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The Public Health Service (PHS) Task Force on Women's Health Issues was
commissioned by Edward N. Brandt, Jr., H.D., during his tenure as
Assistant Secretary for Health. On receiving the report of the Task
Force In October 1984 and accepting the recommendations, Dr. Brandt
established the PHS Coordinating Committee on Women's Health Issues. The
appointed members are directed to work with the PHS agencies to implement
the Task Force recommendations.

The views and conclusions expressed in this document are those of the
Task Force and the authors who prepared commissioned papers for our
consideration. The Volume represents the advice provided by the Task
Force to the PHS as the agency works within its areas of jurisdiction and
expertise to improve the health and wellbeing of women in the United
States.
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Foreword
1..!] 6 :, Ivord ..7.0 Volume I of this Report, published In the January,

1blic Health Reports, the then Assistant Secretary for
AealtT4, Dz Fc17.7aa7d N. Brandt, Jr., wrote:

"Why a 1.-port on women's health? That is a reasonable question
lom07,deL-ing the reports of the past on the subject of women's
est.tt and well-being. However, society has changed and women

Witming in step to address the demands of changing circum-
73tants. As a Nation, we have learned from the challenges of
At.t decades and we are now preparing ourselves to address the
chaalenges of the future. Women in America are involved in a
sbectrum of activitles today that were barely on yesterday's
horizon, they are making significant contributions to America,
and are looking foward to the future. But with this panoply of
opportunity has come the need for all of us to assess how the
health risks for women are also changing in response to this
new set of demands."

This report does not focus strictly on the diseases and
problems unique to women in the traditional sense--that is
reproductive problems--but .rather is devoted to assessing the
problems of women's health, in the context of the lives women
in America lead today."

These statement- are equally true in the fall of 1985. The Task Force
presents Volume II of its report which expands on and amplifies the
material presented in Volume I.

The Task Force wishes to thank Dr. Brandt for his support and to
rededicate itself to continued efforts to improve the health of women in
the United States, thereby improving the health of all Americans.

Ruth L. Kirschstein, M.D.
Chair
Task Force on Women's Health I sues
U.S. Public Health Service
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introdue ion

The Public Health Service (PHS) Task Force on Women's Health Is_ues was
directed to examine the status of women's health in the context of the
lives women lead within the diversity of our society. Through the
leadership of the Task Force Chair, Dr. Ruth Kirschstein, and the
Co-Chair Dr. Doris Merritt, the appointed members undertook a compre-
hensive review of women's health in the United States and the factors
impinging on those conditions of health and well-being.

As a Nation we are becoming increasingly aware of the environmental,
economic, social, and demographic characteristics which can influence our
individual health status. The Task Force paid special attention to these
issues in terms of the direct and indirect effects they may have on a
woman's health status. We have also noted as a relevant and significant
factor that when a woman is a member of an ethnic or cultural minority,
if she is physically or mentally disabled, or if, for any reason, she is
outside the normal range of societal expectations, her health status is
at greater risk.

To identify and assess women's health, we approached the task by beginning
our assessment at the onset of menarche. Our hypothesis was that the
health differences between girls and boys, and between women and girls
could reasonably be segregated at this stage. Yet, we also recognized
that each woman Is an individual who moves through the life stages at a
uniquely individual pace--thus markers denoting physical or emotional
maturity or both, are at best, only benchmarks. The threads of
similarity between women; and the unique conditions affecting women, are
explored in each of the chapters of this volume. Each chapter also
includes one or more commissioned papers prepared at the request of the
Task Force to further explore subjects particularly relevant to women's
health.

Methodology of the Study

To supplement the deliberations of the Task Force and subcommittees, the
Task Force conducted two activities under the auspices of subcommittee
initiatives. These activities are described below.

Regional Meetings. Task Force subcommittee charged to identify regional
perspectives on women's health issues developed a framework for assess-
ment. With the support of the subcommittee and Task Force members, the
,PHS Regional Health Administrators hosted sessions on women's health,
during the month of January 1984. These "regional meetings" were held in
Boston, New York, Philadelphia, Atlanta, Chicago, Kansas City, Dallas,

Introduction - 1



Denver, Seattle, and San Francisco. The meetings were designed to
provide a balancing perspective for the Task Force based on the insights
of State, local, community and provider representatives.

The Task Force also sponsored a symposium on women's health which was
held In March 1984 at the National Institutes of Health in Bethesda,
Maryland. Participants in the symposium included PHS personnel, the Task
Force members, and representatives of the,--national organizations with
specific concerns and perspectives on the topic of women's health.

In addition to those who were invited or expressed interest in making
formai presentations at these sessions, many members of other non-Federal
health organizations and women's groups attended and presented their
views on the health problems of women. Those who could not be present
were encouraged to forward their comments, ideas or concerns about
women's health to:the Task Force.

Summary of the regional meetings. The theme that seemed to dominate
all of the regional sessions was that women's health is directly related
to their access to sound information and quality medical care. The
participants agreed that while there is a trend toward greater equity in
the distribution of medical care in the U.S., economically disadvantaged
women are medically underserved. With regard to research, participants
expressed interest in the initiation of studies Ithat include women, as
well as men, and asked that increased attention be focused on research-
and health issues that apply specifically to women's health.

Participants made a number of recommendations for women themselves to
implement. Several presentors suggested that women intensify their
networking and support group activities to foster self-awareness and to
encourage healthier female role modeling.

Although many of the regional meetings included remarks and comments
unique to that area of the country (for instance, Appalachian women who
feel geographically isolated from the mainstream of the American health
care system; poor Black women in Mississippi who feel that childbirth is
a time of special risk for them because of lack of access to prenatal
care; lesbian women in New York City who feel insensitivity on the part
of health care providers; and American Indian women who feel that
alcoholism is a special risk for them), the regional meetings were more
similar than dissimilar.

Common concerns were repeated at each meeting, concerns related to access
to care, contraception for teenaged girls, health problems of aging
women, health problems of the reproductive system, cancer, family
violence and incest. In most cases, the problems expressed seemed to
indicate that American medical care is excellent, but that access to that
care, sensitivity during the provision: of the care, and the desire to
enhance accessibility to health information and education are the
overwhelming needs for American women.

Introduction - 2
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The continuing need for biomedical research in certain areas of interest
and concern to U.S. women was stressed by many of the participants and
widely recognized as the major contributor to the excellence of the U.S.
medical care system. However, the thread common to all the regional
meetings seemed to be the more diffuSe Issues of access, sensitivity, and
health information and education.

The full reports and the hundreds of recommendations that resulted from
the regional sessions were discussed and reviewed at length by the Task
Force. The issues raised through the regional meetings are reflected in
the Task Force report.

Inventory of Public Health Service Programs. The inventory of Public
Health Service (PHS) activities and programs related to women's health
was developed and conducted by a subcommittee of the Task Force to provide
the Usistant Secretary for Health with a comprehensive description of
recently completed, ongoing, and imminent PHS programs addressing women's
health.

The Task Force found that although a number of statistical and management
Information systems exist within the PHS, they are not structured for the
ready retrieval of information specific to women's health activities.
The inventory project was the first PHS effort to identify major activi-
ties that relate to women's health within the Service's five major
agencies and other major components.

Since PHS agencies support or conduct multi-faceted biomedical and health
services research, information dissemination, technical assistance,
resource development, and service delivery efforts, it was apparent that
all of these initiatives would include efforts that relate to aspects of
women's health issues. Therefore, the inventory was compiled using the
five criteria developed by the Task Force to differentiate a health
problem, condition, or disease as a woman's issue:

diseases or conditions unique to women or some
subgroup of women;

diseases or conditions more prevalent in women -r
some subgroup of women;

diseases or conditions more serious among women
some subgroup of women;

diseases or conditions for which the risk factors
are different for women or some subgroup of women;
or

diseases or conditions for which the interventions
are different for women or some subgroup of women.

Introduction
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An additional distinction was made between diseases and/or conditions
that affect women (or some women) differently (i.e., a medical,
physiological, or sociological difference), and those diseases and/or
conditions that affect women differently because of access, resource, or
delivery mode considerations. Examples of the first type include
diseases such as osteoporosis, X-linked hereditary traits, mental
illness, and functions of the female endocrine and reproductive systems.
Examples of the second type include availability of health insurance,
existence of adequate health care services, and other barriers to health
care.

The questionnaire InStrument was distributed to the heads of PHS principal
operating components. Over 200 were completed by components of the PHS.
Each questionnaire was assessed for clarity and completeness. Problems
or clarification issues were resolved through follow-up telephone cells
and; in some instances, personal interviews.

Results of the inventory. Respondents indicated more than 25 women's
health issue areas are addressed by their activities. -The scope of
issues identified by responses (N = 202) include, but are not limited to,
these general areas: general health; social, behavioral, and mental
health; reproductive health; specific illnesses/dysfunctions; women's
interactions with the health care system; women's participation in the
health care system; and health technology.

An examination of reported data sugge ts that there is concern for women
in their roles as:

consumers of health care services;

service providers in the health care system;
and

extra-market (or unpaid) providers of health
care and promotion services to families and
the community.

The scope of health issues addressed also suggests that PHS components
are concerned with problems which differentially affect females such as
specific diseases, occupational and environmental health hazards, access
to appropriate health services, and safety of health technology
applications.

The overwhelming proportion of respondents (N = 116) classified their
activities as, at least in part, research.

There is not, at this time, sufficient accessible and reliable data to
identify estimates of cost for 'each reported activity. This lack of
availability reflects a generic problem of great difficulty in allocating
costs for activities which are not specified in a budget line-item.

Introduction - 4
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Despite these mcertainties, the fact remains that the PHS spends a

considerable amount of its budget on women's health.

The following set of descriptors indicating focal points to describe the
general objectives of public health services and/or organizational
strategies were selected.

health promotion and/or disease prevention;
detection and/or diagnosis of a disease;
treatment and/or rehabilitation;
improving access to health services;
quality control/assurance; and
cost containment.

Although an activity may have one or more focal points, an analysis
indicates that selection of health promotion/disease prevention was the
most frequent response (N 155), a finding in keeping with the data on
the number of reported activities directed towards research, evaluation/
analysis, and education/training operations. Detection/diagnosis of

diseases as well as treatment/rehabilitation were selected the second
most frequent emphasis reported.

Female groups identified as the primary focus of specific PHS activities
include, but are not limited to:

ethnic and/or racial groups, including females of
Hispanic heritage, Blacks, Indo-Chinese, and
decendants of Native Americans;

recent immigrants;

occupational groups, including federally-employed
women, videodisplay terminal operators, clerical
and/or secretarial workers, and female workers exposed
to potentially toxic chemical agents, infectious
diseases, or diagnostic X-ray technologies;

female residents of long-term and short-term health
care fe.ilities;

females handicapped and/or disabled by specific
diseases and/or conditions;

females affec ed by changes in lifestyle or
life-events;

females living in rural or urban settings; and/or

females living with families whose adjusted income was
near to or less than established poverty levels.

In uc on - 5
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Some respondents identified victims of sexual abuse and domestic violence
as a target population group. These social and health problems are the
topics of activities reported by CDC and ADAMHA. There are also data
systema with the capability to provide data on women, their characteris
tics, their health status and/or their use of health services. This is
especially true for NCHS and NCHSR activities. In addition, there are
reported programs on Fetal Alcohol Syndrome (FAS) prevention, treatment
and services which examine the problems of pregnant drinkers as well at
FAS effects on female offspring.

The respondents to the inventory noted that it was not always possible to
provide information on the proportions of women involved or affected by
an activity. As in the case of level of effort, it is usually possible
to estimate the number of females studied by a single research grant--
sampling frames for such an activity may dictate prior knowledge of this
as well as demographic information on such a group. However, multifaceted
or clustered pro_ects may not have information on women (and their
characteristics) routinely available.

The Task Force Recommendations

In producing the Task Force report and recommendations, the members
identified areas where the circumstances for women are unique, the noted
condition is more prevalent, the interventions are different for women
than for men, or the health risks are greater for a woman than for a
man. This multifaceted approach helped the Task Force generate sixteen
recommendations including one general recommendation to the Assistant
Secretary which stated:

The Public Health Service should continue to
review and monitor its activities in regard to
women's health, and further to implement and
periodically update the recommendations of this
Task Force. This should be done under the
auspices of the Office of the Assistant Secretary
for Health.

The remaining recommendations were presented under six ma o_ headings.
The recommendations and a brief highlight of the rationale
the Assistant Secretary follows.

presented to

Promoting a Safe and Healthful Physical and Social Environment

( 1) Current laws must be implemented and enforced and
regulations developed and enforced to ensure that
all people, regardless of socioeconomic status,
have a safe and healthful physical and social
environment.

14
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( 2) Women should inc ease their efforts to become aware
of environmental and behavioral risk factors, as
well as factors that promote health and prevent
illness, and further, women should_take action to
influence the personal and political processes
that bear a relationship to their health.

The Task Force recognized the fact that by the year 1990 many current
demographic and social trends will have had a predictable effect on the
social status of women in society and consequently on their health status
and need for health services. For example, as more women enter into, and
remain in, the labor force, discrepancies in earnings between the sexes
may diminish. It is expected that expansion in the labor market will be
greatest in traditionally female occupations: secretaries, sales clerks,
food service workers, health aides. In addition, the home will increas-
ingly become a place of reimbursable employment.

At the close of the twentieth century the percent of the population over
age 65 will rise from 11.3 to 12.7; of these approximately 60 percent
will be women. Because of the nature of the available data, the Task
Force was compelled to define the older woman as a person over 65 years
of age. There is a continuing need to recognize the heterogeneous nature
of this population because the health needs of older women differ
according to their age. For the older woman other variables also can
affect her health including her educational status, ethnic or cultural
background, socioeconomic status, and geographic location.

The three most important social changes affecting women's health at the
present time are:

(-) the increasing numbers of women living in pove.. y;

(b) the unprecedented entry of women into the labor force,
including women with infants and young children, and;

(c) the continuing increase in the longevity of women.

Society as a whole must begin to take these changes into account if
programs and policies are to be of maximum benefit. The relationship
between poverty and ill health cannot be overemphasized. Similarly, the
disproportionate number of women living in poverty calls for major
societal attention. When a woman is a single head of the household and
the sole support of her family, her situation is further complicated.

Providing Services for the Prevention and Treatment of Diserse

( 3) Consideration should be given to establishing a
priority area within the Public Realth Service
regarding the management of chronic illnesses
which cannot now be prevented.

Intr ion 7
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( 4) Efforts to increase access to health care should
be initiated for women who are underinsured and/or
elderly, and for those who are geographically of
socially isolated, or isolated by virtue of ethnic
minority status.

A comprehensive system of health services should be ensured. This should
include preventive services for all women, with particular attention to
the underinsured and the geographically isolated. Many chronic illnesses
cannot be prevented but they often can be managed so as to minimize their
effects. The greater longevity of women contributes to their greater
risk for chronic diseases. While access to services is important for all
women, it is a particular problem for women confronted by poverty, and/or
geographic or social isolation.

The need for services such as home health care or community-based
physical and mental health care for older people, especially women,
should be addressed by cooperative efforts of the Federal, State, local
and private sectors. Programs are needed for respite for care providers
and for adult day care centers to relieve chronic social isolation of,
and exhaustion and depression in, (a) younger and middle-aged women
caring for an older, chronically ill dependent in the home; and (b) older
women caring for a chronically ill dependent of any age in the home.

Conducting Research and Evaluation

( 5) Biomedical and behavioral research should be
expended to assure emphasis on conditions and
diseases unique to, or more prevalent in, women in
all age groups:

(A) Research efforts should be expanded to develop
more effective and acceptable, as well as
safe, contraceptive methods for both men ans
women, with special emphasis on the needs as
they vary by age, and those particularly of
handicapped and retarded women.

(B) Studies must be expanded on the causes,
prevention, improved diagnosis and treatment
of devastating and debilitating diseases such
as cancer of the breast and reporductive
system, sexually transmitted diseases,
arthritic conditions including lupus,
osteoporosis, and certain mental disorders.

Longitudinal research should be undertaken to
assess how behavioral and social factors interact
with biological factors to affect the health of
women over the life course.

16
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( 7) Data should be collected and analyzed from stAte
and Federally suppo.'ted surveys on the demographic
characteristics of the population by age, sex, and
race across income groups in order to permit
better utilization of such data by health policy
makers.

( 9)

The workplace should be studied to_ identify and
correct health hazards for women as well as for
men.

Research should be undertaken to be ter understand
those cultural conditions and socialization
practices that affect women's health differently
than that of men.

Regardless of what the leading causes of morbidity and mortality in women
may be, women themselves appear to be primarily concerned with those
diseases about which they perceive little is known or for which appro-
priate therapies have not been determined. Furthermore, women are deeply
Conterned with the need to regulate the time and number of their
pregnancies.

Man,: nwth,dological problems as well as a lack of data limit our under-
staviding of the status of women's health and the particular needs and
services required. The need for data that are relevant to hear_l. and are
sex- and age-specific by race and ethnicity is crucial. Existing data
sources should be reviewed as to their ability to provide such informa-
tion. New studies should, whenever feasible, appropriately sample Black,
Hispanic, Asian and Native American women to provide sufficient numbers
for analysis. Since current data may have limited usefulness when all
those over age 65 are grouped together, additional separate age categories
should be studied.

A systematic effort must also be made to address issues relating to gender
bias in research and clinical practice and which lead to inadequate atten-
tion to the needs of women.

Recruiting and Training of Health Care Personnel

(10) A national goal should be established to increase
the number of women in key positions in health
practice, administration, research and education
as rapidly as possible.

Each continuing education program for health
professionals strild be designed to assure that
the health neeus of women in all segments of
society are addressed.

Introduction -
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In spite of recent advances, women continue to be underrepresented in key
decisionmaking positions in the health professions. To the degree that
lack of representation diminishes the capability of the health aystem to
identify, and be adequately responsive to, the particular health needs of
women, it is necessary to enhance that capability. The PM, and indeed
all sectors, should continue to encourage participation ftr.4 increased
representation of minority and women health providers in the peblic and
private health care delivery system.

It is important that training curricula for service provIders, such as
physicians, administrators and policymakers, reflect adequate attention
to the specific health needs of women--and particularly to services for
the population of aging women. Examination of the curricula in manyhealth professions schools reveals that little attention is given
specifically to the older years of adult life.

Educating and Informing the Public, and Disseminating Research In rmation

(12) Educational and outreach programs should be initia-
ted and/or expanded by relevant public and private
organizations and the public media to communicate
the importance of a healthful lifestyle.

(13) A working group of key individuals in the fields of
television, film, publishing and advertising should
be organized to examine the effects of media images
on health.

The Public Health Service should make special efforts
to disseminate up-to-date research information.

The influence of the Media on our lives is powerful, pervasive, often-
times subtle, and for the most part incalculable. The potential to serve
as a positive source of information and education on health issues is
similarly great and as yet, tot fully tapped as a resource.

There is a continuing need for a comprehensive, unified and consistent
approach to educating and Informing women about all aspects of their
health. Women must be supported in their efforts to recognize and fully
comprehend the serious health risks associated with behaviors such as
smoking, and drug and alcohol abuse. At the same time, understanding of
the dangers of such behavior in women should be reinforced by health
practitioners, the media, and relevant agencies, both public and
private. Further, women of all ages should be actively encouraged to
adopt practices to maintain a healthful lifestyle and to enhance
well-being.

Designing Guidance for Legislative and Regulatory Measures

(15) All organizations interested in women's health and
well-being should:

Intr duction - 10



(A) continue to make deliberate effOrts to be inform-
ed regarding legislative, policy, --d service
issues that affect women's health,

(B) promote information exch _ge and public education
on health matters, and

(C) be advocated for organizational iblic kolicy
changes needed to improve and promote health con=
'ditions for women.

In order to assure that issues regarding the health of women receive
appropriate and continuous attention in the future, the leadership of the
-Nation must beinvolved in developing guidance, and in some cases, new
legislative proposals and regulatory changes. Such activities can best
occur if there is substantial interest in the community.

Summary and Conclusions
It is clear that to achieve and sustain good health a number of criteria
are important. It its necessary to have a safe and healthful physical
and social environment, an ade,uate income, safe housing, -, nutrition,
access to preventive and treatment services appropriate to the groups to
be served, and a population that is educated, and motivated to maintain
healthful behaviors. Thus, the maintenance of good health is a societal
as well as an individual responsibility and is the combined responsibility
of Federal, State and local governments, private sources, professional
and community organizations and citizens themselves. Above and beyond
this, there is much that is as yet unknown and rekwires continuing
research and aquisition of knowledge.

In the context of the Task Force report, we have placed special emphasis
on the continuing need to keep the public, particularly women, involved
and informed about matters of health and well-being. We feel that
heightened emphasis on .disease prevention and health promotion will
provide a significant source of information to women, as well as
facilitating longer term benefits.

During the course of our study it became apparent that a wide variety of
expertise regarding the health of women exists at the Federal, State, and
local government level, within the public and private sectors, in the
community, in the academic sphere, in the family and within women them-
selves. A collaborative approach designed to address the opportunities
presented by these recommendations could be implemented as a vehicle for
improving the health status of American women. Within the context of
issues identified in this volume it is evident that many activities are
particularly amenable to collaborative approaches. We have learned that
the scope of attention required to address women's health in an active
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and responsive manner is by no means strictly ;onfined to the arena of
public health or the Public Health Service.

The following report identifies a broad spectrum of Issues affecting
women's health in the context of the Task Force criteria. It is our hope
that this report will serve to initiate and generate continuing discus-
sion between the various components of the public and private sectors who
haire reason to be concerned about these issues. By meeting this objec-
tive, this report can help set the stage for all of us to contribute to
the means and methods necessary to address women's health concerns as we
continue to strive toward our goal of Improving the health of all people.
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Chapter One
Social Factors Affecting Women's Health
Introduction

Fundamental changes are oc urring in the manner in which the Nation's
health problems are 7iewed. It is recognized that improvements in health
status are no longer likely to come soley from technological "break-
throughs" but also from environmental and social change, from changes in
lifestyle, and from the participation of people in their own health
care. As causes of mortality and morbidity have shifted from infectious
diseases to chronic illnesses and accidents, the need to focus on health
policies that promote healthful conditions and behaviors has received
increasing attention.

Healthy _The_Surgeon General's _Report_ on_ Health Promotion and
Disease Prevention, 1979, points out that behavior choice is a factor in
every one of the 10 leading causes of death. Behavioral factors such as
smoking, use of alcohol, and type of diet are risk factors for heart
disease, cancer, and loT1 birthweight of infants. Solar mmdiation,
worksite hazards, and other environmental conditions are known to be risk
factors for cancer. Social and economic factors related to level of
income, marital status, racial and ethnic background, education,
occupation, and living arrangements all may affect health directly and
impinge on health practices and behaviors and thus have implications for
wellness and for illness.

Women in the United States tend to live about 8 years longer than men,
but they have higher rates of illness, more disability days and they
utilize more health services than men, even when controlling for
pregnancy-related services (1). Numerous biological and social factors
are thought to contribute to this paradox of greater morbidity and longer
life. The biological factors that contribute to these phenomena are
examined elsewhere in this report. This section is focused on
exploration of the major social and behavioral factors that affect
women's health and their access to, and utilization of, health services.

Societal attitudes towards females, the socialization of girls and women,
differing economic and occupational status between men and women and
among women as well as changing attitudes toward the family, sexual
behavior, and living arrangements, all have implications for women's
health. These social factors contribute to health and quality of life
and must be considered if Public Health Service programs and other
national, State, local, or community efforts are to continue to address
the needs of American women.

I - 1
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Examination of the social conditions influencing health status can
provide information important to men as well as women in preventing
illness and premature morality. It has been hypothesized that some of
the social factors that influence health behavior of women may have a
protective effect; similarly some social factors may place men at greater
risk of early mortality (2). Among women, willingness to report symptoms
and seek health services results in early identification and treatment of
illnesses which may contribute to greater longevity. Among men, increased
risk-taking behavior and reduced health-seeking behavior accounts in part
for the difference in longevity between the sexes.

Between 1930 and 1960, differential mortality rates between men and women
increased rapidly, largely because mortality from accidents were higher
for men than for women. The sharply increasing female mortality
advantage began to Blow in the 1970's,,but continues to grow, albeit at a
slower paee.'7171e slOwing of this differential between male and female'
mortality rates is due to a stabilization of deaths from molor vehicle
accidents, cerebrovascular diseases, and congenital anomalies, and to a
narrowing of the sex differential for diseases of infancy, homicide, and
for gastro-duodenal ulcers. The social component in most of these causes
of mortality is well established.

In recent yerrs, there has been a quickening in the rate of social
change, accompanied by shifts in social behavior and social roles.
Among the most important of these changes have been increasing rates of
poverty among women, entrance of large numbers of women into the labor
force, and changes in family and household structure and the growth of
the over age 65 population of women. These changes have bad implications
for women's access to health services and for their health.

The Public Health Service has supported and conducted a wide range of
research on demographic, economic and social conditions that affect
morbidity and mortality. An inventory of such research was reviewed for
this report. It is not the purpose of this chapter to review or cite all
relevant research. Only selected highlights of some of the social
factors that affect women's health will be summarized and major gaps in
the knowledge base identified. These highlights are organized around
five areas (followed by a series of opportunities for progress). The
five areas are:

Cultural and Social Values and Attitudes,
The Relationship of Economic Status to Hea th,
Labor Force Participation, Occupation, and Health Status,
Family, Household Structure, Social Supports and Health, and
Interactions with the Health Care System.

1 - 2
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Cultural and Social Values and Attitudes

Human behavior is shaped by cultural and social values and attitudes. In
recent decades, the United States has undergone a revolution in the
traditional relationship of women to work, money, marriage, family, and
themselves. Many of today's women were raised with values and attitudes
by which they no longer live. The responses of women are varied. Some
yearn to return to the more familiar ways. Others embrace the new va]ues
and attitudes but still seek ways of incorporating them into their daily
lives. Younger women may have a set of expectations for their lives
different from those of the previous generation of women. Each age
cohort grows up and lives with a different set of social, economic,
demographic and technological realities. These values have implications
for women's health behaviors and attitudes, for their health status, and
for psychological wellbeing.

Included in this section are brief discussions of cultural diversity,
socialization, physical fitness and sports, "ideal" body image, changing
sncial attitudes related to smoking behaviors, cultural attitudes
reflected in mass media, sexual attitudes and behaviors, and violence
against women. Because of the far reaching effects of the mass media.on
many aspects of women's lives, discussion of this issue is the most
extensive.

Cultural Diversity. Within the United States there is a wide diversity
among the various ethnic and racial minorities. There is also wIde
diversity of ethnic and social background within each racial group.
"Asiana," for example, include Japanese, Chinese, Korean, and
Vietnamese. This category includes thirdgeneration residents, recent
arrivals, rural and urban populations, the highly educated and those with
limited schooling. Similar diversity exists among Hispanics, Native
Americans and Blacks. Even within one ethnic group of Hispanics, such as
Chicanos, wide social, economic, and cultural differences exist.

Beliefs about the etiology, nature, and prognosis of illness vary greatly
among racial and ethnic groups and from region to region, but the
relationship of these beliefa to the onset, course, and outcome of
Illness has been little studied. Such studies as do exist often fail to
consider gender differences within specific groups.

Major differences exist between various cultural groups in "illness
behavior," the term used to describe how individuals respond to feelings
they experience aa abnormal (3). This concept includes how people
monitor their bodies, how they define their symptoms, and how and when
they seek help through the formal or informal health system.

The gap in research on differences between health beliefs and attitudes
of different ethnic and racial groups too often is matched by a lack of
sensitivity to these issues by health providers and the health care
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delivery systems. There is a similar lack of data on sex-race
differences in handling various illnesses and how these affect the onset
and course of illness.

Socialization. From the moment of birth, children begin to be
socialized to assume and develop an identity based on a gender role.
While psychological differences between girls and boys have not been
demonstrated in newborns, they do emerge rapidly. Before their third
birthday, most children can identify their own sex, as well as that of
others, and know which clothes and toys are more appropriate to boys and
girls. They also develop a sense of which behaviors are more appropriate
for their own gender. Many children learn early in life that boys and
the activities of boys have higher status in the society. The
traditional patterns of behavior and self-concept into which girls and
women are socialized have both positive and negative implications for
health behavior and health outcome. In the past, society did not expect
women to become intellectual, aggressive, assertive, successful or
powerful, and most women did not develop these characteristicsprecisely
the attributes needed to succeed in the marketplace (4).

Recent research indicates that there has been little change in the ways
boys and girls are socialized or in the characteristics for which they
are rewarded (5).

Historical and current U.S. socialization patterns
indicate that although individual differences outweigh
gender differences on ability variables, boys are more
apt to be socialized and reinforced for behaviors that
are independent, objective, risk-taking, competitive,
logical, skilled, and decision-oriented. Girls are
more often reinforced for behaviors that are more
gentle, sensitive, tactful, dependezt, and passive.

In reviewing the effects of such sex stereotyping and
of sex bias in the schools, the U.S. Commission Civil
on Rights found that girls still are routed int°
sex-segregated educational tracks that affect
occupational aspiration. This in turn leads females to
low-wage occupations in which they will encounter
lifelong difficulty in developing an adequate economic
status.

Results of a current study indicate that the differen-
tial reward system for boys and girls has not changed.
In this study of more than 100 school systems,
beginning with nursery school, through the early grades
and beyond, it was found that teachers unwittingly
favored male students over female students. Ata a
general pattern, teachers involVed boys more in
learning, encouraged motivated interruption from boys,
called upon boys more, rewarded boys, but not girls,
for assertive, independent, creative behavior (6).
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Considerable evidence has been amassed in the last decade to indicate
that this form of socialization leads women te internalize self-concepte
that predispose them to higher rates of depression. The cognitive style
of women and the coping style called "learned helplessness" are described
in chapter four which addresses issues related to alcohol, drug abuse,
and mental health problems among women.

Attitudes toward physical fitness and sports. Strenuous games, sports,
competition, and exercise traditionlly have been viewed as signatures of
masculinity--so much so that they imposed problems for the boy who did
not enjoy them and for the girl who did. While this traditional view of
sport, exercise, and gender identity has changed drastically in recent
years, it has had a profound influence on the physical development
of girls and boys.

As outlined in a report to the Women's Sport Foundation and the United
States Olympic Committee, from preschool years, boye, even preschoolers,
engage in much more gross motor activity than girls. Through the
elementary years this pattern continues, possibly influenced by
socialization practices and social attitudes as much as by physical
capabilities. By the time children reach adolescence this differential
tivity pattern has visible results. Having had more "time on task,"

males typically are more athletically skilled than females.

The pattern is changing, as a result of the women's movement (especially
the implementation of Title IX as an instrument for equalizing physical
education opportunities for young men and women in school) and a
widespread realization, among women and men, that exercise is a basic
health need (7).

The effects of increased athletic and sports activity on women's healthhas been best studied within physical education programs in schools and
among _elite, highly trained athletes. The effects on health of a
person's being a recreational sports enthusiast who follows a regular
regimen for physical fitnesc are not nearly as well known--particularly
among women, for only recently have women been included in research study
Samples (8). A 1981 review on the relationship of physical fitness
training and mental health does suggest that physical fitness training
leads to improved mood, self-concept, and work behavior (9).

The strong national trend toward physical fitness and the acceptance of
Women as professional and recreational athletes can be seen in several
arenas: increased funding for women's sports--school, amateur, andprofessional; (a) active marketing of sports clothes and equipment for
women; (b). specialized magazines devoted to women's sports and fitness;
(c) advertisements featuring women athletes as endorsers of commercial
products; and (d) increasing numbers of community and commercial
organizations focused on women's fitness and sports (10).

1 5

2 5



In short, there has been an overall increase in approval of sports for
women and girls, and the traditional definition of femininity has been
expanded to include sports experiences. Furthermore, it can be expected
that the increase in physical activity will have long-range positive
effects on women's health. Nonetheless, there are subtleties and
exceptions in the changing attitudes so diet some athletic women still
experience societal pressures related to the acceptability of their
interests and activities (11).

culturally defined standards for "ideal" body image. The high value
that American society places on physical attractiveness for women
influences almost everything a woman does. The standards for what
constitutes attractiveness, however, are not always realistic and
sometimes not even healthful. A youthful appearance is a requirement for
physical attractiveneas much more for women than for men, and the
differences in attitudes toward the aging process for men and women can
be detrimental to the older woman's self-concept, self esteem, and mental
health.

The "ideal" female body type--as portrayed in entertainment, advertising,
and fashion media--emphasizes thinness. Within health professions the
accepted definition of obesity is a weight 20 percent greater than the
average for one's height and sex, and average weights have risen in
recent years (12). Yet the current preoccupation with thinness leads
some women to consider themselves obese even when their weight is well
within normal limits.

A review of norms for Miss America contestants and Play y centerfold
models shows that over three decades, the normative weight for these
women has decreased by 15-20 pounds (13). There is growing concern that
the ideal body weight, as perceived by the general public, may be at a
level lower than that needed for normal or_ healthy body functioning,
especially for adolescents and young women (14). Moreover, wideapread
concern for thinness as a mark of beauty and sexual attractiveness is
thought to be associated with apparent increases in the number of young
women suffering from serious, even life-threatening, psychiatric
disturbances known as anorexia nervosa and bulimia.

Sexual attitudes and behaviors. Changing social attitudes toward
sexual behavior have affected American women in various ways although
research in this area is still underdeveloped. These changing attitudes
affect various groups of women differently, depending on age; income;
geographic location; religious, ethnic, and cultural group; individual
preference; and marital status.

A few of the effects of changing attitudes towards sexual behavior have
been measured and some are reported by clinicians, but many can only be
supposed. Research on sexuality has been limited, as noted in a 1982
conference on women's health sponsored by the Public Health Service:
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"The study of both male and female sexuality in Western
science has been hampered by a set of beiiefs and myths
that have been slow to change. Because it has been a
taboo topic both in the drawing room and in the
laboratory, research on sexuality has been particularly
vulnerable both to social myths and to the assumptions
that men have made about how women feel or should feel
about their sexuality" (15).

In the past, research on sexuality was limited to counts of "how early,
how often, and with whom." More recently, a body of research has been
initiated in universities and medical schools about the broader range of
sexual experience.

We now know that sexual responsiveness, as contrasted with the capacity
for reproduction, is seen early and continues throughout life. The male
fetus has erections in utero, and lubrication of the vagina begins in
girls shortly after birth (15). The full range of research on sexual
attitudes, behavior, sexual preference and choice, sex role differences,
and the physical and emotional satisfactions and problems relating to sex
are just beginning to be regarded as serious areas for scientific
attention. In recent years more than 20 scientific periodicals have
begun to publish studies of human sexuality.

Changing sexual attitudes have provided women of all ages with the
potential for greater freedom and increased choice of lifestyle. As
described elsewhere in this chapter, there is some evidence that an
increasing proportion of young women engage in sexual activity before
marriage and have intercourse at an earlier age than in the past. Some
studies suggest that contemporary women as a group may have more sexual
partners before, during, and after marriage than seems to have been the
case in previous generations. Very recently, research has begun to
provide information about the sexual preferences and life styles of
homosexual and bisexual women.

The increased freedom permitted by these changes creates greater
satisfaction for some women and increased concern and anxiety for
others. We know that young girls, even before their teen years, feel
peer pressure to engage in sexual intercourse. Many lack even the most
fundamental sex information, and most are ill prepared to deal with their
own emotional reactions. Women of childbearing years have an increasing
number of contraceptive choices available. Concern about the choice of a
contraceptive and the worry about the possible side effects of the
oontraceptive is an additional source of anxiety for many women. This
increased freedom has the potential for increased satisfaction and
fulfillment, but may bring new responsibilities and anx eties.

Changing attitudes and smoking behavior. In the early 190080 few women
smoked cigarettes. By the late 1920s, the social acceptability of smoking
by women began to increase. After World War II, women began taking up
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this habit in large numbers. The rise coincided with the increasing

social acceptability of smoking, cigarette advertisements directed

towards women, the frequent use of cigarettes in movies and on tele-

vision, and the lack of knowledge about the serious health risks of

smoking. By 1965, one-third of women smoked and more than half of men
smoked (17). Following the 1964 Surgeon General's Report on Smoking and
Health, the appearance of the warning label on cigarette packagesin
1966, and the removal of cigarette commercials from television and radio

in 1966, a substantial decline in smoking occurred among men, and a
somewhat later and slower decline occurred among women.

In 1980, an estimated 24,000,000, or less than 30 percent, of women
smoked. While there is virtually no difference in smoking rates of Black
and White women, Blacks smoke less heavily than than do Whites. However,
for both Black and White women the percentage of thoae smoking more than

25 cigarettes per day is increasing (18).

The results of some studies have led to the conclusion that it is more
difficult for women to quit smoking than for men. (19).

A disturbing aspect of the overall decline in smoking is that, although
smoking among adolescents has also declined, more girls than boys smoke

regularly. The otherwise unexplained epidemic increase of lung cancer
among women is thought to be due to smoking and has been called "an equal
opportunity tragedy." As attitudes towards smoking continue to change,
and as the social acceptability of smoking wanes because of knowledge of

the health risks, women, like men, will have the opportunity to make a
critical change in behavior that will haim profound positive effects on

their physical health.

Violence.against women. Each year, 3 to 4 million women are beaten in
their homes by husbands, ex-husbands, boyfriends, lovers, and more than
82,000 cases of forcible rape are reported to police.

Recent research suggests that
wife-battering and how it is
history and is considered by
(b) many women are powerless-,
arrangement in which they are
reluctant to intervene in what

three sets of cultural attitudes i fluence
treated: (a) this practice has a long
some people to be a man's prerogative;
or feel they are powerless to leave an
subject to abuse; and (c) authorities are
is considered a family matter.

The medical implications of battering were described in a monograph
prepared for the National Institute of Mental Health in 1981. It was
noted that 21 percent of all women who use emergency room services are
battered. It was also reported that although many women are battered
throughout the course of their lives, the problem remains virtually
unrecognized by the medical system, despite the fact that battered women
often seek emergency medical and psychiatric aid (20).

-
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Sexual assault, another serious kind of violence against women, has
diverse, serious, and long-lasting health consequences. It is known that
as many as half of all rapes are not reported; thus data on the incidence
of rape and sexual assault can only be estimated. An estimated 71 of
every 100,000 females in the country were reported to be rape victims in
1980--a 6 percent increase over 1979. (Uniform Crime Reporting
definitions only include female victims of forcible rape.) Since 1976,
the reported rate of forcible rape has risen 38 percent. This may be due
to better reporting, or to an increase in the actual rates of offense.

In addition to sexual assaults on adult women, sexual abuse of children
Is considered a major public health problem by mental health
professionals. Underreporting appears to be widespread because of fear
of family disruption and of stigmatization resulting from disclosure.
There is little doubt that sexual abuse is as frequent and as damaging as
physical abuse to the long-term development of children. The National
Center for Child Abuse and Neglect conservatively estimates that 100,000
children are sexually abused yearly, and that a high proportion of such
cases involve the parents or other adult figures familiar to the child.
Clinicians estimate that up to half of their female clients have
experienced sexual exploitation at some time in their lives. Yet, it has
been pointed out that clinicians are not sufficiently sensitive to the
widespread incidence of sexual abuse or to the etiological implications
of such abuse for psychiatric illness (21).

