point of view, one out of ten women in Germany is
expected to develop a breast tumour during her life. While the risk has roughly doubled over
the past twenty years, there has been no successful breakthrough in providing a curative
method. It is possible that the shift whithin the age pyramid, with its high proportion of
women, will lead to a nominal increase in the incidence of breast cancer in the near future.
Another significant factor is the initial peak in the disease between the age of 45 and 55 years:
Through the lower age of the disease's onset more women feel threatened. Apart from this,
nowadays, women are more active in shaping their lives - including their inner life - and they
want to face up to their crises rather than ignore them.

Diagnostics:

The reasons for the outbreak of breast cancer are not known, that is why, prevention is
impossible. The only reliable method to avoid breast cancer is to have both breasts amputated.
Some women who recognised themselves to be at particularly high risk have aready taken this
course. Amputations have therefore already been conducted at several German hospitals (e.g.
in Munich) ( Amputation or removal of healthy organs to prevent the disease is still carried out
occasionally in the case of the tonsils and appendix, and frequently in the case of the uterus).
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The term prevention still emerges; this raises hope of protection from the disease, but this hope
cannot be satisfied at present. The most important factor for the course of the disease is its
early detection, as it is a matter of dealing the disease before the dissemination of cancer cells.
But what is the best form of early detection? Mammography is the method of choice from a
medical point of view, but it is not suitable for women of each age. Among women's circles,
self-examination is the method of choice. A completely new problem arose with the discovery
and mapping of the first two of a series of genes that apparently contain a hereditary
predisposition to breast cancer. A defect of BRCA1 and BRCAZ2, as these genes are called, can
lead to the development of such a hereditary predisposition. A blood test has been devel oped,
and women who have a higher incidence of risk factors for breast cancer or ovarian cancer in
their families can make use of this diagnostic aid. In Germany, there are already several centers
that conduct this genetic test. Although only 5-10% of all breast cancer cases have appeared in
women with a hereditary predisposition and there are women with a hereditary predisposition
who do not develop breast cancer, still a genetic test offers certainty. Since there is no
prevention, the genetic test raises ethical questions. After al, what is the point of genetic
diagnosis if there is no therapeutic measure available to counteract specifically a possible
disease's outbresk.

Therapy:

Breast cancer also occupies a key position in the area of medical care: Only a fraction of the
surgical measures is medically necessary since breast cancer is not a local, but a systemic
disease. The dissemination of the cancer cells and thus the danger of metastasis is decisive for
the prognosis. Removal of the tumour is therefore sufficient, and removal of the breast is not
necessary in most cases. Nevertheless, it is striking how often doctors use their scope for action
to present amputation as the 'safest’ solution. Numerous women have reported that such patient
information consultations end with the indication of the possibilities for breast reconstruction.
Even today, in 1998, first of all, the style of the hospital and not the size, location and
histology of the tumour decides whether the patient wakes up with or without a breast after
surgery. In a study on over 8,000 cases, Lazovich investigated the changes in therapeutic
strategiesin stage | and 11 of breast cancer between 1983 and 1989. Breast-maintaining therapy
with subsequent radiation therapy is the recommended standard therapy for both stages. In fact,
only 33.7 % of women underwent breast-maintaining therapy. Within the period studied, it can
be seen that there was a dlight short-term increase in the number of breast-maintaining
operations in 1985 - due to a study on this subject. However, this change did not settled.
Incidentally, the first study, that pointed to the fact that amputation does not necessarily
improve the chances of healing, was carried out in 1948. Patients who decide to have their
breasts 'reconstructed’ must make detailed inquiries if they want to obtain a satisfying result.
There are various possibilities of reconstructing the amputated breast. Silicon is widely used in
Germany, about 250,000 women currently carry silicon in their breasts, 80% of them because
of cancer surgery.

Symbolism:

For women, the symbolism of the breast is twofold. It is an organ which women can
experience with both, the motherly and the erotic aspect of their femininity. The special
symbolism of this organ can have three effects. Firstly, there is danger that a taboo surrounding
the organ will inhibit the woman in confronting her disease and in obtaining support. Many
women stay silent because they fear that they will no longer be considered a ‘complete’ woman
if their disease becomes known. Secondly, there is evidence that, from a medical point of view,
the necessary decisions are sometimes made irrationally on the basis of the importance of the
breast. Thirdly, the symbolism makes it difficult for the woman to come to terms with the
diagnosis of cancer and the operation. A part of the therapeutic decisions and the process of
coming to terms with the consequences of the disease are thus closely connected with conflicts
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regarding sexual roles. The societal interpretation of the breast for female identity causes
specia problems for some women. They have few prospects for redefining their femininity in
their social environment.

3.4.2 Historical development

Self-help:

Mildred Scheel was the first person who raised public awareness on the matter of cancer at the
beginning of the 1970s. As a doctor and a wife of a federal president, she founded the
Deutsche Krebshilfe (German Cancer Aid), which was followed by the foundation of the Dr.
Mildred Scheel Stiftung fur Krebsforschung (Dr. Mildred Scheel Foundation for Cancer
Research) in 1976. Even after Mildred Schedl's death of cancer, both institutions continue to
be very successful and are able to provide considerable funds. For example, the Deutsche
Krebshilfe supports the self-help movement. A disproportionately large number of breast
cancer patients are to be found in the self-help groups and in the association 'Frauensel bsthilfe
nach Krebs [Women's self-help after cancer] which is represented throughout Germany. For
thousands of women, these groups are helpful as a first point of contact, as a forum for
exchanging experiences among fellow-sufferers. Nevertheless, in the area of self-help it must
be noted that neither the relation to the medical profession is reviewed critically nor the
individual losses in life's quality can be related to dealings with breast cancer in the social
environment.

Medical system:

For the time being, a change in surgical techniques can be observed within the medical sys-
tem. The radical amputation with removal of the large and small breast muscles is no longer
performed. The total operation has now taken its place, in which the breast is amputated,
without removing the muscles. The next step was taken in 1987, when a relevant textbook
(Noltenius) recommended that tumorectomy should be considered in tumours up to 4 cm in
diameter. 80% of women could thus undergo breast-maintaining surgery, athough this
percentage was never achieved. In 1985, Ingrid Olbricht's book on the symbolism of the breast
was published. As a doctor, she reported on psychosomatic consequences of cosmetic breast
operations and thus stimulated discussion. At its 23rd scientific congress in 1993, the German
Association of Women Doctors cautiously raised the subject of the risks of silicon implants
and mentioned the questionable nature of 'reconstruction’ after breast amputation. Outside the
medical sphere, the medical system has reacted with the establishment of tumour centers and
cancer counselling centers. Similarly to the hospitals socia services, they deal with socio-legal
guestions. They also provide consultation and offer courses and information on related subjects
and alternative methods. In addition to these institutions, which are integrated into the medical
system, initiatives and associations with critical counselling approaches have become
established.

Women's movement:

The women's movement in Germany which regards biomedicine critically, is an isolated
movement that arose from the reception of the American breast cancer movement. It has
limited contact to women affected by breast cancer, especialy to the older generation of them
and to the decision makers within the medical system as well. Nevertheless, this movement can
become politically effective if the initial co-operation and networking activities are successful.
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3.4.3 What must be changed?

In Germany, there are around 43,000 new cases of breast cancer every year, with a 5-year
survival rate of 70%. Consequently, there are hundreds of thousands of women affected by
breast cancer who are living with the consequences of the disease without making a public
issue of it. They remain invisible with their special needs. Visible however is the list of risks
which make insecure and which indicate biographical decisions as disease's causes. This must
be changed.

The available information carries indirect messages and accusations about women affected by
breast cancer and fills with fear not only women. This is particularly alarming in the sphere of
the psychological interpretational pattern. An example: The model of the cancer personality,
published at the beginning of the 1980's, is an integral part of everyday knowledge and it is a
burden for the concerned. A reception of the American breast cancer movement which ques-
tioned the role of environmental toxins and radiation exposure has only partially taken place in
Germany. In German lists of risks emerge, for example, the term ‘'unmarried’. This may be easy
to ascertain, but it is just as informative and revealing as the connection between shoe size and
intelligence. Too little is known about the true causes of breast cancer. Research is primarily
carried out within commercialy attractive areas like chemotherapy and genetic analysis. On
the other hand, epidemiology leads a shadowy existence; there is no unified cancer register in
Germany, data protection laws are claimed to be an obstacle.

What must become better? The gynaecological departments which are in line with the latest
scientific research and which are capable of dealing sensitively with their patients must not be
an insider tip any long. The women's health movement must exert influence on education and
further training in order to reduce existing shortcomings in this area. Additionaly, we need
psychosocial support that always takes into account the gender question, as well as critical
public exposure. Lists of risks that spread feelings of guilt must be exposed as ridiculous and
research on causes of breast cancer and a cancer register are urgently needed.