Reduction in the frequency of sexual abuse among women and children will
require social and behavioral modifications such as changing attitudes
that foster violence towards women.and children, increasing the ability
of women and children to avoid sexual violence by strengthening their
self-concepts, helping women and children aquire coping skills and the
ability to defend themselves, increasing community awareness of sexual
violence, and affirming women's control of their bodies and their
responaibility to support each other in enforcing control (22).

Cultural attitudes in mass media. A potent component of cultural and
social pressures on women is their-portrayal and treatment in the wide
array of entertainment and news mediatelevision, film, radio,
newspapers, magazines, and popular music. The effect on women's health
can be altllyzed from two perspectives: (a) the ubiquitous influence of
mass media'on attitudes, values, and health practices--through words,
images, cohient selection and placement, character portrayal, editorial
perspective, advertising; and (b) health education and health promotion
that is accomplished through mass media.

Sex role stereotyping. There is reason to believe that media images
are directly related to women's self-concept and mental health (23). This
issue has been the focus of many efforts by women's advocacy groups to
influence media practices. Attention has centered on studies of sex role
stereotyping, underrepresentation or misrepresentation of women, the
emphasis on physical attributes of women, and the depiction of violence
against women.
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There is little doubt that the single most influential instrument of mass
media today is television and evidence accumulated over the past decade
supports the notion that television viewing affects people's attitudes,
behaviors, and perceptions of what is real in the world (24).

While television probably is the most pervasive form of mass
communication, other media also influence social attitudes and health
behaviors. Print advertising has been harshly criticized for its
contributions to damaging sex-role stereotypes as well as for its
glamorization of alcohol consumption. Popular musicians and the
recording industry have been accused of promoting drug use and sexual
experimentatlon by youth through the lyrics of popular songs. Magazine
publishers have a widespread influence on the public, and a wide variety
of magazines are included in the "women's market." Women's organizations
have criticized the consistent relegation of news related to women to the
"women's pages" of a newspaper or to the last few seconds of A news
broadcast.

Beelth influence. Although television is such an important feature of
daily life in this country, suprisingly little attention has been given
to its influence on physical and mental health--for women or for men.
The most stringent codes set by the National Association of Broadcasters
for message content and visual representations related to health are
those applied to advertising of health-related products--including a ban
on cigarette and liquor advertisements on radio and television. The
guidelines for health portrayals in the dramatic content of entertainment
programs are not specific; in effect, the portrayals are governed chiefly
by artistic judgments related to entertainment and dramatic effects.

Cigarette advertising directed toward women is a powerful force in print
media. In 1980, the cigarette industry spent over $90 million to
advertise in just 20 magazines_that have a high readership of 18-24 year
old women (25). Furthermore, "women's magazines" carrying a heavy volume
of cigarette advertising also run far fewer articles about the health
risks of smoking than do magazines that carry little if any such
advertsing (26). Certain "women's" cigarette brands are promoted widely
through advertisements dominated by social stereotypes of feminity,
featuring images of aexual attractiveness, slimness, "feminine" success,
and other contemporary views of women.

Television falls short of its potential for offering constructive health
information. The effects of modeling health-related behaviors on
television have not been studied systematically, but research on the
health content of entertainment gives cause for concern, since
unrealistic images of risk-taking and destructive health behavior are
commonplace. For example, heavy drinking, reckless driving, and
unhealthy eating habits are portrayed regularly with little or no mention
of risks or health consequences of such behaviors.
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There is widespread concern that television portrayals help to create an
atmosphere in which violence is considered normative. Violence is
commonplace in television programming, and it is frequently linked to sex
and to mental illness. Women, particularly older women, are frequently
portrayed on television as victims of violence--far more often than they
are victims in real life. Some researchers feel that women who watch a
great deal of television may limit their mobility unnecessarily because
they become more fearful than warranted (24).

Health education caapeigns. Health education campaigns have been
targeted through mass media in an effort to convey a particular message
about health and to persuade the audience to heed these messages. A few
efforts by private and public sponsors have been directed specifically to
women--for example, encouraging breast self-examination for early
detection of cancer and discouraging alcohol consumption during pregnancy
to prevent the fetal alcohol syndrome.

Critics have noted that mass media messages, particularly in the health
field, emphasize individual responsibility and behavior and tend to
ignore social, political, economic, and environmental factors that may
profoundly influence whatever behaviors are being considered.
Nonetheless, communications experts and health professionals are
cautiously optimistic about the potential for mass media as an effective
tool for widespread health education.

In summary, it can be said that there are many social and cultural
expectations that affect women's health. The media play an important
role in disseminating these attitudes and values which affect
health-related behaviors such as physical activity, diet, smoking, and
sexual practices. There is particular need for further research that
takes into account racial and ethnic differences in cultural values,
attitudes, and behavior since these too have health implications.

The Relationship of Economic Status to Health

There has been a general improvement in the health of Ame icons in recent
decades, but many groups of Americans still have a health disadvantage
that is associated with their economic disadvantage. It is not easy to
establish a direct link between poverty and ill health, but numerous
indices suggest an association. Disadvantaged people become ill because
of poor nutriton, poor living conditions, high levels of stress and
reduced access to health care. Then, because they are ill, they may
miss work or lose their jobs and may become even poorer.

As a group, women are economically disadvantaged relative to men,
regardless of age, race, ethnicity, education, or employment status.
Data from the Bureau of Census, the Bureau of Labor Statistics, and the
Congressional Budget Office confirm that women in the United States are
becoming increasingly disadvantaged. Black, Hispanic, and Xi ive



American women, particularly those NWho are single heads of households,
have long had particularly hil0 rat=es of poverty. They are now being
joined by the "nouveau poor": tate , middle-class women rearing children
alone and older women subsisting on *mall fixed incomes. Overall, almost
78 percent of the poor in the DnI:red States are women and children.
Among the elderly poor, 74 percent astre women (27). In 1983, 80 percent
of all female-headed households had .tun income of less than $15,000 (27).
This included their own earnings, malimony, child support payments, and
all other sources of cash incmu.

Neither employment nor education 3protect women from an economically
disadvantaged status relative to men A woman who works full time earns
about 59 percent of what a male woriker earns (28). The average college
educated woman earns less thanthe trrage male high school drop out (29).

When differences among women am emmamined, better educ_ted women do,
however, have lower rates of poverty- For example, among all households
headed by women, the poverty nae isms. 1981 was 40 percent for those with
less than 8 years of education,28 postrcent for high school graduates, but
only 17 percent for those with one or more years of college education
(30). Similarly, among minorfty wormen, increased education does reduce
the likelihood that women will be poc=.r. For Black women the poverty rate
declines from 57 percent of those wi.-=h less than 8 years of education to
27 percent of thoae with one or ta.=.re years of college. For Hispanic
women comparable rates are 62 pmcent=, and 28 percent. As the percent of
women achieving higher educatftm ini=reases, the percentage who are poor
can be expected to decrease.

The economic dependence of women orL 71 has changed rapidly in recent
decades, but single, widowed, or diNaroiced women are far more apt to be
poor than married women (31). nm iimateraction between marital status and
economic status differs by rate, ettmoalcity and life stage. White women
who are heads of households m letass likely to fall into the poverty
category than Black women. ber4aL31, only 28 percent of families
maintained by White women but 56 prcent of those maintained by Black
women are below the poverty levd (29 ).

Low financial status of women, wheft-ther married, single, divorced, or

widowed, is associated with perceved poorer health status. Great
differences in perceived health sta=us by race as well as income also
have been reported. Low incmu woran of all races perceive that they
have worse health status than highastr income women, but minority women
report dramatically worse heahh status. For women with incomes less
than $12,000 annually, 59 percent ozIE White women, 73 percent of Black
women, and 78 percent of Hispanic wiammmen report poor health. For women
with incomes above $20,000, 23 percem-t of White women, but only 7 percent
of Black women, and 2 percent ofHisipanic women perceive their health as
poor. Similarly, findings of the F4e.2a1th Interview Survey Data in 1981
indicate'that low income womenrepot a disproportionate amount of the
total days of restricted activity (33:).
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Income, insurance and health care. The rele-;Itioship between availa-
bility of health iost=ance, use of medical cetzem, Ind health staaetua is
complex and not fully tkm.rnderstood. However, data is fru the National Health
Care Expenditures Surv-w-ey (NIXES) show that miamixzrEties and the po=nor are
moat affected by the fiElnancial risk from uninaurftlted udical care co eta and
the increased health resics ariffing from poetpocienftd utilization of -seedical
care service. (34).

The concluaione reachodEl were: (a) for both oeu gdvone, better health
status is aseocisted 477.th having private lout:rem:Moe , (6) individua=s withhealth ineurence use more ambulatory care * 'then those withoiat it,
(c) utilization rates cure higher for women, for I: veoplo with lower .ncome,
for older people, for Whites and for those vitt employer-paid

7 leave, and (d) the hil_gher uttlizetion rates see to poor appear to be
- related to levels of clit mobility (and perhaps to h antee3thetetus

7 In a further prelimi=nary analysis NHCES det-..-;e1 io 1983, only amallIn differences were found_ in private insurance eva.scnverige between 1---den and
sw-women (70 percent for 11.-en vs* 67 percent for womeomm)., Ihese analyas also
=indicated that more I1Whites of both sexes baled private insurs=rome in
ea-addition to )iedicare et=an did Black§ and Hispant;-ters. In the over 65-age
mgroups, only 5 percenLmt of Whitel had bott Iltiicare and Madicald

overage. linia increesmsed to 25 percent for BliLia-ck ales and 55 vnercent
Et:for Hispanic ales* When rates were 9 percent Ea White female:me, 37
werceet for Bleck female, and 44 percent for Eitsgt-Inategic females.

Iffl'hus, it appears that romen are only slightlY opt than men to be
(=c overed by private inetu=rance. Of those over agotle 651vomen are ma -re apt
tzit o be covered by Hadieweid, with or without Medicb Qate, end minority-- women
amra far more apt to haye Medicaid coverage, ref:Iaactiog the econoirelically
Ndisadvantaged Itatee e of women in general see.md linority workman in
ta=oarticular. It should e noted that these data a azat hued on survey--a, and
immome of the populatioe estimates, particularly ameterding Rispanimme, may
tome questionable. Hotimever, in the aggregates p mull but coma ..istent
(La if far en ce a in covera_ge between men end walnut:leo are found, with
lattedicare-Medicaid moveesmge higher for Black womerwrre. batlower for Hi_spanic
triavomen.

Itn summary, it can be eild that the [Teeter of rtiltmve2ty is a real omene for
a z dieproportionete perc.-entage of women of all 7: Vile111 MOIt loVinComa
w-women of all, races pe=ceive that they have pn-ocor hulth, with .almost
ti:hree-fourths of poor minority and two--thirdaie of poor White women
ra-eporting poor health. The implications of mitf-VIesucas in utili=ation
re-ates are not entirely smnlear, but low-income aromeatem, I: a group, u-sctilize
he.oth outpatient and inwatient services more, atmol riport more clia:--ys of
rerestricted activity. *women are only slightly lesesse ept to be cove=ed by
pm-rivate insurance than =nen. Women over 65 tore feast core apt than =nen to
bwe covered by Medicaid.
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Labor ye=orce Participation, Occupation,,sandlieslaca Status

ha rap.d rise in labor force partialletica of somera hss bee :mho single
lost amtensive social change in recut yearow replertien of large
Dumberl of women has changed the workAin, the =market place, tram family
and sion---en themselves. This increase io implorwinent rates of women has
been tsmrzned "the silent revolution.° tie s ection reviews selected
ispecta of female employment which bevel hplicati _ens for women' I health.

Heployent is related to health in ragmen ways : it affects levels of
income , access to insurance and pensions, and e=cess to health care, and
it bries about changes in occupational risks ex--nd hazards, in levels of
itress, and as well in life style.

loth calual observation and data rsupp Itthe rie roe in female 1emeabor force
particip=sation. Women made up only 30 pont of the paid labo= force in
1950, r=lsing to 44 percent by 1980. turtantly, about 52 percnt of all
0.S. wommen age 16 and over are io the hbor fowzrce, but between ages 25
and 35, more than 65 percent of women ore ewmployed. The Licatelt rapid
increass have been among married woe and _ especially tsose with
preachocz1 children (35). Even womeo wi_th infante- a are in the Umber force
in growlng numbers.

!he gap in earnings between men and wow tonci-nuea to grow. In 1974,
the aveage earnings of men exceeded thosecii=f women by 56 percent.
Today, men's earnings are 75 percent higher ft-zban women's (Z-36). The
concept that men work to support fatalltetand am-men work for 'Hixtras" or
for sel0E-fulfi11ment endures, though tlhe realit= is that 68 pmeercent of
working women are the sole wage cart:1M for thememeelvee or the faemily unit.

Contrary- to popular belief, , women h8v5 alleys eo=rtributed to tltm economic
functioing of the family, only the lci of tee economic act :ivity has
changed. Prior to the industrial revolution thasere we less leriaration
between home and work place. Women eutd men ce=uld retain 1.0 the home
while fl=lfilling economic as well es nproductz: lye functions.. Men and
teen womprked side by side in maintsioim the Ino=nue, producing z; soods and
ervices , and rearing the children. m indueautrial revolutio=m1 brought
about a shift in roles as men left th home W-ito enter the morkplace.
Suhaequeet changes in employment pattemma hays raulted in a rie=rowing of
the difitEerences between male and feealo emple.-oyment rates. As more
mothers of young children have entered the labswor force, the need for
adequate child care has increased. The multi of considerable z. research
document the need for day care and the affects co=sf day care on children.
However, virtually no studies have esetnicad the effecto of dew care or
the lack of it, on the health and well haiug of n=nthers.

hands t.n employment. Recent employment trendiness have shown m general
ohift fr cam blue collar work to service nd white.a collar work, areas in
which women predominate. However, the -pent issonfornation or technology
revolutie=4n will undoubtedly alter the otructur=e of the whA=e collar

- 14



workforce even further. Changes to come will ineludediminatioe of many
monotonous, repetitious tasks and creation of lune techo=logical
opportunities on the one hand and employment dispftconent, dowurmgrading
jobs, and the reduction of middle management on the other. !addle-
management jobs, particularly in the clerical field,hys repreeenAsted one
of few career-ladders for women. The impact of A decline Min this
occupational category means not just the loss of * hmjobs but t7=he loss
of potential career development. It is_forecast the not only -will job
displacement outweigh new job creation but also Chetthe numbe% of new
jobs will not absorb women at the same rate as men (31).

Although individual differences in ability to outweigh gender
differences (38) views persist that men are innetelyeuperiot in logic,
business skills, and decisionmaking (39). From estlyehildhood, females
as well as males learn to downgrade women's perftmance ot , devalue
women's worth (40-43). Young women still are leso AO to pursue : studies
in arena that are in increasing demand, ouch as mathatatics, scian.ce, and
computer science. If this trend continues it ft likely tha.at the
concentration of women into the bottom of the labor hierstaxmy will
continue.

Fears that employment growth will slow as workers ue replaced by the
very machines they learn to master are not unfouded. The c*Acurrent
proliferation of automation reduces the demand tor Rreons witr manual
dexterity, traditional craftsmanship, and cooetete thinklog= with
increased demand for individuals with more food and tospAchnical
knowledge, precision, and perceptual aptitudea,_audability to handle
abstract concepts. It may follow that only woeketemith the flanuancial
and intellectual means to pursue these skills cao h selected fTffor the
newly created high-tech pocitions, leaving the majorityof the wolisakers to
compete for the low status jobs..

Another example of change in the workforce is the shift OPeowards
performance of work on company-installed equipment iiithe home inetitead of
in the office. The benefits to women who perform paid Jobe e-_It home
include accessibility to children and conservation oOtansportaeiiLon and
work wardrobes. The drawbacks include isolation of thworker folic= peer
support, role models, on-the-job mentors, and manage of peemrtinent
information. Reduction or elimination of paid vacation, healttlEh care
insurance, pension plans, and other fringe benefits often accompa:.zny the
shift of worksite to the home.

The relationship between social factors such as occupational eegtegmation,
psychosocial job factors, earning and benefit differentials, ergommomics,
and the role of occupational health and heAileh care accesess are
intertwined, and are discussed in the following Beetles.

Occupational segregation, mobility, and its conaequeco. Reoentert work
patterns show that one of the most pervasive and enduing facts e=of life
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for women workers is their concentration in occupations in which most of
their coworkers are women. Occupational segregation by gender is as
widespread now as it WW1 at the turn of the century, and continues to
depress wages in those occupations in which women are predominant (44).
More than one-third of working women are in clerical jobs. Women
constitute 99.2 percent of secretaries, 97.5 percent of bookkeepers, and
97.5 percent of receptionists.

Other than physicians, most health care workers are fe ale; the National
Institute for Occupational Safety and Health (NIOSH) has found health
care workers to be at high risk for the effects of exposure to toxic
substances. Other occupations are similarly as segregated: of all
primary and secondary school teachers, 71 percent are women, and more
than 98 percent of kindergarten teachers are female.

Blue collar occupations typically are "male" occupations. The 19 percent
of blue collar workers who are women often have the lowest in status and
pay, and their jobs are characterized by health hazards, repetition, and
monotony. For example, In the textile industry, more than 95 percent of
sewers and stitcher. and 69 percent of spinners *re women. Similar
segregation exists in such occupations as shoemaking, hairdressing and
cosmetology, restaurant service, meat wrapping, hotel janitorial service,
manufacturing of novelties and jewelry, and electronics.

Nonwhite workers are concentrated in several hazardous industries and
minority women are further concentrated in the least desirable and most
dangerous jobs within these industries. The U.S. Equal Opportunity
Employment Commission reported that, In 1978, minority workers
constituted 61 percent of unskilled or semi-skilled manual workers and 55
percent of skilled factory workers in the laundry, dry cleanins, and
germet services industry (45). Mlnorities are disproportionately
represented among household workers* in textile mills, in factories
producing agricultural chemicals and in certain segments of the health
.lare industry--all occpations with high health risks.

Women tend to work in occupation. which appear to be less risky because
there are fewer physical hazards which lead to obvious injury or death.
Risk of injury to men who are construction workers, welders, heavy
equipment operators is immediately obvious. The health hazards to women
who work in textile mills, in food processing plants, or as clerical
workers are less immediately obvious and are more cumulative. However,
most research on occupational hazards has been done in occupations in
which men predominate. Thus, the risks and health outcomes in
predominantly female occupations are unknown.

There is need to develop data on occupational hazards by age race, and
gender so that the risks and health outcomes for women can be assessed.
One example that demonstrates the need for further research on

occupational health differences for women is the Framingham Study (46).
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It shows that the 10 year incidence rates of Coronary Heart Disease (C=IRD)
were highest for men and lowest for currently employed women and
housewives. The women most prone to heart disease were clerical worl=ers
who were married to blue collar workers, had three ormore children. in
the home, had not received promotions, and had unsupportive supexviscyars.
This finding is important for health promotion and disease prevent=ion
programs, most of which have been targeted to premmt CHD among meen.
Programs can now be developed for supervisors and to Nap the very lamrge
numbers of clerical workers who are married with childrenim the home.

The relationship between professional or managerial Oatus and worsemh'S
health is one that requires further research. While the Framingham st-eidy
found that women in high status occupations had lower rates of h&art
disease, another study found that female physicians and psychologists
have three times the expected suicide rates as theirmae counterpats
(47). These authors suggest that these professional women lack -1the
acceptance of their male colleagues, and are lacking in peer and otliher
social supports. The role played by social supports as a mitigat:Ang
variable needs further examination.

The interaction between marital status and labor force participatioe of
women is one that highlights the importance of social factors in he*Mth
and illness. It was reported in the Framingham study that single work-ng
women, the group that had the longest time of employmnt outside of atthe
home, had the lowest rates of heart disease. Similar finding related to
mental health is that employed, never-married women have the lowest ra=es
of depression (48). Level of income also appears to he a mediatiing
variable between occupational stress and health outcomes that should be
controlled in all such studies (49).

Pension*, worker's compeniation, benefits. Because of the greaer
longevity of women, pensions, and Social Security benefito are o_ grat
significance for their well-being. Women who are not in the paid labewer
force rarely are covered by their own pensions or life insuram=ce-
programs. Those who are in the labor force often are at a disadvanta-ge
becausie of lower compensation rates and intermittent employment. TtLis
disadvantage is applicable to both private pensions and Social Securt ty
benefits:

In 1980, only 10 percent of women 65 and older received
income from private pensions _or annuities. The Wien
amount of this income was $1,400 per year. hmnty
seven percent of men 65 and older collected private
pensions or :annuities with a median income of 11,000
from private plans.
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Women's benefits under Social Security are expected to
be two-thirde of men's through the year 20554 under
current law, yet 33 percent of single elderly women
depend on Social Security for more than 90 percent of
their income. Women who are homemakers receive nothing
on their previous earnings record for every year over
five that they are not employed for pay. Such women
&re particularly disadvantaged if they are not eligible
for benefits as spouses.

In many States, worLer's compensation is based on wage
rates. Since women's wages are generally lower,
compensation is often at a rata that makes women's
benefits lower and economic survival more difficult.
Worker compensation programs are not designed to
consider the fact that when mothers are disabled, they
may be unable to fill each or all of their three major
roles: paid worker, unpaid home worker, and caretaker
of children.

It is cleor that consideration should be given to the differential work
histories of women as well as to their contributions to child rearing as
revisions to Social Security legislation proceed.

The health effects of multiple roles. It has been assumed widely that
as women's participetion in the lebor force increases morbidity and
mortality patterns in women would show greater similarity to those in
men. "If women are going to live like men, they are going to die like
men" was the caption of a recent magazine article. Morbidity and
mortality data have been examined for differencee between the sexes, but
the effect of labor force participation on women's health awaits further
study. Few existing health tatus tudies have controlled for income,
occupational and marital status, the presence of children in the home and
social supports, all of which are relevant to understanding the
relationship between health and multiple roles.

What is clear is that women are taking on new roles outside the home
without giving up old roles. The greatest stream for a working women
seems to occur as a result of children in the home rather that as a
result of marriage, per se (50). Employed mothers continue to assume
almost full responsibility for housework and child care. While media
features reports of men who assume household chores, studies have failed
to document such as hilt on a widespread basia. Time budget studies
show that the father of a young child spends very little more time doing
housework when his wife is employed than if she is not employed (51).
When work is defined as time spent in employment plus time spent in
household tasks and child care, full time housewives work least, employed
wives most, and men in between. The International Labor Office stimates
that the average man spends 50 hours a week at work in his place of
employment and at home, whereas the average woman spends 80 hours. Work



overload has been associated with coronary deaths (52), escapist
drinking, work absenteeism, lowered self-esteem (53) and increased
cholesterol levels (54, 55). A study of college-educated working mothers
of young children showed that women continue to spend a great deal of
time in child care but give up leep and leisure time to do so (51).
Once relieved of child care responsibilities, many midlife women find
themselves responsible for caring for elderly parents. It hos been shown
that beceuse of such famlly responsibilities, employed women have
substantially more unscheduled ebsences from work than do employed men.
However, the total time per absence per worker I. lower for women than
for men.

The question remains am to what the health consequences are of multiple
roles. Women Who need to be home to care for children and other family
members at the same time that they need to work to support themselves and
their families experience role conflict. Continual pre:Inure not to Miss
work even when A child is ill may increase the anxiety about not being a
"good mother" or a "good worker". The lover the woman's economic status,
the more this conflict is exacerbated. Most working women are unlikely
to have sufficient funds to obtain help with housework or baby sitting.
Thus, the effects of role overload on the physical and mental health of
women needs further study. The paper which follows this chapter on
"Difficulty in Aranging for Child Care" further explores nom aspects of
this dilemma.

Not all research supports the conclusion that serving in multiple reles
has negative effects. Although inconclusive, the results of many studies
show that work has a beneficial effect on mental health (56). Employment,
marriage and parenthood are associated with good physical health for both
men and women (57). The Framingham Heart rtudy, es previously noted,
found that employment, per so, did not increase the risk of coronary
heart disease. Other studies have found that WOMen with paid jobs appear
to be more satisfied than housewives becausa jobs can be a source of
elf-esteam, independence, status, and social network enhancement as well
as income. Other studies have found that employed women have more
positive coping strategies (58 59).

Recent research regarding the involvement of women In multiple roles
concludes that only the role of parenting contributes significantly
(p. 01) to "role overload". The quality of the "work role" And the
quality of the "mother role" also seem to be related to overload (50).
The quality of experience in the matrnal role also determines the number
of symptoms of anxiety that women report. Serving in multiple roles can
be viewed as advantageous as well as stressful depending on the nature of
the job, the motherhood and of marriage.

Satisfaction with roles may be more important than the number of roles.
Review' of th literature (56, 60) show that serving in multiple roles is
associated with better physical and mental health. Verbrugge (60) points
out that social selection may be operating. Women with better health
take and keep employment outside the home and also may be more likely to
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marry and stay married. Hew (56) tes that cost studies involving women
lack specificity regarding either the work or the family environment.
She recommended that future studies be longitudinal and prospective and
provide more details on work and family responsibilities. Such studies
might explain the reason for better health among employed women: whether
it is that healthier women are employed or that employment has a
protective effect on a woman's health. Greater specificity in research
is also necessary to determine whet kinds of effects particular types of
jobs have on the health of employed women.

Ergonomic issues affecting women's health. Negative health and mental
health outcomes have been associated with physical and psychological
aspects of working conditions. A number of studies have found that poor
physical health, depressed mood, and escapist drinking problems are
associated with difficult working conditions.

Using equipment that does not fit the worker causes safety and health
problems for all workers but especially for the female worker. For
example, personal protective equipment, from respirators to gloves and
boots, is designed for melee end thus is often too large for most women.
IIIfitting eqUipment not only ie ineffective, but may also be hazardous.
Levers on machines that are too high to reach, or tools that ere too
heavy or cumbersome have caused disabilities, dismemberment, and death
for women workers. Women, needing the work and the pay, do not went male
peers to think they cannot do the job, so they seldom complain about such
problems and are often injured. When injured, they often fail to report
the injury.

Problems with new automated office equipment have contributed heavily to
a sharp increase in visual and musculoskeletal symptoms among white
collar workers. Too often equipment, such as video display terminals,
has been installed without planning placement so as to avert glare and
other illumination difficulties; postural problems; back, neck, and wrist
pain; and a host of other symptoms both psychological and physiological
(61-63).

Most studies of the workplace have examined stressors on an individual
basis. Rath2r that: any particular stressor disrupting health and well
being, it is,more likely that such a disruption Is the accumulation of
many daily, unsolved difficulties combined with other hazarda on the
job. All these factors increase the risk of poor health. The
combination of family demands and workplace stress represents a special
set of problems for many working women, particularly those with children
in the home. The low status and lack of mobility in typical "female"
jobs adda yet another area of stress. Most research on occupational
stresz has been done on male occupations rather than those in which women
predominate. Few studies have examined the Interface between work life
and family life for men or for women. Such research is'needed if we are
to understand current health rialto and conditions.
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Family, tiouaehold_Structure, Social Supports and Health_

Rapid social changes have significantly affected family and household
structure, function, and capability. Among the most significant social
changes affecting the family are increases in labor force participation
of women, in divorce rates, in single person households, in longevity,
and in options in the planning and spacing of children.

"Family" and "household structure" are important concepts related to
social aspects of health, particularly for women. It is important to
broaden the concept of family to include "household structure." No
longer does the typical household consist of an employed huoband and a
wife who remains in the home and cares for the children. Increasingly,
alternate forma of households include single-person households and
unrelated persons sharing a household. While "family and household" are
terms often used synonomously, "family" implies legal and emotional
ties. In contrast, "household" implies living arrangements and physical
proximity, sometimes temporary, sometimes long term. Only the most basic
issues relating to family and household structure and to health will be
diacussed in this brief review.

Knowledge is increaaing about the behavioral components of health and
illness. As the basic unit of socialization, the family or household is
the place where health habits and other behavior patterns are learned,
practiced, and reinforced. The family or household is important, not
just because it shapes health behaviors, but because it continues to be
the place where most of the care occurs for short-term acute illnesses
and many contagious ones, as well as for those that are chronic and long
term. Family or other household members provide the bulk of nuraing
services. Most of these home health providers are women. The ability to
provide this care and the burden of doing so are affected by changes in
family and household structure.

In addition to its role in demonstrating health behaviors and caring for
the ill, the family is an important part of the individual's general
system of emotional and social supports. The results of considerable
resexrch have shown that social supporta serve as a buffer against stress
and are beneficial for health, and the absence of such supporta has
negative effects (64). Increases in single-person households, in
geographic mobility, and in household disruption have reduced the ready
availability of social supports. It is not clear that adequate
mechanisms have been developed to substitute for family supports. The
question of how to develop social supports outside of the family and
household is an important one to study since it is more feasible to
develop opportunities to increase the availability of social supporta
than to reduce atressful conditions (65).

Another important relationship between family or household and health
develops from the role of the family in maintaining economic well-being.
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Most people derive their economic well-being through the family or
household in which they live, and this is an important component of
health maintenance since it influences access to health care, good
nutrition, and the quality of the environment, for example, in terms of
neighborhood and housing. Changes in family and household structure
influence economic wellbeing most clearly in the case of divorce.
Following divorce the vast majority of women, and especially women with
children, experience a decline in their economic well-being. There is a
50 percent reduction it average household income for women 35 years and
older and a 38 percent reduction for women under 35. The greet increase
in the number of women_living in poverty has been characterized as
"feminization of poverty." In 1982, of the 17,000,000 aver-separated or
divorced women, only 15 percent were *warded alimony (27).

The offset of lower earnings of most women, combines with a lack of child
support to reinforce poverty. Many women ere not *warded any child
support, and of those who are, less than half receive the full amount
awarded by the courts.

Patterns of family formation including marriage and childbearing also
effect health. While the vast majority of all people still ultimately
marry, they are doing so later in life. Between 1970 and 1982, the
percent of never-married women under ege 34 doubled from 6 to 12 percent.
This means many more young adults are single and the predominant pattern
is for them to live alone. Just as women and men are delaying entry into
marriage, many women are also delaying motherhood. For a minority of
women, delaying motherhood may mean foregoing it, but there is ample
evidence to show that marriage and family continue to be highly valued.
Despite declining family size, more women are now experiencing parenthood
than was true a generation ego. In 1980, only 10 percent of the women
aged 40 were childless, an compared with 22 percent of the 40-year-olds
in 1950. At the same time, women are bearing fewer children. After a
longterm historical decline in fertility, birth rates rose after World
War II, peaking at about 3.2 children for women born in the 1930s (66).
Todey, young women report their intention* to have 2 or fewer children,
however, the pattern of delaying childbearing makes it questionable that
they will achieve this goal delayed childbearing is associated with
increased risk of csarean delivery, chromosomal abnormalities, end other
perinatal problems. It is unclear the extent to whi. ' the ebility to
conceive declines with age, but delaying motherhood clo, allow more time
for a woman to develop heath conditions that contribute to
obstetrical risk. These risks plat be balanced ag. :Ast the social
characteristics of older obstetrical patients who tend to have higher
educational levels, and income both of which relate favorably to
pregnancy outcome (67).

Another social change has been the increase'.1 likelihood of women becoming
single parents. The birth rate for unmarried women has risen steadily
since the 1940s. The sharp downturn in the fertility rate of mar- ,

I - 22

42



women means that unmarried mothers are making up an increasing proportion
of all those giving birth. While out-of-wedlock pregnancy among
teenagers has received the moot attention, the pregnancy rates for single
women in their twenties are higher, and those for previously married
women are not _insignificant. Out-ofmtedlock childbearing is more
prevalent among Black women in whom rates are four times those of Whites
(69). Today, 56 percent of Black babies are born to single women.
Childbearing out-of-wedlock often is asaociated with fewer 80a0OCOAOMIC
resources and with less adequate prenatal care, which combine to mean
increased health risks for the mother and the child, It Is of note that
for some mature women, including some homosexual women, childbearing
out-of-wedlock is a well-thought-out choice.

The considerable attention given adolescent childbearing in the 1970s has
led to a better understanding of the conequences of early childbearing*
As a group, young mothers receive less adequate prenatal care, but
programs which ensured a high level of care have ahown that adolescents
can have good pregnancy outcomes. The extensive problems associated with
early childbearing are far more often social, economic, and psychological
rather than physiological. Women under 20 not only bear in more than
500,000 babies each year, but also undergo more than 450,000 abortions.
In recent years, the birth rate for all women under 20 has declined, but
the rate for the younger teens has been slow to decline. Currently, the
rate for very young teens is high relative to past U.S. or international
comparisons. Increasingly, teenage births are to unmarried teenagers
(69)0 Research has documented the negative social effects of early
childbearing on these mothers and their children.

The health effects of number, timing, and spacing of births ere addressed
in Chapter 2 of this report; hence, the discussion here will focus on the
influences of early childbearing on a woman's social and economic
well-being. It is clear that An early first birth has a detrimental
effect on a woman's education and subsequent earnings. The teen mother
has higher subsequent fertility than does the woman who delays
childbearing, and the combined effect of more dependents, fewer
individual resources and undependable support from fathers of thechildren leads to higher welfare dependency for many. While teenage
childbearing is a problem that Is experienced across society, the ratea
of teen childbearing are significantly higher among Black women.Presently, 25 percent of Black births are to teenagers, twice the
incidence observed in Whites.

There is considerable research evidence on the effects of divorce. This
'research tends to address the relationship between divorce and subsequent
mental or physical health problems, the availability and use of social
supports, and reduced economic status. These factors appear to be
interrelated, although the exact dimensions are not well understood.

Morbidity and mortality rates for divorced adults tend,to be higher than
for persons in any other marital status. But differences in mortality
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between the married and the umarried are markedly greater for men than
for women in all but the oldest age groups (70). In some cases it
appears that marriage is more protective of mental health for men than
for women. Never-marrit3 women have the lowest rates of depreusion and,
when studies control for income, non-married women have better mental
health than comparable men (48). The experience of marital disruption
does seem to have negative health consequences, particularly for men (70,
71).

It 1.0 difficult to measure the effects of divorce independent of economic
factors (72). Divorce has been a major determinent of the increase in
the number of families headed by females--families which are often in
poverty. Despite a emall increase in the number of men who obtain
cuetody of minor children, or who share in their care, in most cases the
mother is still the person responsible for the children following divorce.

The effects of divorce on economic well-being and social supports are
interrelated. When the father is paying child support he is most likely
to maintain contact, a contact that appears beneficial to the child and
also perhaps to the mother. Absence of willingness or ability to provide
support appears to be related to a failure to maintain contact. While
the causal relationship of these events is not altogether clear, it is
apparent that many mothers are without adequate social or economic
support following divorce. Divorce is often disruptive not only to the
relationship with the ex-spouse, but also with the extended families and
perhaps with friends and other social contacts as well. It is
hypothesized that more women may be better able to cope psychologically
than men following divorce because women are better *ble to generate
social supports.

Some, have argued that women have more social supports than men because of
greater affiliative practices. Others believe that women have fewer
social supports because of their greater longevity, greater likelihood of
being widowed, lower remarriage rates after divorce, greater likelihood
of being * single parent responsible for raising children, and generally
lower economic status. Because so many studies have found that ocial
bonds and supportive interactions are important to well-being, it is

important to explore what constitutes social support and what aspects of
these supports are vital to health. The role of socisl support in health
maintenance has been recognized and included as one of the 1990
Objectives for the Nation in disease prevention and health promotion.

Many women nov in their forties and fifties had children early in life.
With a current life expectancy of 76 years, most of these women can
expect to live *bout 46 years after the last child enters school. Indeed
they will live almost half their adult lives after the last child has
left home. While the popular literature has coined the phrase "the empty
nest syndrome," research does not provide support for the idea that these
years are psychologically difficult for women: rates of depression have
beet found to be higher for women between the ages of 25 and 44 who have
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children in the home, and lower for women over 44 whose children have
left home.

Divorce is, of course, not the only factor in disruption of family and
household. The higher mortality rates of men and the discrepancy between
ages of husbands and wives mean that many women spend a significant
portion of their lives as widows. Only 39 percent of women are married
at the age of 650 Of the almost 10,000,000 older women without spouses,
approximately 70 percent live alone or with people unrelated to them.
Elderly Black women are far more apt than White women to live with
children and/or grandchildren. Elderly women who live alone have a
higher frequency of health and nutritional problems and less access to
supportive services in the home._ Not suprisingly, health problem are
more frequent among those elderly with low income, end 52 percent of
elderly white women and 84 percent of elderly Black women live et or near
the poverty line. However, many widowed women do cope well with the loss
of a spouse:and research shows that widowed men are at greater risk for
negative health outcomes than are widowed women (71).

In summary, it appears that the family or household in which one is
reared or has lived has important associations for health. These include
the location and size of the houaehold, marital staus, the age and timing
of births, and the conditions relating to the dissolution af marriage or
household. Family and household are important to health both because
they ..elp to shape and maintain health practices and because the home
continues to be a major place for treating family members when they are

h th- Health Care Sutem

Studies repeatedly have shown that women are more likely than men to
report illness symptoms and use health services. What is not clear is
whether these statistics reflect real differences in functioning and
morbidity or some combination of gender differences in illness behavior,
differences in income and age structure, differences in access and
barriers to care, and differences in the respective treatment the system
provides to men and women (73, 74).

Use of the system. Numerous factors combine to determine how people
interact with the health care system. Sex differences in health and
illness behavior have been reviewed to assess their effects on health and
illness (3, 60, 75=77). Gender role differences interact with other
sociodemographic and economic factors to affect health care utilization.
Low income and minority status are associated with increased use of
services. Chronic illness affects older people more often and older
people report more symptoms and use more services. Increased reporting
of symptoms and use of services thus is related both to women's
disadvantaged economic status and to their increased longevity.
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Access to care is influenced by economic status insurance, geographic
location, availability of services, transportation, and child care.
Barriers to care include geographic and social distance between client
and professional and bureaucratic response to patients. As the
male-female gap in longevity and income continues to grow, it can be
expected that the gap in men's use of services will continue to widen
regardless of the other factora that influence such use. It is,
therefore, important to give increased attention to the ways that the
structure, delivery, and financing of health care services affect woms,
and women's expectations of the health care system. There is a need NI
understand how biomedical and social factors interact to influencL
women's health and illness behavior and the consequences thereof.

AttituAgts towards the treatment of women. Differences accorded men and
women within the health care system have been examined. Several studies
have reported that women are treated with less respect, may be
infantalized, and receive poorer medical care (78-81). Nurses were found
in two studies to treat male patients with more dignity and respect than
female patients (82, 83). Some have argued that male physicians are not
understanding of women's needs (84). There is evidence that physicians
disproportionately prescribe psychotherapeutic medications for women as
discussed in Chapter 4. Such research indicates that women may be more
negatively treated by the health care system than men, but at least one
study found that women patients often had a more positive impression of
their doctors than did men (78). It is important to understand how
provider-patient relationships are developed and what impact these
relationships have on the behaviors of patients and medical outcomes.

The popular literature, in general, and women's magazines, in particular,
have raised questions about the health care system: the way in which
services are organized, who delivers health care, the sensitivity of
health care providers to women's needs, the need for a research base
about such normal female conditions as the menstrual cycle and birth
process, and such problems as osteoporosis and breast cancer. In recent
years, Public Health Service supported research has become more
responsive to these concerns.

Another concern that has been expressed is that medical decision making,
research, and service delivery are dominated by men while most patients
are women. This ratio is beginning to change. In 1982, only 14.8
percent of the 486,000 physicians practicing in the United States were
women. However, the percent of female students In the health professions
has increased dramatically; in 1981-82, women comprised 27 percent of
medical students, 14 percent of podiatry students, 19 percent of
dentistry students, 23 percent of optometry, and 47 percent of pharmacy
students. Women still constitute the overwhelming majority of other
health providers and currently total 97 percent of practical and
registered nurses 86 percent of health aides and 71 percent of health
technicians.
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Changing social attitudes toward women and their health have brought
about the development of a women's health movement that includes lobbying
organizations and caucuses in each of the professional health associa-
tions, alternative treatment services for women, and a health movement
that stresses self-care and preventive health practices. These activities
continue to affect the traditional health system.

Individual responsibility for health care. The increasing interest in
alternative forms of health services in the United States that stress
individual responsibility, particularly self-care, has been reinforced by
recent national, State, and community level efforts to prevent disease
and promote healthful lifestyle behavior. The 1990 Objectives for the
Nation represent a national effort to improve the health of all Americans.
Specific objectives are defined which pertain to the health of women:
high blood pressure control, family planning, pregnancy and infant
health, immunization, toxic agent emotrol, sexually transmitted disease,
occupational safety and health, smolang and health, nutrition, misuse of
alcohol and drugs, physical fitness and exercise, and control of stress
and violent behavior. Measures to address these priority areas can be
individual or community wide. Actions to stop smoking, reduce misuse of
alcohol and drugs, improve diet and nutrition, manage stress, exercise,
adhere to medical regimens, and appropriately use preventive health
services can reduce the risk of illness and premature death.

Individuals and organizations involved in the women's health movement
have undertaken a variety of activities in addition to the provision of
services, to achieve their goals (85). Several national women's
organizations have served as health care advocates, initiating litigation
on women's health issues, such as prescription labeling of drugs, "DES
daughters,- and potentially hazardous contraceptiqe methods. Further,
these organizations have established monthly publications, clearing-
houses, and libraries for disseminating information pertinent to women's
health. They have also conducted conferences and workshops to discuss
current women's health issues.

One of the more significant documents resulting from the growing interest
in and awareness of women's health'concerns during the early 1970s was
"Our Bodies, Our Selves," published by the Boston Women's Health Book
Collective. This publication grew out of a group of women sharing their
experiences about their interactions with the health care system.
Although the group originally met with the intent of developing a list of
OB-OTN practitioners In the Boston area, its members discovered that they
had similar questions which had not been answered by the medical
establishment and had experienced treatment they found to be inadequate
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or insensitive. A common interest and support emerged from these
discussions and other similar events occurring simultaneously throughout
the country. The result was a political consciousness on the part of
particular groups of women, which placed pressure on the treatment
systems to be more responsive to the needs of women.

Even with the extensive health care system available in the United
States, self-care is still very prevalent. A recent study of self-care
practices in the United States (86) found that 70 percent of the
population who reported an illness had solicited health advice from other
persons before contacting a doctor, and about 24 percent had utilized
some type of non-prescribed home treatment, the most commonly
over-the-counter drugs. Such extensive use of self-care practices makes
apparent the need for increased health education efforts.

Summary and Conclusions

In summary, more research is needed to understand the reasons for women's
greater use of health care services and to find ways to improve the
responsiveness of the health care system to women's needs. Methods of
reducing the economic, geographic, and cultural barriers to health care
require both further research and further action.

By 1990 many demographic and social trends will have had a predictable
effect on the status of women in society and, consequently, on their
health status and health service needs. It is important to take these
trends Into account in planning future publically and privately sponsored
initiatives to improve women's health.

At the close of the decade, the proportion of the population over age 65
will rise from 11 percent to 16 percent and those under age 25 will
decrease from 21 percent to 16 percent. The post-World War II "baby boom
generation" will be entering middle age in large numbers.

These demographic changes can be expected to bring about significant
changes in social structure and conditions. With the decreasing number
of adolescents and young adults, we can expect a decrease in the crime
rate, particularly in the rate of violent street crime, and a decrease in
teenage unemployment. Because of the disproprotionately large number of
midlife people at the peak of their careers, there will be considerable
blockage of occupational mobility, but a generally high income level,
particularly among two income families. As more women enter into and
remain in the labor force, discrepancies between the sexes in earnings
may diminish. It is expected that labor market expansion will be
greatest in -female" occupations, for example, the number of secretaries,
sales clerks, food service workers, and health aides will be likely to
increase. In addition, the home will increasingly serve as a place of
employment.
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The aging of the population will expand the need for health care
services, facilities, and workers. AB more women enter into and complete
professional training as physicians, psychologists, and pharmacists,
major changes in the health care system can be expected.

These demographic and social changes will alter the patterns of the
health care needs of women. There will be increased need for attention
to health problems of midlife and older women, including menopause,
osteoporosis, and the various cancers specific to women. The smaller
birth cohorts of children and young adults will change the proportion ofthe demand for health care services for the young.

Fundamental to the achievement of improved health for all women is the
recognition that women's lives have changed dramatically in recent years
and future changes are likely to be even greater. The three most
important social changes affecting women's health at the present time
are: (a) the increasing numbers of women living in poverty; (b) the
unprecedented entry into the labor force of women, including those with
infants and young children; and, (c) the continuing increase In longevityof women. The society as a whole must begin to take these changes into
account if programs and policies are not to be outmoded before they areimplemented.

The maintenance of health is a social as well as an individual
responsibility. Every level of government, the private sector, and
individuals themselves must take an active part in creating and
sustaining those conditions that promote public health.

The relationship between poverty and ill health cannot be ignored.
Similarly, the disproportionate number of women living in poverty calls
for major societal attention. Currently many of the women living in
poverty are poor primarily because they are the sole support of their
children.

In light of these factors, which affect women's health through means both
direct 'and subtle, the subcomml,ttee has reached several conclusions
regarding areas for attention. We endorse and fully support Federal
legislation aimed at enforcing child support payments awarded by the
courts. In addition, we must underscore the importance of efforts by
Federal, State and local governments, as well aa private citizens, to
develop, monitor, and enforce regulations aimed at maintaining a healthy
environment in the community, the workplace, and the home.

Many chronic illnesses cannot be prevented, but they _ften can be treatedso as to minimize their effects. The greater longevity of women
contributes to their greater risk for chronic diseases. This issue
should be a priority for the Public Health Service with regard to both
research and service activities.

Women should increase efforts to become aware of environmental and
behavioral risk factors as well as those that promote health and prevent
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illness. To this end, women should seek out opportunities to participate
in the personal and political processes that bear a relationship to their
health. Access to health services continues to be a problem for certain
populations, particularly poor and geographically isolated women.
Outreach efforts should be targeted to these women in order to increase
their access to available health care.

Training curricula for service providers, particularly physicians,
administrators, and policy makers should be reviewed for their content
of, and sensitivity to, issues related to the health needs of women and
modified on the basis of problems identified. Particular attention
should be paid to training in the areas associated with the provision of
services to the population of aging women.

Despite recent advances women are still underrepresented in key decision
making positions in the health professions. Barriers preventing women
from becoming managers, consultants, planners, and providers of health
administration, educatio- service delivery, and research should be
eliminated.

Organizations interested in women's health and well-being should: (a)
make deliberate efforts to be informed on legislative, policy and service
issues that affect women's health, (b) promote information exchange and
public education on health matters, and (c) be advocates for
organizational and public policy change needed to improve and promote
health conditions for women.

It i_ important to identify opportunities to further the objectives of
health education and health promotion. To this end, a network of
professional and lay persons including government and nongovernment
representatives should be developed to review information on the social
factors that affect women's health. These issues can form the framework
for additional efforts with a work group of key individuals in the
television, film, publishing, and advertising fields to disseminate
health information relevant to women. Further, such a work group can
also examine and evaluate the effects of media images on health and,
where necessary, change those Images. Health education and promotion
materials, including curricula for health professionals and the public,
should be developed to disseminate research information on prevention.
These materials should emphasize the importance of maintaining a
healthful lifestyle through education about risk factors, the development
of behavioral interventions, and identification of the basic and
necessary preventive health services appropriate to women of ell ethnic,
racial and age groups.

Many methodological and data issues limit our understanding of women's
health needs, status, and services available to them. Longitudinal
research should be initiated to assess how behavior and social factors
interacting with biological factors affect women's health over the life
course. Existing data sources should be reviewed for their ability to
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provide information that is sex and age specific by race and ethnicity,
and new studies planned should, whenever feasible, oversample Blacks,
Hispanics, Asians, and American Indians to provide sufficient numbers for
analysis. Additional age categories should be added to data collection
efforts for the older age groups. Current data may have limited useful-
ness when all those over age 65 are grouped together. In addition,
analyses of data collected in State and Federally supported surveys
should present the demographic characteristics of the population in
tables showing age, sex and race across income groups to enhance
utilization of the data by policy makers.

Research is needed as to how the links between poverty, poor housing,
nutrition, inadequate access to preventive care, and treatment may differ
by gender. The rapid increase in labor force participation of large
numbers of women points to the need for research in many areas of womenvs
employment. Health hazards in the work environment should be studied
with the aim of reducing the hazards rather than prohibiting the employ-
ment of women in these occupations. Of particular need are studies of
women related to the health effects of being in occupations traditionally
reserved for men, such as blue collar work and management positions.
Research should be expanded on health conditions in occupations that are
predominantly female such as clerical workers and nurses. The home
should be included as a worksite in which research is conducted.

Research efforts should be expanded on how cultural expectations and
practices affect the development and maintenance of beliefs, values, and
practices that have consequences for health throughout the life course.
Included in this area are studies designed to elucidate those cultural
conditions and socialization practices that affect self-concept and sex
typed behaviors relating to diet, exercise, and other health and mental
health related behaviors. In this regard the importance of studies which
can enhance our ability to understand and prevent violence, including
family violence and sexual assualt, should not be overlooked.

Finally, to understand gender-related differences in health status and
utilization of services, it is important to examine how women, ViS-11V1/3
men, perceive and respond to health symptoms and chronic illnesses on a
daily basis. It is increasingly important for us to examine the develop-
ment, maintenance, and modification of women's health attitudes and
behaviors through appropriate research initiatives. Combined survey and
observational studies are needed to investigate the relationship and
interactions between women and various kinds of health care practitioners
and institutions as these affect gender-related health and well-being.

These activities suggested by these observations and conclusions are
applicable to the Public Health Service, as well as other agencies of the
Federal government, State and local governments, the academic and
research communities, and all manner of public and private enterprise
concerned with the health of women.
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Arranging for Child Care: Implications for the Wel -Being
of Employed Mothers and Their Children

Introduction
Economists have paid considerable attention to the
job-search process but have neglected the child-care
search process which is an integral part of the job
search for mothers with young children (1).

The employed mothers' need for adequate and affordable child care has
implications that extend well beyond the economic sphere. There is
evidence from national data that the search for child care in the United
States is frequently difficult. Further, there are indications that even
employed mothers who have the optimal set of choices regarding child care
often experience a sense of uncertainty, conflict, and discomfort after
they have made arrangements for substitute care. The child-care search
has ramifications, not just for mothers' employment possibilities, but
also for their own well-being and that of their children.

In this paper we will: (a) present an overview of child care arrange-
ments made in the United States for preschool children, (b) summarize the
evidence of difficulty in making such arrangements, (c) indicate that
problems in arranging for child care extend to school-age children as
well as preschoolers, (d) present data from a recent study of middle
class mothers' subjective experience of leaving their infants In substi-
tute care, and finallY, (e) consider the implications of these findings
for the well-being of employed mothers and their children.

Overview of child care arrangements made for preschool children in the
United States. The labor force participation of women with preschool-
age children has steadily increased in recent years. In June 1982, 48
percent of women 18 to 44 years of age with children under 5 were
employed, compared with 41 percent only five years earlier (2).

While the nationally representative Current Population Surveys from June,
1977 and June, 1982, show a continuing trend toward the employment of
mothers of preschool children, the picture for child care arrangements
made for these children has been quite stable over this period. A
consiatent finding for both years is that most care given to preschool-
age children of employed mothers is informally arranged and home based.
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In 1982, center-based group care was reported to be the principal type of
child care used by only 15 percent of employed mothers, 18 to 44 years
old, for their youngest child under 5, a slight increase from 13 percent
in 1977. In 1982, 31 percent of these employed mothers reported that
their youngest child under 5 was cared for in the child's own home
(compared with 32 percent in 1977), and in 1982 as in 1977, 40 percent of
the mothers reported care in another home as the principal form of care.
In 1982, a surprisingly high provortion of mothers, 9 percent, reported
caring for their preschool children while employed, compared to 11 percent
in 1977. If center-based group care was reportedly by a small percentage
of mothers in 1982, the much discussed "on-site day care center" was
reported by an even smaller group. Only 0.7 percent indicated that they
used a center at their work place.

Relatives were listed as an Important source of child care in both study
years. In 1982, 14 percent of employed mothers reported that fathers
were the principal caregiver; 11 percent listed another relative of the
child's home; and 18 percent utilized a relative in a home other than the
child's. The parallel figurea in 1977 were 14 percent (father as
principal caregiver), 12 percent (other relative in child's home), and 18
percent (other relative in home other than child's). Thus, by far the
most frequent form of care in recent years has been, and remains, care in
the child's or another's home, and the father, or another relative of the
child, is frequently the principal caregiver.

One of the striking implications of this child care profile is that we
know the most about some of the least used forms of child care (3).
Research into the effects of substitute care on young children has
focused largely on center-Used day care, and only more recently expanded
to include family day care (i.e. home-based group care). A further bias
in the research on center-based day care is that it has-disproportionately
assessed the effects 'of university-based model programs (4). Almost
nothing is known about the nature of care provided by fathers and other
relatives. Clearly, there Is a need for the demographic data to direct
research priorities.

Indications of difficulty in arranging for child care for preschoolers.
The predominance of informal care, with fathers and other relatives as a
high proportion of the caregivers, carries the important advantages of
familiarity of caregiver and/or hominess of setting. However, there are
a number of reasons to Auestion the assumption that informal, home-based
care is invariably optimal.

In discussing the Current Population Survey findings, for example,
O'Connell and Rogers (2) observed that the fathers reported to be the
principal caregiver, 24 percent were unemployed and looking for work.
When only women employed full time were considered, 34 percent of the
fathers serving as principal caregivers for their preschool children were
unemployed and seeking employment. "The fact that such a large percentage
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of fathers were actively looking for work implies that paternal child
care services, although iwportant, can at best be considered only a
transitory type of arrangement" (2).

Preaser and Cain (5) estimate that in 1980, one-tenth of full-time
dural-earner couples from nonfarm households and with children "had no
hours of overlap whatsoever in their hours of employment" and an
additional 6 percent had only one or two hours of overlap. Thus,
shift-work, with mothers and fathers dovetailing schedules, is also
likely to be Involved when the father is the primary caregiver. Presser
and Cain observe that little is known about the quality of care in
shift-work households, or about the effects of shift work on the marital
relationship, or on the individual parent. Anecdotal reports raise ,the
possibility of substantial stress to both parents under these
circumstances and open questions about the nature of child care given by
either parent:

To decrease the expenses for child care, I work a p.m.
shift and my husband works a day shift. I drop the
children off at 2:30 p.m. and he picks them up at 5:30
p.m. I am half asleep when he leaves before 7:00 a.m.
and he is asleep when I return a little past midnight.
This is a terrible way to live, but we cannot afford
to spend $400 per month for child care (6).

The predominance of informal arrangements also indicates that the majority
of preschool children are cared for in unlicensed, unsupervised settings.
Ruopp and Travers (7) estimate that including both day-care centers and
family day-care homes, only 17 percent of out-of-home care for children
in care 10 or more hours a week, is licensed. While licensing cannot
ensure the provision of quality care (and there is evidence of a substan-
tial range in quality among licensed day care centers), it can regulate
the number of children in a group, the safety features of a care environ-
ment, and provide some system of accountability. While licensed care-
givers tend to view themselves as educators, unlicensed caregivers are
more likely to see themselves as babysitters and to have no specialized
training in child care. There is a good evidence that training relevant
to child care is an important predictor of the child's daily experiences
and development in substitute care environment (8).

The pool of potential caregivers, both relatives and nonrelatives,
available for informal, home-based care, has been diminishing. While
home-based care was stable between 1977 and 1982, comparison data from
1965 (9) indicates a substantial decline from the 19608 to the 1970s in
care provided in the child's own home. Care by both relatives and
nonrelatives in the child's own home had declined in this period, but the
decrease in care by nonrelatives was particularly large. "The 'next-door
neighbor' of the 1950s who may have been available for child care
services Is very likely to be out working herself in the 1980s" (9).
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Bofferth (10) observes that relatives who might care for preschoolers are
now less likely to live in multigenerational households or in proximity
and are themselves also more likely to be employed.

A number of problems face the employed mother in arranging for child care
for her preschool-age children. The pool of relatives and nonrelatives
available to provide home-based care appears to be diminishing; concerns
about cost appear to be an important factor constraining choice of child
care arrangements made; multiple arrangements are necessary for a substan-
tial minority of employed mothers; and caregiver arrangements, perhaps
because they are so often informal in nature, appear to come undone with
some frequency. Seemingly optimal arrangements, like care by the father
in the mother's absence, can occur under circumstances like paternal
unemployment or shift work that involve stress for both parents. The
difficulty in finding affordable care for preschoolers is clearly
reflected in the report that approximately one in four mothers who are
not currently in the labor force report that they would be looking for
work if child care were available at reasonable cost.

Child care arrangements for school-age children. In 1984, 65 percent
of married women from intact families with children between 6 and 17
years old were in the labor force (11). The assumption is often made
that once children enter school there is no longer a need to arrange for
substitute care. In fact school hours do not account for all the hours a
mother employed full time must be away, and the supervision of school-age
children after school, during school vacations, and when ill is a major
issue for employed mothers. Few organized programs exist for after-
school care, and there has bwan much discussion of the need to expand the
child care options for school-age children (12, 13). At present, the
lack of child care is estimated to be most acute for school-age children
and infants (14).

There is little reliable data at the national level about school-age
children in self-care after school hours. The Current Population Survey,
working with the Census Bureau, is now attempting to address this issue.
Existing approximations of the number of children in self-care vary
substantially, but all place the number in the millions:

...it has been estimated that two to five million
children 6 to 13 years of age and 8 to 10 million
children younger than 18 can be regarded as latchkey
children (12a).

There is evidence that self-care raises serious concerns for both parents
and children. While some self-care may be seen as providing
opportunities for self-reliance and the assumption of responsibility by
children, it has been argued that frequent self-care amounts to premature
independence and puts the child in a position of "feeling neglected, in
danger, or isolated" (12b).
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Long and Long (15) studied 53 latchkey children and 32 control children
in a black parochial school. They found that one-third of the latchkey
children remained in self-care even when they were sick, that the latch-
key children were more likely to be highly fearful, to have nightmares
and to watch more hours of television on a daily basis than supervised
children. In a recent Senate testimony, T. J. Long (16) reported that
former latchkey children interviewed as adults often felt that this
experience had had long-lasting effects, "including fears that continued
into adulthood and and a sense of social ineptitude that resulted from
having fewer opportunities for social interaction as children."

There are also concerns about the physical safety of children in self-
care and about their ability to handle emergencies (12). Long and Long
(15) found latchkey children to be insufficientl prepared to handle
emergencies while home alone.

Concerns about substitute care expressed by employed mothers. Up to
this point we have presented evidence of difficulties that employed
mothers face when they need to arrange for child care for their
preschool-age and school-age children. Sow do employed mothers feel
about their child care artangements once they are made? Do they
generally feel comfortable and unconflicted or do they have ongoing
concerns?

Mothers' satisfaction with substitute care is another issue of importance
that has not, as yet, been addressed in quantitative data at a national
level. We do not know, for example, whether employed mothers are in fact
more satisfied with informal than with center-baaed care arrangements or
what proportion of mothers have serious questions about the quality of
their child care arrangements. Evidence from smaller-scale investigations
indicates, however, that for many employed mothers' concerns about child
care persist. One such survey summarized mothers' concerns about
sutstitute care as follows:

When asked if they are 'satisfied' with their child
care arrangements, most working mothers reply that
they are. More probing question, however, frequently
turn up serious problems, complaints, and anxieties.
Some mothers are concerned about abuse and neglect of
their children especially by babysitters or day care
homes....There are many complaints about the high cost
of day care, about the difficulty of making satisfac-
tory arrangements for children under three years old,
about the problem of transporting children to distant
locations for care...about the inflexible hours of day
care centers and homes and the refusal of many of of
them to take care of even mildly ill children (17).
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Research in progress at the Child and Family Research Section, Laboratory
of Comparative Ethology of the National Institute of Child Health and
Human Development, has attempted to assess the concerns of employed
mothers about the substitute care they had arranged for their first-born
infants in the first year of life. In the context of the study, inter-
views were carried out with 70 employed mothers focusing on their
subjective sense of comfort with their care arrangements. It should be
noted that this was a middle-class sample of married, well-educated
women, many of whom had deferred the birth of their first child until
their late twenties or early thirties. Aa such, this group of women can
be presumed to have had a relatively optimal set of choices in seeking
child care. Nevertheless, substantial numbers indicated uncertainty and
discomfort about leaving their babies in substitute care. The responses
of the mothers pertain to all the different arrangements they made for
care and not just for employment, but it can be seen that leaving a baby
in the care of another is an ongoing issue for these mothers.

In this middle-class sample, a fairly high proportion of mothers reported
feelings of discomfort upon leaving their babies and uncertainty about
the issue of separations and substitute care. It is to be hoped that
future work will address the ongoing concerns regarding substitute care
of mothers of older children, and of mothers in less optimal socio-
economic circumstances. Our work suggests that completing the logistics
of arranging for child care does not signify the end of concerns about
child care.

Implications. Maternal employment is a necessity rather than a matter
of choice when two incomes are required for families to remain above the
poverty line or move into the middle class, and as increasing numbers of
women head single parent households. It is the employed mother who most
often shoulders the responsibility for finding and maintaining child
care. It is usually she who feels the sense of responsibility when her
child returns from school to an empty apartment or house.

Is there any evidence that difficulty in making substitute care
arrangements or concerns about the quality of care have implications for
the wellbeing of mothers or children? The one aspect of this issue that
has been extensively assessed in research is that of the implications of
low quality day care for children's development (8, 18). Specific
aspects of day care environments are predictive of child outcomes. Thus
for example, McCartney et. al. (19) found that even when children
attended day care centers with good facilities, if rates of adult-child
verbal interaction were low, the children were reported by their
caregivers to be more anxious, hyperactive, and aggressive. We have
already summarized evidence that other aspects of child care, for example
a frequent change in caregivers, have implications for children's
development.
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To our knowledge, there is only a single study attempting to document the
implications for mothers of concerns about substitute care. Harrell and
Ridley (20) found that 4 mother's satisfaction with her child's substitute
care was positively and significantly related with her work satisfaction.
Forty-five percent of the employed mothers in this study reported that
"they worried less about leaving their children when they were satisfied
with their substitute child care" (20).

The findings give a number of indications that locating and maintaining
child care can be a source of stress. Stress may occur, for example,
when:

a mother experiences anxiety about precarious multiple
arrangements, or the transport of her child between
daily care settings;

a mother and her husband doing shift work are
exhausted by a double employment and child care load;

a mother repeatedly finds her child crying or
apathetic and listless when picking him or her up
after work;

a mother must settle for a care arrangement she feels
is not optimal becauee there are no other options or
she cannot afford better care;

a mother knows that at 3:30 her child has returned
home to an empty housa;

a substitute caregiver ia ill and the mother cannot
miss work;

a child is ill and thAay care center will not permit
even a mildly ill chad :f be present; and

a mother feels ongoing uncertainty about leaving her
child at all, given other conflictlng messages of our
culture (that employment is respected and confers
status, but that a mother should be at howe with her
children).

Summary and Conclusion
As noted in the opening quotation, the implications for women in providing
good child care have not been the subject of adequate research. However,
evidence exists indicating that (1) child care is often difficult to find
and that mothers frequently have ongoing concerns about child care;
(2) that satiefaction with substitute care is related to job satisfaction;
and (3) that job stress surrounding child care is a factor in-women's
psychological and physical well-being. It is recommended that this
neglected aspect of employed women's experiences will receive more
attention in future research.
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Chapter wo
Women's Physical Health and Well-Being

Introduction
Most health problems affect individuals w thout regard to sex. When sex
differences in disease incidence do occur, it is usually the male who is
adversely affected. However, despite this fact, and the fact that life
expectancy for women is significantly longer, reported morbidity rates
are higher among women, and their are a number of health conditions that
are either unique to women, significantly more prevalent or serious in
women, or require special strategies for prevention and intervention in
women. This chapter addresses those conditions.

Xn a number of areas, women's health and well-being have markedly
improved in recent years due, in large part, to efforts of the Public
Health Service (PHS).

Much progress has been made in the diagnosis and treat-
ment of breast cancer and in breast reconstruction
after surgery.

The problem of infertility is yielding to advances in
diagnosis and treatmont. These advances include
hormonal treatments to induce ovalation or spermato-
genesis, microsurgical techniques to reopen blocked
oviducts, and in vitro fertilizations

The use of increasingly sophisticated antenatal
diagnostic techniques, coupled with the development of
a range of contraceptive agents, enables women to
exercise greater control over their reptoductive
functions.

A dramatic decrease has been effected in maternal
mortality associated with childbearing and in infant
mortality and morbidity.

Maternal mortality has declined due to better manage-
ment of medical problems such as hypertension and
diabetes in pregnancy, better control of bleeding and
infection after delivery, and marked reduction in the
complications of early termination of pregnancy.
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Infant mortality has declined in association with
improved medical monitoring of pregnancy, labor, atd
delivery; improved management of conditions in the

mother that are life-threatening to her baby; marked4
improved technology_, medication, and nutritional
support for the newborn infant, especially the pte-
mature infant; and specific treatment advanceo ouch As

use of RH immune globulin (Rhogam) which safeauar40
future infants of Rh negative women.

Advances have been made in the understanding,
tion, and treatment of osteoporosis, a chronic
of older people, particularly women.

preirgir

diseasse

The disorders of women to be highlighted in this chapter re directly
to the Department of Health and Human Services (DBES) health goals for
1990 as delineated in the 1979 Surgeon General's Report so Health
Promotion and Disease Prevention, entitled "Healthy People." Without
necessarily implying priorities, the problems to be addresetelhere will
speak to the nature and extent of any given condition; its itsportance as
a health issue for women; PHS activities in these areas; late further
efforts are needed in terms of research and service programo ofthe PHS;
what other governmental agencies and private organizations condo; and
what women can do for themselves.

Cancer in Women_

Cancer is the second most common cause of death in American women in
general and the leading cause of death among women aged 35'54. The
largest number of cancer deaths in women have resulted from breast
cancer, followed by cancer of the lung, colon and rectum, molt, and
uterus. At present, cancer of the lung is rapidly overtaking cancer of
the breast as the leading cause of cancer death in women (1).

Breast cancer. One in 11 women develops cancer of the breeotat some
time during her lifespan, and an estimated 37,000 American woslengll die
(Val, or died) from it in 1984. The mortality rate for breast cancer has
remained stable over time: in 1969, the rate was 26.4 per 100,000eomen;
in 1980, it was 26.0.

New approaches to the treatment of breast cancer and advanced techniques
in breast reconstruction have made the consequences of therapY less
disfiguring than heretofore. Primary treatment with radiation deapy is
a promising technique for women who have early-stage breast taecer. In
such treatment, only the lesion, a surrounding margin of breftattissue,
and underarm lymph nodes are removed before radiation treatOeot begins.
Clinical trials conducted by the National Cancer Institute (NCI) mm now
comparing radiation therapy's effectiveness with traditional surgical
approaches, and preliminary results are encouraging.
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Two other recent NCI projects are improving the outlook for women with
breast cancer. One clinical trial has shown that there is a longer
disease-free Interval and improved survival rate for women receiving
chemotherapy following mastectomy. The development ef side effects was
reduced when it was, demonstrated that a 6-month chemotherapeutic regimen
gave the same benefits formerly expected from treatment for a year.

The other project concerns development of monoclonal antibodies as a tool
to diagnose several forms of human breast cancer. The use of these
antibodies may provide a sensitive system for detecting very early
disease, thus permitting treatment when only a relatively few cancer
cells are present. The radioactively labelled antibodies can also
successfully detect cancer cells in lymph nodes removed at mastectomy.
Although tiVA technique is still in the experimental stage, it should
lead to beLzer differential diagnoses of the various types of breast
cancer, and to improved selection of the best course of treatment (2).

Lung cancer. It is now estimated that lung cancer will surpass breast
cancer as the leading cause of cancer deaths in U.S. women by the
mid-1980's. Lung cancer deaths in women have risen 600 percent in the
past 30 years, an increase that is probably attibutable te increased
cigarette smoking by women. As a prevention effort, NCI and the Office
on Smoking and Health are supporting a project to identify strategies to
discourage teenage women from starting to smoke (1).

Endometrial cancer. Endometrial (uterine corpus) cancer Is the third
most common cause in women in the U.S. It is the fifth highest cause of
cancer death and comprises about 9 percent of all cancers in women. It
la easily detected and the 5-year survival rate is 87 percent for Whites
and 54 percent for Blacks. It is probable that this differential
mortality is due to later detection of the disease in Black women. The
most common sign of endometrial cancer is unexpected bleeding. It is
assumed that diet and life style contribute to the disease. A recent
study by the Centers for Disease Control (CDC) found that the use of
birth control pills by women reduced the risk of endometrial cancer (3).

Ovarian cancer. Ovarian cancer is the fourth most common cause of
cancer death in American women. Some 18,000 women developed the
malignancy and more than 11,000 died from it in 1983. Ovarian cancer has
a 5-year survival rate of 34 percent for White and 35 percent for Black
women.

Research conducted by the NCI demonstrates that women who have been
pregnant are half as likely to develop ovarian cancer than nulli-parious
women; multiparity protects them even more. Use of birth control pills,
which create a hormonal balance similar to that found in pregnancy,
reduced the risk of ovarian cancer by 10 to 50 percent. There appears to
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be some relationship between the development of breast and ovaian
cancer. Women who have had breast cancer have tvitedm expected risk- of
developing ovarian cancer. Similarly, women who have ovarian cancer Jare
three to four times more likely to develop breast cancer. Emphasis mmeAust
be placed on research in this area (4).

Cervical cancer. Cervical cancer has been, and continues to 1,1e,
studied extensively but no primary cause has yet beenfound. NCI is --Abow
conducting a case control study of 2,000 women across the Natioll to
improve knowledge and understanding of the causes of cervical cancer. In
1973, the 5-year survival rate for women diagnosedas having cervi-Amal
cancer was 66 percent for Whites and 61 percent for Blacks. 7Ets
incidence and mortality in the U.S. have been declining for the p..=ast
three decades in both Black and White women. Bowyer, cervical cancer in
Black women still occurs more than twice as often asin White women, amand
the mortality rate in Blacks likewise is more then twice as high as tBiat
of White women.

Two major risk factors for cervical cancer are multige sex partners r.ind
early age at first intercourse. Frequency of intercourse with c=ne
partner does not appear to influence risk. Neither does the circumcielMon
status of the man. Fortunately, early detection ofcervical canCer Isreadily available with a "Pap smear" (5).

For cancer of the breast, lung, and other sites, NCI nonsors projecta on
detection, diagnosis, treatment, rehabilitation, and prevention. Stutien
are underway that are examining both familial and environmental factor-s,
as most cancers are thought to be caused by some cembinaion of the Ow

Among the environmental factors known to increase therisk of developi xig
cancer are radiation, cigarette smoking, alcohol consumption, and cithr
dietary habits, as well as the use of high doSes of drugs such -.2as
estrogens, or exposure to diethylstilbestrol during pregnancy. Estrooe Mg
used to prevent or arreet osteoporosis in postmenopausal women, may -lbe
associated with a slightly increased risk of endaetrial cancer. A
National Institutes of Health (NIB) panel of expertorecently discussewad
the pros and cons of estrogen replacement therapy fa those at risk emofosteoporosis and concluded that, in general, tbe consequences emof
osteoporosis are far more serious than the risks of ndametrial cancemmr.
Host studies do not estrogen to increased risk of breast cancr=r
although caution is stM leeded in this regard.

Since exposure to man environmental carcinogens is avoidable, NC=I
launched a major public education program in 19134 to mske the public arIld
health professionals aware of steps they can take W prevent cancer=r.
Bost important are breast self-examination, regular pdvic examinatiorm,
and regular "Pap smears." In addition to research to 14entify the caueems
and more effective treatments for cancer, efforts areueeded to imprOvore

II

63



early det==ection and make the best treatments available to the entire
population7ln to overcome the unfortunate differential in cancer mortality
between B=Elack and White women (6).

Regulatitims reproductive functions. Women today have far more control
over the timing of childbearing than at any other time in history. The
freedom bz-rought about by the wide range of effective contraceptives has
enabled wil.740m en to pursue education and careers without interruption, and
to start ftfamilies when they choose.

In the Vncmited States today, 29,000,000 women use some form of contra-
ception. However, because no contraceptive is totally effective,
convenieet3C, reversible, and without side effects, the National Institute
of Child Health and Human Development (NICHD) evaluates the safety and
efficacy of all contraceptives, including "the pill," interuterine
devices, spermicides, barrier devices (the diaphragm, sponge, and
cervical cap), and sterilization. NICHD also supports the world's
largest temesearch effort to develop new contraceptives for both women and
men. WhIMe these studies are particularly important it regard to women's
health. 7.7-They include investigations into brain hormones that control
ovalatico and spermatogenesis, biodegradable implants of contraceptive
hormones and disposable diaphragms.

Oral coot_ raceptives, the most widely used form of reversible bi-_h
conerol, blhave been studied intensively. The results of this research
have helpOsed to define the groups of women using the pill who are most
likely to have a serious pill complication, such as heart attack or
stroke. ZErhese groups include women in their mid-thirties or older who
are heavAlir smokers, and those with any other risk factors for
cardioVasevular disease, such as obesity or hypertension or both. The
oral oottftraceptives most widely used during the sixties through the
mid-seventz les increase the risk for women of developing a liver tumor
called hep.oatocellular adenoma. The actual number of women affected was
very small- . Since the increased risk was directly related to dosage, the
current 171=L11 is believed to be associated with even less risk. Ancillary
benefits oz f pill use such as protection from pelvic inflammatory diseases
and from fterndometrial and ovarian cancer have also been described. Work
is underulazy to explore what effects, if any, the use of the pill has on
the develempment or prevention of osteoporosis (7).

Disorders of the Reproductive Tract. Symptoms related to the repro-
ductive trs64act account for over 30,000,000 visits to physicians by women
each yeav.- These symptoms vary from discomfort to those related to
serious dt=isease. Thus, pelvic inflammatory disease can lead to
infertilit3W, ectopic pregnancy, and sometimes death. Menstrual disorders
may cause discomfort, lost time from work, and d!'srupted schedules.

II



Despite ever increasing k=owledge about t=be female reproductive system,
many queatiomptemain to be answered albout both normal and abnormal
processes.

Women who contract sexually transmitted di_ mease (STUB) are more adversely
affected hothmth the Ohort and long term than are men. For example, a
woman generallydrveloas at more severe cae of genital herpes initially,
and women hslaing genital tmerpes run a fotm_rfold greater risk of cervical
cancer than wan who hsvwe not contraatemed herpes. Between 10 and 20
percent of Immo who Co.-retract gonorrhe .m. develop pelvic inflammatory
disease, and 15 to 20 pcent of these women become infertile due to
Scarring and subsequent Wrecking of the fFaalopian tubes. In the United
States, font roliVe patommt of the sexual-ay active women carry Chlamydia
trachomatia organises in the cervix. P°..mnagnant women with herpes or
lairaTimnErinlicaone or o.ther STDs incur the additional risk of passing
the diseaat creto their ofespring.

Research sponaaed by the )Wtional Instit=late of Allergy and Infectious
Diseases (NIAUincludes etlforts to undermstand the basic nature of STUB,
and work to develop new tftchniques for dignosis and treatment. In the
area of prevention, proOLeateg results haL-mere come from the attempts to
develop vaeoiraegainst hamrpes and cytomemgalovirua. Research funded by
the SURD haft demonstrate& that oral cont=raceptives and barrier devices
apparently prooe protecticm against tlhe contraction of STOs, and
current studieisre eaelnaating the prote.=tive effects of spermicides.
Other NICHO resech seeks to define the st_±fects on the ftltus of certain
STDs during Otamency.

Toxic shock (irndmme (TSS) affects between 3 and 14 out of every 100,000
menstruating mesa each year, although ita incidence seems to be
decreasing. mventive mseasures were t=4mken by the Food and Drug
Administration (YDA) in 19B2, when tampon immanufacturera were required to
alert womerc mant TSS thrcangh the labellisag of tampon boxea. Consumer
interest in Tgthaains hig;:h, and research continues at the CDC into the
causes of TSS.

Because knoWled-ge of the hormonal contro=1_ of the female reproductive
aysteM has grourapidly in_ recent years, pialyiaiciana can now characterize
menstrual abntmnelities Weal increasing smsecificity. Still, the under-
lying machaniseefor some dKsturbances in oasNarian function remain unclear.

Among the ovftries disatclews warranting lEurther study are polycystic
ovarian diseaaa, geaatnre ovarian failure and menstrual abnormalities
related to eavltamental atmreas or physical exercise. The NICRD recently
has expanded elfmets to a0Licit research ia7a each of these areas as well
as in other dimaders of tham reproductive t=act such as endometriosis and
ectopie pregnacq,
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Disorders of the female reproductive system account for between 40 and 70
percent of cases of infertility. Infertility is now a problem for about
15 percent of American couples. Blockage of the fallopian tubes as a
result of infections, hormonal or ovalation disorders, and endometriosis
are three major causes of infertility in women.

Technical improvements in microsurgery to unblock impassable fallopian
tubes and in in vitro fertilization to bypass blocked tubes altogether
continue to be made. A greater understanding of the action of
luteinizing hormone-releasing hormone holds promise for the development
of treatment modalities for more precise control in inducing ovalation,
thus avoiding the multiple births that often accompany the use of
currently available fertility drugs, such as Pergonal.

Extensive study is needed and is, indeed, being supported by the NICHE) on
the biologic bases for infertility in women through increased emphasis on
the biochemical, endocrinological, cellular, and molecular approaches to
the understanding of normal and abnormal reproductive function in women
(8).