3.4.4 Which organizations take this subject up?

Within the medical system, in addition to the tumour centers (see above), there is the
Krebsinformationsdienst (Cancer Information Service) and the Gesellschaft fir Biologische
Krebsabwehr (Sciety for Biological Cancer Prevention) Offers of psychotherapy for women
affected by breast cancer are directly available in the rehabilitation centers, there are also some
hospitals focused on breast cancer. This may mean a good possibility of change for the
concerned, but it can encourage the psychologization of disease's origins and course.

In acute clinics, patients groups, partly with psychotherapists employed permamently on the
wards for gynaecological oncology, are a new approach. In the acute phase, it is mostly a
matter of medical questions and of coping strategies. This initial psychosocial care is decisive
in coming to terms with the disease and must be urgently expanded.

Instead of cutting off all health courses of the statutory health insurances, cancer courses are
still maintained. These groups fall under the self-help movement.

Outside of the medical system, a broad spectrum of health courses is offered. They do not
address explicitly women affected by breast cancer, but often provide a suitable forum for the
concerned. Here should be highlighted the Feministische Frauengesundheitszentren (FFGZ)
[Feminist Women's Health Centres| represented in most larger towns and cities. The
autonomous, church and communal education services on the spot have also joined contide
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into the field of health especially since the health insurance funds were forced to withdraw
their wide range of courses.

The Arbeitskreis Frauengesundheit (AKF; see address list) is working towards qualified
courses on the subject of Women and Health in the field of education, and directly intervenes
in training with their publication of a women's gynaecology textbook. Among other numerous
activities, the annual AKF congress was dedicated to the subject of the breast in 1999.

The new organizations Wir Alle (All of Us) (Cologne), MUT (Courage) (Munster) and
Brustkrebsinitiative (Breast Cancer Initiative) (Berlin) are al working exclusively on the
subject of breast cancer and want to follow their American models 'One in Nine' and 'Breast
Cancer Action'. In a close co-operation between the affected and non-affected, public relations
work has taken as its task to oppose actively the taboo surrounding breast cancer. Information
and counselling is being offered for breast cancer sufferers and their context and the
deficiencies in research and care are being identified and challenged.

3.45 Structura characteristics

The German socia security system gives primary importance to the medical diagnosis. In
principle, a cost/benefit analysis of the therapeutic measures to the patient does not ensue.
Patients, therefore, often have to protect themselves against excessive therapy. However, this
requires a high degree of awareness and an immense capacity to be assertive, quite difficult for
many women faced with a diagnosis of cancer. At the same time, there is no basis for financing
non-medical programmes.

The cost-saving measures in the healthcare system can also have positive effects. Competing
hospitals must come into line with patients wishes, so must competing practices. In this phase,
it will be particularly effective to join forces with women affected by breast cancer in order to
demand an approach that satisfies their needs.
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3.5 Critical pointsin operative gynaecology
Christiane Niehues"’

3.5.1 Gynaecology asa"surgical” subject

Gynaecology as a subject developed from surgery, and attitudes - tending to concentrate on
craftsmanship and technique - are accordingly coloured by surgical thinking (if your operative
technique is good, everything will turn out fine).

The present-day training of gynaecologists is substantially shaped by hospital surgical activity,
and this subsequently also influences their behaviour as practising doctors.

The main problem in operative gynaecology is determining the indications for this or that
operation. When is an operation necessary, when is it optional, when are there good prospects
for non-operative treatment?

Conservative methods, such as physiotherapy for a prolapsed bladder and incontinence, for
example, are somewhat underrated in Germany: they are certainly not employed to the
maximum before it is decided that an operation is required. The prolapse operation is often
carried out without a sufficiently strict insistence on the indications being present. If the
condition is a weak or irritated bladder, or a combination of these conditions, it is hardly
surprising if the symptoms actually deteriorate after the operation.

Chronic gynaecological illnesses such as endometriosis and chronic lower-abdominal pain are
too rarely treated by a combination of methods, requiring an interdisciplinary approach
involving psychologists and other therapists. There are no specifically gynaecological facilities
in pain-management centers catering for the special needs of gynaecological patients.

3.5.2 Quality assurance in operative gynaecology

Information regarding quality assurance was also gathered in the field of operative
gynaecology.

One of the factors investigated was the extent to which operations on the ovaries are carried
out without the appropriate indications being established. In a strikingly large number of cases
(31.3% on average) simple functional cysts were found: these often occur during the cycle as a
result of normal physical processes, only to disappear spontaneously later.

"In this example follicular and lutein cysts constitute physiological processes which often ook
like tumours of the adnexa in sonography, but which generally spontaneously subside. Without
exposure to major risk, therefore, the patient can be treated with drugs while developments are
awaited. The use of such a procedure can reduce the rate of operations in which follicular or
lutein cysts are found to below 5%." 2

7 Dr. Christine Niehues is a gynaecol ogist in the Gynaecological Rehabilitation Department of the Burggraben
Clinics, Bad Salzuflen

18 Quality assurance in operative gynaecology, ed.: Federal Ministry of Health, Dr. med. Max Geraedits, volume 98
of the series of papers of the Federal Ministry of Health, Nomos Publishing, Baden-Baden, 1998, p.45
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Here the authors themselves call for an important improvement in quality.

"In future it will be the task of the German Society of Gynaecology and Obstetrics to provide
clinics with external support by supplying them with consensus guidelines regarding the
establishment of indications."*°

3.5.3 The problem area of operative technique

In Germany there is as yet no body with the power to monitor the success of various operative
procedures in clinics and to ensure that the most successful are adopted as normal practice.
Operations for incontinence are an example in the gynaecological field. Various different
procedures are still being used, despite the fact that certain techniques exhibit a relapse rate of
more than 50%.

Other organ-preserving procedures involving the raising of the cervix of the bladder and, under
certain circumstances, no interference with the uterus have not yet achieved genera
acceptance, even though among specialists they are internationally acknowledged to have
produced good results.

3.5.4 System-related conflicts of interests

The system whereby doctors with their own practices also perform operations and are
responsible for a number of hospital beds produces a conflict between the interests of the
patient and the directly pecuniary interests of the doctor. The more operations the doctor
recommends, the more beds are occupied in his or her department.

In other hospital departments, too, the pressure has been increasing to carry out more and more
operations more and more quickly - and in the competition for ever-shorter hospital stays the
departments which survive are those which quickly carve out markets for themselves and adapt
to new trends.

To this day it remains the case that recognition as a specialist gynaecologist is conditional on
the performance of a minimum number of operations. hysterectomies, curettages, operations
on the Fallopian tubes, ovaries, breasts etc. This can lead to patients being advised to undergo
more extensive surgery, for example to have a hysterectomy following a curettage.

This catalogue of operations will not continue to exist in this form in the long term: specialist
training is aso being discussed among gynaecologists and by the specialist associations.
Changes are planned which will mean that athough doctors who wish to practise as
gynaecologists will continue to take part in operations, there will not be as many of them as
there are now and they will not actually carry them out themselves. Instead other fields of
gynaecology will take a more prominent part in training: endocrinology, prenatal diagnosis,
reproductive medicine etc.

3.5.5 Thevalue put on female organs and psychosomatic connections

The general view of the uterus continues to be that it is a more or less useless organ once its
owner no longer wishes to have children. Both under pressure from better-informed patients
and with an eye to possible legal proceedings where the indications are not entirely
unambiguous, the number of operations in which organs are preserved has increased in

¥ ipid.
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proportion to those in which they are removed. Whether this indicates a genuine change of
heart on the part of the doctors who actually carry out the operations is not entirely clear.

The number of hysterectomies, which in 1991 was estimated at 146,000, has fallen by a quarter
- although the number of gynaecological operations overall has substantially risen.

Generally speaking operative consequences - post-operative functional disorders of the bladder
and bowel, pain, vegetative symptoms and sexual dysfunction - tend to be underestimated, and
there is insufficient knowledge of how to approach delayed convaescence following
gynaecological operations and their particular psychosocial associations.

The psychosomatic aspects of gynaecological illnesses - menstrual disorders, for example, or
recurring abdominal inflammation - are certainly theoretically acknowledged, but sufficient
account is not always taken of them in everyday practice. The invoicing system applying to
established practitioners limits the activity in this field of even well-trained gynaecologists
competent in psychosomatics.

The abyss between in-patient and out-patient treatment, between psychosomatics and organ
medicine, makes overall observation difficult. The increasing tendency towards specialisation
ultimately means that only this and that "partial” truth is perceived and treated.

3.5.6 Rehabilitation and aftercare

In-patient gynaecological rehabilitation as a special facility is seriously under-represented (less
than 2% of total beds), and in 1997 the number was reduced even further owing to the cuts.
And women, who are in particular need of it, can no longer afford to be away from work or to
pay the additional costs of rehabilitative in-patient treatment.

The aftercare treatment of cancer patients has also been drastically curtailed (to some 10% of
the levels in previous years). This particularly affects breast-cancer patients, who in the past
have often made use of such facilities to regain their physical and mental strength.

Comparable combined approaches to rehabilitation are currently unavailable in Germany on an
out-patient basis.

3.6 ViolenceCan Make You Ill - The Connections Between Violence and Health
Karin Wieners and Hildegard Hellbernd, TU Berlin; trandated by Teresa Gehrs

The World Hedth Organisation (WHO) considers violence to be one of the greatest health
risks faced by women and girls throughout the world. According to a study carried out by the
World Bank in 1994, women between the ages of 16 and 44 lose one out of every five healthy
years of their life due to violence (cf. Heise et al. 1994).

In Germany a broader discussion is only now slowly beginning to take place around the subject
of the connections between violence and the health of women and girls. The remova of the
taboos surrounding violence and the creation of refuge and counselling centres run exclusively
for and by women has for a long time been one of the main aims of the Women's Movement
and, in particular, the Women's Refuge Movement. Descriptions of the state of health of
battered women and girls, indications of lack of sensibility with regard to problems
encountered within the area of medical and therapeutic care, and demands for care structures
suitable for women, are seldom made within the context of a fundamental discussion of
women's health (Nebenbauer et al. 1998). In the area of research into women's health, analysis
of the connections between violence and health is slowly gaining more attention. Initial studies
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are frequently carried out by female academics who have become involved in the so-called
anti-violence debate (cf. GuUnther 1991 among others, Helffrich 1997, Kavemann 1997;
Hagemann-White 1998).

Descriptions of the possible consequences of violence are only occasionally available from the
area of medical research and care carried out in Germany (Olbricht 1997, Bdllert et a. 1999).
These descriptions focus amost exclusively on sexua abuse of girls and boys and on rape. It is
astonishing that, up until now, in the area of medicine violence has never or rarely been
considered as the possible cause of injuries suffered by and complaints from which women
suffer. This is al the more astonishing in view of the fact that a multitude of studies and a
series of guidelines on the care of battered women have become available as a result of
research carried out throughout the world, in particular in the United States of America.®

In the following pages we will firstly outline the central findings of the research carried out
into violence against women and girls (Chapter 1). We will then present the results of research
on health-related effects of violence against women and girls (Chapter 2) as well as outline the
situation in medical care. In this context we will describe a pilot project on violence against
women which has been set up at the Benjamin Franklin University Clinic in Berlin (Chapter
3). In conclusion, we will provide a brief overview of support services available for women
and girls who have experienced violence.

3.6.1 Violence against women and girls

It can be credited mostly to the New Women's Movement that a wide range of information on
the causes and forms of violence against women and girls has become available in Germany.
Work experience with battered women in women's refuges, secure accommodation, and
counselling centres has shown how varied are the forms of violence and the types of threats
and injuries women and girls experience, and how radically they can impact their lives.

In order to comprehend the different facets of violence committed against women and girls,
Carol Hagemann-White introduced the term "Violence in gender relations’. Today this term
has become widely established, particularly in research. It includes any type of injury caused to
the physical and/or mental integrity of one or severa persons which is connected with the
sexuality of the victim and the perpetrator, and which is caused while the person in a stronger
position is taking advantage of the person in a weaker position within a power relationship
(Hagemann-White 1992).

In recent years a large part of the discussion on violence against women focused on sexual
violence against women, domestic violence”, and the area of the sexual abuse of girls and
boys. The majority of refuge, support, and counselling services available today can be found in
these areas.

In the following pages we will briefly present the findings and, as far as possible, data
available on domestic violence, sexual violence, and sexual abuse. The distinction between
sexual violence and domestic violence is made partly for reasons of clarity, and partly because

% Osattin/Short (1998) give an overview of guidelines and further education and training options available in the
USA. With regard to the international debate, compare a so the Population Reports (1999, 27/4).

2 We use the term ,, domestic violence* in the following pages because it it gaining increasing acceptance in
discussions. Other terms which are used as a synonym for this form of violence are: ,, violence within the victim’s
immediate social circle”, , violence in marriage and partnerships‘ and ,,violence in the family, marriage, and
partnerships*. Compare Schweikert 2000 for the discussion of terms and concepts.
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it reflects the development of discussions and research. The term "sexua violence" will be
described in the following pages as a form of violence in the context of domestic violence and,
will also be used as an independent term as well.

Domestic violence

At avery early stage the Women's Movement revealed that a large part of the violence against
women was committed by men who were known to, friends with or married to them. At the
same time the Women's Movement also showed that women could not feel safe within their
own home. Instead their home represented a place where violent acts were committed against
them (cf. Berliner Frauenhaus 1978, Hagemann-White et al. 1981, Nini et al. 1995, Bruckner
1998). Schweikert (2000) developed a very broad definition of domestic violence. She
describes domestic violence as "a one-off act or the associated, continued, and repeated acts of
aman against a woman within aformer or a current (...) long-term relationship, within any (...)
other intimate relationship, within a narrow family or related relationship, which injure(s) the
physical and/or psychological integrity of the victim, and which serves or serve as a means of
exercising power and control over the woman (...)" (Schweikert 2000: 73).

In general, domestic violence is not a one-off, extraordinary occurrence. It is much more a
question of a complex and, for the woman, a daily system of maltreatment in which blatant and
subtle forms of violence, verbal degradation, humiliation, and exploitation are closely
interwoven. Women who have experienced domestic violence talk of physical, psychological,
and sexual attacks. They tell of degradation and humiliation, of economic exploitation, and of
the rigid control of their social contacts. Forms of violence which have been combined under
the term domestic violence and described in the literature (compare Briickner 1998, Egger et
al. 1995), include:

Physical violence. This includes, for example, slapping, hitting with the fists or with objects,
kicking, strangling, tying up, and violent attacks which can result in death.

Sexual violence. Thisincludes coercion up to and including rape or forced prostitution.

Psychological violence. This includes threatening to harm the woman or her children, insults,
humiliation, engendering feelings of guilt, the withdrawal of food, and intimidation.

Economic violence. This includes a ban on the woman going out to work, forced labour and
the man having sole power to use financia resources; in brief, the creation and maintenance of
economic dependence.

Social violence. This is described as the endeavours of a man to isolate a woman socially by
forbidding her to make contact with other people or by controlling her contacts (cf. BIG e.V.
1997).

Accounts given by battered women have shown that domestic violence generally develops its
own dynamic. Different phases are described which are characterised by the building up of
tension, violent outbursts, and the making of excuses by the man. If these phases are repeated,
the situation escalates. The violence increases and, over the course of time, the man ceases to
make the excuses he had made in the beginning.?* Most studies show that the woman is in
most danger when she wants to leave the relationship. This is when most murders occur (cf.
Schweikert 2000).

22 |_eonore Walker, a US-American psychologist, describes these phases as “cycles of violence” (1983).
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A rough estimate can only be made of how many women in Germany experience domestic
violence. Up until now no representative study into this taboo area of violence against women,
one which has aways been shrouded in myths, has been available. However, the German
Bundestag's Commission on Violence starts with the assumption that violence within the
family is "by far the most widespread form of violence that a person experiences in the course
of hisor her life", and that it is "the least investigated and, both in its frequency and severity,
the most underestimated form of violence” (Schwind et al. 1990:701). According to the
Bavarian Ministry of Socia Affairs, approximately four million women from al socia strata
are battered by their partner or husband every year (Federal Bureau of Statistics 1998). An
investigation of violence against women in East Germany concludes that, despite the different
life situations and political situations, there was scarcely any difference in the extent of
domestic violence against women in East and West Germany (Schréttle 1998, Diedrich 1996).

Experiences from women's refuges, counselling centres, and secure accommodations show that
any woman can be affected by domestic violence, irrespective of her level of education,
nationality, income, religion, age or ethnic affiliation. Both victims and perpetrators come from
all social strata. However, younger women, pregnant women, and women with partners who
have very traditional ideas of what a woman's role is, or who are very jealous, are particularly
affected (Bruckner 1998).

Sexual violence against women

In the early 1970s sexua violence against women, in particular rape, was the first form of
violence brought to the public's attention by the New Women's Movement. Today, in addition
to rape by a perpetrator unknown to the victim, the term "sexual violence" also includes the
exercising of subtle or blatant pressure by a husband or partner to perform sexua acts, sexual
harassment in the workplace as well as sexual infringements within a dependent relationship
(e.g. by adoctor, therapist, carer or teacher)?®. A broad consensus exists among those involved
in the feminist debate on violence that sexual violence is more a question of power and
subjugation than one of sexuality.