Menstruation

Disorders frequently assoc ated with menst uation at the one end of the
spectrum are amenorrhea, dysmenorrhea, premenstrual problems, and
iron-deficiency anemia. At the far end of the reproductive cycle are the
consequences of menopause.

Primary amenorrhea, the absence of onset of menstruation in women by age
18, may be due to anatomic anomalies, ovarian dysfunction, or chromosomal
abnormalitiesincluding Turner's syndrome. Secondary amenorrhea, the
cessation of menstruation in a woman who has pre- viously had her
menarche, may be the result of hormonal abnormalities, including hypo- or
hyperthyroidism and hypothalamic-pituitary disorders. Crash diets,
obesity, excessive exercise, anorexia nervosa, emotional stress, drugs,
and serious illneas may prevent or delay normal menstruation.

Painful menstruation (dysmenorrhea) is primarily caused by severe uterine
contractions. Accomopanying symptoms may include headache, backache,
diarrhea, and nausea. Prostaglandins have been identified as a major
contributor to the intensity of uterine spasms. Drugs that prevent
natural prostaglandin production early in the menstrual period have been
found to be effective In relieving symptoms in 75 percent of affected
women. The reasons that dysmenorrhea diminishes in many women after a
full-term pregnancy have never been satisfactorily explained.

Whereas dysmenorrhea is more frequently reported by women in their teens
and early twenties, premenstrual problems are more often reported by
women in their late twenties and older. It has been estimated that 4 out
of 5 women experience some premenstrual problems. Behavioral aymptoms



range frOi eevr 4assions of depression, aggression, irritability, and
aaxiet tO _ mod swings and food cravings. Physical symptoms include
fluid rttetitioo <swollen ankles, abdomen, and breasts), headache, acne,
fatigue, sod enrchaustion. Some have called the constellation of
pronounced preeetLastrual symptoms the premenstrual syndrome (PMS).

As discurjaed in the commissioned paper, "Premenstrual Syndrome," the
causes of Premer=istrual problems remain elusive* Hormonal imbalance,
nutritional or etzlhemical deficiencies, and neurobiological causes have
been suegasnd. NTH and the National Institute of Mental Health (NIMH)
support faseAreh to identify biological markers of the disorder and to
document therela_tionship that may exist between phases of the menstrual
cycle and kood stmd behavioral disorders. The complex interrelationships
ef hypothalenit, "pituitary, and ovarian function are also being examined.

Current chstepy_zdEor premenstrual symptoms include medications such as
diuretics, wenlige relaxants, and analgesica: special diets; group
therapy; ahdbehisavior modification programs. Behavior modification is
particularly usef-mil when a change in diet or any other health habit is
desired. Now hatw been proven effective in clinical trials.

Irotrdsfinieuy amonemia is seen in some women with especially heavy
menstrual tja, pwarticularly those whose diets contain inadequate iron,
and in settetrust _ding adolescent girls during growth spurts. Usually
dietary adliSttlen= and iron supplements usually completely reverse this
type of emiewia,

A 1981 001.4ey ellinowed that only 1 in 3 people believe that it is
appropriaCe W ta_lk about menstruation in an office or social setting.
The etudy toed t!inat a large minority of the women (31 percent of those
queationtd) ad nc=lt know what was happening to them the first time they
menstruated* Wever, a relaxation of attitude and better health
education elating the last two decades appear to have improved women's
knowledge nItemMmtruation. The proportion of women who did not know
about menetruatiom before its onset was 39 percent among those over age
35, compared to on&ly 19 percent among those younger than 35 (9).

Menopautsft, After 20 percent of menopausal women have some physical
symptoms') aeVereetmoough to seek medical attention, such as hot flashes or
vaginal drYcHo. The common assumption that depressive disorders are
more likely to cznccur in menopausal women has not been borne out.
Disturbing tsflOtiorwal symptoms may occur but the incidence of depressive
disorders hsol in fact, been shown to be higher in younger age groups
than it porstegnopautieal women.

Hyatersotse* is on-4e of the most common surgical procedures
States* %11 1981, 673,000 women underwent a hysterectomY*
the Natiooin Cent-mer for Health Statistics (NCHS). The
recommended ihn -_Amerious malignancy, excessive growth of
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a vere beinorrha e fails to respond to conventional treatment. When major
aux-gerY %%A s hysterectomy is recommended, many women seek a second
opinion. To 0 woman in her thirties or forties, the sudden onset of
menopause follow-l-ing bilateral ovariectomy may heighten her distress aboutthe loas of reV-Toductive function. The support of close relatives and
frtenda in seesaltial during that time. Many women find psychological
counseling hefsrome and after hysterectomy useful.

Estrogen repliceent therapy (ERT) is often prescribed for hot flashes,
vaginal dryosa, and vaginal infection when related to a change in the
pr oductioh of astrogen and progesterone, e.g., natural menopause of
poa v-aurgtenl Innopause after bilateral ovariectomy. However, it is
difficult go givcse estrogens in physiologic amounts and slight excesses of
est rogens have been reported to cause such side effects as swollen
breasts, noes, vaginal discharge, headache, fluid retention, and weightgain in est tivwFomen. In addition, ERT is associated with slightly
increased /ilk 01W endometrial cancer and appears to lose it effectiveness
-with resptct to osteoporosis over time. More recent findings indicate,
however, Mot prmargestins, taken in the proper dosage and at 2- to 3-month

ervaie. Sly ofset even the small carcinogenic risks of ERT.

It has been ouggsted that ERT may extend the protection natural estrogen
gives niossen lgaist heart disease before competion of menopause, but the
findinge there, too, are inconclusive. Wbether or not a woman with
poatteenopaneal eirtsptoms should take estrogen, and in what form, is aquestion that requires an individual assessment in each case (10).

7Ear an= d La- e

Two excreta& in ertility patterns present potential health problems for
Women: adnleacenaLt childbearing and delayed childbearing past age 30.
While birth rate to adolescents have been declining, the proportion of
irst birthp to Twoomen over 30 has risen sharply. The determinants of

eLdoleacent and cinlayed childbearing and the consequences of each have
hpeen examined in ttudies supported by the NICHD.

bespite th decii__-ne in birth rate, women under 20 still have more than
S00,000 bietho .--ach year. Studies on early childbearing have been
direc ted toward understanding its effects on woman, her child, thefather, other 111..ily members, and society as a whole. Physically,
pregnancy in veru young teenagers is risky form for both mother andchild Seninecc=nomically, the adolescent mother is generally
disadvantaged for her lifetime in terms of curtailed education and lack
Of qualifications for better paying occupations. She is, consequently,
consigned to lcni income status and her child's health and intellectual
development euffe accordingly. Mese effects extend to other family
members wrin ofcem_ try to provide support, and to society which funds
public assistance programs.
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The seriousness of theae consequences leaves no doubt as to the benefit
of programs to prevent'adolescent pregnancy. Several projects of the
NICHD and the Office of Adolescent Pregnancy Programs are involved in
delineating adolescent sexual behavior and the individual, couple,
familial, and societal factors that influence it. These studies should
provide better understanding of the determinants of adoleacent pregancy
on which prevention programs can be based.

In the older age groups, the availability of contraception and the desire
by women for advanced and active careers have more than doubled the
proportion of women having their first child after age 30, from 3.9
percent of all first births in 1970 to 9.5 percent in 1981. From a
socioeconomic standpoint, these women benefit by delaying childbirth,
as they tend to be more educated and to have higher status jobs and
better incomes. From a medical standpoint, however, older women may have
increased chances of infertility or of complications of pregnancy.
More research is needed to evaluate better the risks and benefits of
delaying childbearing until after age 30, so as to provide guidance for
couples as they make decisions concerning the timing and spacing of the
births of children (11).

Pregnancy. Dramatic improvements have been made in the health of
mother and child in_the past two decades, due in large measure to better
service delivery programs supported by ageincies of the PHS and to
advances in prenatal and perinatal care based on findings from biomedical
and behavioral research. The maternal death rate from pregnancy and
childbirth in the U.S. has dropped from 36.9 per 100,000 live births in
1961 to 7.7 in 1981, or from 1,573 deaths to 280. During that same
period, infant mortality dropped from 256.3 per 1,000 live births to 11.7.

In December 1980, the first Surgeon General's Workshop on Maternal and
Infant Health brought together 72 profesaionals in the field of health
and social services, economic experts, consumer representatives, and
government officials. At the conclusion of the workshop, they presented
a series of recommendations which outlined the social strategies that are
needed to further reduce infant mortality in the United States. The
participants asserted that "services and public education should ensure
that care to pregnant women begin in the first three months of pregnancy
and continue through the early life of the infant."

In 1981, legislatinn was enacted to amend the Maternal and Child
(MCH) Services Block Grant Program, .transferring to the State:L
primary responsibility of providing health care services under
Consolidated State Programs. The PHS limited its service progra,:

special projects of regional and national significance under the title
"Consolidated Federal Programs." These projects included:
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Training of 15 neonatologists, 40 nurse-midwives, and
54 perinatal nurse specialists. Programs in nutrition
were to provide continuing education to almost 900
physicians, nutritionists, nurses, and other health
care providers.

Research programs addressing the needs of mothers and
children and examining the social conditions affecting
their health. Recent achievements include the design
of a lower limb prosthesis for young amputes, and a
viaion and development screening test for preschoolers.
Research conducted by university analysts showed that
"the proportion of low income families emerged as the
strongest and most consistent determinant of census
tract variations iu infant mortality."

Genetic service projects in 19 States, including
prenatal screening, genetic counseling and education,
and the screening of newborns for metabolic disorders.

In 1981, the PHS initiated a public information program, "Healthy Mothers,Healthy Babies," as a means of contributing to these objectives. As a
part of this effort, a "Healthy Mothers, Healthy Babies" coalition wasformed, servicing a partnershhip among more than 50 voluntary,
professional, and government agencies. Its purpose is to:

Promote public awareness and education in preventive
health habits for all pregnant women and their
families.

Develop networks for sharing information among groups
concerned about improving the health of mothers and
babics.

Distribute public education materials on topics
related to improving maternal and child health.

Assist the development of community "Healthy Mothers,
Healthy Babies" coalition.

Through these cooperative efforts, combined with continuing research
designed to improve the health of women before, during, and after their
childbearing years, and to safeguard the health of their children, thePHS hopes to contribute to the achievement of the following health
objectives for the Nation by 1990:

The national infant mortality rate (deaths for all
babies up to one year of age) should be reduced to no
more than 9 deaths per 1,000 live births.



No county and no racial or ethnic group of the
population (e.g., Black, Hispanic, Indian) should have
an infant mortality rate in exCesS of 12 deaths per
1,000 live births.

The maternal mortality rate should not exceed 5 per
100,000 live births for any county or for any ethnic
group.

The incidence of infants born with Fetal Alcohol
Syndrome should be reduced to 1 per 2,500 live births.

Low birthweight babies (2500 grams and under) should
constitute no more than 5 percent of all live births.

No county and no racial or ethnic group of the
population should have a rate of low birthwe ght
infants that exceeds 9 percent of all live births.

Virtually all women and infants should be served at
levels appropriate to their need by a regionalized
system of primary, secondary, and tertiary care for
prenatal, maternal, and perinatal health services.

The proportion of women in any county or racial or
ethnic group who obtain no prenatal care during the
first trimester of pregnancy should not exceed 10
percent.

A system should be in place for comprehensive and
longitudinal assessment of the impact of a range of
prenatal factors (e.g., maternal exposure to
radiation, ultrasound, dramatic temperature change,
toxic agents, smoking, use of alcohol or drugs,
exercise, or emotional stress).

Virtually all pregnant women at high risk of having a
fetus with a condition diagnosable in utero should
have access to counseling and information on
aminiocentesis and prenatal diagnosis, as well as
therapy as indicated (12).

Health behaviors. As discussed in the commissioned paper "Smoking aad
Women's Health," a recent Gallup Poll indicates that more than 30 million
women--that is 36 percent of all American womensmoke. The rising
incidence of lung cancer among women reflects the detrimental effects
that cigarette smoking has on their health. When a woman smokes during
pregnancy, the adverse effects also extend to the unborn fetus.
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Studies by NICHD have shown that women who smoke are more likely than
women who do not smoke to have babies who are smaller in size and lighter
in weight, are born prematurely, have lower Apgar scores, and are more
likely to become ill or die within the first year.

One of the FRS objectives for this decade is that by 1990, the proportion
of women who smoke during pregnancy should be no greater than one half of
the proportion of women overall who smoke (13).

As mentioned in the commissioned paper "Alcohol and Maternal and Fetal
Health," maternal use of alcohol during pregnancy is believed to be the
most important single known cause of drug-induced birth defects. It has
been estimated that there are one million alcoholic women of childbearing
age in the United States today. According to the National Institute on
Alcohol Abuse and Alcoholism (NIAAA), one or two of every 1,000 babies
are born with fetal alcohol syndrome (FAS) which may include facial
abnormalities, growth deficiencies, birth defects, and mental
retardation. Studies by HICHD scientists on pregnant monkeys exposed to
high blood alcohol levels showed that blood vessels in the umbilical cordcollapse temporarily, causing significant oxygen deprive- tion and
abnormal blood acidity in the fetuses.

Following a recommendation by the U.S. Surgeon General that pregnant
women refrain from drinking, a national survey made public in January
1984 reported that 30 percent of the women who drank before pregnancy
abstained while pregnant. The survey, conducted by the NCHS, involved
4,400 women who gave birth in 1980. Continued public education by the
PBS and private health professionals should motivate more women to give
up alcohol before and during pregnancy. A PHS goal is to see the
proportion of babies with FAS reduced to one in 2,500 by the end of this
decade (14).

Although the evidence of adverse effects of alcohol on a fetus is strong,
less is known about the impacet on the fetus of such -street drugs" as
heroin, morphine, and methadone when used by a pregnant woman. In
addition to possible birth defects during the first week of life, babies
born to drug-addicted mothers are likely to develop withdrawal symptoms
which may include irritability, vomiting, diarrhea, sweating, and
convulsions. Some studies suggest that infants of women with heroin or
methadone addiction are born underweight.

What kinds of physical exercise are safe during pregnancy? As more women
are hired for traditionally "male" jobs and as the physical fitness
movement attracts more women of childbearing age, this question becomes
increasingly important. In general, women are encouraged to continue any
moderate exercise started before they become pregnant. This may include
swimming, tennis, dancing, cycling, or walking.

Conversely, how does exercise affect the growing fetus? Precise answers
are not available because few studies have been conducted on this
sub ect. In a workshop sponsored by the NICHD in late 1982, pregnancy
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and exercise experts surveyed current research and outlined steps to
resolve the unknowns. Future research is expected to include prospective
studies measuring pregnancy outcome in women who regularly perform
different levels of exercise, as well as studies of the effect of
exercise on the blood flow and endocrine systems of women.

The PHS has as its objective that, by 1990, 85 percent of women of
childbearing age should be able to choose their foods and exercise
wisely, and understand the hazards of smoking and using alcohol and
"street drugs" during pregnancy.

Prenatal care. A recent survey shows that more and more women are
realizing the importance of early pregnancy care. In 1980, prenatal care
was sought by 63 percent of Black mothers and 79 percent of White mothers
during the critical first trimester of pregnancy. By contrast, 4.3
percent of White mothers and 8.8 percent of Black mothers had no prenatal
care at all or sought it in the seventh month or later.

During pregnancy, an average-sized woman should add about 200 calories a
day to her diet. Most doctors recommend that she gain a total of 20 to
30 pounds. Nutritional and metabolic disorders that may complicate
pregnancy include diabetic mellitus excessive morning sickness which in
extreme cases may lead to starvation; dehydration and acidosis; and
vitamin or mineral deficiency, including iron deficiency and folic acid
anemia, which, if uncorrected, may cause birth defects and mental
retardation in the infant.

Among the most important recent advances made in medical technology are
the development of instruments and techniques that allow the diagnosis of
fetal abnormalities before birth. Analysis of a small sample of the
mother's amniotic fluid (amniocentesis) around the 16th week of pregnancy
can detect any of more than 200 genetic diseases and chromosomal
abnbormalities, including Down syndrome. This technique can also be used
later in pregnancy to assess fetal lung maturity.

At a 1979 Consensus Development Conference sponsored by the NICHD, a

panel of experts recommended that pregnant women age 35 or older should
be given the option of undergoing amniocentesis for the detection of
chromosomal defects. Today, the NICHD is supporting research to refine
techniques of diagnosing fetal abnormalities by using amniotic fluid
obtained through amniocentesis.

A new and still experimental teehnique to diagnose abnormalities in a
baby before birth is chorionic villus sampling (CVS). It can identify
most of the abnormalities detectable through amniocentesis at 8 to 10
weeks of pregnancy with a diagnosis in 24 hours, in contrast to amnio-
centesis which cannot be performed until approximately 16 weeks of
gestation and requires two to four weeks for results. NICHD-supported
studies are now being planned to test the safety and accuracy of CVS,
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which is particularly useful in the detection of Down syndrome, sickle
cell anemia, Tay-Sachs ditaease, and other genetic defects (15, 16).

Ultrasound is a prenatal diagnostic technique used to diagnose multiple
pregnancy and various complications such as hydrocephalus or e topic
pregnancy, and to measure the size of a fetu head or body to assess
possible growth retardation.

In February 1984, the NICHD sponsored a special Consensus Development
Conference to assess the benefits andf risks of the use of ultrasound inpregnancy. The 14-member panel concluded that the available data on its
safety and efficacy do not allow a recommendation for routine screeningby ultrasound at this time. However, the participants identified morethan two dozen conditiona in which the use of ultrasound could benefit
pregnancy outcome, and specific studies to improve future estimates of
bioeffecta and risks were recommended.

A dietary treatment has been used for yeArs in children to control theinborn error of metabolism, phenylketonuria (PKU) which, if untreated,usually reeulta in mental retardation. Success of theis treatment haspermitted women with treated FRU to become pregnant and they give birth
to retarded infants due to the high phenylalanine levels to which thefetus is exposed. Tteatment of pregnant PKU mothers with low-phenyl-
alanine diets has not yet proved to be effective in preventing the fetaleffects of maternal MU; the NICHD is launching a clinical trial to
evaluate this poesibility.

High risk pregnancies. Through research, epidemiologists have
identified several groups of women who are more likely than others to
deliver premature or low birthweight (leas than 5 1/2 pounds) infants.These "high risk" groups are characterized by one of the following:Chronic and acute conditions in the mother, previous childbearing
problems, very young age (less than 15)0 poor nutritional status of the
mother, more than moderate use of cigarettes, alcohol, or illicit drugs.

Gestational diabetes, in which glucose intolerance is discovered during
pregnancy, frequently leads to complications for both mother and child.
Two or three of every 1,000 pregnancies are complicated by diabetes inthe mother. Specific problems associated with diabetic .pregnancy are
birth defects, fetal death late in pregnancy, larger (heavier) than
normal babies (9 pounds and up), and respiratory distress of the newborn.

Responding the multiple challenges posed by diabetes in pregnant
women, the NICHD has launched a 5-year clinical study of Diabetes In
Early Pregnancy (DIEP) to assess whether rigid maternal glucose controlwill reduce birth defects. The Institute also has established four
apecial research programs to the study of diabetic pregnancies,
addressing the question of how the disturbance in the mother's metabolic



syetem changes the fetal environment and effects the development of the
fetal brain and other vital organs. In 1983, the National Institute of
Arthritis, Diabetes, and Digestive and Kidney Diseases (NIADDK) launched
a large prospective study of diabetes that will include 1,000 patients
over an 8-year period. The study seeks to determine whether normalizing
blood glucose helps prevent or lessen diabetic complications. Work is
being conducted by the NIH Clinical Center Blood Bank and the National
Heart Lung and Blood Institute (NIMBI) to improve methods of blood
transfusion for patients with sickle cell anemia, a serious hereditary
blood disease that affects one in every 625 Black Americans. Complica-
tions during pregnancy may be life-threatening to the sickle cell patient
and to the fetus. Pulmonary infarction, eclampsia, and infections are
likely to occur. Fetal death and low birthweight infants are more common
in sickle cell disease patients than in others.

One out of 20 pregnant women develops toxemia or preclampsia, a condition
characterized by hypertension, excessive weight gain and edema. Pre-
clampsia may lead to eclampsia which is characterized by convulaions and
coma, sometimes leading to death. The NICHD and NHLBI are jointly
sponsoring research examining the causes of preclampsia.

The number of reported ectopic pregnancies tripled from 17,800 in 1970 to
52,200 in 1980, and the rate among total pregnancies doubled la the U.S.
As a result, ectopic pregnancies art now the leading cause of maternal
death during the first 3 mouths of pregnancy and the leading cause of all
maternal deathe among Black women. The increase is believed to be caused
in part by the residue of pelvic inflammatory disease, especially
gonorrhea and chUmydial infections whieh cause scar tissue In the
fallopian tubes. As mentioned earlier, diagnosis of ectopic pregnancy
has been facilitated in recent years by use of ultrasound (17).

Childbirth. During the past 15 years, an increasing number of women--
about 10 percent of those giving birth--have chosen to do so in a
home-like setting and without anesthesia. As a result, a new generation
of trained nurse-midwives has emerged and more than 100 birth centers,
operating in close proximity to a hospital, have been established
nationwide. Childbirth preparation and education classes are well
attended, and most also encourage the father's participation. A 1983
study found that 4 out of 5 fathers were present in the delivery room
during the birth of their children.

In 1981, of the 3.6 million live births in the U.S., 68,291 were assisted
by a midwife. Of the 37,333 births that took place outside a hospital,
12,708 were identified as attended by a midwife and 10,898 by a physician.

Cesarean childbirth may be recommended in cases of severe dystocia
(complications of labor), fetal distress or previous cesarean delivery.
Although maternal death during childbirth is extremely uncommon, national
figures show cesarean birth carries up to four times the risk of death
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compared to vaginal delivery. Surgery-related morbidity (infection,
embolism, injury to surrounding organs, and adverae reaction to anesthe-
sia) is also more common during cesarean than vaginal deliveries.

The incidence of cesarean childbirth in the United States increased from
5 percent to 16.5 percent of all births between 1970 and 1980. Concern
about this tripling incidence caused the NICHD to convene a 3-day
Consensue Development Conference on the subject late In 1980. A panel of
scientists, practicing physicians, and consumers concluded that "this
trend of rising cesarean birth rates may be stopped and perhapa reversed,
while continuing to make improvements in maternal and fetal outcomes."
The panel found that many women can safely deliver vaginally after having
a cesarean delivery in a previous pregnancy, and it is in this group that
the greatest reduction in the rate of cesarean delivery is possible.

According to guidelines prepared by the American College of Obatetuicians
and Gynecologists, if a woman has had an earlier cesarean delivery, a
vaginal delivery is justified provided that an operating room and
anesthesiologist are available and no serious medical complications
present themselves.

In addition to having a lower mortality and morbidity rate, vaginal
childbirth has the benefits of shorter hospitalization and recovery
periods, reduced cost, and earlier mother-infant interaction. Despite
these advantages and the findings of the NIB Consensus Panel on Cesarean
Childbirth, the incidence of cesarean delivery rose from 16.5 percent in
1980 to approximately 18.5 percent in 1982.

Research is needed to identify the factors till contributing to this
trend and place into perspective the benefits and risks of cesarean
delivery to mother and infant (13).

Breastfeeding. Further ovideoce of the growing movement to treat
childbirth as a "natural" experience is the Increasing number of mothers
who choose to breastfeed their babies.

At the time of hospital discharge, almost 60 percent of mothers are now
breastfeeding and the number seems to be increasing, especially in higher
socioeconomic groups. Human milk is the ideal food for infants not only
for its nutritional value, but also for ite ability to confer passive
immunity. Breastfeeding is beneficial to the mother because it
stimulates the release of oxytocin which reduces bleeding and fosters
uterine involution and healing. In addition, nursing mothers have been
found to get back to their prepregnancy weight faster than non-nursing
mothers, probably because the high caloric expenditure of nursing helps
them burn up fat reserves accumulated during pregnancy.

In view of the importance of breastfeeding to mother and infant,
NIH-funded research is exploring the biological and psychosocial factors
that motivate mothers to breastfeed or, conversely, choose not to.



The PHS strongly supports breastfeeding and has made as one of its
objective that, by the end of this decade, 75 percent of all mothers will
nurse their newborns when leaving the hospital and that 35 percent will
continue to do so at least until the child is 6 months old.

A Surgeon General's Workshop on Breastfeeding and Human Lactation was
held on June 11-12, 1984, at the University of Rochester in New York.
Some 100 participants made recommendation on key issues such as deciding
to breastfeed, sociocultural influences and determinants of infant
feeding practices, support services for mothers who breastfeed, roles and
responsibilities of the health care system in promoting breastfeeding,
vocational supports and barriers to breastfeeding, educating health
professionals and the public on breastfeeding, and research needs in
breastfeeding and human lactation (19).

Low birthweight infants. Infant mortality in the U.S. dropped from
42,700 deaths in 1981 to 39,000 in 1983, or from 11.7 to 10.9 per 1,000
live births. (For Black infants, the 1981 mortality rate was 20.0 and
for Whites, 10.5 per 1,000 live births.) Of these deaths, about
two-thirds are attributable to low birthweight and prematurity or both.
Largely due to the high incidence of low birthweight, our country ranks
only 16th on the worldwide infant mortality scale.

Improving this position offers the PHS one of its greatest challenges,
and the NICHD has responded with aggressive reeearch programs. Many
scientists are focusing their studies on the mechanisms and trigger both
normal and premature labor. Other researchers, supported by the NICHD
and the National Institute of Allergy and Infectious Diseases (NIAID),
seek to determine whether certain vaginal and urinary tract infections
can result in premature labor. Still other NICHD investigators are
probing the phenomenon of intrauterine growth retardation.

In the spring, of 1984, a PBS Low Birthweight Work Group was formed to
coordinate all research end service activities directed at reducing the
incidence of low birthweight. In a separate effort, NICHD scientists are
collaborating with private foundations and investigators and public
health officials from the District of Columbia in a project that aimed at
reducing the incidence of low birthweight among infants born in
Washington, D.C.

The goal of these research efforts by NIH and others, combined w th PHS
active public education and service efforts, is to reduce the rate of low
birthweight from 7 percent of all live births to 5 percent by 1990 (17)

Stillbirth and miscarriage* It has been estimated that reproductive
loss affects about 9000000 women each year in the U.S. alone. The way
individuals and families cope with such loss depends on the individual



person, family ties the availability of other support groups religious
beliefs, attitude toward pregnancy, age, fertility status, and other
circumstances.

During the past decade, many support groups have emerged and articles
have been written to aid parents who have lost an infant or (zhild or who
are faced with the care of a handicapped child. But little help is
available to parents who experience a miscarriage or stillbirth.

The NICHD is supporting a three-year project to study the short- and
long-term effects of the loss of a fetus or newborn on the parents and
family. The findings will assist health care providers and social
workers in their task of helping parents and siblings adopt constructive
grieving and coping strategies (20).

Other He _h Concerns

Urinary tract infections. Urinary tract infections (UTI) are one
the most common causes of absenteeism in working women. Second only to
upper respiratory infections in frequency, UTIs affect one in five women
at some time in their lives. Despite treatment with antibiotics, UTIs
tend to recur, accounting for more than 6 million visits by women to
physicians each year.

Women are about five times more likely than men to develop UTI-
because bacteria must travel a shorter distance through
urethra than through that of the male.

probably
e female

Studies suggest that a pregnant woman with undiagnosed and untreated UTI
may run the risk of premature delivery, resulting in a low birthweight
baby that is, in turn, more prone to illness and death. The NICHD has
initiated a study to identify the nature of the risk and determine
whether treating the silent infection will prevent premature delivery.

NIADDK supports research designed to clarify the etiology and
pathogenesis of infections of the upper and lower urinary tract. One
ongoing study, for example, is focused on the identification of a
specific type of bacterium that tends to ascend to the kidneys. A
diagnostic kit has been developed to show the presence of the bacterium
and permit prompt, vigorous treatment to avoid kidney infection.

Osteoporosis. As discu sed in the commissioned paper "Osteoporosi
Women," osteoporosis, a weakening of bone due to loss of calcium,
debilitating chronic disease that affects some 20,000,000 Americans,
especially older women, and costs the Nation at least $3,800,000,000 per
year. It is estimated that about 1,300,000 fractures attributable to
osteoporosis occur annually in people 45 years of age and older. Among
those who live to be 90 years old, one-third of women and 17 percent of

a
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men will suffer a hip fracture due
with hip fractures fail to recover
in five dies within one year after
of surgery.

According to
to estrogen
osteoporosis.
(ERT) may be

to osteoporosis. Most older patients
normal activity and approximately one
such a fracture due to complications

a 1984 NIH Consensus Development Panel, current data point
and calcium deficiences as the major causes of primary

In postmenopausal women, estrogen replacement therapy
prescribed.

The NIR panel recommended--in addition to ERT--adequate nutrition and a
calcium intake of 1,000 to 1,500 mg a day and 600 to 800 1.1). of vitamin
D per day. To prevent bone loss, the panel also recommended a program of
modest weight-bearing exercise such as walking.

In recent clinical trials supported by the NIADDK designed to improve the
treatment of osteoporosis, investigators found that a vitamin D
metabolite, if used daily, not only increases calcium retention in bone,
but also increases bone volume and reduces fracture rates by 50 to 75
percent. Research on a combination of fluoride and calcium holds promise
for actually increasing bone mass. Drugs such as parathyroid hormone,
thiazides, calcitonin that tend to stabilize bone tissue and halt further
bone loss are also being studied (22, 28).

Obesity. The importance of sound nutrition is increasingly emphasized
as a contributor to good health for both men and women. Among things
women can do for themselves, as well as their families, is to promote
good nutritional habits.

More than 25 percent of the American women between ages 20 and 75 are
considered overweight, according to an NCHS study that used height-weight
ratio as a criterion. However, obesity is not randomly distributed
thoughout the population. It is known to be less prevalent in women of
higher socioeconomic status and is most common in both Black and White
lower-income women and in median income males.

Using the triceps skin-fold thickness as an indication of total body fat,
NICHD-supported investigators have learned that Obesity also follows
family lines. Achild of two obese parents has a 300 percent greater
chance of becoming obese, and at age 17 this child may be 3 times as fat
as comparable children of two slender parents. Institute-funded
researchers also found that infantile obesity does not predict adult
obesity, but obesity after age 4 does (20).

Hypertension. Although more men than women suffer from hypertension,
the enormity of the problem dictates that it be considered in any
discussion of women's health. Obesity is a major contributor to high
blood pressure which affects one out of six Americans. The incidence is
even higher in Blacks--one in four Blacks has high blood pressure--but
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the reasons for this are not clear. About one In three or 32 percent of
American women between 25 and 74 years old, has high blood pressure.
(For men in the same age group, the incidence is 38 percent.)

Hypertension contributes directly or indirectly to about 1,000,000 deaths
a year, affects 35,000,000 people and costs more than $15,000,000,000
annually. As discussed in the commissioned paper "Heart Disease in
Women," the most common complications of hypertension are artero-
sclerosis, heart attack, stroke, and kidney failure. High blood pressure
is treatable if detected early and managed properly. Weight reduction
and/or salt restriction may decrease blood pressure to normal levels and
eliminate the need for medication in 20 to 25 percent of individuals withless severe hypertension. Exercise, stress reduction, and life-longtreatment with medication can significantly reduce the risk of
complications.

In January 1985, the NHLBI announced the results of a 7-year study
indicating that lowering serum cholesterol reduces the risk of heart
disease in certain of predisposed men. It is likely that reducing serum
cholesterol will benefit women in this same group as well (24).

Anorexia nervoaa It has been estimated that one out of 200 American
girls between the ages of 12 and 18 will develop some degree of anorexia
nervosa and that 10 to 15 percent of these will die, probably after
losing at least half their normal body weight.

Anorexia nervosa is a disorder of self-starvation and manifests itself in
an extreme avoidance of food. The disorder mostly affects girls from
White middle to upper class families; only about six p rcent of anoreetics
are adolescent boys.

Anorexia nervosa can cause severe psychological and hormonal problems,
and cessation of menstruation. Other symptoms may include a bizzare
preoccupation with food, hyperactivity, and the individual may have a
distorted image of her or his own body. Results of studies supported by
NICHD and NIMH indicate that anorectics suffer from a phobia of eating
and gaining weight, rather than a loss of appetite. The causes of this
disorder are unknown although it is thought to be linked to a combination
of psychological, environmental, and physiological factors.

Another form of anorexia is bulimia. Patients with this illness indulge
in "food binges" and then purge themselves by either inducing vomiting
immediately after eating or taking laxatives or diuretics.

Treatment for anorexia and bulimia usually consists of nutritional
therapy, individual psychotherapy, and family counseling. Hospitaliza-
tion is required in severe cases. Follow-up therapy is recommended for 3
to 5 years because of the high risk of relapse (25, 26).
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Diabetes. More than 10 million Americans are affected by diabetes.
Estimated to be the fifth leading cause of death in the U.S., diabetes
occurs in twice as many women as men, and is found more frequently among
Black and low income populations. The causes of diabetes are not known
but its impact is considerable.

Diabetes is responsible for almost 50 percent of all
foot and leg amputations, 20 percent of all cases of
kidney failure, and 15 percent of all blindness.

Twenty-five percent of diabeti _ have heart disease.

Some 34,000 deaths in the U.S. are directly attri-
butable to diabetes annually, and an additional
100,000 deaths result from its complications.

Between 1976 and 1983, the economic costs of
diabetes, in terms of medical care and losses due to
disability and premature deaths, have doubled to
become approximately $9,700,000,000 annually.
Because 40 percent of diabetics are age 65 and
older, much of this economic burden falls on public
resources such as Medicare and Medicaid.

No cure exists for diabetes at this time. Gestational diabetes is
discussed in the pregnancy section of this chapter. Mature-onset (Type
II) diabetes can often be controlled through weight reduction and
improved physical fitness. Insulin-dependent (TYpe I) diabetes is
controlled with daily doses of insulin.

In the case of diabetic nephropathy (kidney failure ), hemodialysis may be
required. The U.S. Government finances most renal dialysis procedures in
the United States. The Indian Health Service in Albuquerque, New Mexico,
sponsors a special diabetes and renal dialysis program since the American
Indian population has a higher than average incidence of diabetes.

Diabetic retitiopathy, a serious cause of blindness, may be treated by
photocoagulation to seal off and destroy bleeding retinal vessles and
diseased tissues. Another technique, vitrectomy, involves surgical
removal of cloudy eye fluids.

Major advances have been made in diabetes research. Pumps that deliver
insulin in preprogramed amounts have been developed and are now being
tested. Advances in immunology hold promise for transplanting healthy
insulin-producing cells to correct the diabetic condition. Scientists
have identified genetic factors that appear to be associated with the
development of diabetes, and the discovery that insulin-producing beta
cells of the pancreatic islets can be infected and destroyed by common
viruses, could eventually result in the development of a vaccine to
prevent some types of diabetes (27).
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Cholesterol Gallstones. An estimated 25,000,000 Americans have gall-
atones, and 6,000 people die each year from complications of gallbladder
disease. Most people with gallbladder disease have gallstones formed
from the cholesterol 2ound in the gallbladder's bile.

Women develop cholesterol gallstones more often than men. In the
under-50 age group, women are 4 times more likely than men to develop
gallstones, and women 50 and older are atill twice as likely to do so.
Among other factors, reproductive history and sex hormones play a role in
gallstone development. The more children a woman has had, the more
likely she is to develop gallstones. Although the results of some newer
studies disagree, earlier research has suggested that women who take oral
contraceptivee-which contain estrogen--are at slightly greater risk of
gallbladder diaease.

The MICELI) is supporting two studies on the relationship between the use
of oral contraceptives and the riak of forming cholesterol gallstones.
One project will determine whether the findings of older studies can be
explained by the use in past years of "pills" 'with higher estrogen
content among other factors. The second study will examine the
relationship between the uste of the pill and the risk of gallstone
formAtion in Hispanic and American Indian women.

Heredity undoubtedly plays a role in contributing to the risk of
developing gallstones. in the Pima Indian tribe of Arizona, for example,
70 percent of the women and 50 percent of the men have gallstones by age
30. The high prevalence of gallstones in the Pima tribe has enabled
acientists to uncover the mechanism of formation of cholesterol stones
and to develop a drug to diasolve them. The drug, called chenodiol, was
tested in a large trial sponsored by the NIADDK. The study showed that
chenodiol can provide an alternative to surgery for some patients with
cholesterol stones although there are limitations to its use and aome
side effects exist. The drug vas recently approved by the Food and Drug
Administration (FDA) (20).

Arthritis. According to 1980 data, over 35,000,000 people in the U.S
suffer from arthritis, a term that covers more than 100 rheumatic and
related disorders of the joints. Older people are most frequently
affected. In general, more women are affected than men. The Arthritis
Foundation estimates the economic impact of arthritis to be about
$14,000,000,000 per year.

An estimated 250,000 American children have some form of juvenile
rheumatoid arthritis. (JRA). JRA, although chronic, is different from
arthritis that has its onset in people over 16 years of age and the
prognosis is usually better than for adults.

The three major forms of JRA are systemic JRA, affecting about 20 percent
of JRA children regardless of age and sex; poly-articular JRA, which
accounts for,40-50 percent of all IRA, affects girls more than boys, and
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ussually strikes the small joints of the harids in a symmet al way; and
poseiarticular JRA, which accounts for 3=0-40 percent of all JRA and
I-Initially affects only a few large joints. Girls with pauciarticular JRA
uxsqdeNelop manifestations of iridocyclitimms and failing vision; in some
lacer the spine and hips may be affect=ed (ankylosing spondylitis).
1r-reatteent for JRA includes medication, -7-Irest, exercise, eye care, a
bAmlanced diet, and sometimes surgery. Me-4dication may include aspirin,
mcmiteroidal anti-inflammatory drugs, gcmald injections, antimalarial
elarugs, corticosteroids, and penicillamine

Ossteorthritis (OA) affects aome 16,000,00mmD Americans. More common but
lemsedsmaging than rheumatoid arthritis, costeoarthritis occurs most often
ism older people. The spine, weight-bearinem joints, and fingers are most
idLkely to be affected by a breakdown of tEtae cartilage followed by bone
mowNegrowth. The symptoms of OA tend to wo -rsen in women past menopause.
Siclentists are studying the role sex hormonmmes in cartilEv7e metabolism and
eixe xaming the biochemietry and structuremm of cartilage to answer the
question as to why damaged cartilage does nowpt repair itself.

Rtieuestoid arthritis (RA) affects about Eff5,500,000 Americanstwice as
we-laywomen as men. One out of six patient becomes deformed or crippled
duet to joint damage from chronic inflammatimman. In some, the heart, blood
vemesels, and lungs are also affected. RA temands to be chronic and run an
az:ratio course of flare-ups and resat- salons which make therapy
paartieularly difficult to evaluate.

NME scientists have found that RA patients -produce a greater than normal
amount of antibody to Epstein-Barr virus because of a defect in the
T suppressor cells that normally shut ofEEE antibody production. This
ddLocovery may serve as a basis for future research into the causes and
pxresvedion of RA. Other areas under study MWriclude leukapheresis (removal
of vhite tdood cells from the blo:00-And the search for an oral gold
commxad that is equally effective but less expensive and with fewer side
efFl!esets than the traditional gold salt injecettions (28-30).