Only limited information is available on how many women in the Federa Republic of
Germany are the victims of sexual violence every year. According to a study carried out by the
Criminological Research Institute of Lower Saxony (KFN) in 1992, one out to seven woman
aged between 20 and 59 is the victim of rape or of sexual coercion at least once in her life
(Wetzelg/Pfeiffer 1995). According to data available for the GDR, 20% to 25% of women are
victims of rape or attempted rape during of their lives (cf. Starke 1990). Few rapes are reported
to the police, and most of those that are reported have been committed by strangers. However,
only about 30% of all rapes are committed by strangers (cf. Wetzels/Pffeifer 1995:13;
Briuckner 1998:15). This means that rapes committed by a partner or friend, remain mostly
undiscovered and unreported to the police.

Most of the data available on sexua harassment in the workplace originate from an
investigation published in 1991 that was sponsored by the Federal Ministry of Family Affairs,
Senior Citizens, Women and Youth (cf. Holzbecher et al. 1991). The 2000 or so women
guestioned were employed in various areas of work. More than 70% of them stated that they
had been sexually harassed by colleagues, superiors or customers/clients/patients. 3% of the
women questioned stated that they had been threatened or had been forced to perform a sexual
act.

% |n the debate in Germany, the term “sexual violence” is sometimes used as a generic term to describe all forms of
violence against women and girls.

31



Sexua violence in dependent relationships, such as in a psychotherapeutic setting (Reimer
1996), or in a care ingtitution for the elderly or the handicapped, is till treated as an important
issue only among experts or in self-help groups. Among the wider public an awareness of the
extent of the violence that, in particular, handicapped or elderly women have to face, is Sowly
growing (on thisissue, compare Bohmer 2000; Degener 1996).

Sexual abuse of girlsand boys - Sexual traumatisation

From the end of the 1980s until the beginning of the 1990s, much of the attention for violence
against women was focussed on the issue of the sexual abuse of girls and boys. Revelations of
the extent of this form of violence is today still triggering off varied and controversial debates
(cf. Gunther et a. 1991; Enders 1990, Kavemann 1996).

Acts of sexua abuse range from touching of a sexual nature to all forms of sexual intercourse.
Experts define sexual abuse as "a sexual act performed by an adult with a child who, due to his
or her emotional and intellectual development, and due to the unequal power relationship
existing between the adult and the child, is not in a position to agree to perform these sexual
actsin afree and informed manner. When a child is being sexually exploited, an adult uses his
or her position of power and his or her authority, or the dependency of the child, in order to
persuade or to force the child to co-operate. One of the key moments during the performance
of an act of sexual exploitation or violence is when the child is committed to secrecy. The child
is thus rendered speechless, defenceless, and helpless’ (Sgroi citing Wiistenberg 1992:133).

Children of al age groups are affected by abuse, but 80% of the victims are girls. Wistenberg
estimates an annual figure of almost 300,000 cases for the former West Germany (W stenberg
1992:135). At the beginning of the 1990s, the Federal Government estimated an annual figure
of 82,000 cases (cf. Weber/Rohleder 1995:15). Professionals involved in this area assume that
the ratio of reported or detected to unreported or undetected acts of abuse is 1:20. The
estimated number of unreported or undetected cases is even higher for boys (Smaus 1994).

Sexual abuse takes place within families, regardless of their social stratum, as well as within
foster families and children's homes. According to the Federal Criminal Police Office, only
20% to 30% of acts of abuse are committed by strangers. The more well-known that the
perpetrator and the victim are to each other, and the closer that they live together, the greater is
the likelihood that the abuse will be repeated and will continue for years.

3.6.2 The effects of violence on the health of women and girls

Insights on the effects of violence on women's health come mainly from refuge, counselling,
and support initiatives for girls and women affected, from empirical studies, which are mostly
linked to these initiatives, as well as from monitor research accompanying individual
projects®. These findings provide information on the situation of female service users who
have disclosed to be affected by violence. Knowledge is increasingly becoming available from
the area of feminist psychotherapy and as a result of addiction work done with women
(Hilsenbeck 1997, Vogt 1999). Over the past number of years an awareness of violence as a
possible cause of stress, illness, and poor health has slowly grown. Up until now very few
medical care approaches deal with injuries, complaints, and organic damage as the
consequence of abuse (Olbricht 1997, Beckermann 1998, Bollert et a. 1999, Peschers 2000).

2% Compare Hinze 1993, Egger et al. 1995. Conclusive reports are available from Hagemann-White et al. 1981,
Modellprojekt Frauenhaus Berlin; Glnther and others 1991, Beratungsstelle und Zufluchtswohnung fuir sexuell
miBprauchte Méadchen, Helfferich et al. 1997, Anlaufstelle fr vergewaltigte Frauen.
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The available results show that violence affects the health of women in various ways, and that
it has, or can have, short-, medium- and long-term consequences (cf., among others,
Hagemann-White 1998; Arbeitskreis Frauengesundheit in Medizin, Psychotherapie und
Gesdllschaft eV. 1997). Somatic, psychosomatic, and psychological consequences were
among those described, and it is on these consequences that we will be concentrating here.

Conspicuous injuries, which were the direct result of physical attacks, were mentioned as one
of the somatic consequences. These included in particular stab wounds or wounds caused by
blows, cuts and burns, broken bones, haematomae, and injuries to the face, jaw, breast, and
arm. These injuries could lead to the woman being permanently physically handicapped, for
example, having impaired eyesight or hearing, or to the impaired suppleness. In the worst case
women suffer fatal injuries (Enders 1990, Hagemann-White et a. 1981, Abott et al. 1995).

Head and back pains as well as pains in the breast area, the feeling of choking, difficulty in
breathing, gastro-intestina disorders, and abdominal pains constitute the main somatic and
psychosomatic disorders which battered women have frequently complained of. Up until now
little research has been carried out into the extent of the connection between these disorders
and women's experience of violence®. Thereis every reason to believe that chronic strain, fear,
and uncertainty as, for example, described by women who face domestic violence, are
manifested in these disorders. Olbricht (1997) describes the possible connections between
psychosomatic disorders among adult women and sexual abuse during childhood. Accordingly,
the most common complaints are of abdominal pains, eating disorders, and breathing disorders.
Abdomina pains include, among others, (sometimes intense) pains of uncertain origin in the
lower abdomen, non-occurrence of periods or disorders related to these, disorders which occur
during pregnancy, and frequent miscarriages. These complaints have often been caused by
injuries that the women have suffered. "It is not surprising that these women's bodies are not
able to function properly. These inappropriate sexual acts, which are often performed in a
violent manner, affect a child who usually does not yet know what sexuality is and whose
sexual development has not yet begun or has not yet been completed” (Olbricht, 1997:103).
Eating disorders include vomiting, nausea, difficulty in breathing, and other disorders up to
and including bulimia. Eating disorders can be "interpreted as an attempt to gain at least a
minimum amount of independent control over one's own body, and, at least by ingesting food,
to determine what is and what is not alowed inside one's body" (loc cit.). Breathing disorders
include feelings of pressure in the breast area, hyperventilation syndrome, and asthma. These
symptoms could be caused by memories associated with experiences of incest.

Findings related to the psychological consequences of violence come mainly from therapeutic
work done with women who have suffered sexual violence, from work done with sexually
abused children as well as from research into trauma. Women affected by violence talk of
symptoms such as nightmares, depression, disorders related to concentration, sleeping and
eating disorders, feelings of fear, humiliation, and self-criticism (cf. Kretschmann 1993:62).

From work done with abused girls and boys exist descriptions of conspicuous psychological
disorders which include confused fears, regressive behaviour, loneliness, self-inflicted injuries,
suicide attempts, phobias, doubts about the way in which they perceive the world, and
disrupted relationships. In contrast to the way in which the debate has progressed in the USA,
in Germany it has taken some time for the term post-traumatic stress disorder (PTSD) to

% A series of studies carried out in Great Britain and the United States of America prove that women who have been
the victims of violence in their childhood or as an adult, are more likely to suffer physical hedlth effects, suffer
more frequently from physical symptoms, and areill more frequently than women who have not experienced
violence. (Compare Heise 1994, Stark, E., Flitcraft, A. 1996, McCauley et a. 1995, McCauley et a. 1997,
Population Reports 1999, 27/4.)
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become generally accepted as a description for these consequences of maltreatment®. In the
interim, a whole series of descriptions of sexua violence as trauma have become available (cf.
Bdllert, among others, 1999). They indicate that phenomena such as depression, schizophrenia,
identity crises, and feelings of alienation must be regarded as a way in which women and
children try to cope with their experience of violence. Studies carried out in Great Britain and
the United States of America indicate that girls who have been abused and women who have
been raped make up the largest group of people who suffer from post-traumatic stress disorder
(cf. Heise 1994:20).%

In the USA, attempts are being made for the first time to describe experiences of domestic
violence as trauma. Walker (1984) recorded findings on traumatic experiences of violence and
on the reactions of victims of violence to their position as battered women (battered women
syndrome). She refers to four phases, which constitute the reaction. The first phase is marked
by shock, disbelief, suppression, fear, and confusion. This reaction is closely connected with
the fact that the violent act is inconceivable or that possible behavioural options cannot be
examined. The second phase is marked by growing dependency, passivity, and subjugation to
the perpetrator's demands. In the third phase victims develop the unrealistic hope that the
violence will come to an end and that the attacks are not as serious as they had first thought.
However, if the threats continue on a regular basis, then the victim increasingly begins to
withdraw into herself, constituting the fourth phase. She does not attempt to escape, even if
escape is possible. The victim realises that she is helpless and capitulates when faced with a
situation which she perceives as hopeless. In her description, Walker stresses that, in contrast
to many other types of traumatic acts of violence, domestic violence often lasts for many years,
and that for many months and years women are exposed to a process of systematic
psychosocial disdain, degradation, and dehumanisation. Psychosomatic and psychological
disorders which are connected to this experience, are feelings of helplessness, depression,
anxiety attacks, sleeplessness, and fears related to the future. Walker interprets alcohol and
drug use as attempts by women to escape their unbearable situation for at least a short period
of time (Neubauer et al. 1998).

The descriptions of the possible effects of violence on the health of women and girls outlined
here should under no circumstances be generalised or considered as constantly recurring
reactions. If violence does affect the health of women and girls, and the way which it does,
depends on many factors, such as their individual life experiences, the availability of social
assistance, their own capacity to cope with it, and their strengths. This is what Kretschmann,
for example, stresses in relation to the trauma of rape: "for al victims it means a psychological
and emotional collapse, and one which has nothing to do with their previous psychological
make-up. However, attempts to bear, comprehend, and deal with the trauma have to be
connected to the specific biographical experiences involved. This is why it is important to
make a distinction between the event and the subjective form in which it is processed, if we
want to avoid the danger of excessively generalising and individualising” (1993:69). It is true
for the whole debate on the connections between violence and health that "the broad term
violence, which includes a wide variety of forms of violence, ways of making threats, and of
inflicting injuries (...) (must) be balanced against the resources and powers that women have
for dealing with it" (Hagemann-White 1998:147).

% |n the USA, the term PTSD was included in the Diagnostic and Statistical Manual of Disorders of the American
Psychiatric Association (DSM I11) as early as 1980. The main reason why this term was included in DSM 111 was
because of findings related to the situation of holocaust victims and of Vietnam War veterans. The meaning of this
term was extended following Herman's 1993 descriptions of experiences of sexual violence. Traumatisation was
included in the diagnosis of PTBS in the “Diagnostic and Statistical Manual of Psychological Disorders’, which
appeared in German in 1984.

%" Rape victims attempted suicide nine times more, and suffered twice as much from serious depression as women

who had not been raped (loc cit.).
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3.6.3 Violence as an issue of medical care

Up until now, in the area of medical care violence has only occasionally been recognised as the
possible cause of injuries, disorders, and illnesses. The first debates and practical activities
aimed at improving care took place in the area of sexual abuse and sexua violence. In June
1999 the Working Group of Academic and Medical Experts published guidelines drawn up by
the German Society for Child and Youth Psychiatry and Psychotherapy on classification,
diagnosis, and intervention in cases of "neglect, battery, and abuse”. In 1997, instructions on
"how to conduct medical examinations following possible sex crimes' had already been
elaborated at the Women's Clinic of the University of Freiburg and at the Forensic Institute of
the State Criminal Office in Baden-Wurttemberg (Baldler et a. 1997). At its fifty-third
congress, held this year, the German Gynaecology and Obstetrics Society finally made the
issue of "Sexual Violence against Women and Girls' one of its main themes. Within the
framework of this congress the first findings of a study into sexual violence were also
presented. Data taken from 3000 women and girls who had been examined as the victims of
sex crimes at the Berlin-Charlottenburg University Clinic during the period 1967-1983, was
analysed (Peschers 2000).

However, on the whole these developments cannot hide the fact that, al in all, in the area of
medical care, awareness and knowledge of the causes, forms, and consequences of violence is
very poor. If women affected by violence are able to find adequate help, then it is only by
chance, while their being able to do so is dependent on the individual actions of the doctor who
is treating them (cf. Gut 1997, May 1997).

The results of one of the first empirical studies into how general practitioners deal with
problems associated with domestic violence were presented in Berlin in 1999 by Heike Mark
(cf. Mark 1999). 65 general practitioners practising in two districts in Berlin were questioned.
The study showed, among other things, that, measured against official estimates, only one in
ten cases of domestic violence was recognised as such by those questioned. One third of those
guestioned stated that they had never treated a battered woman in their practice. The fact that
health disorders are not recognised as being caused by violence and are therefore not
adequately treated, represents an extremely high risk for women. The study also showed that
two thirds of the genera practitioners did not feel adequately informed about the problems
associated with domestic violence. Mark assumes that perception of domestic violence could
be raised and that doctors would be more capable of intervening in such cases if related
guidelines were available. She also bases this assumption on the fact that a clear majority of
those questioned can imagine themselves acting as contacts for female patients who have been
affected by domestic violence.

The first pilot project aimed to improve medical care available for battered women was
inaugurated in October 1999 at the Benjamin Franklin University Clinic in Berlin: the
SI.G.N.A.L. Intervention Project to Combat Violence Against Women. The Clinic has set
itself the goal of becoming the first hospital in Germany to offer opportunities for intervening
in the area of medical care, and of becoming identified as a refuge for women who experience
domestic violence. Each letter of the acronym S.I.G.N.A.L. stands for a way of treating a
female patient, and is amed at care and medical staff. S stands for Speak to the patient; |
stands for an Interview during which simple, concrete questions are put; G [not literaly
trandatable] stands for a thorough examination of old and new injuries; N stands for Note
down and document all findings and information so that they can be used in court; A [not
literally translatable] stands for the clarifying of the patient's current requirements with regard
to protection; L [not literaly trandatable] stands for the offering of a guide containing
numbers which can be dialled in case of emergency and information on support options that
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might be required. The central component of this project is the training given to the staff of the
Clinic in order to make them aware of the problems associated with domestic violence and to
prepare them for their new area of responsibility. The experimental project has initialy been
established in the First Aid/Emergency department but, in the long term, is to be extended to
all wards and departments in the Clinic.

Since March 2000 the project has been under scientific supervision and evaluation. Over a
two-year period, in addition to recording findings on how the project develops, its
implementation, and effects, they will also be gathering data on care requirements as well as on
the conseguences of violence on the health of patients.

The S.I.G.N.A.L. Intervention Project is conceived by its initiators as a standard venture for
intervention in the area of medical care. Since it was initiated, other clinics throughout the
whole of Germany have shown an interest in the experiment. However, it remains to be seen if
this initial project will become firmly established and if it will be expanded within the area of
hospital care as well as in the area of care provided by general practitioners. It also remains to
be seen what the effects of this project will be with regard to the type of care available to
battered women. In order to facilitate a genera discussion and exchange of information on
individual experiences by interested people working in the health service a "S.I.G.N.A.L."
study group is currently being organised in Berlin®.

3.6.4 Assistance available to women and girls affected by violence

A large amount of the psychosocial and health care available to women is provided in
ingtitutions or within the framework of projects which have developed out of the Women's
Movement. These institutions and projects originated in West Germany in the mid-1970s and
in the former East Germany from 1990 onwards®. In addition to refuges of a general nature,
such as women's centres and meeting places for women, these institutions include specific
ingtitutions such as refuges for women and girls, secure accommodation, and various
specialised counselling centres for women and girls affected by violence (cf. Briickner 1998).

In the mid-1990s approximately 400 women's refuges existed in Germany, of which 120 were
located in the former East Germany. Above al, they offer women who experience domestic
violence protection and support. No data is as yet available on the number of places of refuge
and counselling centres which exist throughout the whole of Germany. However, it can be
safely assumed that, at least in all of the larger cities, a relatively well-developed infrastructure
for women affected by violence exists.

17 refuges and places of secure accommodation as well as several Wildwasser* groups were
in existence in 1992 throughout Germany for girls who had experienced sexua abuse. The
Wildwasser groups work mainly with women and older girls who were abused in their
childhood. In addition, a number of voluntary counselling centres exist, most of which are
members of the Kinderschutzbund (NSPCC), a national, independent association whose goal is
the protection of children against abuse. In recent years, particularly in the larger cities,
autonomous counselling centres for women who have been raped have been set up; some of

% See list of addresses in the country report.

% To our knowledge, up until 1984 arefuge for “peoplein crisis’ founded by Caritas, as well as some initiatives
started by the church, existed in some of the bigger citiesin the GDR, but no ingtitutions set up solely for women
and girls who had experienced violence were in existence there.