Sysatuic lupus erythematosnao More than 500,000 Americans have a
pcotentially fatal, connective tissue d2tLsorder known as systemic
limpue-erythematosus (lupus). Lupus is diag=maosed in an estimated 50,000
pairsple each year, almost 90 percent of whom -iare young women. It is about
thtm-ee times more common in Black than in U.White women. The disease, a
dianerder of the body's immune syetem, MAY affect the kidneys, heart,
lexxags, and central nervoua system. NIA= scientists involved in lupus
meneetirch are currently concentrating on the kldney manifestations, since
deJath rates are highest in patients with remmaal involvoment. The genetic
chzaracteristics of lupus are also being studies in patients, their
opezmags, and immediate blood relatives.
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In 1955, 50 percent of lupus patienta waved 4 years after diagncoll_s.
Today, more than 95 percent survive 5 years, and more than 80 perce-nt
survive 15 years (31). A fu=rther disunion of these disorders may be
found in the commissioned parr "Lupus Erythematosus."

Thyroid disorders. Hyperthyripidism ocure 5 times more often in toot* en
than in men, usually deve1opirsa.8 betweennes 30 and 50. The most frequerint
symptoms include nervousness* increasedectivity, increased sweating aunnd
appetite, insomnia, tachycarcala, weigM loss, and hypersensitivity trTO
heat.

Not all causes of hyperthyroid_ =Lam are knom though the disorder is thouglant
by many to be an autoimmune dsease. Thediagnosis is confirmed by blocmod
testa. Treatment may consim t of anti-thyroid medication, radioactiumve
iodine treatment, or surgical =removal ofell or part of the thyroid glandmi.

Hypothyroidism is about four =Imes morelikely to occur in women than Mtn
in men. Here, too, the causess are unknown. Symptoms may include swollc=2n
neck and face, dry scaly skn, intellectual impairment, constipatiem=a,
excess menstruation, hair loss and cold intolerance. Treatment consiet2ts
of thyroid hormone replacement therapy.

Pituitary adenoma. In rece=umt years, a sensitive assay for seltacsim
prolactin has been developed. With thiensay, a prolactinoma has beestin
identified as the most frequenr type of gtuitary adenoma.. This tumor LIB
a cause of amenorrhea and infe=tility, bacan now be treated successfully
with drugs or pituitary surgeryw.

Parathyroid disorders. In hypmrparathyroidism, the increased production
of parathyroid hormone (PTH) may result in fractures, kidney atones z,
muscular weakness, and abdoitreal pains. Parathyroid hormone control. _a
calcium metabolism in the bone , kidneys,ad gastrointestinal tract, sew-cl
in hyperparathyroidism, excess PTH causeeincreased calcium in the bloc:1*-d
and urine. Hyperparathyroidisrem occurs tdce as often in women as I'm
men. It has been estimated t-Ilat one oa of every 1,000 routine bloespid
tests identifies one case of twperparathroidism. Excessive PTH secretieunn
may be caused by parathyroid hyperplash (excessive cellular growth)
adenoma (benign tumor), or cacinoma. Vestment of hyperparathyroidiamun
is aimed at controlling the hiaggh levels cfcalcium. Surgical removal 02=E
the parathyroid glands is suc=easful in N percent of the cases. NIENTI
researchers are studying the masechanisms that control the secretion DAME
parathyroid hormone in both the clinical adlaboratory setting.

Exercise and physical Fitness

A 10year study of longevity in America has shown conclusively tbAl
regular exercise, alone with e=ber good lidng habits, can help increato
life expectancy by as much as 7 years forucen and 11 years for men.
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Physical exercise contributes to good health by enhancing musculoskeletal
strength and flexibility, improving the efficiency of the heart and
lungs, assisting in weight reduction, protecting against adult onset
diabetes, reducing emotional stress, and strengthening stamina and
self-image.

In 1956, the President's Council on Youth Fitness was established in
response to the poor performance of American school children in
standardized physical fitness tests. When it was recognized that the
fitness problem permeates all age groups, the President's Council on
Physical Fitness and Sports (PCPFS) emerged.

Today, the PCPFS promotes physical fitness in persons of all ages
including the elderly, and ita activities are an integral part of the
national preventive health care program. Council programs include
technical assistance to schools, clubs, recreation agencies, and
employers; regional clinics and workshops in physical fitness and sports;
a public information campaign; and a special Presidential Awards Program
(32).

In its 1980 publication Promoting Health/Preventing Disease: Objectives
for the Nation," the PBS proposed a series of specific objectives aimed
at improving the health of Americans by the year 1990. Physical fitness
and exercise were listed among the 15 priority areas.

It was pointed out in the report that "through physical fitness and
exercise activities have Increased in recent years...generous estimates
place the proportions of regularly exercising adults ages 18 to 65 at
something over 35 percent." Also noted was the fact that certain groups
demonstrate disproportionately low rates of participation in appropriate
phyatcal activity, including girls and women, older people, physically
and mentally handicapped people of all ages, inner city and rural
residents, people of low socioeconomic status, and residents of
institutions. Accordingly, the following long-range objectives were
proposed:

By 1990, the proportion of children and adolescents,
agea 10 to 17 participating regularly in appropriate
physical activities, particularly cardiorespiratory
fitness programs which can be carried into adulthood,
shoud be greater than 90 percent.

By 1990, the proportion of adults 18 to 65
participating regularly in vigorous phys cal exercise

be greater than 60 percent.

II 26



o By 1990, 50 percent of adults 65 years and older
should be engaging in appropriate physical activitie,
e.g., regular walking, swimming, or other aerobic
activity.

The PHS defines "appropriate physical -ctivity" as "exercise which
involves large muscle groups in dynamic movement for periods of 20
minutes or longer, three or more days per week, and which is performed at
an intensity requiring 60 percent or greater of an individual's cardio-
respiratory capacity."

Other specific objectives listed by PHS include increased public and
professional awareness, improved services, and improved surveillance and
evaluation systems related to physical fitness and exercise.

Since women have low rates of participation in appropriate physical
activity, these objectives are particularly important for them.

The challenge to work cooperatively towards these goals has been taken up
by the five major agencies of the PHS. Through their efforts and those
of education, industry, labor, and community organizations, it is hoped
that the momentum toward improved physical fitness will continue,
contributing to a longer, more healthful and enjoyable life for all
Americans.

"If exercise could be packed into a pill, it would be the single most
widely prescribed and beneficial medicine in the Nation," says Robert N.
Butler, M.D., former director of the National Institute on Aging and
current Brookdale Profeasor of Geriatrics, Mount Sinai School of Medicine
in New York. Like any medicine, however, too much, or inappropriate use
of exercise can be harmful. Excesaive phyaical exercise can lead to
heart attacks, musculoskeletal problems, and amenorrhea in women.
Intensity and duration of any exercise program should be dictated by the
individual's health, age, and physical condition.

Research is needed to identify more clearly the benefits and hazards of
different types and levels of exercise in women and men of different ages
(12).

Cosmetica, Cosmetic_ Surgerr, and Megavitamins

The contemporary societal norms of what constitutes an attractive women
suggest one who is pretty, young, and slender, with attractive facial
features and silky hair. The various media support and actively promote
this image of today's desirable woman. In striving to meet these
expectations, women must be aware of both the potential benefits and
detriments to their health which may oecur. For example, many women of
all ages are embarking upon exercise and dietary regimens that may be
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beneficial to them. Certainly the PHS 1990 objectives for the nation
emphasize and encourage sound nutrition and exercise programs for women
of all ages.

In addition, women are more likely than men to use, and to be encouraged
to use, a variety of other means to achieve the desirable physical
norms: facial cosmetics, diet aids, perfumes, douches, hair dyes, creams
and lotions, bath products, special shampoos and conditioners, and even
plastic and reconstructive surgery.

While many of these cosmetics may make a woman look and feel more
attractive, they may also pose a health risk. For example, the
ingredients of some beauty products may induce skin rashes or allergic
reactions. Cosmetics that are improperly used or stored too long may
become contaminated with harmful bacteria which can cause skin or eye
infections. Misuse of vaginal deoderants or douches may make a woman
more susceptible to vaginal infections.

At the extreme end of the spectrum are the use of diet and beauty
products which make false or misleading claims (such as, the diet pill
claims, "lose 10 pounds in 2 days,- or a bust developer which promises to
"increase your bust size five inches in two weeks"). These products may
do harm to both a woman's health and her pocketbook.

Women of all ages, and indeed everyone, should become more familiar with
the concepts of basic health and nutrition and, as consumers, learn how
to read product labels and advertisements with care, and to consider how
the products they use may affect their health. Many women assume that
cosmetics are tested as rigorously for safety before marketing as are
drug products. However, while cosmetics do undergo premarket testing by
industry, industry is not required by law to prove their products to be
safe and effective as producerS Of drug products must. The FDA, which
regulates cosmetic and beauty items, does require ingredient labeling and
warnings on cosmetic products (e.g., "use as directed," "do not use on
broken skin," or "if rash develops, discontinue use"). While it is
sometimes difficult to resist the lure of cosmetic and beauty ads, each
woman should read product information carefully before buying.

Women may also choose to alter the way they look through reconstructive
or plastic surgery (such as face lifts, surgical reduction of hiPs,
buttocks, and breasts; breast implants; etcetera). For many women who
need reconstructive surgery after cancer, accidents, or birth defects,
such alterations can improve both their mental and physical health. For
healthy women who choose cosmetic surgery to improve their looks, the
efects may also be positive, but must be balanced against the risks
associated with such procedures. For example, breast implants containing
silicone gel have been known to leak and, in rare instances, to break.
When this occurs, not only will the woman have to undergo surgery to
replace the implant, but will also have to contend with the possible ill
effects of silicone gel migrating into her tissues or bloodstream.
Liquid silicone has also been used for removing wrinkles, crow's feet,
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and acne scars. However, because of some of the severe health
consequencea associated with such a procedure (formation of qmts or
tumors, swelling, discoloration, and even death), it is ligted to
experimental use for cases of severe facial disfigurement.

Fat suctioning, a surgical procedure used in treating obesity, is also
becoming popular, but has not been studied extensively for its effects on
health.

Proper diet is another critical factor that affects the way women look
and feel. As mentioned earlier in this chapter, more than 25 penent of
American women are considered overweight. Motivated by desire to achieve
the societal norm of a very slender body, many women are susceptible to
the claims made for special diet plans, diet aids, and nutrient supple-
ments. However, these women must be made aware that restricted te one
type of nutrient (e.g., liquid protein) may have severe and evo fatal
health consequences. The use of certain vitamin supplements (vitamins A
and D in particular) in megadoses may also have adverse health effects.

In general, women have to use common sense when it comes to cosmetic use,
dieting, and weight reduction. They also need correct information on
sound nutrition, dietary habits, and exercise, and their relearn to
weight loss.

Labor Force Partici.ation and h Statu

If there are any biological factors causing differencea in mortality
rates between males and females in the same occupational environment,
they are as yet unknown because so few occupational studies have included
female workers. Thus, research so far has not shown women to have a
higher susceptibility to toxic substances than male co-workers. flovever,
there may be psychosocial differences that render women more auscepUble.
AA discussed in Chapter One which examined the social factors affecting
women's health, several adverse occupational health consequencesaffect
women in particular, not because of any intrinsic differences in their
susceptibility, but because of the heavy concentration of women in jobs
that involve hazardous processes or working conditions. For example, the
repetitive movements of hands and wrists required in predomirtantly
female-occupied jobs such as the garment, electronic, and other lieht
industries, including food service, can cause carpal tunnel syndrome and
tenosynovitis. These inflammatory disorders affect hands, wrists, and
forearms, and often require surgery. Cashiers and clerical workers may
be similarly affected.

Hospital and health care work have been rated as high-risk occupations by
the National Institute of Occupational Safety and Health, becausethese
occupations expose workers to a variety of chemicals, sterilizing agents,
disinfectants, ionizing radiation, anesthetic gases, radioisotopa, and
hepatitis B and nther infections. Additional potential hazards include

29



muscle strain from lifting, electric shock from poorly m-Juaintained
equipment, and high levels of psychologiul job stress assoulemsted with
shiftwcark. Among the adverse outcomes from these potential datmagers are
cancer, reproductive problems, kidney end nervous system damage,
hypertemsion, heart disease, gastrointestinal disorders, : parasitic
infections, hepatitis, and exhaustion.

The largest occupational group of women, clerical workers, f7Eace more
subtle hazards. Many problems are exacerbated by sudden 05 dark place
changes brought about by the interface ofnew automated equipment with
the existing physical environment (such as, furniture, illnemmination,
ventilation system, etc.) coupled with increased organizational demands.
The resulting psychological job stress and economic problems hrmave been
related to the following health outcomes: heart disease, headac=mhe, eye,
nose, and throat irritation, dermatitis, and visual, muscUlomskeletal,
gastrointestinal, and sleep disorders.

Among bau_- collar occupations, the approxhmtely 450,000 feme/es textile
employees (garment workers, stitchers, and rlavers) face a Wa:.zriety of
potentisa hazards besides carpal tunnel syndrome and reletecod tendon
diseases. These workers are in daily contact with formaldehyJem (BOME),
flame retardants, asbestos, cotton dust, dyes, benzidene, cleaning
fluids, carbon disulfide, and hazardous eodpment. As a resulat, this
group suffers a high relative risk of camnr of the reproductONve organs
Man most more other occupational groups. They are also at high risk for
byssinosis (an occupational respiratory disuse); cancers of th..we buccal
cavity, breast, and bladder; and numerous accidents.

The jewglry industry, which employs a high proprotion of wonsmen, has
crested a particularly complex and poteraially dangerous chemical
envirorment Many nonstandardized processes performed in worladk places
with high heat in summer and poor ventilation in winter, utilite arsenic,
cadndurn, mercury, beryllium, lead, silica powder, acids, glunaes, and
organic solvents. The pressure to work very fast while usitmg these
substanices increases the risk of chemical spills which can rewesult in
serious burns. Respiratory diseases and uncer are common aftmong this
group. Hair dressers and cosmetologists cantitute another groop at high
riSk for cancer, Iparticularly of the uterus. Bladder disofftlers and
respiratory infections can result from exposure to the varienuas dyes,
solvents, vinyl chloride, And spray can propellants used by beauvi._cians.

Meat wrspping, performed almost exclusivelyhy females, puts womcrkers at
risk for asthma and other respiratory disorders that may reounalt from
exposure to the hot plastic wrap fumes. Mese workers are salso more
likely to have accidents with knives, saws, machines, ancsd other
equipment--some of which may not be well maintained. Other p.otential
hazards are slippery floors and hot grease Wlls.

The ocenpations mentioned here are merely ommples of the many female-
daminated jobs that present serious health threats to women _-orkers.
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tItacerbating the physical strain and tension of these jobs may be sexual
herassment which has been linked to such symptoms as gastrointestinal
d$s---orders, increased consumption of alcohol and tranquilizers, nausea,
headache, drastic weight changes, and inability to concentrate.

e cial Concerns of Minorit Women

M4ncrity groups in the United States were identified by the U.S. Census
turn..cau in 1980 as American Indian/Alaska Native, Asian/Pacific Islander,
111a4c4c, and Hispanic. As discussed in the commissioned paper "Special
Connucarns of Minority Women," there is a great diversity both between and
witiMhin these minority groups. The Hispanic group includes Puerto Ricans,
Cubwans, Mexican American, and others; the Asian/Pacific Island group
inc==ludes 25 subgroups such as Chinese, Japanese, Filipini, Korean, East
1ndrian, Hawaiian, and Samoan; and the American Indiat/Alaaka Native
pupumulation includes more than 300 tribes, all with diverse cultures and
langguages. This diversity is leas evident within the Black population,
but does exist. Black immigrants from outside the U.S. are increasing,
and this group now includes Haitians, Nigerians, Ethiopians, Ghsnians,
Jemeasicans, and other West Indians. In spite of this great diversity,
theemse groups all tend to have less education, poorer housing, and higher
unemcnployment. These factors influence the socioeconomic and health
OtAt=us, both physical and mental, of miority women.

HIAC=Drity women in the U.S. carry a disproportionate disease burden. Life
expemsctancy is shorter, and there are higher rates of infant and maternal
murt=ality. Minority women have a higher prevalence of chronic diseases
euChrx as diabetes, hypertension, cardiovascular diaease, and certain types
of =lancer. Minority women are disadvantged socioeconomically land their
htAl_th problems are, therefore, influenced by poverty, poor nutrition,
low motivation and self-esteem, and adverse or hostile environmental
feisors (33).

Hiepnwanic wouen. The U.S. Hispanic population is young, growing, and
1.-h_1y urbanised. It is multiracial, containing Blacks, browns, and

WhitLes. Its attachment to the Spanish language and Hispanic culture is
6MM-ring. Far from being one homogeneous ethnic group, it is composed of
diet. Inct Spanish origin groups, each of them concentrated in a different
regi.4.40n of the country. While tied together by a common cultural
bask4Aground, language, and religion each group presents distinct social
ens' uneconomic profiles.

The most important characteristics of the Hispanic group that relate to
the Whealth issues of women are age distribution and low economic status.
Hiepananics are a much younger population than the general U.S. population,
With a median age of 23 years. One-third of its population ie under 15
yearens, and only 4.9 percent are over 65 years of age, compared to 11.3
perceeent of the general population. Because it is a young and relatively
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fertile population, 0d ebv=ious health issue is prenatal and perinatal
health care and hem16 care for children. Four factors which have been
proven to negatively infltince pregnancy outcome--extremes of maternal
age, multiparity, les ancic=peconomic standing, and late-stage prenatal
careare present tularger numbers of pregnant-Hispanic women than in
the general U.S. population C11:34, 35).

Other health probleueof thies population include infectious and parasitic
diseases, diabetes, obesity, anemia, and hypertension.

Asian/Pacific isIsikd vegeta Asian/Pacific Island Americans are one of
the smallest but fastest gre%saing minority groups in the U.S. The special
health problems and mute of Asian and Pacific American women are closely
related to their rtaa imn=igration and disproportionate representation
among new immigrehts and refugees. Among new immigrants, cultural
barriera, includinz nvefe L_Language difficulties and unfamiliarity with
the health care viten, mare serious deterrents to health service
utilization. For tbsse whO attempt to gain access to the system, the
lack of cultural senguvitY to their apacial problems within the system
is a grave deterrent. Exttzreme cultural and language diversity among
Asian and Pacific Americana mmalso means that health services and education
programs cannot 12% truly successful unless thIse differences are
addressed.

Because of the letively Es-small number and recent appearance on the
American scene of tilispep04-iation, health policy makers and health care
providers may not be fatulliazar with their special needs. The lack of
health statistics apeciac tc= this group further compounds this problem.
Genetic disorders Oluiles a1r;4Dha and beta thalassemia, other hemoglobino-
pathies, G-6PD deficiency, and diseases such as hepatitis B and
nasopharyngeal, and sMmch =ancers are very common in certain subgroups
of this population. Even It=2 seemingly rather simple matters, such as
drug prescription, halth oax=re providers, need to know that the dosage
prescribed for the makity of Americans may be far too high for many
Asian and Pacific 4rnicne0. Special modification of certain surgical
procedures (as in tetnact a=aurgery) may also be necessary because of
special anatomical features.

American Indlau/Alialohtlifs women. Although life expectancy at birth
has increiseed 3.9 )W8 (to 75.1 years) between 1970 and 1980, life
expectancy for Indiatsvosn lama still 2.4 years less than for all women in
the U.S. Indian mortality fa _tee; exceed those of the general population.
The leading causes ot duo fasowr Indian women are heart disease, accidents,
cancer, diabetes, Chrait liVomer disease, and cirrhosis. Cervical cancer
is rapidly becoming emajot h_lwealth concern within the Indian population.
Alcoholiarn and Its Ofeets 00 the lives of Indian women is a major health
problem. In 1980, thealcohoZaism death rate among Indians was 5.5 times
the rate for U.S. (611 %Imes =). Fetal alcohol syndrome or other fetal
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alcohol effects related to birth defects due to excessive alcohol
consumption during pregnancy may be as high as 38 per 1,000 women of
childbearing age, while data for the U.S. population as a whole shows the
national rate estimate) is 1 in 750.

Black women. Of all minority women, Black women are the most
vulnerable. From the American historical perspective of slavery grew a
strong matriarchal orientation in the family group which still charac-4
terizes the Black family today. In the many Black families today, the'
Black woman continues to be the organizing family member who bears the
dual burden of providing nurturing as well as economic support for the
family unit.

Disadvantages in education and employment place women in a less competi-
tive position in American society. Health status data available testify
to the impact of these socioeconomic forces on Black women and their
children. Black infant mortality is twice, and maternal mortality three
times that of Whites. Life expectancy of Blacks is six years shorter
than that of White. Systemic lupus erythematosus is e'4timated to be
three times more common in Black than in with women. Black women have
three times higher rates of high blood pressure, and deaths from
hypertensive cardiovascular disease are twice as high for them as for
White women. Black teenage fertility is high and the rates of divorce
and separation are five times those of hvites. Deaths due to diabetes and
cancer are higher in Black women than in White, and four times as many
Black women die from homicide As do White women.

Sickle cell disease affects one in 625 Black newborn infants and remains
a significant cause of mortality and morbidity for both Black women and
men (24, 33, 36).

Summary said Conclusions
Three major objectives should be pursued with regard to the physical
health and well-being of women.

In addition to taking responsibility for their own
health through modification of health-destructive
behaviors, such as smoking and drug and alcohol abuse,
women should adopt practices which enhance well-being,
e.g., healthful nutrition and appropriate exercXse.
To this end, education and outreach programs should be
initiated or expanded, or both, through all the publSc
media and all relevant public and private
organizations



The search for the causes of cancer in women its
treatment and cure must be continued, and simultan-
eously, education programs should be designed to
stress the importance of prevention and early
identification of potential malignancies through
regular screening, including breast self-examination
and "Pap" smear testing.

Particular efforts should be made to enter into
continuing programs of health assistance and
counseling to those groups of women who, becau e of
ethnic, social, or economic reasons may be more
vulnerable to health risks and receive leas adequate
health care than others.

In addition to these fundamental objectives, the Task Force proposes that
attention be given to the following issues.

In a society where health care has become increasingly
specialized and fragmented, attention should be given
to strategies for organizing health service delivery
systems that can address the many different health
needs of women age 45 and over.

The search for improved diagnostic and treatment
techniques for breast, lung, and other forms of cancer
should be intensified. Research directed at smoking
cessation and prevention of smoking initiation should
be expanded.

Educational programs should be designed to stress
prevention and the importance of early identification
of potential malignancies through regular screening,
including breaat self-examination and "Pap" smear
testing.

Accessibility of diagnostic and treatment services for
cancer should be improved, especially in rural and low
income areas.

Research should continue and be expanded to develop
new and better contraceptive methods for women and
men, with special attention to the development of
birth control methods to meet the special needs of
handicapped and retarded women.

Sexually active adolescents should be encouraged to
use contraceptives and their access to contraceptive
information should be improved.
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EfNesti3Lon directed at the prevention of sexually
frenamS3Ltted diseases (STD) should be expanded,
especlaaally at school-age level. The consequences of
STIW _for fertility and childbearing should be
etresSemmd. Young women should be taught how to use the
hoeltb system, and efforts should be made to redauce
their f-ear of pelvic examinations.

DOEmoamritic techniques for herpes and chlamydia
MmhoMusatis infections should be improved and
avoil.slawility of screening programs should be expanded.

Wet advised to have a hysterectomy should be
meeuta_ged to seek a second opinion before consenting
O suzurgery. Physicians and other health care
Otos lonals should attempt to make women feel more
usfott....able in their decision to seek a second opinion
40 otoimould weigh other options and discuss these with
poistitz-is before recommending hysterectomy.

Effetto toward prevention of unwanted pregnancies
dald be intensified through improved counseling and
cootra- ception education programs. This is of
partice=ar concern among teenagers.

Matiommmal research should be conducted on the health
+la soewmioeconomic risks and benefits of delaying
dadbeemaring until after age 30.

ne syaAlability of genetic counseling and screening
erviceaes for couples should be improved and expanded.

Efforts to offer educational services to pregnant
adoiescnts and teenage mothers should be intensified
u suca---urage them to finish -high school and learn
mrkatabmale skills so as to enhance their potential for
econezni self-sufficiency.

lesse...0c=a1e randomized controlled clinical trials
stioad bmae conducted to assess the safety and efficacy
eatrmmagen replacement therapy in the prevention of

oueoporiosis.

InelMase,Ad publicity should be given, particularly
&rated to women and physicians, to the findings of
the 19Et-z-4 NIB Consensus Development Conference on
0400perfmwasis. Special prevention and demonstration
programa should be established, instructing women as
tobwro pmaroper nutrition, exercise, and weight control
curedureace their chances of developing osteoporosis.



Studies on the cAses and treatment of anorexia
nervosa and bulimiaihoCtld be expanded in light of the
growing incidene ofthemm disorders.

The use of megadosevita7-"mins should be discouraged by
educating women as' to their hazards and lack of
benefit.

Biomedical research into the causes of early labor and
delivery should be Otos ified.

The importance of earIULy prenatal care, including
nutritional supplements z2for low income women, should
continue to be stressed in public education programs
(especially among minority and low income populations),
so that high risk pregnalmicies can be identified early
in gestation and thehighftm incidence of premature birth
and low birthweightinfo-:lts can be reduced.

Health agencies and mv1Miders should be encouraged to
adopt and implement the recommendations drafted by the
1984 Surgeon General's Wnorkshop on Breastfeeding and
Human Lactation.

When establishing stgmt,dards for prenatal care,
agencies should take_int-0 consideration the findings
of NIB Consensus Deveopnilment Conferences on the use of
ultrasound, antenataidisagnosis, fetal monitoring, and
cesarean childbirth.

Continued collaboration should be fostered between
service delivery and =research agencies so that
advances in the diagnosi and treatment of perinatal
problems can be incorpoated into the health care
delivery system withatonetAdue delay.

Communication between reamsearch and service agencies
should be enhanced, espsmacially with regard to the
exchange of research fSE-ndings on early pregnancy
losses and family coping s trategies.



nunis ioned Paper

Special Ha1th Concerns of Ethnic Minority Women

At..clreyHanley, 1-dr -D., Jane S. LinFu, M.D., Magdalena Miranda,
A3_1an Noonan, M.D., Tanya Parker

/re tarthL ors are staff f the Health Resources and Services Administrat on,
1304 IE.Aoalth Service.



Special He lth Concerns of Ethnic Minority Women

Introduction
The United States Bureau of the Census in 1980 counted 52,092,248
individuals in the Nation who belong to ethnic minority groups. These
individuals comprise 23.1 percent of the total population and include
American Indians and Alaskan Natives, Asians and Pacific Islanders,
Blacks and Hispanics.

The concept of race aa used by the Census Bureau is not based on a clear
cut scientific definition of biological stock. Instead, the Census data
are based on self-classifications by respondents themselves. In this
report, we use the same classifications of respondents to the 1980 Census
to address the health issues of ethnic minority women, i.e., American
Indians and Alaska Natives, Asians and Pacific Islanders, Blacks and
Hispanics. Females in these minority groups number 23,478,866, or 45.1
percent of the total ethnic minority population (1).

Commonalities AMOriP Ethnic Minor tv Women

Despite the cultural and racial diversity of these minor ty groups, they
share some commonalities that significantly affect their health status.
Although there have been improvements in recent years, all of these
groups continue to suffer disproportionately from discrimination, unequal
access to educational o7)ortunities, unemployment, and social prejudice.
These factors affect the quality of life for ell ethnic minority groups,
and they have an impact not only on the economic status and educational
attainments of minorities, but also on their physical and emotional well-
being.

Minority women in the United State suffer a disproportionate share of
illness. According to all available health indexes and disease
prevalence data (2) used to assess the health status of the U.S.
population and its subgroups, ethnic minority women experience higher
infant and maternal mortality rates; greater prevalence of chronic
diseases such as diabetes, hypertension, cardiovascular disease, and
certain types of cancer; and a lower life expectancy than their White
counterparts.

II -37



Some of the health conditions afflicting ethnic minority women, such as
cardiovascular disease and hypertension, may well be related to the
chronic stress and anxiety associated with their minority status in
American society. Socioeconomic disadvantages contribute to the dispro-
portionate frequency and severity of illness among these minority women.
In many instances, a health problem in a minority woman is compounded by
poverty, poor nutrition, inadequate education, low-motivation and self-
esteem, and adverse environmental circumstances.

The cultural histories ok- these ethnic minority groups in the United
States also adversely affect their health status by hindering their
access to the health care delivery system. For example, many Asians and
Pacific Islanders, as newcomers, still cling to their traditional norms
and consequently have not aquired basic information on how to acess the
health care system (3). American Indians and Alaska Natives, the
original Americans who were displaced, and Blacks, who were introduced
into American society as slaves, still harbor deep-seated distrust and
resentment toward a health care system administered primarily by White
males and perceived by many in these groups to be hostile, insensitive
and not oriented toward the best interests of minority groups.

In addition to these commonalities among these ethnic minority groups,
there are particular issues that apply especially to specific groups.
The remainder of this paper focuses on the unique health problems
women in each of these minority groups.

Am- lean Indian and Alaska Native Women

There are approximately 500 federally recognized American Indian and
Alaska Native groups located throughout the United States (4). The
majority of Indian people live primarily on or near reservations and in
States designated as traditional Indian country such as Oklahoma and
Alaska. Approximately 50 percent of the American Indian population
reside in urban communities across the country. While languages, tribal
customs, and religious beliefs vary among Indian tribes and Alaska Native
groups, maintaining their unique cultures is of critical importance to
all of them.

American Indians and Alaska Natives number over 1.6 million. As a group,
Indian people are younger than the general population. The median age of
American Indians is 22.4 years, compared with 30 years for the general
population, and the majority are in the 10-19 age group. Indian families
tend to be larger than those in the general population, averaging 4.6
persons compared to the national average of 3.8 (1).

Slightly more than half the total Indian population are women. A recent
study reveals that since late 1960, life expectancy has increased 3.9
years for Indian women. Nevertheless, at birth Indian women have a life
expectance of 75.1 years compared to 77.5 years for all other women (all
races) in the United States (5).
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Health Problems of American Indian and Alaska Native Women

Among health issues and problems unique to women in these groups are the
following:

Sources of care and health trends Health services for Indian women
are provided by the Indian Health Service (IBS) through its organized
system of community hospitals, ambulatory clinics, and Contract Health
Services program. Tribal governments are playing an increasing role in
the delivery of health services. .The migration of Indians to the cities
in the early 19508 and the subsequence emergence of the "Urban Indian"
has also had an impact on the health status of Indian women.
Unfortunately, it has meant trading reservation poverty for urban poverty
in an alien environment. Am in the general population, Indian women are
the primsry users of IHS factilities, accessing the health care delivery
system both for themselves and their families. According to IHS data
(4), the categories of hospital services most often required by Indian
women include complications of pregnancy, childbirth, and puerperium.
The leading cause of death for Indian women is heart disease, followed by
accidents, cancer, liver disease other than cirrhosis, and cirrhosis.
Obesity and diabetes continue as major health concerns for Indian women,
and cervical career is rapidly growing as a major health problem.

A great deal of progress has been made over the past 20 years in
decreasing maternal and infant mortality and morbidity. IHS data (4)
indicate these decreases since 1955: infant death rate) by 77 percent;
maternal death rate, by 86 percent; death rate from pneumonia and
influenza, by 73 percent; death rate from tuberculosis, by 94 percent.
Major reductions of mortality,and morbidity rates have also been made in
diabetes, which became a significant health concern, in the 1940s and
continues to require special emphasis. Despite these improvements,
however, Indian infant and maternal mortality and morbidity rates
continue to exceed those of the general population (4).

Alcoholism mud alcohol abuse. One of the leading health concerns of
Indians and Alaska Natives is alcoholism and alcohol abuse. The
devastating effects of alcoholism have implications for all aspects of
Indian society. The American Indian and Alaska Native age-adjusted
alcoholism mortality rate in 1980 was 5.5 times that of the U.S. all
races population. Alcoholism rates (1978-1980) for Indian females are
lower than for Indian males, 28.0 versus 49.3 deaths per 100,000
population. A dramatic differences, however, exists between Indian
females and the U.S. female population. The Indian female population in
the age groups 35 to 44 ,years, 45 to 54 years, and 55 to 64 years
experienced alcoholiism mortality rates during 1978-1980 of 81.8, 100.7,
and 62.7 deaths per 100,000 population. These rates were 13.6, 8.5, and
7.3 times that for the U..S. female population in 1979 (6).

Drinking during pregnancy is now recognized as the second leading cause
of birth defects in the United States, including not only lesser
deformities termed fetal alcohol effects (FAE) but also the constellation
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of major birth defeilts known as the fetal alcohol syndrome (FAS).
Research underway on the FAS and FAE is revealing the magnitude of these
problems in the American Indian community (7).

Prelimivary results of IRS-sponsored research show that alcohol abuse and
related problems vary greatly throughcat the Indian population.
Therefore, the incidence of fetal alcohol cLamage will also vary since the
occurrence snd degree of damage can be expected to parallel alcohol
consumption alad abuse. Available data indicate that the rate of American
Indian women giving birth to at lezst one FAS child may vary from 30 per
1,000 women of childblearing ara in some tribes to 3 or 4 per 1,000 in
other tribes.. In the general U.S. population, it is estimated that FAS
occura in 1 to 3 of svory 1,000 births (7).

Barriers to health improvements. The environment and economic status
of Indians haa also affected individual health status and health care
practices. Only 20 years ago, many Indian homes were without indoor
plumbing, electricity, and adequate sewage dispoaal. For example, on the
Navajo Reservation in 1964, this was the case of three-fourths of the
homes. Today, the proportions are reversed; three of every four Navajo
lames have these basic health, hygiene, and sanitation necessities.
These recent improvements have stimulated major lifestyle changes and
have produced significant health benefits for many American Indian and
Alaska Native women. Despite many basic environmental improvements,
however, there is still much to be done.

Disadvantaged economic conditions continue to play a major role in
depressing thehealth status of American Indian and Alaska Women. Census
reports for 1980 show ehat the percentage of Indiana and Alaska Natives
living below the poverty level is more than double the percentage in the
general population. Indian unemployment rates are twice as high as in
the general percent compared to 6.5 percent for women in the general
population (1).

Stress: a major cause of ill hea1th among Indian women. Compared to
white woien, a higher percentage of Indian women are single heads of
households and play the dual role, of breadwinner and homemaker. Of
Indian women 16 years and older, 47.3 percent are In the labor force,
compared to 49.6 percent of women in the general population. Indian
women often do not have adequate access to education and training
programs to prepare them for well-paying jobs. Also, the remote
locations of most Indian reservations and a nonexistent reservation
economy severely limit employment opportunities and earning potential.
The stress Indian women experience by being single heads of household is
compounded by a struggle to balance the sometimes conflicting values and
beliefs of two very different cultures.

In spite of the many challenges and obstacles often faced by Indian
women, many t::ontInve to crert a strong influence and a positive impact on
Indian society. Thi& is evident from the important accomplishments
achieved by Indlan women in improving health conditions for themselves,
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their families, and their communities. In many instances, it has been
Indian women who have taken the lead as teachers and health care
providers. Natural outlets for the talents of Indian women aye careers
in the medical and paramedical professions.'

American Indian and Alaska Native women are demonstrating their
leadership qualities in many fields. There are 65 Indian women who are
elected heads of tribal governments. In the newsletter "OHOYO" written
for and about American Indian and Alaska Native women, it was noted that
one-third of Indian physicians are women, compared to 16 percent in the
general population. Women constitute 11 percent of Indian dentists and
28 percent of Indian lawyers, again higher percentages than for the
Nation as a whole. The newsletter stated that Indian professional women
"tend to bring their skills back home to serve Indian people" on the
reservations. In a recent Indian health publication, the conclusion was
drawn that "Indian women continued to be primarily motivated out of a
sense of responsibility to the community with a goal to serve Indian
people" (8).

Asian and Pacific Island Women

Asian and Pacific Islanders are among the fastest growing minorities in
the country. According to the 1980 Census, Asians/Pacific Islanders,
more than (25 subgroups including Chinese, Filipinos, Japanese, Asian
Indians, Kbreans, Vietnamese, Hawaiians, Samoans, Guamanians, Burmese,
Cambodians, Laotians, Thais, and others) number 3,726,440 and represented
1.6 percent of the U.S. population. To data, more over 700,000 Southeast
Asian refugees have settled in the United States; another 52,000 are
expected to enter each year in the near future (9).

Between 1970 and 1980, the population of Asian/Pacific Americans
increased 142 percent, from 1,538,721 to 3,726,440. Most of this growth
is accounted for by the lifting restrictive immigration policies toward
these groups in the mid-1960s and the influx of Southeast Asian refugees
since 1975. A change in the census definition of Asians also contributed
to the increase. The trend of rapid growth is likely to continue (9).

In the 1980 Census, there were 1,925,883 women in the Asian/Pacific
Islanders population, representing 51.7 percent of the total. Of the
1,492,586 Asians immigrating between June 1, 1969, and September 31,
1979, 54 pereent are females. Among the Southeast Asian refugees who
have entere since 1975, approximately 45 percent are females (3, 10, 11).

Health Problems of Aat-n/Pacific American Women

Health issues and problems unique to Asian/Pacific American women include
the following:

Lack of statistical data. Zecause of their relatively small numbers,
Asian/Pacific Americans are not usually identified in health survey data;
they are either ignored completely or submerged under the "Others"
category. Tragically, health policy makers often equate the lack of data
with an absence of health problems and needs in this population.
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Disproportionate r iLatio by recent immigrants and refugees* The
majority of Airve_ matans are first generation immigrants, many
having arv!iveci;. :7-r1y in t 15 years. Moreover, approximately one of
every nine Amtamacli.- Amettans is a recent refugee. In addition to
socioeconomic: ::44-:,-ivet1, cCitural barriers (including severe language
problems) amd anfettniAerity lath the health, care system are serious
deterrents tO health se-7vice utilization (3).

Unfa2l1iarit7: heal.th -Are providers with health problems common among
Asian/124=121c hterIcatie Since Asian/Pacific Americans are relatively
new on the-Ameericor ae0ne and are comparatively small in number, health
care providi*Va 'fend to be unfamiliar vith diseases peculiary common to
this populan 1177 veal as with special health care needs related to
anatomical 'or T-klysiotogical differences between Asian/Pacific Americans
and other AMaricaft*_ For example, many are not aware that genetic
disorders siteha% illpha- and beta-thalassemia, hemoglobin E disease, and
glucose-6-phdephate dehydrofmnase deficiency, as well as diseases such as
hepatitia B and nasopharyngeal and stomach cancer, have a high prevalence
in certain subpopulations of this group. The usual dosage of certain
medications is often inappropriate for Asian/Pacific Americans and
requires adjustment. Similarly, certain surgical procedures may require
modification for Asian/Pacific Americans because of anatomical
differences from the general U.S. population (11, 12). Health care
providers may also overlook the tendency of recent immigrants to rely on
folk remedies, some of which are toxic. Cases of lead, arsenic, and
mercury poisoning traced to Asian folk remedies have recently been
reported. Reliance on folk remedies often also means a delay in seeking
modern medical care (13, 14).