% The first self-help groups which were founded in the 1980’ s as a result of sexual abuse called themselves
“Wildwasser” groups.
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these centres also offer therapeutic help. In 1995 a refuge for women who have been raped
originated in the rooms of the University Women's Clinic in Freiburg (cf. Helfferich 1997).

These projects are of central importance within the framework of the care provided for women
and girls who have been affected by violence. They create publicity for the problems
associated with violence against women and girls, contribute to removing the taboos
surrounding this issue, help women and girls who are isolated as a result of the violence they
have experienced to break the cycle of violence and offer support. The main working
principles in most of the projects are empowerment, the provision of information on the
available resources, and the strengthening of each participant's potential for helping herself.
Because they possess thorough knowledge of the specific problems associated with the
situation of women and girls who have experienced violence, the people in charge of these
projects are able to offer unbiased and non-bureaucratic advice and protection. At the same
time these projects also provide the impulse for an improvement in the care and support
provided in other relevant areas. One example of this is the way in which the police act when
investigating cases of domestic violence (cf. Schweikert 2000 on this issue).

In addition to projects which were founded in order to cater directly to the needs of women and
girls affected by violence, since the middle of the 1990s new strategies in the area of violence
against women and girls have developed. In several German states "round tables' and
intervention projects were established, most of which were conceptually based on the
"Domestic Abuse Intervention Project” established in the USA (cf. Senatsverwaltung fur
Arbeit, Berufliche Bildung und Frauen 1999; Heiliger/Hoffmann 1998). The work carried out
within the framework of these projects promotes and strengthens in an indirect way
opportunities for women affected by violence for acting and taking control. Their aim is to
change the basic societal conditions which legitimate violence, to work on extending the
opportunities for sanctions on both a civil law and a crimina law level and to offer further
education to members of the police force and the judiciary. Unfortunately, up until now very
few women and men involved in the drafting of health-related policies and the provision of
health care have been included in the intervention projects. As a result, very little advantage
has been taken of the opportunities for prevention and intervention existing within the
framework of medical care.

3.6.5 Prospects and requirements

Only a small part of the complex connections that exist between violence and health could be
treated within the framework of this part of the L&nder Report. Certain aspects were only
touched upon or could not be dealt with. Aspects which we have not taken up as the possible
consequences of violence are, for example, poverty and homelessness (cf. May 1999, May
2000 on these aspects). The special position of female migrants involved in violent
relationships has not been considered either (cf. David 2000, among others, on this aspect).

The findings presented on the form and extent of violence against women, on the health-related
consequences as well as on the situation with regard to care show that, in the last 30 years,
there has been a significant growth in knowledge of the related problems. These findings also
show that a wide variety of refuges and institutions for the provision of support which women
and girls can turn to have been established as a direct result of the Women's Movement. As a
consequence, a wide range of new concepts and approaches for supporting, advising, and
carrying out therapeutic work with women and girls have been established.
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However, it has also to be said that a great deal of action is required in the area of research as
well asin the area of health and, in particular, medical care. Most of the people involved in the
area of research into health and even more so in the area of medical research have closed their
eyes to the problems associated with violence against women and girls. Despite the huge extent
of the violence against women and girls, this subject, which pertains to the central cause of the
health problems experienced by women, has been amost completely excluded from both areas
of research. Research carried out by women into health issues has in recent times begun to
focus on a connection between violence and health. This type of work must be supported and
developed.

In the area of care, networking between the women's projects and the institutions which
provide medical and health care is long overdue. Evidence from the USA proves that medical
practitioners, first aid wards as well as nurses who provide domestic care could play an
important role in the provision of support to women and girls. Further training similar to that
provided for the police should be provided for doctors as well as for those involved in nursing
and care. This would increase their awareness of the problems associated with violence against
women and girls, and would highlight opportunities for taking action. Practice-oriented
guidelines on care and intervention should also be developed.

Support options should be established in the area of regulated care, while work on anti-
violence initiatives should be expanded and safeguarded. The fact that a plurality of optionsis
required with regard to the heterogeneous structure of the groups of women who experience
violence needs to be taken into account. It is to be hoped that one of the main focuses of the
"Pan of Action to Combat Violence Against Women", which was adopted by the Federal
Government towards the end of 1999, will be on health and health care.

It remains to be hoped that the issue of domestic and sexua violence will receive more
attention from all of those involved in the promotion of heath and health care and that, as a
result of this, a problem which was caused due to the structures existing within society will
receive greater attention.
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3.7 Women'sHealth Research in Germany
Ulrike Maschewsky-Schneider, Birgit Babitsch, Judith Fuchs, Daphne Hahn; translated by Luita
D. Spangler

3.7.1 The Development of Women's Health Research in Germany: From the women's health
movement to public health

Women's health research in Germany has two essential origins. On the one hand it emerged
from social science gender research, on the other its political and practical roots lie in the
women's health movement. In medicine research concerning the health situation of women
focused on the analysis of diseases and problems connected with the reproductive health of
women (i. e. conditions of menstruation, pregnancy and birth and their respective
gynecological illnesses) concentrating on the development of medical-technological
procedures. Since the 1970s the upcoming women's health movement criticized that the
technical progress-orientated high technology medicine tended to incapacitate women from
self-determination over their own bodies. Women get pathologized because of their biology
and are seen as patients requiring treatment. Women's health and women's therapy centers, and
later also birth houses, emerged in order: to inform women about their rights and chances to
give them capabilities to take decisions and actions, and to open up alternative ways to get
medical treatment and care.

For the women's hedth movement, the criticd argument regarding medical science
understanding of women's health is that in their view the health of women is connected with
the personal, social and cultural life circumstances. The scientific base was provided by the
emerging field of women's social science research which focused on gender relations in
science and society and uncovered existing gender inequalities and injustices. Therefore the
women's movement pleads for gender mainstreaming in health.

In this context, theoretical concepts were developed in women's health research where the
health of women was placed in the foreground and illnesses, as well as physica or
psychological deficits and malfunctions, were moved into the background. Burden and
resources for headth and well-being of women should be determined in work and life
conditions. With this approach, women's health research was from the beginning aligned with
public health science, and contributed to important devel opments like health promotion.

Above all, women's health research took up themes which had been especially neglected in
previous research and women's health care, or had been treated one-sidedly because of a male-
determined, androcentric perspective. These questions concern the reproductive health of
women, including critical analysis of modern reproductive technology, and themes, where
discrimination or unequal treatment is very obvious. Examples for these questions are:

- The influence of women's work and living conditions in the job and family on their
physical and psychosocia health, especially the health of mothers with small children;
Research on violence against women,;

Investigations concerning drug consumption and drug dependency and its background in
the medical system;
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Research and development of practical models on health promotion in women;
Inquiries of effects of the social transformation after the reunification of East and West
Germany on the health of women.

Women's health research also received a certain impetus through the foundation of public
health research networks in Germany (For overviews see, for example: Begenau/Helfferich
1997: Arbeitskreis Frauen und Gesundheit im Norddeutschen Forschungsverbund Public
Health 1998). Demands for women's health research were formulated within this context
(Helfferich/v.Troschke o. J.; Maschewsky-Schneider 1996). The long-term goal was to
establish women's health research in the framework of public health research. There was a
certain success, as the promotion of various women-specific projects, (i. e. for the health care
of pregnant women with special risk factors, for female migrants or for birth houses), and the
establishment of three chairs which represent the women's health focus in the postgraduate
courses in public health (Berlin, Bremen, Bielefeld). Independent from this, chairs were
established in various departments at a number of universities and universities of applied
sciences, especially in the social sciences, which included women's health as one of their work
focus points (for example, in Osnabrick, Hamburg, Dortmund, Freiburg, Frankfurt). Special
chairs for women's health were established at some medical schools or are in set-up (Munster,
Hannover, guest professor at the medical school in Magdeburg). Women's health is also dealt
with in some areas of the newly established field of nursing science.

Although women's health topics were included in various research programs in the last few
years (besides public health, i. e. in rehabilitation science, the VW-Foundation, and in
reproductive medicine), there is very little which is directly orientated on women (i. e., Lower
Saxonian Federal Research Fund: Women and Gender Research in the Natural Sciences,
Technology and Medicine, programs of the Ministry for Families, Seniors, Women and
Youth). In German research programs, there is no obligation like in the USA to consider
women's health themes in promotion programs. Nevertheless agreements exist on how to
systematically regard gender issues in theory, methods and study design of health-related
research (for provisional version see Mastroianni et al. 1994; the recent version of these
guidelines are accessible in the internet under the following
address:http://grants.nih.gov/grants  funding/women_min/guidelines_update.ntm). The claim
to include more female experts in decision-making bodies for research promotion has as yet
not nearly been realized.

In the context of the "Answer to the federal government concerning the Social Democrat
Party's major inquiry on women specific health care" (Deutscher Bundestag 1997) was taken
an inventory. It demonstrated the continuing deficit in women's research and target group-
directed hedth care of women. The inventory includes central sectors of health care and
research by/about women, such as:
- knowledge of the health status of women in Germany concerning health promotion and

prevention;

the relation between social conditions (for example, poverty and social situations) and

health;

health care in the medical system;

the situation of women in East German states,

the health situation of female foreigners;

the living situation and health of women with disabilities and

women in medicine and women in research.
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Altogether the inventory points out that the knowledge of women's health in many sectors is
very poor, that health care services do not sufficiently consider gender-specific differences and
specialties, and that considerable research deficits remain. On the background of these results a
report concerning the health status of women in Germany was commissioned in order to
improve the level of knowledge in the Federal Republic of Germany.

In order to remedy deficits in research and care, women's health research has to begin with
topics that are particularly significant for the health of women, as well as those where unequal
treatment and the resulting mistakes are very obvious. Fundamentally, women's health research
should ensure that all research and health care sectors are analyzed how far they lead to
inequalities or mistakes in the heath care of women. The point of view is stronger on
comparison and differences between women and men and on answering questions concerning
the differences and commonalties in the health of women and men. The goal is an appropriate
health care according to the needs and necessities of each gender and to avoid mistakes in
treatment.

In this sense, the gender mainstreaming concept of the European community is also applicable
to health research and care. Methods for research-but also for the development of models of
health care-are to be developed in order to guarantee a systematic assessment of the influences
of measures on the health of women and men (gender impact). As another task instruments
must be established, which examine the research designs and research results in view of gender
bias (Eichler, 1998, and see below). By these means research is oriented on questions
concerning the special features of women's will be transferred into gender-sensitive health
research.

In the past decades, women's health research in Germany has produced a range of findings,

which cannot be described here in detail. In the following, three central areas should be cited

which are important for further development:

1. Anoverview of the concept and thematic sectors of women's health reporting for Germany
whose publication will be at the end of the year 2000.

2. Theimportant connection between the social situation of women and their health.

3. The concept of gender-sensitive research and its significance for future public health
research.

3.7.2 Women's health reporting

Health reporting in general describes the hedth situation of the population or of certain
population groups to determine priorities of treatment in regard to the health situation and to
care. It additionally can help to improve health policies, by making relevant planning facts
available for politics, administration and the public health service (Kellerhof 1996)

A couple of overviews and reports asked repeatedly for a systematic women's health
reporting for Germany (Helfferich e a. 1995, Agenda "Frauen und
Gesundheitswissenschaften” 1994; Begenau et a. 1996). Reasons, why a women specific
health reporting is considered imperative, are:

Women and men differ with regard to the illnesses and the health restrictions from which
they suffer;

Differing factors determined by their health-related habits, are effective in the work and
living conditions of women and men (i. e. differences concerning their engagement in paid
and family work);



Both sexes differ with regard to physical conditions which affect health; like concerning
the reproductive health of women, i. e. the areas of pregnancy, birth, menopause, as well as
the connection between, for example, hormonal factors and chronic illnesses like
cardiovascular diseases or 0steoporosis,

Based on diverse experiences of socialization and living conditions, women and men deal
differently with illness and stress;, women, for example, seem to react more sensitively to
physical and psychologica impairments and have a more strongly developed sense of
precaution than men;

Women and men make use of different sectors in the public health service, and they are
differently perceived and treated by health professionals; i. e. women are prescribed more
psychotropic drugs than men.

In 1996 the Federal Ministry for Families, Seniors, Women and Y outh gave a grant to a group
of female scientists to prepare a report on the health situation of women in Germany which
simultaneously established the connection to initiatives within as well as outside of Europe.

A gender-specific view on the existing conditions of health and disease needs to
simultaneously reconsider the existing approaches to health reporting and to develop major
themes for a gender-sensitive reporting. Essentialy for this is the perception of health itself.
Women's health reporting orientates itself not primarily on a medical disease concept, but
rather on a social environment understanding of health and illness. This means to adequately
consider the close relationship between the work and living conditions of women, their health
status and their needs of health care in the reporting. Women's health reporting is enrolled,
following the guidelines of the Ottawa Charta (WHO 1986) to consider health reporting and
health promotion as a socially conscious responsibility. A central role plays the strength of
women and their abilities to support their own health needs.

A further central idea in the representation of data and results for specific diseases is to pay
attention to hidden prejudices about illness in women. As to heart attacks, it is discussed if
different disease symptoms in women and men could be a possible cause for inadequate
diagnoses of women's heart attacks. Concerning the practice of increasingly prescribing
psychotropic drugs to women is questioned as a gender-specific process attribute of
psychological illnesses.

East - West differences are of great significance for the reporting, i. e. on the specific
circumstances of women in the old and in the new German states, as well as on the differences
and similarities of women's health status. Health advantages and disadvantages for East
German women connected to the socia change are portrayed in various sections of the report.
Another important point of view is the question, how far the socia and living situation affects
the health status and if they are linked to specific health treatments.

The topicsin the report are oriented on women's specific needs of medical care. The theoretical
framework of central ideas build the background of the report. The current state of knowledge
is incorporated in the report, and the results were described with special reference to Germany.
The choice of themes was based on a range of criteria: the catalog of indicators for women's
health reporting drawn up by WHO (1994), because an international comparability will be
possible with this; and cross-sectional approaches to realize the social environment orientated
concept (i. e. a life-course oriented approach, or focusing on resources relating to disease or
disability).
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The following thematic areas were chosen for the report:

- Social demographic and social economic indicators for the work and living conditions of
women in the family and on the job;
Differences in the health situation of women and men, with regard to causes of death and
illnesses with special relevance for women;
Women's health-related ways of living, their conceptions of health and health-related
acting;
Violence against women;
The reproductive health of women in the course of life, as, for example, family planning,
conception, pregnancy and birth;
Women's work on the job and in the family and its health effects;
The health of women in midlife;
Women in special circumstances, as for example women with disabilities or addicted to
drugs,
Women-centered approaches in health promotion and health care.

The report on the health status of women in Germany covers a wide variety of themes; but it
can't include all health-relevant subject areas. The report is oriented on the precondition of
concentrating on adult women, which means older women and children or adolescents are only
included in some sections. Another reason for the exclusion of subjects was the poor database
in many areas. A lot of the research results don't systematically consider gender-specific
differences. This is the reason, why information relating to women's health situation wasn't
available for al relevant themes, i. e. for some descriptions of illnesses, the medical care,
rehabilitation and expenses in medical care.

The report on the health situation of women in Germany shows, which concepts are useful for
women's health reports. The report has orientating function for gender-sensitive reporting. It
points out research deficits in relation to the health of women and in which areas further
reporting is urgently required. Above al the reported data and analyses show a way to improve
the health care of women and how to utilize care-services in an effective and goal-directed
manner.

3.7.3 Socid situations and the health of women

In women's health research, the reflection of women's social situation and effects on their
health status was important from the very beginning. The living conditions play an outstanding
role in the maintenance of health or the emergence of disease. In contrast to biomedical models
with their fixation on individua risks and behaviors, the significance to health and/or disease
was pointed out as magjor influencing factors for diseases.

Various aspects of living conditions and experiences and their importance to health were
analyzed on the basis of a life-style approach (see for example Klesse et a. 1992). This
includes the consideration of socioeconomic differences, individual areas of life (as for
example, outside employment) as well as the integration into various socia roles and their
influence on the health of women. The complexity of these living conditions was taken into
account in regard to the resulting differences in demands and resulting ambivalences (see
Klesse et a. 1992; Jahn et al. 1998). The dealt topics consider particularly female living
situations which were, up to now, only insufficiently considered in general research (see
Helfferich 1994). Beyond that, the existing research results are subjected to a critical analysis
from a gender-perspective. Despite existing research results concerning the connection
between social situations and the health of women still numerous deficits exist, caused through
pending analysis as well as by unsolved methodological questions.
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The relationship between social situation and health is scientifically evident. People in poorer
socia living situations have a shorter life expectancy and a poorer health status (see for
example Steinkamp 1999). This social gradient appears for women and men; however, gender-
specific differences exist in the strength and in the consistency of the relations and, until now,
couldn't be explained sufficiently (see for example Babitsch 1998a; Matthews et a. 1999). One
reason for this result lies in the measurement of the socia situation of women, which has an
effect on the description of the relationship between social inequality and health (see moreover
Arber 1989; Babitsch 1998b). The question of an adequate description of social inequality has
not been solved. However, there are various alternatives for the description of the social status
of women. One is the demand to determine the social status of women not, like usual, through
the status of the husband/partner (see for example Arber 1989). Others ask for the inclusion of
continuing determinants of socia inequality (such as, for example, purchasing power, family
position (see for example Macran et al. 1996) of the description of complex socia situations
(Babitsch 1997).