Diversity in culture and Unguage. Althr.ngh collectively labeled
Asian/Pacific Americans, this group of minorities is characterized by
extreme diversity in language and culture not found in some other
minority groups. Such diversity means that health educational materials
and services addressing the needs of one subpopulation may not meet the
needs of the others.

Bipolar pattern in socioeconomic and health profiles. Asian/Pacific
Americans present a bipolar pattern in their aocioeconomic and health
profiles. The generally favorable status of certain suhpopulations is in
sharp contrast to a high prevalence of health problems among recent
refugees and immigrants. Unfortunately, the highly visible Aaian/Pacific
Americans with better socioeconomic and health indexes tend to mask the
many others in the group who have neither voice nor visibility in
society. Language barriers and a cautious attitude in the latter group
toward government surveys and investigations means that studies that
require vrluntary participation are unlikely t include enough data from
his group (3).

Black Women

The Black and Afro-Amer Can population is the oldest, most stable, and
largest ethnic minority group in the United States. Of all minority
women, Black women are the most particularly vulnerable. Out of the

II-42

102



American histo _cal institution of slavery grew a strong matriarchial
affiliation in the family group which still characterizes many Black
families today (15). From the days of slavery, what little family
structure existed was organized around the mother. The system of slavery
itself discouraged marriage while encouraging high fertility. Thesefactors and the matriarchal I-may structure are still evident. Black
women cnntinue to be called upon to bear the dual burden of economic and
nurturing support for the family (15).

The 1990 Census reports the Black population in the United States as 26.5million, or 11.7 percent of the total, the highest it has been since thelate 19th century. Blacks, however, are not newcomers since the first
Census in 1790 enumerated 750,000 Blacks 19.3 percent of the population(1).

The status of the U.S. Black population was best described in the 1944classic, An_ American Dilemma, by Gunner Myrdal (16). Since thepublication of the 1962 edition, the demographic and socioeconomic trendsfor the U.S. Black population have changed somewhat. There has been some
suborganization, and a historical pattern of northern migration has beenreversed as more Blacks have moved to the South and the occupationalstatus and educational attainment of many Black Americans have moved
closer to those of Whites (15).

Still, the major problems confronting the Black population in the UnitedStates remain essentially unchanged. Blacks continue. to be
socioecornmically disadvantaged; their median family income is 56 percentthat of whites, their unemployment rate is twice as high, and theirpoverty rate is 3.5 times greater. These socioeconomic disadvantages
continue to impair the health and well-being of Black fmailies. Black
infant mortality Is nearly twice that of Whites, life expectancy is sixyears shorter, teenage fertility remains high, family disruption fromdivorce and separation has risen faster for Blacks than for Whites, andfamily disruption by biolence Is greater for Blacks than for Whites (15).

The 14 million Black women of the United States represent more than 50
percent of the toal Black population and 12 percent of the total femalepopulation of 116.5 million. Black women also account for approximatelyhalf of the single parent families among Black families with children (1).

Health roblems of.Black women

Crisis in Black families. Data from a recent relased report by theNational Urban League underscore the crisis fracing Black families (17).

Black couples are parating at a rate of five times
greater than Whites.

Black males die from accidents and violence at 1.5
times the rate of White males.
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Black men die from homicide at six times the rate
White males.

More than two million Black men were arrested in 1981,
accounting for one-third of all arrests in the Nation.

Black men have a life expectancy of 65.5 years,
compared with 70.5 years for White men.

This crisIs in the Black family has considerable impact on the
health s atus of Black women.

Disproportionate disease burden. The disparity between the
health status of Black women and White women is revealed by the
following statistics (15):

The incidence of high blood pressurre is three times
higher among Black women.

Death rates from hypertenaive cardiovascular diaease
are twice as high for Black women.

Systemic lupus erythematosus is said to be three times
more common in Black women.

Black maternal mortality rates are three times higher,
and the infant mortality rate is nearly twice as high.

Death rates from diabetea are 35 percent higher among
Black women.

Four tiiies as many Black women die from homicide.
Data are not available on the medical and emotional
repercussions of homicide attempts and abuse.

Teenage birth rates for Blacks remain higher than for
Whites.

Health issues unique to Black women. Sickle cell disease, a genetic
disorder that affects one in 500 Black newborn infants, continues to be a
major health concern for Black women And their children (18). The
illness remains a significant cause of mortality and morbidity for both
women and men. Although the life span of those affected is increasing as
a result of improved treataent, new technology, and greater public
awareness it remains less than for the general U.S. population.

Programs to aereen newborns for metabolic diseases such as
phenylketonuria and congential hypothyroidism have been established in
every State, the District of Columbia, and Puerto Rico. However, only a
few States and municipalities have initiated programs to ensure the
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screening of all newborns at risk for sickle cell disease and related
hemoglobinopathies, and only a few pilot projects exist with the capacity
to offer prenatal diagnosis and appropriate genetic counseling to couples
at risk of having an infant with sickle cell disease or a related
hemoglobinopathy. .

On a positive note, Bleck women are increasing eheir participation in the
health professions at a rate faster than any other group in the
population. Black women increased from 20.4 percent of Black medical
rtudents in 1971-1972 to 44.9 percent in 1983-1984 (19).

Hispanic Women

The 1980 Census reported 14,608,673 Hiepanics in the United Stet
representing 6.4 percent:of the population. This Hispanic population is
among the fastest growing minority groups in the country; from 1950 to
1980, its population increased by 265 percent, from an estimated
4 million 1950 to 14.6 million in 19800 At an estimated growth rate of
1 million a year, this group could number 47 million by the year 2020 and
displace the Black population as the largest minority group. This growth
is due to a high fertility rate and rising immigration, both legal and
illegal. The high fertility rate la partly attributable to the lower
median age of the Hispanic population (1, 20, 21).

It should be recognized that the Hispanic population, through 88 percent
Urban, is not one, homogeneous ethnic group. It is very diverse. This
group is composed of individuals who may share a common root language
(Spanish) but have different cultural and social backgrounds. The
Hispanic population in the United States includes Mexican-Americans
(60 percent) concentrated in the Southwest; Puerto Ricans concentrated in
New York and New Jersey; Cubans concentrated in Florida; and "Other
Hispanic," which includes individuals from some 16 other Latin American
countries Lnd Spain, collectively constitutea the second largest group of
Hispanics in the United States. The one thing shared by these four
Hispanic groups is that all trace their heritage to Spanish-speaking
countries (21).

Hispanics lag behind the general U.S. population in occupational status
and educatinal attainment and have 2.7 times the poverty rate of U.S.
Whites; the average Hispanic family averages 70 pecent of the median
income for U.S. families. Their unemployment rate is 40-50 percent
higher than the White population's and they have more families headed by
females (22, 23, 24).

There are 7,328,842 Hispanic women in the United States, representing
approximately 50 percent of the Hispanic population and 6.3 percent of
the total female population (20).
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Health Problema Of Hispinic Wcneno

As with other population groups, health ilissues for Hispanic women vary
considerably according to geograptdc locat-_ Ton, the number of senerations
by which a family or individual is separs-1-Ited from the ancetral country,
the degree of assimiliation into itmericant society, and educational and
economic status.

The most salient characteristics of the 11==ispanic female population that
affect health status are low median age, low income, inadequate
education, and traditional family charactrzeriatics. The median age of
Hispanics in the United States is 23 yeara,, compared to 30 years for the
general population. Hispanics.average 70 percent of the median family
income of U.S. Whites and lag in occupat=ional and educational status.
Hispanic families are typically larger tinhan their White counterparts,
many have maintained their Spanish languamage and ties to folk medicine
practices, and are predominately Roman Caratholic (22, 23, 24). All of
these factors affect the accessibility, avmrailability, and acceptablility
of health services to this group.

Prenatal and perinatal health. Because Hispanics are a young and
relatively fertile population, an obvioui =health issue of Hispanic women
is prenatal and perinatal health care. 14-ttle research has been devoted
to the investigation of specific perinat44a1 risks for Hispanic women,
indeed for any minority women, in the Un=ited States. The question of
whether there are specific perinatal bealth risks related to race and
ethnicity has not been answered (25).

Current data available on factors influ...dencing pregnancy outcome and
births among Hispanics suggest tht certaliLn characteristics of Hispanic
mothers are closely associated with pejorative influences on pregnancy
outcomes. Four factors that have been it.-entified as having a negative
influence on pregnancy outoxm (i.e, extremes of maternal age,
multiparity, low socioeconomic class, and late stage prenatal care) are
present in larger numbers of Hispanic impregnencies than non-Hispanic
pregnancies (26).

Obesity and diabetes are more prevalent among Hispanic women. One
estimate Places the prevalence of obestity (defined as 20 percent or more
over desirable weight) among Mexican-Ar,can women at 45 percent,
compared to 26 percent of Mexican-knerics=2 men, and 29 percent of all
American women. Possibly related to the emcmcess prevalence of obesity is
an excess prevalence of diabetes. In one study, 10 percent of
Mexican-American women 45 years and older= were found to be diabetic,
almost three times the national rateof 3.7 percent (27).

Hypertension. Mexican-American mmen havame significantly higher rates
of hypertension than non-Hispanics. The mprevalence of hypertension in
Mexican-American females 60 or older, est=mimated at 44 percent in one
study, is higher than the nationelmwege =for Blacks and higher than for
Mexican-American men (28).
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Summary and Conclusions

The nearly 214 million females in the United States who are members
minority groups have more than their share of illness. The socioeconomic
disadvantages, discrimination, poor nutrition, and adverse environments
experienced by American Indians, Alaska Natives, Asians, Pacific
Islanders, Blacks, and Hispanics in our country directly affect the
overall physical and emotional health of these populations.

Health statistics show that regardless of which minority group they
belong to, ethnic minority women in the United States experience hgiher
infant and maternal mortality rates, greater prevalence of chronic
diseases including certain types of cancer, and a lower life expectancy
than do White womeni In addition to these general health liabilities
associated with minority group statue, certain specific kinds of health
problems ere over-represented among women in particular minority groupa.

Cultural barriers to health care. The Public Health Service (PHS)
should provide leadership to identifying and eliminating the cultural
barriers to health service utilization through the promotion of awareness
and sensitivity to thia issue. This effort should include education,
training, and service programa. Education on the gravity of cultural
barriers to health care access should be directed to the health policy
makers, health care providers, and health service consumers. Training
programs for health and allied professionals should give special
attention to minority women and to enmure equity in their
representation. Existing health services need to increase their
sensitivity to the issue of cultural barriers and provide bicultural and
bilingual services where needed.

Statistical data. The PHS should take the lead by establishing a
policy and format for the collection of statistical data on minority
population groups, both male and female. This format should be
consistent with the 1980 Bureau of the Ceneus data collection
classifications which include the American Indian/Alaska Native,
Asian/Pacific Islander, Black, and Hispanic population groups.

Health professions. The PBS should take leadership responsibility in
addressing the underrepresentation of minorities among health care
providers. The PHS should continue to encourage greater participation of
minorities, especially minority women, in the public and private health
care delivery system. To accomplish this, the PBS hould review its
health professional training and scholarship assistance programs to
ensure that these ethnic minority groups, including the womeiA, are
appropriately represented.
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Alcohol and Maiernal --alth

Introduction
Alcohol's adverse effect on the fetus had been suspected well before this
century (1). In the mid-1700's, the London College of Physicians success-
fully petitioned for reinstatement of gin taxes in an attempt to decrease
the availability and use of gin by pregnant women and in subsequent years
issued many warnings about drinking during pregnancy (1). An English
study in the late 1800's noted higher infant mortality and stillbirth
rates for the infants of alcoholic mothers and further noted that such
women subsequently:gave birth to healthy children when forced to become
abstinent (2). In this country, a few relevant studies in the early
1900's pointed to fetal damage from prenatal alcohol exposure. Interest
in alcohol use in pregnancy, however, apparently declined during
prohibition with only sporatic reports in the world litrature for the
next half century (3).

The modern era of investigation into the effects of alcohol and pregnancy
began 11 years ago with the publication in the medical journal Lancet of
two papers reporting a specific cluster of abnormalities observed in the
offspring of some alcoholicwomen (4,5). The authors of these papers
coined the term fetal alcohol syndrome (FAS) to describe this condition.
Over the next 10 years, hundreds of papers appeared on the effect of
alcohol in pregnancy, reporting cases of FAS from all over-the world (3).

Alcohol effects. From these continuing research efforts, it has become
clear that maternal alcohol use during pregnancy can be associated with a
broad range of health compromising outcomes for both mother and child.
For the fetus, FAS Is the most severe of the adverse outcomes; but, FAS
comprises only a small percentage of the alcohol affected cases. Other
consequences of alcohol use have been termed fetal alcohol effects or
alcohol-related birth effects (5). Fetal alcohol effects include, among
other outcomes, congenital anomalies and spontaneous abortions. Some
fetal alcohol effects do not, in the own right, constitute an adverse
outcome but may be independently associated with risk to the mother
fetus. Such effects include amniotic infections during pregnancy, birth-
related complications such as premature separation of the placenta, fetal
distress, precipitous delivery, pre-term delivery, low birth-weight, and
low Apgar risk scores at birth (7). Because these adverse effects are
not unique to alcohol use, they can be ascribed to alcohol only after
careful study in which the contribution to risk of other factors
including smoking, nutrition, other drug use, and maternal illness are
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controlled and accounted for to the maximum extent possible. Animal
studies have been extremely valuable in corroborating findings on fetal
alcohol effects, and they will play a major role in future studies
elucidating the mechanism(s) by which alcohol exerts its teratogenic
effect.

Alcohol use in pregnancy portends risks for maternal health as well as
fetal health. Pregnancy in and _of itself places additional demands on
the woman's physiological system. Some of the demands are for increased
levels of essential nutrients obtained through dietary intake (8). The
developing fetus will utilize vitamins and other nutrients which would
have otherwise been channeled to the woman's tissues. For example, these
processes have been well documented in the case of the mineral calcium
(9). The fetal demand for calcium decreases the level of the mineral
available for the mother's awn tissues. This mechanism has been
purported to induce calcium-phosphorous imbalance which in turn can
underlie problems of poor dentition, muscle spasms, and leg cramps
frequently observed in pregnancy. Limited calcium availability
contributes to early bone demineralization, a precursor to bone disease
in later life (10).

When the further complication of alcohol use is added, a number of
maternal health rinks become apparent. This is because alcohol, on its
own, has profound effects on nutrition. Alcohol is a highly caloric
substance, but alcoholic beverages contain few vitamins, minerals, and
other essential nutrients (11). The net effect of significant alcohol
use is, therefore, a substitution of alcohol for other more nutritious
and balanced food sources. Through this mechanism, alcohol is seen to
contribute to primary malnutrition. Alcohol, however, is also involved
in the development of secondary malnutrition; that is, the undernutrition
which arises because of poor absorption of nutrients from the gastro-
intestinal system, and poor utilization of nutrients. The transport
across the intestine of the vitamins, folate and thiamin, and several
amino acids is impaired by alcohol (12). Alcohol also contributes to the
biodegradation of the active form of vitamin 8-6, pyridoxal phosphate.
Thus, the nutritional demands of pregnancy, coupled to the adverse
effects that significant alcohol use places on nutrition, serve to
compromise both maternal and fetal health. Given such risks to the
mother, it is perhaps not surprising that a prospective study on
pregnancy risk found that women with a history of alcohol abuse were,
independent of smoking, two-fold more likely to require a non-delivery
hospital admission during pregnancy and to teed the services of a
high-risk outpatient prenatal care unit (7).

Fetal Alcohol Syndrome (FAS). FAS is the most tragic outcome of a
pregnancy complicated by very heavy use of alcohol (14). There are three
elements that are necessary for a diagnosis of FAS. These are: growth
retardation with a birth weight below 5 lbs. 5 oz.; central nervous
system abnormalities, including abnormal neonatal behavior and mental
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retardation; and, a cluster of unique facial features (6, 14). The faces
have under-development of the mid-facial area, small bead circumlerence,
small eyes, a sunken nasal bridge, a short up-turned nose with an
elongated and under-developed philtrum (the two ridges that run from the
base of the nose to the top of the upper lip), an elongated and thin
upper lip, and a recessed chin. FAS children frequently have many other
problems that extend beyond the diagnostic criteria. They are likely to
have heart, kidney, and skeletal defects. The skeletal defects include
fusion of cervical vertebra, tapering of the long bones of the fingers
and toes, and joint movement limitations (usually elbows and wrists).
They have frequent ophthalmologic problems including strabismus, abnormal
retinal vasculature, optic nerve atrophy, and severe myopia.

Diagnostic problems, including incomplete expression of FAS at birth and
reluctance to diagnose the syndrome, have contributed to difficulty in
obtaining accurate estimates of the incidence of FAS. Prospective
studies in several different countries including the United States have
generally found the incidence of Fetal Alcohol Syndrome ranging between 1
and 3 infants per 1,000 births for the specific population studied (7,
15, 16, 17, 18). This incidence would translate to over 3,000 FAS babies
born yearly in this country. Estimates of the frequency of FAS
calculated an the basis of occurrence only among women who hove been
identified as problem drinkers or alcohol abusers are naturally higher,
with ranges from 23 to 29 cases per 1,000 births (7 15, 16).

The incidence of fetal alcohol syndrome, at a minimum, is of the same
order of magnitude as Downs Syndrome and spina bifida (19). These three
disorders constitute the leading known causes of birth defects associated
with mental retardation. FAS, though, is unique among the three in
having a known teratogenic origin and in being completely preventable.

As expected, estimates of the frequency of fetal alcohol effects, far
exceed the prevalence of the full FAS. Estimates of prevalence as high
as 50 to 70 percent among women identified as alcohol abusers have been
reported (7). In general, about two-thirds of all developmental defects
have been noted to be of unknown origin (20). In one calculation, it has
been estimated that about 5 percent of all congenital abnormalities may
be attributed to prenatal alcohol exposure, suggesting that alcohol may
account for a significant proportion of previously unexplained anomalies
and that it should be considered a major contributor to abnormal fetal
development (21).

Moderate drinking. While it is undeniable that heavy alcohol use in
pregnancy poses a significant risk to the health of the fetus, one
debatable issue concerns the potential risk posed by moderate alcohol
use. Several studies have reported associations between alcohol
consumption at levels of two drinks per day with pregnancy outcomes such
as decreased birth weight (22), pre-term delivery (23, 24), and increased
spontaneous abortion (25, 26). Other studies have reported an effect
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upon a variety of neurologic and behavioral measures (27, 28, 29). Some
investigators have questioned the validity of these associations (30).
An important part of the controversy concerning the effects of low levele
of alcohol in pregnancy centers around the reliability of drinking his-
tories obtained in these studies. The debate cannot be resolved with a
single &newer at this point since the manner in which drinking infezma-
tion was obtained varies considerably from study to study. Those studies
that are specifically designed to focus on an alcohol issue are usually
more sensitive to the problems sUrrounding the acquisition of drinking
information, and confidence in the drinking data is likely to be higher.
A related issue concerns the day to day variation in the normal drinking
practices of people. These variations can be considerable, and they can
make reduction to a ningle measure tenuous. As a reult, some invest-
gators question whether certain adverse outcomes--for example, increao.wl
spontaneous abortion--truly occur at moderate levels of alcohol consump-
tion (30). Animal studies, so valuable for the study of heavy alcohol
use In pregnancy, have not yet proved useful to study the effects of
moderate alcohol use.

It is of interest that the reproductive years coincide with the years of
heaviest average consumption of alcohol by women, peeking in the late
30's or early 40's and declining thereafter (31). Fortunately, there is
evidence that pregnsncy is often associated with a decrease in the
consumption of both alcohol and nicotine, another drug which adversely
affects the mother and fetus (32, 33). During the peak reproductive age
range of 18 to 34, an extimated 5 percent of American women consume an
average of two or more drinks per day (31). Since the level of alcohol
in the fetus i almost identical to that of the mother, it is reasonable
to conclude that a significant number of unborn children in the United
States are exposed to the equivalent of two drinks a day.

Paternal alcohol abuse and fetal rik. Women who drink heavily tend to
be married to men who drink heavily (34), and the possibility that some
fetal alcohol effects are related to paternal drinking has been examined.
Although heavy long-term alcohol consumption by males can have a variety
of adverse effects on sexual and reproductive functions (35), there is no
convincing evidence to dat_ that such effects are related to fetel
alcohol syndrome (36, 37, 38).

Alcoholism and alcohol *buss treatment and prevention efforte for women
during pregnancy. It Is clear that those women who are alcoholic or who
abuse 04001 in pregnancy place themselves and the offspring they carry
at significant health risk. Pregnancy Is, therefore, an important period
for intervention, referral, and treatment of the elcohol-abusing or
dependant mother. Preliminary evidence indicates that many women can be
motivated to have healthier babies when confronted in a non-threatening
and non-guilt provoking manner and can be succesefully counseled to
abstain from alnohol (39, 40, 41).
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Public education efforts concerning the risks associated with alcohol use
during pregnancy have been actively pursued since the mid 1970's. Broad
coverage In the media has been obtained from public health advisory
warnings issued by the National institute on Alcohol Abuse and Alcoholism
(NIAAA), the Surgeon General of the United States, the American Medical
Association, the March of Dimes, and by several State governments.
Indeed, moat Americans have,been exposed to such public health messages,
and 90 percent of the respondents in a recent survey knew that drinking
during pregnancy might be harmful (42). However, fully three-fourths of
these respondents who thought abstinence is unnecessary also believed
that an average of more than three drinks per day was safe--a belief that
Is not conclusively established by available scientific evidence. These
findings suggest that current puiqic education and prevention programs
tory not be fully adequate in permeating the public consciousness, and
indicate the need for ongoing efforts such as the NIAAA's current FAS
education program directed at physicians and other health care profes-
sionals.

Although knowledge of potential adverse effects of alcohol and pregnancy
outcome has changed, and public attitudes have shifted over the past 10
years, only recently has there been evidence that the drinking behavior
of pregnant women is changing. In a resent survey comparing drinking
patterns during pregnancy in Seattle over a 6-year period, the proportion
of women drinking during pregnancy was found to have decreased, although
the proportion of women drinking at least an ounce of absolute alcohol
(two drinks) per day was relatively constant (43). Because precisely
this limited proportion of the population incurs the highest adverse
health risk for themselves and for the fetuses they carry, these findings
again indicate cause for concern.

Eimmumtary and Commdiusion

Successful prevention strategies for alcohol-related birth defects,
including PAS, remain elusive. More information is needed about alcohol
abuse and dependence in young women so that approaches focused on
prevention can be developed. Professional education of physicians,
nurses, and other health care providers provides promise of a rational
cost-effective approach to prevention of alcohol-related birth defects.
Of the many specific questions requiring further research, understanding
the mechanism of alcohol's teratogenicity and the variables affecting it,
xncluding the timing and amount of alcohol intake during pregnancy, will
be crucial to the development of more specific prevention, intervention,
and treatment programs. The most frequently asked question at this time
has to do with the safety of "moderate" drinking levels during pregnancy.
Since there likely are many variables, including genetic ones, which may
influence the impact of alcohol on the fetus, a definitive answer to this
question is undoubtedly several years away, eA'in recommendations concerning
use of small amounts of alcohol during pregnancy in the next few years
will have to continue to be based on incomplete knowledge.
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Introduction
Cancer remains a mztter for serious concern am ng American w en, but
there is encouraging progress in some areas:

Almost three-quarters of American women who develop
breast cancer--the most common cause of cancer death
among women--now live for at least 5 years after
diagnosis (1).

More than one-half of women who develop colon cancer
now live for at least 5 years aftei. diagnosis (2).

Eighty-five percent of women who develop endometrial
cancer now live for at least 5 years after diagnosis
(2)-

The incidence of cancer of the uLerine cervix is
continuing to decline among White women (2)

The incidence of cancer of the ovary is leveling off.

The serious news is about lung cancer, now overtaking breast cancer as
the most common cause of cancer death among American women. The death
rate per 100,000 women who develop lung cancer is 21.1 for women
diagnosed during the years 1978-81, compared with 26.4 for breast
cancer. The rising lung cancer death rate is due to increased incidence
and lack of effective therapy. This is discussed further in other
sections of this report (2).

Another particularly serious aspect of cancer among women is the
discrepancy in survival rates between White and Black women in this
country. For most cancer sites, survival rates for Black women are lower
than for White women. These differences are being studied intensively by
the National Cancer Institute (NCI) to see if Blacks and Whites have
biologically different forms of cancer, or if the differences result from
variations in access to medical care (2).

Breast Cancer. It is clear from Table 1 that breast cancer is still
the most frequent cause of cancer for women. But there are significant
improvements being made in the diagnosis and treatment of breaat cancer--
and in breast reconstruction--that are extending survival and improving
quality of life for women with this disease.
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Table 1.

Incidence (per 100,000) of the major cancers in women
1978 to 1981.

S _e All races White anly Black only

Breast 0

Colorectal . .

Colon .

Rectum .

. * . .

V 9 0 .

0 * .

9 0 . .

84.4
43.8
(32.0)
(11.8)

85.6
43.6

(31.7)
(11.9)

71.9
45.6
(36.6)
( 9.0)

Lung . . * . . . 28.1 28.2 30.5
Uterine corpus
(endometrium) . 24.2 25.1 13.4

Ovary . . . . 13.1 13.6 9.5
Uterine cervix . . . . 10.0 8.8 20.2

Source: National Cancer Institute Surveillance, Epidemio-
logy, and End Results (SEER) program.

Table 2.

Five-year relative survival rates1
for the major cancers in women

1976 to 1981

Site _All -aces WhIte on Black only

Breast 74 75 63
Colon +. 53 53 49
Rectum 50 50 41
Lung 15 15 16
Uterine corpus

(endometrium ) . . 85 86 55
Ovary . 38 37 40
Uterine cervix . 67 67 63

Source: Data based on Na
lance, Epidemiology, and End Results (SEER) program,
1976-1981.

-na__ Cancer Institute Surveil-

The 5-year relative survival r te is the probability of
escaping death from cancer for 5 years after diagnosis.
Except for cancers of the breast, prostate, and kidney,
the 5-year relative survival rate is an indicator of
curability.
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In diagnosis, for example, a hormone receptor assay is used to tell if a
cancer depends on hormones like estrogen or progesterone for its growth.
If it does, hormone therapy may be used to improve the outlook for
survival. The presence or absence of hormone receptors may also help to
identify high-risk subsets of patients who would require special therapy;
this is being studied (3).

The drugs used for chemotherapy of breast cancer have been tested in
various combinations and doses so that physicians treating breast cancer
now have a bank of anticancer drugs to use for maximum effectiveness and
minimum toxicity. The use of monoclonal antibodies is also being studied
for future diagnosis and treatment of breast cancer (4).

Surgery for breast cancer Is also changing. The once common Halsted
radical mastectomy is no longer considered the treatment of choice.
Other options--among them, less radical surgery Coupled with radiation
therapy--are now being tested for their effectiveness in patients having
early-stage breast cancer. Chemotherapy given pr:toperatively is ilso
being studied for its effectiveness against advanced-stage breast cancer
(5).

Increasing numbers of women are having breast recons :uction performed by
plastic surgeons during or after breast surgery. Although this is a
fairly expensive procedure, most medical insurance companies now cover
all or part of the costs.

Overall three-quarters of women diagnosed with breast cancer today can
expect to live 5 years or more. The outlook is even better for some
groups of women with early-stage breast cancers (1).

Finally, there is some evidence that populations who eat low-fat die s
have a lower incidence of breast cancer. Scientists are examining this
link to see if some breast cancers and breast cancer recurrences might,
therefore, be preventable (6).

Cancer of the Uterine Cervix (Cervical Cancer). Incidence of cancer of
the uterine cervix has declined markedly over the past decade and stands
now at 8.8 cases per 100,000 among White women and 20.2 among Black
women. The 5-year relative survival rates are now 67 for White women and
63 for Black women (2).

Carcinoma An situ (CIS), or noninvasive cancer of the cervix, occurs most
often among women aged 24 to 34 and is about 95 percent curable. Its
incidence has been rising since the Pap smear came into wide use. The
incidence of invasive cervical cancer, which occurs most often among
women over age 50, has been declining. (Both the incidence and death
rates for invasive cervical cancer dropped by more than 50 percent from
1950 to 1970.) Thus, early detection--by regular physical examination
anti Pap smears--and treatment appear to be markedly effective against
this cancer (6).
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The major risk factors for both types of cervical cancer are the same:
multiple sex partners and early age at first intercourse. Cervical
cancer may also be associated with venereal disease, chiefly genital
herpes virus, and papillomavirus. But researchers think that cervical
cancer is caused by a number of factors, not just one. The National
Cancer Institute (NCI) is conducting a large-scale study of American
women to see if the causes of this disease can be delineated more exactly
(6).

Treatment for cervical cancer depends on the stage of disease and on the
general condition of the patient. In its early stages, cervical cancer
is usually treated with surgery or radiation or both. Later stages of
the disease may be treated with radiotherapy alone or chemotherapy alone
(6).

Finally, studies are under way testing chemopreventive agents against the
development of cervical cancer. Some studies have suggested that diets
high in vitamin A and carotene may protect against this cancer; other
studies have suggested that diets high in vitamin C and folicin, one of
the B complex vitamins, may decrease risk (6).

Cancer of the uterine corpus (endi_etrium). Cancer of the uterine
corpus, or endometrium, occurs more often in White women than in Blacks,
but its incidence in both races has been dropping over the past decade.
Incidence increased in the early 1970's as a result of the use of post-
menopausal estrogens. As use of these estrogens slowed, the incidence of
endometrial cancer has decreased. The chief risk factors now appear to
be obestity, diabetes, infertility, and late menopause. The use of oral
contraceptives, on the other hand, appears to lower the risk for
endometrial cancer (2).

Treatment for endometrial cancer depends on the patient's general hea th
and on the stage of disease. In its early stages, endometrial cancer is
usually treated with surgery, radiotherapy, or both. Hormone therapy is
often recommended for later stages of the disease.

The 5-year relative survival rate for White women has been rising over
the past several decades. Now, 86 percent can be expected to live for at
least 5 years after diagnosis. The survival rate for Black women Is much
lower, but why this is so is not clear. One explanation may be that
Black women are diagnosed only when the disease has progressed to a later
stage. There also is speculation that the endometrial cancer among Black
women is a more aggressive form of the disease (2).

Cancer of the ovary. Overall, 36 percent of women who develop cancer
of the ovary can expect to live 5 years after diagnosis; the survival
rate is slightly higher for Black women (40 percent) than for White women
(37 percent). This cancer occurs at a rate of 13.6 cases per 100,000
population among White women and 9.5 among Black women. The incidence of
this cancer has begun to decline over the past decade (2).
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Childbearing and the use of birth control pills--which crea e a hormonal
climate like that found during pregnancyboth appear to confer pro-
tection against ovarian cancer.

Surgery to remove one or both ovaries, the fallopian tubes, and the
uterus is the primary treatment. Postoperative radiotherapy or chemo-
therapy may also be given. New blood tests using monoclonal antibodies
may improve chances of early diagnosis, and tmproved methods of staging--
tO determine extent of disease--are helping physicians to identify groups
of patients who will be helped by additional treatment after surgery.
New drugs and new ways to adminster them are also being studied.

Colorectal cancers. Cancers of the colon and rectum, taken together,
are a major cause of cancer among both men and women. Women develop both
of these cancers slightly less often than men. Among women, colon cancer
occurs more often among Black women than among White women, and cancer of
the rectum occurs slightly less often among Black women. The 5-year
relative survivsl rates for men and women of both races have improved
over the past few decades and are now around 50 percent.

Surgery to remove the cancer and some surrounding tissue is still the
mainstay of treatment. Some studies suggesting that pre-or post-
operative radiotherapy may improve the cure rate are now being
evaluated. The use of adjuvant chemotherapy and radiation is also being
studied (7).

Summary and Conclusions
Again, there is increasing evidence that diet may play an important part
in the development of colorectal cancers. The NCI now recommends that
Americans eat more dietary fiberfound in fruits and vegetables such as
peas and beans, and whole-grain breads and cereals. Its recommendations
are based on the observation that populations that consume large amounts
of dietary fiber appear to have less colorectal cancer. There are also
some laboratory studies to support these observations. NCI-supported
studies are also in progress to investigate the protective effects of a
number of other dietary agents, also.

Significant progress in conquering cancer, is being made both through
early diagnosis and treatment, and, most importantly, through prevention.
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Heart Disease in Women

Introduction
Nature and nurture have provided certain health advantages to women asreflected in a late onset of atherosclerotic and hypertensive cardio
vascular diseases. Nevertheless, the toll of these major cardiovascular
diseases is alarming. Data from the Health Interview Survey, National
Center for Health Statistics (NCHS), estimated that in 1981, 38 million
American women had diseases of the circulatory system. Ten million women
had heart disease including coronary heart disease or heart disease of
hypertensive, rheumatic, congenital, or unspecified origin. Over 14
million women had hypertensive disease without heart diseaae.

Hypertensive cardiovascular disease can result it serious other
complications such as stroke and congestive heart failure. During 1980,
100,000 women died from stroke (1). The remaining 14,000,000 women,according to unpublished estimates of the NCHS, had diseases of the
circulatory system such as cerebrovascular disease and disorders of the
peripheral circulation. Unpublished estimates of the NCHS also indicate
that the total annual health expenditure in 1980 for heart disease inwomen alone was approximately $7.6 billion, or more than twice the size
of the entire NIH budget.

Coronary heart disease. Coronary heart disease (CHD) Including itsmanifestations of angina pectoris, myocardial infarction, and suddendeath was found to have an annual incidence rate of 31 per 10,000 among
women ages 45 to 54, increasing threefold to 95 per 10,000 at ages 55-64
and further increasing to 145 per 10,000 per year at ages 65-74 in theFramingham Heart Study (2). According to unpublished estimates of theNCHS, approximately 2.5 million American women have coronary heartdisease and in 1980, a total of 255,000 women died of this disease (3).
In addition, according to unpublished estimates of the National Heart,Lung, and Blood Institute, approximately 250,000 first heart attacks
occur each year among women. Only 30 percent of women survive an initial
heart attack over a 10year period, whereas 50 percent of men survive an
initial attack. In addition, 40 percent of women will develop a second
attack within 9 years of the initial heart attack compared to only 10
percent in men (4, 5).

The oajor risk factors found to be related to coronary heart disease arehigh blood pressure, elevated plasma cholesterol, and cigarette smoking.Diabetes mellitus, oral contraceptives, and obesity are additional other
important contributors to risk.
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Migh blood pressure, manifesting as either elevated systolic or
diastolic pressure, has been established as a major risk factor for
coronary heart disease in women. National health and nutrition surveys
during 1976-1980 found that 20 percent of adult white women and 40
percent of adult black women over the age of 18 were hypertensive.
Hypertension was defined, for this purpose, as systolic blool pressure of
at least 160 mm Hg or a diastolic measurement of at least 95 mm Hg or
current use of antihypertensive medication (1). Women between the ages
of 45 and 74 with elevations of systolic or diastolic blood pressure have
about twice the risk of developing clinical coronary heart disease as do
women at normal ranges of blood pressure (6).

Elevated plasma cholesterol has been established to increase the risk
of coronary heart disease in women. Prior to the age of 45, the total
cholesterol level in American women averages below 220 mg/dl. Between
the ages of 45 and 55, the average cholesterol level of women rises
steeply to levels of 240 to 260 mg/di. NCHS unpublished estimates
indicate that women with a cholesterol level over 265 mg/dl have more
than twice the risk of developing coronary heart disease as compared with
women whose cholesterol level Is below 205 mg/dl. According to other
unpublished estimates from the NCHS, over 23 percent of adult women in
the United States have cholesterol levels over 260 mg/d1. It appears
that an elevation of the low density lipoprotein cholesterol fraction may
also be associated with CHI) in women. High density lipoprotein is
inversely related to the risk of heart disease and recent evidence
indicates that the ratio of this fraction to total cholesterol may be a
better predictor of the risk of heart disease than total cholesterol
alone.

Cigarette smoking also increases the risk of cornoary heart disease
among women. Women cigarette smokers have from 2-6 times the risk of
heart attack as nonsmoking women (7, 8). Over 25 million adult women in
the United Staters smoke cigarettes and the rate of decline over the past
15 years has averaged only 5 percent (9). The number of teenage girls
who smoke has increated, especially among 17 to 18 year old girls. Some
studies show cigarette smoking as the most powerful discriminator between
women with nonfatal cases of heart attack and women free of heart
disease. This is an area of particular concern because of its health
implications.

Diabetes mellitus is an impel' ant contributor to coronary heart disease
in women. The risk of death is doubled in diabetic women (10). Many
also have higher levels of blood pressure and of blood cholesterol than
nondiabetic women (11).

Oral contraceptives contribute to the 1.4ak of coronary heart disease.
Women who use oral contraceptives have a risk of heart attack 4.5 times
greater than women who do not use these preparations. However, women who
smoke cigarettes and use oral contraceptives are 39 times more likely to
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have a heart attack (7). The effect of exogenous estrogen use on
coronary heart disease in postmenopausal women remains controversial at
this time.

Obesity, through its contribution to elevation of plasma cholesterol,
elevation of blood pressure, and predisposition to diabetes, is also a
risk factor for coronary heart disase in women. Some data are emerging
from the long-term followup of women in the Framingham population that
suggest that obesity has an independent role as a predictor of coronakj
heart disease, death from coronary heart disease, and congestive heart
failure (12).

Menopause. While not usually considered a risk factor, findings from
the Framingham Heart Study indicate that women tend to lose their
relative immunity to cardiovascular disease during menopause. Women who
have had early natural or surgically induced menopause have twice the
risk of developing subsequent coronary heart disease as do women of the
same age who have not entered menopause. The increase in cardiovascular
disease incidence at menopause is not explained by the changes recorded
in any of the us3a1 risk factors, singly or in combination (13).

Special findings. Among women free of coronary heart disease ia the
Framingham Study, the 20-year incidence of uncomplicated angina pectoris
(not contignous with or following a heart attack) rises with age. Unlike
heart attack, the incidence of uncomplicated angina is higher in women
than in men after the age of 64 (4). Angina is the most common
presenting complaint of coronary heart disease in women with 65 percent
of the initial cases exhibiting these symptoms alone. Women who present
with angina have three times the risk of a subsequent heart attack
compared _to those free of angina (14). Survival in younger women (under
60 years) with uncomplicated angina is better than in older women.
Within 8 years, 40 percent of older women die after the onset of symptoms
(15).

An interesting finding was reported from the Coronary Artery Surgery
Study Registry where 6,065 women underwent angiography. At the time of
catheterization, 85 percent reported angina pectoris as the predominant
symptom. However, of the total women undergoing catheterization, 55
percent had no significant (less than 70 percent narrowing of an artery)
arterlographic evidence of coronary heart disease compared to only 12
percent of the men In the study (16). The significance of this finding
remains unclear. The Coronary Artery Surgery Study also reported that
women have a significantly higher operative mortality following coronary
artery bypass graft surgery than men (4.5 vs. 1.8 percent, respectively)
(17). This may be due to small coronary arteries, which might lead to
technical surgical difficulties, Incomplete revascularization, early
graft closure, or other factors.
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Another recent form of therapy for coronary heart disease is percutaneeus
transluminal coronary angioplasty (PTCA). With this technique, coronary
artery dilation is achieved nonsurgically by passing a special catheter
into a narrowed section of a coronary artery, then applying controlled
inflation and deflation of a tiny balloon against the atherosclerotic
plaque. Data from the NHLBI PTCA Registry showed that women were Zound
to have a risk of inhospital mortality of 1.8 percent (18). This was
significantly higher than the mortality rate (0.7 percent) for men. In
addition, women had a lower angiographic and clinical success rate, as
well as a higher incidence of complications. Although data demonstrate
that women have less favorable results in the acute setting after PTCA,
the longterm results in women show improved survival and symptomatic
improvement.

Summary mad Conclusions
Reduction of coronary heart disease risk factors can be achieved but
requires determination, persistence, and longterm changes in behavior
patterns. There have been few clinical trials with sufficient numbers of
-omen as participants to establish the association of risk factor
reduction with a subsequent incidence of arteriosclerotic and
hypertensive disease. Death rates for coronary heart disease in women
have declined at least 30 percent over the past 20 years and the decline
is much steeper since 1972 (19). Awareness of the major risk factors and
their prevention and control is important in reducing coronary heart
disease in women.

The American woman is at risk of developing coronary heart disease, which
Increases substantially with age, particularly if she smokes, has
uncontrolled hypertension, and high blood cholesterol. Because coronary
heart di,s6ease ii the leading cause of death in women, with a significant
impact cn the Nation's medical bill, it is an especially important area
for continued and expanded research emphasis. Future research should
focus on specific etiologic factors, disease progression, and clinical
manifestations it women and provide improved measures for diagnosis,
therapy, and prevention.
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Immunizations of Spe ial Importance to Women

Introduction
Immunization policies have been directed generally at the vaccination of
all infants, children, and adolescents. While immunization is a routine
measure in pediatric practice it is not usually considered as routine by
physicians who treat women.

The widespread and successful implementation of childhood immunization
programs has markedly reduced the occurrence of many of the vaccine-
preventable diseases. However, such childhood immunization campaigns
alone will not necessarily eliminate specific disease problems. A
substantial proportion of the remaining morbidity and mortality from
vaccine-preventable diseases now occurs in older adolescents and adults.
Women who escaped natural infection or appropriate immunization with
vaccines and toxoids against childhood diseases may be at risk for these
diseases and their complications.

Immunization programs are of importance to women throughout their lives.
All children require routine immunization against common childhood
diseases. During the reproductive years, immunization against rubella
should be emphasized in order to prevent the serious consequences of
congenital rubella syndrome in offspring. Women who comprise the
majority (60 percent) of the population 65 years of age and older are at
special risk for such vaccine-preventable diseases, as influenza and
pneumococcal pneumonia. In addition, in their role as mothers, women
have a special interest and responsibility for ensuring that their
children are adequately protected.

Finally, there are special situations in which particular women or their
offspring are at increased risk of illness and should be immunized.
Women in certain occupations (i.e., hospital and laboratory workers), or
environments (i.e., in travel status or in residence outside the United
States), or those having special kinds of health problems (i.e., chronic
carriers of hepatitis B surface antigen) may be at increased risk of
exposure to conditions which can be prevented by immunization.

General considerations and recommendations regarding immunization for all
children and adults in the United States are found in the statements of
the Immunization Practices Advisory Committee and the American College of
Physicians (1-3). This paper will discuss those immunizations of special
importance to women.
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Rubella (German Measles). Preventing fetal infection and the consequent
congenital rubella syndrome (CRS) are the objectives of rubella immuni-
zation. Infection occurring during the first trimester of pregnancy can
lead to congenital rubella infection by the virus in up to 80 percent of
fetuses. In addition, fetal wastage because of spontaneous miscarriage
or therapeutic abortion following maternal disease or exposure to rubella
during the first trimester remains a frequent occurrence.

The number of reported cases of rubella has decreased steadily from over
56,000 in 1969, the year rubella vaccine was licensed, to 970 in 1983
(4). In 1983 only 9.0 percent of the 3,137 counties in the United States
reported cases of rubella. Because of a failure to vaccinate adolescents
and young adults effectively, until recently, decreases in reported
incidence rates of rubella had been observed primarily in children.
Recent efforts to increase vaccine delivery to older persons have led to
a current decline in the incidence rate in this age group. However, an
estimated 10-15 percent of young women remain susceptible to rubella, and
outbreaks continue to be reported in universities, colleges, and certain
places of employment--notably hospitals (2).

Vaccination of young children has prevented widespread epidemics of
rubella as well as epidemics of CRS and eventually this will lead to the
elimination of CRS as vaccinated cohorts enter the childbearing age.
However, increased efforts to ensure that all women of childbearing age
are vaccinated can hasten the elimination of rubella and CRS in the
United States.

A single subcutaneously administered dose of live, a tenuated rubella
vaccine provides long-term, (probably lifetime) immunity in approximately
95 percent of vaccinees (2). Rubella vaccine is recommended for adults--
particularly womenunless proof of immunity is available (documented
rubella vaccination on or after the first birthday or a positive sero-
logic test), or unless the vaccine is specifically contraindicated. In
particular, susceptible nonpregnant women of child bearing age should
receive rubella vaccination (a) during routine outpatient care in
Internal medicine and gynecological clinics; (b) during routine visits to
family planning clinics; (c) following premarital screening; (d) prior to
discharge from a hospital for any reason; and (e) after childbirth or
abortion. Ideally, every opportunity should be taken to vaccinate
susceptible women whenever they have contact with the health care
system. In addition, evidence of immunity to rubella should be required
for all individuals attending colleges and universities, and in work
places and other places where women of childbearing age congregate. All
hospital personnel (male and female) vho might be at risk of exposure to
patients infected with rubella or who might have contact with pregnant
patients should be immunized against rubella.

Diptheria and tetanus. Diphtheria and tetanus have decreased dramati-
cally in the United States as a result of the widespread use of specific
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toxoida; however, the majority of the canes of these diseases reported in
the last 5 yearo have occurred in adults. Of special concern to pregnant
women is the prevention of neonatal tetanus which occurs following
contamination of the umbilical stump at or following delivery usually as
a result of an unattended delivery or one attended by untrained
personnel. Immune pregnant women confer temporary protection against
tetanus to their infants through transplacental passage of antibody. The
results of serologic surveys done since 1977 have indicated that 11
percent of women 18 to 39 years of age and 49 percent to 66 percent of
those 60 years of age and older lack protective levels of circulating
tetanus antitoxin (2).

All women ohould have a complete primary series of tetanus and diphtheria
toxoide, and those who have completed such a series should receive a
booster dose every 10 years. The combined toxoids for adult use, called
Td, should be used to enhance protection against both diseases.

Pregnant women not immunized previously against tetanus and diphtheria
should receive two doges of Td properly spaced during pregnancy. Those
who have received one or two doses of tetanus or diphtheria tozoid
previously should complete the primary series during pregnancy, and those
who have completed a primary series should receive a booster dose of Td
if 10 .or more years have lapsed since the last dose. A reasonable
precaution to minimize any theoretical concern about possible terato-
genicity would be waiting until the second trimester before giving a dose
-f Td.

Influence. Influenza A and B viruses cause perf-z, widespread out
breaks of febrile respiratory Illness which under certain circumstances,
may be complicated by pneumonia and death. Outbreeks cause significant
short-term morbidity and are associated with deaths in excess of the
number normally expected. It is estimated that from 1968 to 1983, more
than 200,000 excess deaths occurred in association with influenza
epidemics. Most influenza-related deaths occur In persons 65 years of
age or older, or in chronically ill perdone who are At increased risk of
influenza-related complications. Such persons are considered to be
medically et "high risk" during epidemics. In one recent study, for
example, hospitalisation rates for adults with "high risk" medical
conditions Increased during major epidemics by about twofold to fivefold
in different age groups, reaching a maximum rote of about 800 excess
hospitalizations per 100,000 high-risk persons (5).

Excess deaths from 1968 to 1983 were attributable mainly to influenza A
viruees, although influenza B virus epidemics were occasionally
implicated as in 1979 to 1980. Because the prevalent influenza viruses
may vary annually and because antigenic drifts in specific influenza
viruses occur frequently, particularly in influenza A viruses, the
formulation of influenza vaccine may be changed from year to year.
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Because of the increasing number of elderly women in the U.S. population,
and because age and its associated chronic diseases are risk factors for
severe influenza illness, the future toll from influenza in women may
increase, unless control measures are used more vigorously than in the
past. Influenza vaccine is 70 to 90 percent effective in preventing
illness in healthy adults less than 65 years old. In recent years, in
older persons, particularly in those who reside in nursing homes,
efficacy has been on the order of 40 to 60 percent when vaccine strains
have been closely related to prevalent strains (6). In spite of theeffectiveness of influenza vaccine only an estimated 20 petcent of
persons in high risk groups are vaccinated in a given year.

Annual immunization with a single dose of the current formulated
Influenza vaccine is recommended for women who are at increased risk of
adverse consequences of influenza infections. Individuals at high risk
include all women over 65 years of age and women of any age with chronic
pulmonary disorders, renal disease, anemia, heart disease that may alter
circulatory dynamics, diabetes or other metabolic diseases or conditionsthat compromise the immune defense mechanisms. Residents of nursinghomes and other chronic care facilities are also at high risk. Investi-gations of influenza outbreaks in nursing homes have demonstrated thatattack rates maybe as high as 60 percent, with case-fatality ratios ashigh as 30 percent or more (6). Chronic diseases and other debilitatingconditions are common among nursing home residents, and spread ofinfection can often be explosive in such relatively crowded and closedenvironments.

Vaccination is also recommended for medical-care personnel (especiallythose who have contact with high risk patients) in order to reduce the
spread of influenza to patients in hospitals and other settings.

Pneumococcal disease. Pneumococcal infection is responsible for asubstantial number of cases of disease and of deaths in the United Stateseach year. While pneumococcal pneumonia occurs in all age groups, inadults, its incidence increases gradually among those over 40 years ofage, with a twofold increase in incidence among those over 60 (2).Mortality from pneumococcal disease is highest in patients who havebacteremia or meningitis, in 'patients with other underlying medicalconditions, and in older persons.

Patients having certain chronic conditi ns are clearly at increased riskof developing pneumococcal infection as well as experiencing more severeillness when infected. These conditions include sickle cell anemia,multiple myeloma, cirrhosis, renal failure, and splenic dysfunction.Those who have had a splenectomy or an organ transplant are also atincreased risk. Other persons who may be at increased risk of developingpneumococcal infection or having more severe illness are alcoholics ordiabetics, and those with congestive heart failure, chronic pulmonarydisease, or conditions associated with being immunocompromised.
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Pneumococcal vaccine contains the 23 serologic types that are responsible
for 87 percent of the bacteremic pneumococcal disease in the United
States reported to CDC in 1983. Vaccine efficacy is 70 percept for
persons over 55 years of age and 77 percent for other patients at
moderately increased risk of pneumococcal infection (7). Immunization is
recommended for women who are at increased risk of pneumococcal disease
and its complications because of underlying health conditions, and for
thwe aged 65 and older, who are otherwise healthy. Providers of health
care to women should consider every contact with patients (i.e., office
visits, routine nursing home visits, hospitalizations) as an opportunity
to offer pneumococcal immunization.

Hepatitis B. The estimated lifetime risk ot hepatitis B virus (HBV)
infection in the United States is approximately 5 percent for the
population as a whole but may approach 100 percent for the highest risk
groups (2). Annually an estimated 100,000 symptomatic cases of hapatitis
B disease occur leading to approximately 16,000 hospitalizations and
190 fulminant cases of whom three-fourths die (2).

In 1983, 88 percent of the reported hepatitis B cases in which age is
known occurred in persons 20 years of age or older (2). Between six and
10 percent of adults with HBV infection become carriers of the virus. In
the United States there is a pool of 400,000 to 800,000 carriers cf the
virus. Chronic active hepatitis occurs in 25 percent of these carriers.
Approximately 4 000 persons die of hepatitis B virus-related cirrhosis
and 800 of bepa itis B virus-related liver cancer annually in the United
States (2).

Immunization is recommended for women at increased risk of occupational,
social, family, environmental, or illess-related exposure to hepatitis B
virus. These include workers in health-related occupations who have
frequent exposure to blood, users of illicit Injectable drugs; household
and sexual contacts of HBV carriers, residents and staff of institutions
for the mentally retarded, hemodialysis patients; and patients who are
recipients of factor VIII or IX concentrates. Inmates of certain selected
long-term correctional facilities also should be immunized. Use of
vaccine should also be considered for a traveler likely to have contact
with blood and/or secretions from sexual contact with, members of local
populations in areas having a high incidence of endemic disease.

Of special concern to women who are chronic carriers of hepatitis B
surface antigen is the possibility of transmitting the virus to their
infants. If the mother is positive for both hepatitis B surface antigen
and hepatitis "e" antigen, about 80-90 percent of infants will become
infected, and up to 90 percent of such infected infants will become
chronic carriers (8). The carrier state can be completely asymptomatic,
but can lead to chronic liver disease in almost one third of carriers.
Cirrhosis and primary hepatocellular carcinoma are closely associated
with chronic hepatitis B infection.
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Pregnant women who belong to a group knourn tobe at tag- 1-1 risk_ of hepati
tis B infection should be tested routinely forhepstitis Saurace antigen
during prenatal visits. These include women (a) of Asis=, Pacfic Island,
or Alaskan Eskimo descent; (b) born in Haiti or Sub-5arbarao _Africa; (c)
women having a history of acute or chronic liver diseaso-is, (d) 'working or
being treated in a hemodialysis unit; (e) working or 11=1 resi.ence in aninstitution for the mentally retarded; (f) rejected aa -blood -.donors; (g)receiving blood transfusions on repeated oedcosions; (bD havig frequent
occupational exposure to blood in medical or dental Set -tings; (i) having
household contact with a hepatitis B carrier orhemod161__ysis pm-orient; (j)
having multiple episodes of venereal disease ; and (k) using pa..-ercutaneousillicit drugs.

Infants born to mothers who are chronic heat1tis 13 gierrier should be
treated with hepatitis B immune globulin as soon after liMirth s possible(preferably within 12 hours) and begin a course of roiraounization with
hepatitis B vaccine within 7 days of birth. Ibis regifon has been shown
to be over 90 percent effective in preventikg developmer=it of he hepati
tis B carrier state.

Summary and Conclusions
Public Health authorities and physicians nustbe cogol_ =ant t=;f specificrequirements for immunizaton of women of all ages and specimr. 1 programs
may have to be designed. Prevention of the toiectious d.sease discussedabove should be an objective for the Nation.
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Nutritional I

Introduction
The health of the individual and the population in genLieral is determined
by a variety of biologic (genetic), hhavioral, mociocultural, and
environmental factors. Nutrition is om environmenta factor of great
Importance in determining an individusrs level of health and well-
being. A person's requirements of nutrients are influnced by genetics,
lifestyle, the nature of diet and the homeostatic detoswids under changing
physiological conditions expressed as growth, reproduc-=lon, and response
to streas, injury or disease.

Major issues related to nutrition and woun are: nu-=ri ion, exercise,
and physical fitness; maternal nutritiontturing pregna=Lcy and lactation;
adolescent nutrition; nutrition of adults; nutrition of the elderly;
obesity and its association with diabetes, hypertenson, and coronary
artery disease; diabetes mellitus; hyperhnsion; corona=y artery disease;
cancer of the breast and endometrium; osteoporosis; the eating disorders,
anorexia nervosa and bulimia; and iron-deftdency anemia_ .

This paper is limited to a discussion of maternal nutrition during
pregnancy and lactation and to the subject of obesity which is a major
health problem in the U.S. The reader ie directed tc=4 other papers in
this volume for additional information ot those topics =In which nutrition
also plays a significant role.

Maternal nutrition during pregnancy and lactation. It is axiomatic
that nature (genes) will not thrive (uture and rcemproduce) without
nurture (diet). Most of the interest _on the role of rmtutritional status
of pregnant women has focused on its effeas on fetal g=owth as a measure
of fetal nutrition and as a predictor of gegnancy outcommne.

The nutritional status of the mother priorto and durini her pregnancy is
but one of the many important factors tht influence =tete' growth and,
thus, birthweight. Genetic factors, infections, placenal abnormalities,
toxins, the working environment, materma obesity, dabetes, toxemia,
hypertension, various diseases and codaions, alccwinol intake, ard
smoking in pregnancy are known to influeuebirthweight and, thus, fetal
outcome. Also, any Interference with the delivery of nutrients of the
fetua or the inability of the fetus to aspt to phyaological changes
that occur during pregnancy due to conydtal defects= and chromosomal
abnormalities result in fetal malnutritiom

The culmination of fetal growth and the beenni_g of th-ie postnatal phase
are represented by birthweight. The classic study pa=titioning birth-



weight variance into its components is that of Penrose (1). He concluded
that about 38 percent of the variation between different individual
birthweights among surviving infants can be attributed to heredity. Of
this, 16 percent was attributed to fetal hereditary factors other than
sex, 2 percent to fetal sex, and 20 percent to the maternal hereditary
constitution. The remaining 62 percent, constituting the greater part of
the variance, was attributable to environmental causes, of which 18
percent was derived from the mother's general health and nutrition, 6
percent from her health during each particular pregnancy, 7 percent from
her parity, 1 percent from her age, and the remaining 30 percent was
attributable to unknown intrauterine influences. Thus, the contribution
of the fetus' own genes in determining its size when it is born is small,
and the contribution of maternal factors--both environmental and
genetic--is overwhelming.

A large volume of literature exists on malnutrition and brain development
and on the relationship of chronic malnutrition it children to cognitive
behavior and socialization. A complete bibliography of studies dealing
with maternal nutrition and fetal growth is beyond the scope of thispaper. A number of books including textbooks of nutrition and pediatrics
and symposia have summarized literature and have emphasized the
importance of "good" maternal nutrition for normal fetal growth.

Nutrition before and during pregnancy, and possibly the nutritionalstatus of the mother during her growing years, may influence fetalgrowth. It is generally assumed that a nutritionally excellent diet
consumed by the mother during pregnancy is good for the fetus, while apoor diet interfers with fetal growth. Nutritional deficits amongpregnant women in developing societies have been related to the greaterfrequencies of low birthweight infants, whereas food supplementation
prior to and during pregnancy increased birthweight.

The ideal diet for the pregnant woman is undefined because ethical
considerations preclude the necessary experiments. Thus, estimation of
nutritional requirements are based on data obtained from studies ofchanges in body composition and metabolism; clinical observations
measuring changes in total body weight, body water, body density, oxygen
consumption, and protein, fat, and minerals (such as calcium, sodium, and
potassium) during pregnancy, as well as the assessment of newborn size,
body composition, and balance.

Two recent publications by the National Research Council, LaboratoryIndices of Nutritional Status in Pregnancy" and "Maternal and Child--Health Research," as well as the 9th Edition of "Recommended DietaryAllowances (1980)" provide up-to-date information on the nutritional
7,needs of pregnant women (2,3,4).

in the United States, the nutrient standards have long been the
39Recommended Dietary Allowances (RDA). Although these have evolved over
lathe years and have been modified frequently, the basic philosophy has
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remained the same. It is understood that individuals of similar age,
sex, and activity level may have different nutrient needs. Both genetic
and environmental factors are presumably involved. The needs of an
individual, however, are rarely known. Thus, if an adequate intake of a
nutrient is to be assured for all or most individuals, the nutrient
standard must be established at the upper end of the range of requirements
of the group. The 9th Edition of the National Research Council's RDA
(1980) (4) recommends an additional energy intake of 300 calories per day
during pregnancy. In addition to increased energy intake of an extra 300
calories/day during pregnancy, the RDA for protein, fat-soluble vitamins
(vitamins A, D, and E), water-soluble vitamins (C, thiamine, riboflavin,
niacin, B6, folacin, and B12), and the minerals (calcium, phosphorus,
magnesium, zinc, iodine, and iron) are also increased.

The effects of "famine- during the winter of 1944-45 in Holland adver ely
affected birthweights of babies born during that period. Stein, et al,
(5) carried out a detailed retrospective study involving pregnant women
from one area which had suffered from famine and two other areas that
were unaffected during that period. Their study indicates that prenatal
exposure to famine reduced postpartum maternal weight (4.3 percent),
birthweight (9 percent), birth length (2.5 percent), head circumference
(2.7 percent), and placental weight (15 percent). The effects on the
size of the fetus were apparent when the famine occurred in the last
trimester. No significant reduction in birthweight occurred when the
famine occurred during the first or second trimester. Furthermore, these
effects on the size of the fetus were apparent only when the caloric
intake was less than the official 1500-calorie ration.

This unfortunate war-time situation, thus, demonstrated that severe
nutritional deprivation during pregnancy impairs fetal growth--a
phenomenon that has been repeatedly demonstrated in animal eAperiments.
The weight of the babies was 300-400 grams below expected birthweight,
and the reduction in fetal length was less than the reduction in fetal
weight. The subsequent development of the babies was normal which
suggests that though subcutaneous fat was reduced, the development of
vital organs had been normal. An important aspect of the study is the
definition of a threshold for maternal energy intake being less than 1500
calories/day before any significant decrease in fetal weight was seen.
However, the fact that the cognitive abilities of male survivors were
unimpaired an a battery of tests indicates that in well-nourished
pregnant-women severe calorie restriction in the third trimester affects
birthweight but not cognition.

Gibbs and Seitchik (6) in their review on Nutrition in Pregnancy state:

Human fetal or .neonatal death or damage resulting from
severe calorie and protein deficits is demonstrable from
clinical experience. The impact of lesser degrees of
nutritional deficit on fetal health is more difficult to
identify because of the ability of the mother to provide
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nutrients from catabolism of her own tissues and the
ability of the placenta to adapt functionally to an
adverse environment.

Successful outcome of the pregnancy may also be determined
by the prepregnancy nutritional condition of the mother.
Within stable cultures with little immigration, the
highest fetal and neonatal losses occurred in women of
shortest stature whose fathers had the lowest paying jobs,
suggesting that restricted nutrition sufficient to reduce
growth in height of the mother during childhood can limit
adult reproductive capacity. Women who were lean prior to
pregnancy had smaller newborns at term than those who were
obese. Although unproved in humans, protein-calorie
restriction in animals, particularly rodents, will result
in neonates with fewer cells in many organs, particularly
the brain, and these animals will manifest learning
disabilities if they aurvive. Contrariwise, the black
bear gestates, deliverl, and nurtures het cub during a
prolonged period of total starvation. Applying the
results of animal expe7:Iments, particularly those obtained
in species where pregnancies are characterized by brief
duration and large litters to those of human pregnancy,
may be illogical, but the possibility exists that limited
nutrition of the fetus resulting from maternal
malnutrition may produce permanent neonatal disability.
This suggestion alone provides sufficient incentive to
provide each pregnant woman with an optimal diet during
pregnancy.

The average woman in the pnited States gains 11 kg during pregnancy. Two
important factors need to be considered in giving dietary advice to an
individual patient: the degree of obesity or leanness of the expectant
mother prior to pregnancy. When compared to women of average weight and
average weight gain, lean mothers (less than 110 pounds) who gain little
during pregnancy (less than 10 pounds) produce excessive numbers of
low-birthweight infants (less than 2,500 g) (7,8).

It also must be pointed out that in the U.S. about 30,000 babies are born
every year to adolescent mothers who are 15 years old or younger. In
this age group, the prematurity rate is more than twice that experienced
by mothers who are 20 to 24 years old. However, it has been found that
rates of premature births among girls who are 14 or 15 years old can be
reduced with prenatal care and improved nutrient intake. The nutrient
needs of an adolescent girl are increased if she becomes pregnant during
her growth spurt. More research is needed to define the nutritional
needs of the adolescent mother and her fetus.

Several lines of evidence suggest a relationship between vitamin/folate
levels and neural tube defect rates. For example, neural tube defects in
the United Kingdom are more common in lower social classes in whom diet
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tends to be poorer. There are also several reports of neural tube
defects occurring in the offspring of women using the folate antagonist
aminopterin during pregnancy. Finally, retrospective studies of women at
the end of pregnancy have shown that those women whose infants had neural
tube dsfects have had lower levels of folate, ascorbic acid, and
riboflavin than those with unaffected children (9).

The nutritional status of the mother affects the growth and development
of her child, as well as her own health and well-being. St-adies are
under way on: the relationship of maternal nutritional status to
reproductive function; nutritional requirements of women during pregnancy'
and lactation; the relationship of maternal nutrient intake to fetal
outcome and subsequent infant growth and development; placental transport
of nutrients from maternal to fetal circulation; the causes of and
potential nutritional therapy for intrauterine growth retardation;
nutritional requirements during lactation; and the various components of
human milk (10).

Priorities for future research in this area include:

Studies to examine the role of nutrition in
reproductive processes with emphasis on cer_ain
vitamins and minerals, such as vitamins B6, E,
folate, and zinc, as well as the reproductive
consequences of a low-protein diet and the
relationship of food resources to reproduction.

Studies to determine the effects of maternal nutrition
and weight gain during pregnancy on fetal growth and
development, as-well as on neonatal status including
perinatal morbidity and mortality, and to define the
ideal growth rate in utero.

Studies to identify the fetus predisposed to intra-
uterine growth retardation in order that improved
procedures for treatment in utero can be developed.

Studies to determine the nutrient requirements of
pregnant women with metabolic disorders such as
obesity, hypertension, diabetes mellitus, or inborn
errors of metabolism.

Investigations to examine the manifestations of fetal
alcohol syndrome.

Studies to determine the nutritional needs of the
pregnant adolescent and her fetus in order to develop
appropriate interventions that prevent the birth of
physically or mentally damaged offspring.
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Factors that affect lactation and the immune properties of human milk
need to be examined in order to establish the best possible conditions
for infant feeding. The following studies are of particular relevance:

Investigations to determine the bioenergetics of
lactations.

Studies to examine the effects of diet smoking, and
alcohol on lactation.

Studies to obtain additional information about the
prevalence and duration of breast feeding in different
racial groups with various levels of education in
order to develop more effective programs to promote
breast feeding.

Obesity. Obesity is associated with hypertension, hyperlipidemia and
bypercholesterolemia, and diabetes, and contributes to increased
postsurgical infections and complications of pregnancy. In women,
obesity is associated with increased risk for cancer of the breast and
endometrium.

For many years, it was thought that the morbid effects of overweight and
obesity on coronary artery disease were mediated through the risk factors
associated with overweight, such as hyperlipidemia, hypertension, and
impaired glucose tolerance. However, that this is not the case was shown
by a recent analysis of the Framingham Heart Study (based on a 26-year
followup) carried out by Hubert, et al (11). The data indicate that
obesity, measured by Metropolitan Relative Weight (HIM), is a significant
independent predictor of cardiovascular diseas$ (CYD). The data further
show that weight gain after the young adult years conveyed an increase
risk of CVD in both sexes that could not be attributed either to the
initial weight or the leVels of the risk factors that may have resulted
from weight gain. The authors concluded that "intervention in obesity,
in addition to the well established risk factors, appears to be an
advisable goal in the primary prevention of CVD."

Garriaon, et al showed that the concept of "desirable weight developed
by the Metropolitan Life Insurance Company in 1959 and subsequen'
distributed in tabular form, is validated by the analyses of the d.
from the Framingham Heart Study (12). Thus, even those men who were
the average weight (about 20 percent above "desirable weight") slim
appreciably elevated mortality. This finding is contrary to the widely
held view that moderate overweight carries no increased risk.

In a subsequent analysis of the offspring of the Framingham Heart Study,
Hubert, et al stated: "changes in lipoprotein cholesterol (HDL, LDL,
VLDq and blood pressure were observed longitudinally in approximately
700 men and women who were 20 to 29 years of age aCentry to the study.
Stepwise, linear regression procedures were used to identify characteris-
tics fn each sex which were significantly (P .05) associated with these
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risk factor changes. Quetelet's index (QI), smoking status, alcohol
intake, and their changes, as well as changes in physical activity and,
in women, use of oral contraceptives, were considered in all analyses.
The characteristic most strongly related to lipoprotein and blood
pressure changes in both sexes was change in QI. A unit change in Qi
(3 kgs), for example, resulted in a change in LDL of about 3 mg/dl in
young men. In addition to weight gain, increased cigarette use, decreased
alcohol intake, and, in women, going on "the pill" were associated with
detrimental changes in lipoprotein profiles during followup. These
findings are among the first to offer prospective evidence which suggests
that habits developed during young adulthood, particularly those which
influence relative weight, have a substantial effect on lipoprotein
cholesterol profiles in both men and women (13). The data also indicate
that weight gain is the first step in a chain of events that lead to
increased morbidity and mortality from cardiovascular disease.

In order to precisely define the health implications of obesity and,
thus, begin to formulate the concepts of the relationship between body
weight, health, and longevity, and to clarify the terminology used
(ideal, desirable, acceptable, HRW), a workshop was held in 1982
sponsored by the NTH Nutrition Coordinating Committee and the Centers for
Disease Control. A summary of the workshop was published (14). The
workshop concluded that in the United States, below-average weights tend
to be associated with the greatest longevity if such weights are not
associated with concurrent illness or a history of significant medical
impairment. Overweight persons tend to die sooner than average-weight
persons, particularly those who are overweight at younger ages. The
effect of obesity on mortality is delayed, so that it is not seen in
short-term studies. The interpretation of studies on body weight,
morbidity, and mortality must carefully consider the definition of
obesity used, preexisting illnesses in persons, the length of followup,
and any confounding risk factors. The most recent analysis of the
Framingham data has shown strong evidence that body weights, in excess of
those recommended as desirable by the 1959 Metropolitan Life insurance
Table, are associated with increased mortality (Table 1).

In the U. S., the National Health Examination Survey and the National
Health and Nutrition Examination Surveys I and II provide data on weight
and height of the population that makes it possible to examine the
prevalence of obesity at the time of the surveys. The three surveys have
defined "overweight" as being a body mass index (BMI) at or higher than
that which obtains at the 85th percentile for men (BMI 28 kg/m2) and
omen (EMI 34 kg/m1s5) ages 20 to 29 years studied between 1976 and

1980 (15). "Severe overweight" is defined as a EMI (32 kg/m2 for men
and 42 kg/m15 for women) at or higher than the 95th percentile of the
same 20 to 29-year old reference group. The rationale underlying use of
the 20 to 29-year old reference population is that young adults are
relatively lean and the increase in body weight, which usually occurs as
men and women age, is due almost entirely to fat accumulation. It is, of
course, well known that the U.S. population at ages 20 to 29, although
young is not necessarily lean, therefore, any calculation based on this
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"rationale," underestimates the prevelance of obesity. Furthermore, the
criteria (85th or 95th percentile) are defined statistically; they are
not derived from morbidity or mortality experience of the survey popu-
lation. Thus, by the NHANES BMI criteria, 32.6 million adult Americans
are overweight, while 11.5 million c :e severely overweight. If we
calculate the prevalence of obesity, based on the work of Garrison and
Hubert, using criteria related to morbidity and mortality from cardio-
vascular disease, then 80 percent of men and 70 percent of women above
the age of 40 years in the Framingham Heart_Study are above the desirable
weight range (MRW 110 percent; 24.4 kg/m2) (14). Studies have shown
that the weights of the Framingham Heart Study cohort are similar to
those in the general population of the U.S.

Table I.
Desirable Weight Ranges--Ages 25 and Over

(Weight, in pounds, without clothing; height without shoes

Height Men Women
feet-inches no shoes Weight Weight* Weight Weight*

Range MRWig.100 Range MR100

4'9"
4'10"
4'11"
5'0"

90-118
92-121
95-124
98-127

100
103
106
109

5'1" 105-134 117 101-130 112
5'2" 108-137 120 104-134 116
5'3" 111-141 124 107-138 120
5'4" 114-145 126 410-142 124
515" 117-149 129 114-146 128
5'6" 121-154 133 118-150 132
517" 125-159 138 122-154 136
5'8" 129-163 142 126-159 140
519" 133-167 146 130-164 144
5'10" 137-172 150 134-169 148
5'11" 141-177 155
6'0" 145-182 159
6'1" 149-187 164
6'2" 153-192 169
6'3" 157-197 174

*Midpoint of medium frame range--used to compute MRW:
MRW .0 [(Actual weight)/(Midpoint of medium frame range)] x 100

NOTE: For women between the .ages of 18-25 years, subtract one
pound for each year under 25.

Adapted from the 1959 Metropolitan Desirable Weight Table.



Based on the information at hand, and until further research defines
range of body weight for least morbidity and longest survival,
recommended range of weights should conform to the table based on
1959 Metropolitan Life Insurance.

the
the
the

It is clear that overweight is a significant problem in our society and
that excess body fat (obesity) is associated with many chronic diseases
of advancing age, as well as the decreased longevity. Numerous weight
control approaches, either self-administration or medically supervised,
are available. These include weight-reducing diets (e.g., total fasting,
protein sparing modified fasts, novelty diets, nutritionally balanced and
unbalanced low-energy diets), increased physical activity, and behavior
modification techniques directed at deercasing energy intake and
increasing energy expenditure, pharmacotherapy, and, surgery. These
weight control approaches vary considerably in their effectiveness in
decreasing body fat, as well as in their associated health risks which
range from mild to severe (sudden death).

In general, the ability of most currently available weight control
approaches to sustain weight loss has been disappointing. To success-
fully lose and maintain body weight without compromising health, weight
control efforts should be individualized or tailored to each person and
be comprehensive, involving multiple treatment modalities (e.g., diet
therapy, physical activity, and behavior modification).

Americans' quest
weight control
proliferation in
failure of most

for slimness has led to more than 30,000 methods of
and a multibillion dollar diet industry. This
weight control measures is explained in part by the
currently available programs to result in sustained

weight losses. About 95 percent of individuals who lose weight regain it
within the first year. Moreover, people tend to seek easy, effortless
ways to lose weight, often risking their health in the process. While
many individuals are encouraged to loss weight for reasons of health, a
vast majority are motivated by cosmetic or aesthetic concerns.

Losing weight and maintaining a significant weight loss cannot be
accomplished without a major and permanent change in lifestyle. Specialdiets of unusual food combinations and other radical measures carry
considerable risk and have nothing more to offer. Prevention of obesity
and excess body weight undoubtedly is preferable to treatment. However,
when treatment is indicated, its risks should be weighed against thehazards of remaining obese or overweight.

Research is underway to examine the genetic, metabolic, clinical,
environmental, and behavioral aspects of obesity in animal models; todefine the types of obesity; and to establish better methods ofprevention and treatment. Studies of the developmental aspects of
obesity, its natural history, and its heterogeneous origins attempt to
identify determinants of obesity in infancy, childhood, and adolescence.
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The degree of overweight, which carries additional risk without affecting
mortality, needs to be defined. Overweight, most likely, contributes in
varying degrees to morbidity in different societies, since the risk far
most common chronic diseases is multifactorial. In defining overweight
and obesity, morbidity in addition to mortality, should be taken into
consideration.

The familial aggregation of obesity, diabetes mellitus, coronary artery
diseases, and high blood pressure means that the offspring of parents (or
grandparents) with these conditions may be identified at increased risk
of developing these same conditions. Particular care, therefore, should,
be taken to ensure that these families do not gain weight in adult life
and remain within the range of weights shown in Table I. A sustantial
proportion of the population without these familial disorders remain at
risk of becoming overweight and developing these conditions.

Obesity or overweight is considered to be one of the major public health
and nutrition problems of our time. Indeed, weight control is recognized
by the PHS as a national health priority. The specific goals outlined by
the PHS call for a significant decrease in the prevalence of overweight
among U.S. adults by the year 1990 with emphasis on improved awareness of
safe and effective means of losing weight.

Because obesity is a major public health problem, there is need to expand
research in this area and to develop the necessary data to define the
weight range by sex, age, and height that is associated with the least
morbidity and mortality.

Priorities for future research in this area include:

Studies to consider the metabolic and genetic factors
related to obesity; investigations on dietary determi-
nants (nutrients sources, intake, and balance) that
affect the metabolism of the adipose cell and its
effect, in turn, on appetite; the effect of various
physiological and genetic factors on eating behaviors
and subsequent weight gain or weight control; the
mechanisms by which obesity contributes to the develop-
ment of diseases such as diabetes, coronary heart
disease, hypertension, cancer; and the determinants of
genetic or biochemical markers, or both, for the
different kinds of obesity.

Research to examine the role of the central nervous
system in the etiology of obesity; studies on the
neurophysiology of ingestive behaviors in terms of the
neurochemical and neuroanatomical integrations at the
level of the neuron and synapse, as well as the
neuroanatomical pathways and neurological mechanisms
of taste and smell that affect eating behaviors.
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Investigations to elucidate the behavioral, psycho-
logical, and developmental factors related to obesity,
such as the behavioral, psychological, and social
correlates that influence the development and
maintenance of overeating and obesity; psychological
and social factors that influence weight gain and
weight control during infancy, childhood, and
adolescence; the attributes of diet, such as nutrient
Imbalances, or source that promcte hyperphagia;
behavioral strategies to reduce dietary fat intake and
their application to large population groups; the
relationship of stress responsiveness to overeating
and obesity, as well as the relationship of overeating
and obesity to psychiatric illness.

Studies to examine the effects of overweight or
obesity, or both, on health and longevity in order to
develop an appropriate data base relating body weight
by age, sex, and possibly frame size to morbidity and
mortality so as to permit the preparation of reference
tables for defining the range of body weight based on
morbidity and mortality statistics. Reference data
should take into account appropriate attributes
(physical activity level, nature of the diet, etc.),
as well as possible changes in the attributes.

New observational studies are needed in order to
quantify, in study populations, the relationship of
risk factors to morbidity and mortality. In addition,
since obesity has been shown to be a significant
independent risk factor for cardiovascular disease,
there is a need to: investigate the ways in which
overweight becomes or acts as a "marker" for premature
demise; define the effect of duration of overweight on
health in order to ascertain the specific age (how
early in life) at whicK overweight becomes a marker
for morbidity and mortality; identify the variouS
types of obesity and that are associated with specific
diseases at different stages of the life cycle (e.g.,
upper trunk obesity with diabetes, fat cell number,
and hypertension in early adulthood; and hypertension
in middle age).