The results of women's health research, with its analyses of specific living situations of
women, provided important findings on underlying structures as well as differences between
various social groups of women, such as women out of the lower social classes, single-mothers
or older women (i. e. Helfferich 1994). Another example is the study by Klesse and colleagues
(1992), who investigated health-related behavior and health in socially disadvantaged women.
This study is based on a concept of life course, investigating the impact of social conditions
(for example, familia situation, sociaization, life history) on health (Maschewsky-Schneider
1993). An important result of this study is that women in different social situations differ not
only in their health status, but aso in their resources and strains. An important factor for
coping with every-day-hassles is the existence of life and coping perspectives.

Babitsch (1997) came to similar results and demonstrates, that differences in health persist not
only between women from different social situations, but also between women with similar
social situations. Specific profiles of health-related life styles and health status could be found
in women who lived in different social situations.

An increasingly significant area of women's health research is the analysis of the relationship
between employment and family work on women's health. Studies show that resources and
strains on health are associated with the integration of job and family (Jahn et al. 1998;
Bammann et al. 1999). The results show that the areas of women's lives are complex and
depend on coping and resolution strategies.

Paid work is of increasing importance in women's life. This is apparent in two developments:
first, higher employment-rate of married women and mothers, and second, shorter phases of
staying a home during the lifecourse. Women, particularly the women of the younger
generation, want both: afamily aswell as a career (Oechsele & Geissler 1991).

There has been broad research about the effects of occupation on health (i. e. exposure to
substances like asbestos, the quality of the work sites and the specific working conditions like
shift work) in the health sciences, but not much research does exist, which centers on work and
women's heath. There is a lack of research concerning the impact of typical femae
occupations, of family work and the interaction between employment and family work on
women's health. Last but not least the gender-specific job market should be considered as a
structural framework for career possibilities. when dealing with its effects on the health of
women.
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Furthermore, there are clarifying approaches and models to describe the effects of various roles
on health (see for example Baruch & Barnett 1986). At the beginning, all these approaches and
models were quantitatively orientated (focusing on the number of different roles), nowadays
the qualitative aspects seem to be of greater importance: not the number of the roles, but rather
the quality of the roles (strains and resources they are connected with) are relevant for women's
health. These considerations are based on a model of resources and strains, which includes a
compensation between straining and promoting aspects in various roles. This is validated by
current study results from the research areas "work and health" and "social situations" (see for
example Babitsch 1997; Jahn et a. 1998).

Women's health research has demonstrated, "how the living conditions of women in our
society and the respective burdens, discrimination and contradictions influence their health,
their well-being and their health behavior." (Maschewsky-Schneider 1994: 30). Gender-
specific differences in health status between women and men were ascertained, which are
closely linked to living situations and the way of life. Moreover, the reported findings
contribute to a sophisticated consideration of the social and health situations of women, by
which similarities as well as differences between women can be ascertained.

3.7.4 Methods of gender-sensitive health research

For German-language areas there are no guidelines that ensure appropriate attention to gender
issues for health research. There is, however, a range of initiatives in various work sectors, for
example in the German Epidemiological Association (DAE), to develop corresponding
guidelines and recommendations as basis for research. As precondition investigators should
accept the necessity of the gender-sensitive ways of approach. Quality assurance is here a
central point to convince researchers of the necessity of gender-sensitiveness: through gender-
sensitive reporting gender bias will be avoided and achieved results are of a better quality.

Three assumptions are important for the formation of gender bias®:

The assumption of equality of women and men, where this does not exist. An example is the
rehabilitation procedures for men and women after a heart attack. The courses of disease and
health care are very different with men and women; nevertheless a uniform set of criteria is
permitted.

The assumption of diversity between women and men, where this (possibly) does not exist.
Example: Thus various investigations show that women have more complaints than men, it is
not clarified, if women really have more complaints or if they just are more capable to notice
complaints earlier and to express them.

The different interpretation of factors appearing in both sexes; i. e. symptoms are judged
differently, depending on if they appear in women or in men.

On thisbasis, various forms of gender bias can be identified (Eichler 1991 and 1997):

Androcentricism and Overgeneralization: The adoption of the male perspective, in the sense
that research and hedlth care follows a male-determined view. Males are taken as the norm
against which females are assessed, accepting of justifying male dominance. Results,
approaches, and methods of studies exclude or underrepresent woman or are transferred on to
women without scrutiny. Through this, inadequate conclusions can be drawn.

% The first two assumptions are based on Ruiz & Verbrugge (1997), the third on Eichler (1997)
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Gender Insensitivity: To ignore sex and gender as important issues or variablesin a context in
which they are, in fact, significant. There is alack of consciousness in the research and health
care that both genders must be considered/analyzed separately.

Double Standards. Different treatment or evaluation of the same or identical situations, traits
or behaviors on the basis of sex. Differing methods, approaches, concepts or health care
guidelines are used in research, evaluation or health care of women and men.

A handbook developed by Eichler et al. (1999) for the Canadian Ministry of Health (Health
Canada) demonstrates how to introduce gender-specific needs and interests in research and
practice, and helps to check, how far results are gendersensitive.® The publication of this very
detailed handbook for German speaking countries is in preparation. In the context of the
project "Gender Bias - Gender Research"® a shortened questionnaire was developed to
examine health-sciences results in German speaking countries. This questionnaire has been
established to ascertain the descriptively identifiable aspects of gender bias-for instance, on the
linguistic level, in the conception of random sampling, in gender stratification or in statistical
and graphic presentation of the results.

Short Questionnaireto Ascertain Gender Biasin Empirical Work

_ - Doesthe title name both sexes?
Title, Abstract . Does the abstract/outline name both sexes?

- If the phenomen under consideration affect both sexes, were both
Research question sexes adequately investigated? When no, was that justified?
Which is the unit of analysis (women, men, househol ds)?

Does the research focus takes sex explicitly into account?
Research design - Do the main variables take the potentially different situations of
women and men into account?

Is there information given in the methods part as to whether the
instruments are applicable to both sexes?
Is the sex of al participants in the study reported?

Research method
and data collection

Are the data analyzed by sex?
Data analysis and - Do the conclusions take sex-specific circumstances into account?
interpretation - If only one sex is considered, are conclusions drawn in general
terms?
. Are both sexes represented in images and tables?
Visual . .
representation Do the size and placement of the images correspond to the actual

importance of the sexes in the given context?

- Are both sexes mentioned?
Language - Which terms are used in the text (male/female/neutral)?
Which terms are used in tables/illustrations?

% The basis is the manual of the Canadian Ministry of Health (Health Canada) in the version of November 1999.
This project is still not concluded; changes are possible. The final version will attend to gender bias in research,
policy and programs.

* The project “Gender Bias — Gender Research: The development and application of methodological standards for
gender specific research in public health” is carried out within the Berlin Center of Public Health (BZPH) and is
funded by the State Ministry for Education, Research, Science and Technology under the funding code
01EG9821TPN11.
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Gender bias can occur in a variety of ways in each phase of the research process-from the
formulation of the research questions, through the collection of data, to the conclusions.
Therefore, each individual phase should be critically tested on whatever bias can appear, to
avoid gender biasin view of the scientific quality of the results.

The significance of Eichler's methodology to avoid gender bias in public health lies in the fact,
that she presents an instrument which helps to regard all public health areas whether women
(and men) are represented in suitable methodological and theoretical ways. This is of great
importance for health care, prevention, health promotion, for health care and for rehabilitation,
because advances in research will only be possible, when sex and gender differences are
considered and adequate models of health care developed.
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4, Brief Description of the Structure of the Health Care System in the

Federal Republic of Germany
Vera Lasch, Brigitte Hantsche; trandlated by Teresa Gehrs

4.1 General Facts

In the Federal Republic of Germany, health insurance is an integral part of a comprehensive
social security system, comprising a'so unemployment and accident insurance, and the pension
scheme. A fifth pillar, private nursing insurance, was added to the system in 1994. The claims,
benefits, and underwriters of the insurance are regulated in the Socia Security Code. The
principle of territoriaity holds for the insurance, i.e. obligation to insure and entitlement under
a policy refer to the area of application of the law. There exist two types of insurance: the
statutory insurance scheme and voluntary membership of a socia insurance scheme. The
statutory insurance scheme is compulsory for al members of the groups of people included in
the law, whether they desire it or not. Wage and salary earners (up to a certain level of income)
are as a rule compulsorily insured. Family members who can be exempted from contributing
are spouses up to a certain level of income and children who have not yet attained the age of
18. The rules on statutory insurance and voluntary membership are different, for example, with
regard to pension and health insurance. The funds for social security are principally furnished
from the contributions of its members and their employers; in principle, government grants
pl