Investigations for the prevention and successful
treatment measures of obesity; various treatments that
need to be examined include the use of hypocaloric
regimens, the effects of exercise on metabolism, and
subsequent weight loss, behavioral modification
therapies, and psychological and psychopharmacological



treatment of overeating and obesity. Such treatments need
to be examined across the various stages of the life
cycle, as well as in terms of their success and safety ii
maintaining weight loss without provoking or aggravating
other medical disorders.
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Pemenstral Syndrome

Introduction
Premenstrual Syndrome (PMS) is a widespread condition defined by physical
and psychological symptoms which occur cyclically about 7 to 10 days
before menstruation and disappear once menstruation begins. The physical
symptoms of FMS include breast tenderness, fatigue, headache, weight
gain, water retention and cravings for sweet or salty foods. PMS'
psychological symptoms most frequently appear as mood changes, with
irritability and depression being among the major complaints. These
symptoms may occur alone or in combination and may fluctuate from woman
to woman and from month to month in the same woman. While about 40
percent of American women experience some of the symptoms of PMS, only
about 5-10 percent--or 3,000,000 - 7,000,000 women--are believed to be
severely affected. There is no evidence to indicate that women show any
impairment of cognitive or perceptual-motor skills during the premenstrual
phase or during any other phase of the menstrual cycle (1).

The consensus among researchers is that INS is a physiologically based
condition that accounts for a variety of physical and psychological
symptoms. The way that PMS is perceived is influenced by psychological
and socio-cultural factors. Since the etiology of FMS is obscure, it is
unclear whether PMS is a syndrome glE se, a combination of many different
syndromes, or an extreme form of normal premenstrual symptoms. Nonethe-
less, the fact that PMS symptoms are cyclic and consistent over time
supports the view that FMS is a "a ma or clinical entity" (2).

No standard treatment for FMS exists, yet there is no scarcity of
experimental treatment modalities--such as progesterone, vitamin B6,
bromocriptine, diuretics, diet and psychotherapy. Because of the array
of physical and psychological symptoms that constitute VMS, some argue
that no single treatment will be successful for EMS. On the other hand,
if FMS proves to result from a discrete neuroendo rine alteration, a
single treatment might be feasible.

PMS was first recognized in the medical literature in 1931 by Dr. Robert
T. Frank (3) who carefully described the scope of the syndrome. In
addition to describing the diverse symptoms of FMS, he noted that the
female suicide rate was highest during the time immediately before
menstruation. While many different investigators subsequently studied
FMS, it was not until the 1950s and 1960s that FMS became more widely
recognized through the work of Dalton (4) in England. Theorizing that
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PMS resulted from a deficit of progesterone, she pioneered the use of
progesterone therapy. Although some of Dalton's methodology is
controversial, there is no question that her commitment to the field
captured the scientific and popular imagination.

Diagnosis. PMS is defined by a cluster of _ymptoms preceding menses
which disappear when menstruation begins. The symptoms of PMS are
multiple; they vary between women; they vary in severity in the same
woman at different times; they may occur at other times during the
menstrual cycle, and they may occur in conjuction with other diagnoses.
It is obviously difficult, therefore, to determine whether one or more
symptoms of FMS actually constitute FMS, are components of other
disorders, or are simply benign. Because these diagnostic distinctions
are hard to make, FMS research has been replete with conflicting findings
regarding etiology and treatment.

However, in the past few years progress has been made in the identi-
fication and measurement of EMS. Investigators have developed a variety
of questionnaires that depend on patient self-reports. The Menstrual
Distress Questionnairea method of assessing menstrual cycle symptoms
that was developed in 1968 and is still used--covers a number of the PMS
symptoms. This questionnaire was modified by Abraham to address FMS
(5). On the basis of a 19-item questionnaire, FMS patients are divided
into four subgroups characterized by: anxiety and irritability; symptoms
of water retention; increased appetite and food cravings; and depressed
affect. More recently, a 95-item premenstrual symptom assessment form
was developed by Halbreich, Endicott and associates (6).

These scales can be used to define symptoms adequately, assess their
intensity, and determine their relation to the menstrual period.
Especially important for research is the use of these scaling methods
prospectively. This allows assessment of an intermenstrual symptom
baseline, discrimination of menstrually related disorders from those
which fluctuate throughout the cycle, and consistency and predictability
of symptoms (7). Ideally, researchers seek to verify patient
self-reports. Many investigators are beginning to develop rigid criteria
for inclusion into EMS studies, e.g., women suffering from ongoing
affective or personality disord(rs are excluded.

As progress continues to be made in the diagnosis of EMS, research on its
etiology and treatment will become more rigorous and findings more
generalizable. Some of the conflicting findings presented below can be
expected to be resolved.

Etiology and treatment. None of the numerous theories advanced to
explain the etiology of EMS has received conclusive experimental
support. Each theory has led to an experimental treatment, and, in turn,
the purported success or failure of a treatment has reshaped the theory.
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Many results to date have been based on anecdotal information or on
poorly controlled, often conflicting, studies of sometimes heterogeneous
populations. A further complication is that studies of therapeutic
efficacy show a high placebo effect--namely, that women will show some
tmprovement of PMS symptoms no matter what treatment they are given. In
fact, it is often asserted that women with mild PMS symptoms get relief
from the simple acknowledgement by a physician that rns is a recognized
disorder from which they may be suffering.

What follows is a brief description of a number of research avenues on
etiology and treatment, including references to double blind clinical
trials. Double blind clinical trials utilize two groups of randomly
assigned subjects, an experimental group receiving the treatment matched
with a control group receiving a placebo, with neither the investigator
nor the subject knowing which group they are in.

Progesterone hLs been implicated in the etiology of PMS for many years,
but after extensive research the role of progesterone is still in
dispute. Early theories about EMS pointed to a progesterone deficiency
during the the second half (or luteal phase) of the menstrual cycle
leading to art altered estrogen/progesterone ratio. This theory was
believed to account for the observation that PMS symptoms intensify as
progesterone levels decline late in the luteal phase. Conflicting
findings have been reported from over 10 different studies as to whether
serum progesterone levels ate in fact lower among FMS sufferers. This
has has led to doubts about the progesterone theory, but others argue
that plasma studies are inherently unreliable unless they account for the
pulsatile nature of progesterone release.

A number of different controlled trials have been performed on
progesteroneadministered intramuscularly, by suppository, In an oral
micronized form, or in the form of a synthetic progestin.. But many of
these studies have suffered from methodological problems and the results
have been contradictory (2). A large double blind, crossover (when the
study subject receives the experimental treatment and the placebo at
different times) trial of progesterone was recently completed by an
Australian team headed by Lorraine Dennerstein: lirrLsteronein an oral
micronized form--was found to be effective in ameliorating FMS. The
report of the study has been submitted to the British Medical Journal.
In the United States three clinical trials of progesterone are now
underway at the National Institute of Mental Health, Vanderbilt
University and the University of Southern California Medical Center.

Since cyclic ovarian function is somehow causally related to FMS
symptoms, investigators have recently attempted to reversibly eliminate
ovarian cyclicity to deermine the effects on EMS symptoms. A compound
acting like gotadotropinreleasing hormone (a hypothalamic hormone) was
given to EMS women--to produce a "medical variectomy"--and PMS symptoms
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were found to be alleviated for the short term of the controlled trial
(8). Ovulation and menstruation returned rapidly after the therapy was
terminated. The safe and effective use of this therapy for the long term
remains to be determined.

Ovarian hormones have also been implicated in the fluid retention
symptoms seen in PMS. Diuretics, as a class, are the most widely
prescribed treatment for PMS despite the fact that studies have shown
that women with ?MS do not, on the whole, show significant fluid
retention as evidenced by weight gain or an increase in total body
water. In the few controlled studies that have been performed using
diuretics, there has been no improvement in premenstrual symptoms (9).
Ovarian hormones may influence fluid balance by stimulating aldosterone
release. Plasma aldosterone levels are elevated during the luteal
phase. But women with EMS are no different than other women in the
luteal rise of aldosterone. However, the diuretic, spironolactone, which
reduces aldosterone levels, has been tried in at least one double blind
study with a significant reduction in weight gain and a somewhat
unexpected improvement of PMS' psychological symptoms (9).

An excess of the hormone prolactin has also been postulated to play a
role il PMS. Despite the fact that studies assessing plasma prolactin
levels during the luteal phase have been contradictory, bromocriptine has
been prescribed because it reduces prolactin levels. While the results
have been mixed for most PMS symptoms, bromocriptine does appear to be
effective in relieving breast tenderness. Breast pain and nodularity
appear to respond to treatment with Vitamin E, as shown in a recent study
of women with benign breast disease who experience PMS symptoms (10).

Another theory about the cause of FMS implicates endogenous opioid
peptides in the central nervous system. There is a complex interaction
between endogenous opioid peptides, such as B-endorphin, and the levels
of progesterone and estrogen. Endogenous opioid peptides are known to be
involved in the regulation of mood and behavior. Reid and Yen (2, 11)
have hypothesized that FMS might be triggered by excessive exposure to,
or withdrawal from, endogenous opioid peptides. In their view, this may
be the central event responsible for the constellation of FMS symptoms.
This hypothesis is reinforced by the observation of a similarity between
narcotic withdrawal and FMS, and by findings which show that blocking
endogenous opiates with naloxone in normal volunteers produces a group of
symptoms which closely resemble FMS (12). However, studies of
B-endorphin levels in plasma (13) and cerebrospinal fluid (14) have not
confirmed a premenstrual decline in endogenous opiates in women with PMS.

Vitamin B6 has been advocated for treatment of FMS since the 1940s. It
was originally believed that B6 would correct an aberrant estrogen
metabolism. More recently, administration of vitamin 86 is thought to
augment the synthesis of brain monoamines that are implicated in the
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expression of mood. Nevertheless, the efficacy of B6 for treatment ofEMS has not been established, although its efficacy for improving
depression associated with the use of oral contraceptives has beenestablished in a large double blind study. Since vitamin B6 can beused safely (as long as doses do not approach toxicity) and without
prescription, clinicians now recommend as a first step in treating PMS
the use of vitamin B6 it doses of about 200 mg/illy along with improveddiet and exercise (15, 16). The specific dietary tecommendations include
the avoidance of salts and refined sugars during the premenstrual phasealong with emphasis on a wellbalanced diet.

Psychotherapy and psychoactive drugs have also been used to treat the
irritability, anxiety and depression symptoms seen in some women withPMS, especially when stressful events are exacerbating PMS (15). Roseand Abplanalp (17) argue that only a small fraction of the women who
enter psychotherapy with premenstral complaints can be diagnosed ashaving PMS; for most, FMS may be a convenient scapegoat for problemsunrelated to PMS. Psychoactive drugs such as lithium and tranquilizing
agents have been used to treat symptoms of EMS, but thus far none ofthese agents has withstood the rigor of controlled clinical trials.

In summary, the panoply of experimental approaches to treat PMS are basedon unproven theories as to its etiology. Although many women have
experienced some form of relief through one or more of these therapies,health care professionals urge caution in their use and a careful
consideration of the risks and benefits of each. Because of the strongconsumer interest in FMS, they are also concerned about thecommercialization of inadequately tested treatments.

Psychological, social and legal aspects of PKS. The consensus amongresearchers supports an underlying physiological basis for PMS thatcontributes to the array of physical, psychological, and behavioralsymptoms. What may be often overlooked is that psychological and socialfactors can influence the expression of PMS symptoms. For example, Ruble(18) has shown that, regardless of the actual time during the cycle,
women who are led to believe that they are premenstrual report morePMStype symptoms than women who are led to believe that they ore midcycle. Though the interrelationships between biological, psychological
and social factors influencing EMS are only beginning to be studied (19),
many clinicians report that patients improve when they learn that EMS isan aceepted medical entity rather than an uncomfortable aspect of normal
womanhood that is best left in the closet. At the same time, feminists
are concerned that the recognition of PMS as a clinical entity may leadto discrimination against, or stereotypes about, women. Both in itsexpression and in its impact, PMS represents a dynamic interactioubetween physiology, psychology, and culture.

The legal implications of FMS have received enormous attention in the
press desp te the fact that in only a handful of cases worldwide has PMS
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been involvd. For example, in England PMS was successfully used as a
mitigating factor in violent crime. But, PMS is expressed with great
variability from one individual to the next and only rarely is it
associated with violent and/or uncontrollable behavior. It is expected
that PMS will be introduced into various areas of civil law, such as
domestic relations and child custody cases, and perhaps into criminal
law. The impact of PMS on the responsible behavior of a given individual
and its relevance for legal decisions will have to be made on an
individual and case by case basis.

Suimuntary and Comatusion
Premenstrual syndrome is a physiologically based condition of unknown
etiology that is marked by a cluster of symptoms preceding menses.
Although there is as yet no standard treatment, many treatments are being
tested. As diagnostic methods are further refined, much progress in
treatment research is expected to occur. Interdisciplinary research and
training are needed to examine the biological, psychosocial and cultural
factors in the development and expression of PMS. Patient education is
important to relieve symptoms and to limit the proliferation of untested
and often expensive therapies.
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Sm Ws Health

Introduction
Over 23,000,000 adult women in the United States smoke cigarettes on
daily basis (1). More than 2,000 adolescent females begin smoking it
this country every day. Smoking among teenage girls in the U.S. has
increased by nearly 800 percent in the past decade (2). At V-- ;ame
time, it is widely known that:

the incidence of lung cancer among women has increased
by more than 250 percent in the past 30 years and will
socn surpass breast cancer as the most common primary
cancer among women (1, 3);

cigarette smoking increases the risk of coronary heart
disease among women several fold and, among those using
oral contraceptives, by a factor of approximately ten;

there is a sharply rising mortality rate among women
due to smoking-related chronic obstructive lung
disease (3, 4); and,

there is an established relationship between smoking
during pregnancy and reduced birth weight, spontaneous
abortion, sudden infant death syndrome, fetal growth
retardation, preterm delivery, and ultimately, the
long-term growth, intellectual development, and
behavioral development of the child (3, 4).

Many questions arise when these MO data sources--one indicating that
cigarette smoking continues to be quite prevalent and, in some cases, on
the rise among U.S. women, and the other indicating that this behavior
often results in severe, life-threatening health consequences for these
women and their offspring--are juxtaposed. The most obvious is why, when
knowledge of the severe health consequences of smoking are apparently
well-known, women continue to initiate and prolong this behavior. Other
questions include, why it is that only recently the long-term health
consequences for women have become as remarkable as they have been for
men for a considerably longer period of time; what the differences are
between males and females in regard to factors leading to initiation of
smoking and the methods for successful prevention, cessation, and
prevention of relapse; what smoking issues are unique to women; and, most



importantly, what can be done to aid in reducing the prevalence of
cigarette smoking among women and prevent initiation.

The full scope of these questions and the many others related to them
certainly cannot be adequately addressed in this brief document; in fact,
the 1980 Surgeon General's Report on the health consequences of smoking
for women addressed many of these issues and remains the most compre-
hensive source of information in this area (3). Nevertheless, a brief
review of the pattern of smoking in women, its consequences, unique
aspects, and relevant psychosocial and behavioral issues will provide an
outline for the recommendations which conclude this overview.

Patterns of cigarette smoking among _omen. As noted above, approxi-
mately 23,000,000 American women are regular smokers. This figure
represents about 28 percent of adult women in the U.S. (compared to 37
percent of adult males). Just over 20 percent of teenage females are
regular smokers (compared to just under 20 percent for teenage males).
There are three particularly relevant aspects of these data in regard to
smoking in women: (a) Although as Table 1 indicates, the prevalence
rates in women never reached the rates for males, the rate of decline in
smoking prevalence in women is considerably less than that for men.
Since the 1964 Surgeon General's Report, there has been only a 5 percent
decline in smoking prevalence rates in females compared to a 14 percent
decline among males. The result of this difference in rates of decline
may ba a convergence of the development of smoking-related disease
between males and females in the future. However, there is some evidence
that, in the case of cancer, the lower tar cigarettes being smoked today
(particularly by women) compared to the tar levels in cigarettes smoked
in the past by men may have some attenuating affect. Thus, the previous
statement must be couched in conditional terms.

Ye

1935
1955
1965
1970
1974
1976
1978
1979

Table 1

Fema.les

18.1
24.5
33.3
31.1
31.9
32.0
29.9
28.2

52.5
52.6
51.1
43.5
42.7
41.9
37.0
36.9

Adapted from: U.S. Surgeon General
The HealthallEamlnEEEof §,E2j4rIE
for Women. Washington, D.C.: U.S.
Government Printing Office, 1980.)
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(b) Charts 2 and 3 compare changes in the prevalence of cigarette smoking
among successive birth cohorts of men and women between 1900 and 1978.
The most striking factor in these data is that, while the peak prevalence
for males occurred among the 1911-1920 birth cohort during the mid-1940's,
the peak prevalence for females occurred among the 1931-1940 birth cohort
during the mid-1960's. This means that, contrary to previous assertions,
women are by no means less susceptible to development of smoking-related
diseases than men, but only that they are 20 years behind in the develop-
ment of such diseases. A further complicating faCtor in these data is
that, among the 1911-1920 birth cohort of males, many began the use of
tobacco not with cigarettes but rather with other forms (e.g., pipe,
cigar, smokeless). However, the 1931-1940 female cohort virtually began
all of its use of tobacco by smoking cigarettes. The ultimate health
consequences of these differing initiation patterns are not yet known.

Chart 2

Changes In the prevalence of cigarette moking
**Ong uCcassive birth cohorts of men, 1900-1978
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Chart 3

Changes in the prevalence of cigarette smoking
among successive birth cohorts Of women, 1900-1978
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(A4Opted from: U.S. Surgeon General The Health
Gonsequencee_of Smoking for Women. Washington,
D.C. Government Printing Office, 1980.)
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(c) Finally, the nearly equal smoking prevalence rates of teenage girls
and boys indicate that, among recent birth cohorts, development of
smoking-related disease past the year 2000 will be roughly equivalent for
males and females, a major change from current experience.

Two other patterns of cigarette use which will require continued
monitoring include the greater prevalence of preference for low tar-low
nicotine cigarette among females (already referred to above) and the
increasing tendency of women to become heavy (i.e., 25+ cigarettes per
day) smokers. Both of these patterns of use may portend significant
differences in future development of smoking-related diseases among
females.

Health consequences of smoking for women. The health consequences of
smoking for women constitute a serious and growing problem. Among the
many adverse health outcomes identified in the 1980 Surgeon General's
Report as being substantially increased among women who smoke are
coronary heart disease, including acute myocardial infarction and chronic
ischemic heart disease; arteriosclerotic peripheral vascular disease;
subarachnoid hemorrhage; severe or malignant hypertension; cancer of the
lung, larynx, oral cavity, esophagus, and kidney; chronic obstructive
lung disease; chronic bronchitis; decreased pulmonary function;
emphysema; and peptic ulcer (3, 4). The breadth and severity of the
health problems in this list are not surprising to those familiar with
the smoking-related diseases already known to occur in males. That the
same diseases are now appearing among women who smoke, however, has been
surprising to those who mistook the previously lower incidence of these
diseases among females as indicative of a type of immunity to the
damaging effects of smoking, rather than as an artifact attributable to
the more recent widespread initiation and use of cigarettes by women.

Smoking and cardiovascular disease in women. While young and middle-
aged women experience one-fifth the morbidity and mortality from coronary
heart disease (CHD) that men do, CHD still represents the major cause of
death among women in the United States.

Although the reasons for the apparent protection of the female sex in the
pathogenesis of CHD are incompletely understood, cigarette smoking
appears to compromise such protection. A number of investigations have
shown that the incidence of CHD is far greater in women who smoke than
the very low rates observed in nonsmoking women. Furthermore, the
incidence of CHD in women who smoke heavily may be similar to that :m men.

In women who use oral contraceptives and also smoke, the risk of heart
attack is increased approximately tenfold over that in women who neither
smoke nor use oral contraceptives.

In addition to CHD, women who smoke have an increased risk of developing
other cardiovascular diseases, particularly cerebrovascular disease and
arteriosclerotic peripheral vascular disease.
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Women smokers are at increased risk for subarachnoid hemorrhage which Is
further increased in women who both smoke and use oral contraceptives.

The trend in increased tobacco consumption by women over the past 20 years
may also have resulted in an increased incidence of arteriosclerotic peri-
pheral vascular disease. Data from the Framingham Heart Study indicate
that cigarette smoking is as strong an independent risk factor in women
as in men. Cessation of smoking has been found to play in important role
in the successful medical and surgical management of peripheral vascular
disease patients.

These data suggest that there will be few differences between males and
females in the consequences of smoking between males and females in the
near future. Additional information suggests that these consequences
will be compounded by the severe smoking-related health risks for both
mother and child in pregnancy (3).

Issues unique to women. Except for the obvious issue of smoking during
pregnancy (and the synergistic risk implicated by the use of oral
contraceptives), there does not appear to be physiological differences
between men and women that would lead to differential health risks as a
result of smoking (3). There are, however, numerous ,psychosocial,
treatment, and behavioral issues which appear to present smoking-related
health problems which are unique to women. For example, Women in the
health professions, particularly nurses, have consistently higher
prevalence rates of smoking than do males in these professions; there are
gender differences in regard to motivation to start smoking, and smoking
cessation and relapse rates differ between males and females; women are
special targets of cigarette advertising, with particular attention new
being given to promotions aimed at teenage girls; and women in some
minority groups such as Hispanics have consistently lower smoking
prevalence rates than do men in these groups. This latter statistic
could lull the medical community into a false sense of complacency
regarding the development of problems in Hispanic women. The fact is
that more recent surveys indicate that current Hispanic teenage girls
have smoking prevalence rates for smoking equal to or exceeding those for
Hispanic males (3, 5, 6).

All of these facts as well as the constantly changing dynamics of
smoking behavior in females, point out the need for increased surveil-
lance of female smoking behavior and, even more importantly, for
effective health promotion programs to deal with this program.

Summary wadi Conclusions
One of the priority objectives in the Public Health Service's "Objectives
for the Nation" that by 1990 at least 85 percent of women should be
aware of the special health risks for women who smoke, including the
effect on outcome of pregnancy and the excess risk of cardiovascular
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disease for women who both smoke cigarettes and use oral contraceptives.
This type of public awareness effort is essential, especially given the
previous belief by the public health community that women were less
vulnerable than men to smoking-related diseases (7).

Other issues that should be included in any public awareness effort in
this area are the multiplicative effects of heavy smoking which appears
to be increasing among women; the possibly neural or even harmful effects
of switching to low tar-low nicotine cigarettes which women appear to do
with greater frequency than men; and the controversy concerning the
effects of passive smoking which may have particular relevance to smoking
mothers who spend more time with their children than other family members.

In addition to public awarenss efforts, however, more activities directly
aimed at preventing or stepping smoking among women will be needed. There
is a need specifically to identify those areas in which prevention and/or
cessation efforts must be oriented to women as opposed to those activities
which can be expected to be equally successful In males or females. An
effort to stop pregnant women from smoking is a prime example of this typeof activity, but others might include a focus on (a) relapse-avoidance,
since women appear to return to smoking for different reasons and at
different rates than men; (b) on teenage girls since their motivations
for starting to smoke may differ considerably, and those in the 17 to 18
year-old cohort appear to continue to increase smoking; (c) on particular
occupational groups, such as nurses that have a distinct concentration offemales (3, 5).

In summary, it is strongly recommended that immediate efforts beundertaken to (a) prevent adolescent females from startng to smoke and(b) aid all females who are currently smoking to stop. To begin thistask it will be necessary to (a) continue and upgrade ongoing preventionand/or cessation efforts which appear to be equally effective for malesand females; (b) identify those areas where prevention-cessation effortswill need to be focused on women, that is, where previous activities or
current data suggest that a focus on entire populations is less effectivefor females; and (c) develop controlled intervention programs having acomponent of evaluation in order to determine the- most effective
prevention-cessation activities for women and to involve appropriategroups in the wide promulgation of such interventions.
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Systemic Lupus Eryt o

Introduction
Systemic lupus erythematosus (also known as lupus or SLE) is a
potentially serious, complicated, ge- meralized, d_raflammatory connective
tissue disease that can aftect raanY different organs of the body in
varying combinations. The vest reajorty of patints, about 90 percent,
are young women. The disease usuallY begins in .m.dolescence or in young
adult life. Although SLE may start aceitely, the .:iurse of the disease ia
usually chronic and undulatiug with Ilriods of ai=rivity alternating with
periods of remission.

The most common manIfestations of SLE, in ocler of frequency, are
arthritis, fever, a red skin rash =especially In sun-expcsed areas),
pleurisy, kidney disease, brain i=ivolvement, pneumonia, and heart
disease. In addition, during periods -of active li=pus, most patients have
blood abnormalities such 110 anemia low whit cell count, or a lowplatelet count, or all Of these condition - Criteria for theclassification of SLE hive been crented, thorcb-tighly tested, recently
revised, and found to be useful. (1).

Several abnormal proteins (autoantibmoodies) are f ound in the serum.
Patients with lupus have an extraordiary capacity- to produce both common
and unusual antibodies. Over 90 perce=it of lupus patients have SLE cells
and antinuclear ara-ibodies. (2).

Antibodies to native DNA and low level=zs of serum omplement in the blood
are usually associated with flare u13 of lupus nd especially, active
nephritis.

It is now clear the SLE is 'nue more c-ommon than was thought to be 20
years ago. It is one of the most frequent seri_ sous disorders of young
women. Several studies have shown tila=t SLE is mt=.re common (about three
times) in Black women than in White wet=en. An ovem-all prevalence rate of
one in 1,000 has been recently reporte 43 (1 in 294 for Black women) (3).
Moreover, lupus seems to be unusually common in -1-anese women accordingto very recent studies in &unlit and lialaysia, ane.d observations in the
Peoples Republic of China.

As milder cases have been recognized a-id treatmen improved, the outlook
has improved greatly, but deaths still do occur aL-nd better treatment is
needed.
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Research on SLE is supported by several institutes at the National
institutes of Health (NIH). The National Institute of Arthritis,
Diabetes, Digestive, and Kidney Diseases Is the first and the National
Institute of Allergy and Infectious Diseases the second among these in
terms of the amount of grant support for lupus research performed in our
medical centers all over the country and in carrying out intramural
_esearch on SLE at the NIH Clinical Center in Bethesda, Maryland (4).

There is no area of connective tissue disease research during the past
decade that has engendered more interest than has the study of SLE. In
addition to studies in men, excellent experimental models of SLE have
been developed (and then produced for research purposes) in certain
inbred strains of. New Zealand and American mice. These mice predictably
develop SLE cells, lupus nephritis, and anemia at 5 to.6 months of age.
Research in SLE has been very active and, as a result, new concepts of
the nature of lupus have been formulated and subjected to critical
testing.

High titers of antibody to DNA were found in the serum of patients with
SLE. Studies using sophisticated techniques demonstrated that DNA and
its antibody were being deposited at the site of kidney injury. During
intense flare ups of the disease, it was also shown that these DNA
antibodies were being consumed by the kidney tissue as it was injured.
The final proof of this immune complex deposition as the cause of renol
injury was the demonstration that high concentrations of DNA could be
extracted from the kidneys of patients with active lupus nephritis.
Improved methods are being developed for detecting these circulating
immune complexes of DNA and its antibodies. It has been recently shown
that patients with SLE clear these immune complexes from the blood more
slowly than do normal persons and that there is a specific defect in
blood receptors for clearing such complexes in lupus patients. In
addition to anti-DNA antibodies, several other antibodies of potential
importance such as anti-RNA, anti-Ro, and lymphocytoxic antibodies have
been discovered in patients with SLE (5).

That genetic forces play an important role is clear in view of the
experimental animal models in which SLE develops regularly and
spontaneously in certain inbred strains of mice. There is a moderate
tendency for lupus to occur in more than one family member. All
combinations have been reported (6). Even father and son combinations
have been reported in spite of the fact that SLE is largely a disease of
women. Among SLE patients there seem to be excessive numbers of certain
tissue-types or genetic markers; namely HLA-Al, HLA-B8, DW2, and DW3.
Although in studies of identical twins both members may have (are
concordant for) SLE, there have been some reports of discordance, one
twin having SLE and the other identical twin not having it. This
indicates that there are also important environmental factors, as yet
undiscovered, in the causation of SLE.
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Great interest was aroused 10 years ago when "virus-like particles" were
seen under the electron microscope in the kidneys, spleen, and skin of
patients with SLE. However, viruses could not be grown from tissues
showing these particles. Careful studies then showed that these
"virus-like particles" were really glycoproteins and not viruses.
Recently, however, high blood levels of interferon have been discovered
in patients with lupus. Whether this interferon indicates a viral
infection, or alternatively is serving as an immune regulator, needs to
be clarified.

Most exciting advances have been made in the area of cell-mediated
Ilmmunity. It was shown by NIR scientists that a specific type of
lymphocyte (suppressor-T-lymphocytes), which normally keeps antibody
formation in check, was deficient in SLE. By extracting a substance
(SRS) from these cells and giving this substance to very young New
Zealand mice, the subsequent development of SLE in these mice was
impeded. The therapeutic implications of this discovery are hopeful.

Equally exciting has been new information on sex hormones in SLE that
could explain the high preponderance of SLE in women in the childbearing
age group. Detailed studies In New Zealand mice that involved the
removal of sex hormone-producing organs and the subsequent administration
of sex hormones have interestingly shown that male hormones (androgens)
delay the emergence of SLE, and female hormones (estrogens) accelerate
the development of SLE in the mice. Moreover, recent studies in lupus
patients have revealed that women with SLE have an abnormality of
estrogen metabolism leading to chronic estrogenic stimulation.
Interestingly, men with lupus also have this estrogen abnormality. In
addition, low levels of androgens have been found in women with SLE.
Moreover, initial results from treating women with a synthetic androgen
(Nandrolone) have been promising. This opens up the whole question of
sex hormones and the immune response, an area which needs to be
ineatigated thoroughly.

In the past, it has been postulated that SLE may be precip tated by, and
be a reaction to, certain drugs or foreign proteins, and that this might
explain the great increase in the incidence of SLE over the past two
decades. Two studies have now clearly shown that patients with SLE are
no more sensitive to penicillin than are normal persons. Moreover,
several groups doing lupus research took advantage of the opportunity
provided in 1976 to study the influence of immunization (in this case,
swine flu immunization) on possible activation of SLE. In several
reports, fortunately, SLE patients were shown to form protective antibody
satisfactorily and no flare ups of SLE were produced by immunization.

The vast majority of SLE patients are treated with corticosteroids
(prednisone and other agents). Most observers are now convinced that
these agents have reduced mortality and prolonged life in SLE patients.
Many investigators have directed their attention to refinements of



steroid therapy in order to _minimize long-term toxicity. Giving
prednisone at 24-hour fIT even 48-hour intervals has kept the SLE under
control and reduced the side reactions in many, but not all, SLE
pottients. For patients with persistent severe and active disease, very
Urge doses given infrequency have been recently shown to be effective.

Greet hopes for alternative forms of therapy were provided by the initial
reports in the 1970's of the efficacy of the immunosuppressive agents
(azathioprine and cyclophosphamide) in lupus nephritis. In addition,
extensive detailed studies carried out with these agents in the New
Zealand mice (with lupus) showed them to be effective. Since then there
have also been numerous well-controlled clinical trials with these drugs
in lupus patients, and some of the recent results have been encouraging.
The benefits over those obtained with corticosteroids have often been
counterbalanced by serious side effects from these immunosuppressive
agents. Plasmapheresis ("cleansing" of the blood) is now being actively
investigated by a multi-centered trial performed by a national group of
leading nephrologists. New effective and safe drugs are still sorely
needed.

Ehmommuly and Conclusions
In general, however, the outlook for lupus patients has improved
considerably. In 1955, the averagt survivorship was 50 percent after
4-years. At present, over 95 percent of SLE patients survive 5-years
after diagnosis and over 80 percent survive 15-years after diagnosis.
This improved prognosis applies both to children and to adults.

Research scientists at the NIH and in our medical schools are continuing
their investigations into the many interesting immunologic, genetic, and
hormonal factors that may lead to finding the cause of lupus and are
exploring new approaches to treatment.



Chapter Three
Health Concerns of Older Women

Introduction
As the population ages, the health maintenance of older women (65 and
over) should receive greater attention from public policy makers and
health planners, because women, more than men, are often surviving to old
age. At this time they will be at significant risk for multiple diseases
and ultimately, many require government assistance of one form or another.

There has been increased interest in recent years in the phenomenon
called the "graying of America." As more statistical data accumulate, it
becomes obvious that future populations over the age of 65 should be of
concern to us now, because this segment continues to increase both in
absolute numbers and as a percentage of the total population. The
National Institute on Aging refers to this as a demographic revolution
and states that we do not have the social institutions, medical care
system, employment policies, or nursing homes that are needed to respond
to this challenge (1).

Data from the most recent U.S. Census describe the current and projected
figures for the number of persons over the age of 65. For example, in
1982, 11.7 percent (26,800,000) of the population was age 65 and older;
by 2030, this percentage is expected to almost double to about 20 percent
(64,300,000). While the total U.S. population is expected to increase 33
percent between 1982 and 2050, the population of persons over the age of
55 is expected. to increase 113 percent.

One of the fastest growing sub-populations of the elderly is that of
persons 85 years of age and older. In 1982, 1 percent of the population
belonged to this age group. The projected population over 85 in 2050 is
expected to increase dramatically to more than 5 percent of the total
population. According to Reinhardt and Quinn (2a) "this is indeed a
remarkable and social achievement, but one with extensive consequences
for our country". It is clear from these data that the population of
older Americans will be a significant force in the future.

Women will comprise a large portion of that aging population. Recent
Census figures indicate that older women outnumber older men for each age
category over 55 years. In 1962, for example, women outnumbered men 5 to
4, while in 1982, this ratio increased to 3 to 2. This significant
difference is further illustrated when life expectancy after 65 years is
plotted. In fact, as of 1982, of the 32,000 persons over the age of 100,
60 percent were women. (By the year 2035, there will be 525,000 persons
over 100, with 430,000 of those women). It is interesting to note that
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while life expectancy for older Black females is less than for their
White counterparts, Black females show a similar increase in life
expectancy compared to the male members of their race.

It is clear that as the expected increase in the number of older
Americans becomes a reality, the multitude of health concerns that are
associated with older women will intensify. It is tempting to combine a
myriad of physical and mental problems as concerns faced by the "older
woman". However, the population of women over the age of 65 is as
diverse in itP constitution as is any other cohort group. Health issues
within this population vary among women of differeht ethnic and
socioeconomic backgrounds, as well as within specific subgroups of the
over-65 population. As a confounding factor, chronological age in a
woman is not necessarily an indicator of biological age (two 70 year old
women may age differently). In addition, the 65-74 year old woman may
face health difficulties different from those of her counterpart in the
75-84 year old range or even by a woman in the over-85 age range. All of
these health concerns may differ from those that men over the age of 65
encounter.

As mentioned above, there are many elements which need to be considered
before a health care assessment can be developed for older women. For
the purposes of this report 65 has been used as the start of old age
simply because many of the Federally sponsored programs use that age as
an entry point. Obviously, other definitions could have been used.

Scientists at the Second Conference on the Epidemiology of Aging,
sponsored by the Public Health Service (PHS) in 1977, discussed various
concepts of what aging really is and concluded, not surprisingly, that
the phenomenon is complex and multidisciplinary in nature. The process
of aging can be viewed from a biological and cellular perspective
(including changes in immune response and response to other physiological
challenges such as drugs or nutrients) (3). Alternatively, aging can be
measured in functional terms (4).

As scientists strive to elucidate the common threads linking the complex
components of the aging process, they are also beginning to understand
le many diverse factors which affect this process: biologic, social,

economic, ecologic, and psychologic. In devising a health strategy for
the older woman, it is critical, therefore, to consider the interplay of
all these factors. It is equally important to plan for the health needs
of tomorrow's older woman (today's younger woman) by carefully identifying
and observing the possible effectors of her health today. (See Chapter
Two--Womens Physical Health and Well-Being). The PHS mandate for disease
prevention and health promotion requires a broad-based approach: viewing
physical,and mental health in context with the prevailing social factors
as well as striving to improve the health status of all age groups in
order to lay the foundation for good health In the future.
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The PHS prevention objectives for the year 1990 identify areas of
importance for women of all ages. Achieving the desired goals for these
objectives will enhance the health status of both today's older women and
those of the future (today's younger cohorts). Some of the important
issues relevant to today's older women are reduced risk factors and
improved services and information for: hypertension, toxic agenta,
smoking, alcohol and drug misuse, nutrition, physical fitness and
exercise, stress, and control of violent behavior. While the PHS is
committed to improving and preserving the good health status of American
women through these prevention objectives, it is of critical importance
that women themselves become more knowledgeable about their own health
status and more active in improving or safe-guarding it or both.

This chapter will deal in large part with many of the health problems
that are more prevalent in, more serious in, particular to, or having
more severe consequences for older women. However, it is also important
to realize that the majority of older women are healthy and lead active
lives well into very old age.

The key to good health in older persons is a combination of successful
health promotion efforts throughout life coupled with a better
understanding of how numerous factors (especially, mental, physical, and
psychosocial) contribute to the maintenance of this health status.

Social Factors

The process of aging involves transitions in many different aspects of a
woman's life. How a woman copes with these changes depends not only upon
her own personality and concept of herself but also on the type of
personal support systems available to her (economic, medical, social,
religious etc). This section will describe some of the psychosocial
factors which are inextricably tied to the mental and physical health of
the older woman.

Demography. Almost two-thirds of the elderly lived in metropolitan
areas in 1981 and of that group, just over half lived outside the central
city. While the elderly are more likely to live in metropolitan areas,
Blacks and Hispanics are more likely to concentrate in the central city
while Whites tend to be surburban residents. Almost 45 percent of the
nonmetropolitan elderly live in the South while the Northeast and West
have only about 25 percent.

Seven states in 1980 reported having more than 1,000,000 persons 65 years
of age and older. California (2,400,000), New York (2,200,000), Florida
(1,700,000), Pennsylvania (1,500,000), Texas (1,400,000), Illinois
(1,300,000), and Ohio (1,200,000). Florida is the state with the largest
percentage of its population over 65 years of age. Arizona, Florida,
and Nevada more than doubled the size of their very old populations



within the past decade. Estimates of net migration between 1970 and 1980
show the movement of elderly persons away from the Middle Atlantic States
and the East and Northcentral States into retirement areas, rural areas
or small towns in the South and West. For persons age 75 and over,
migration was influenced by factors such as medical care, decreased
physical mobility, widowhood, and the wish to be near family. Of the
group 65 years of age and over, nonmarried persons were more likely to
move than were married persons.

While migration or major moves provide many benefits for the older person
(perhaps improved weather, housing, economic status), this process may
also present changes that require some adjustment. Transitions may occur
in life style (from a large home to a small "condo"), with regard to
family (toward or away from) and friends (loss of old friends, making new
ones), or from an urban to a rural setting. Moves can also include:
home to nursing home or hospital, home to retirement community, or even
loss of a home through economic misfortune.

In summary, major moves can affect both the mental and physical status of
the older woman in both positive and negative ways.

Family and personal relationships. Perhaps the most difficult
transitions an older women may have to make is from being married and an
important part of a family, to living alone. While it is documented that
the majority of Americans marry, the differences in marital status of men
and women are most pronounced at either end of the age continuum. At the
upper end, women are less likley to be married than men. In both 1950
and 1980 about half of the women over 65 were widowed (5). Additionally,
in 1980, approximately 9 percent of women aged 65 and older had never
married. Of the over 7,000,000 elderly persons living alone in 1982
(about 30 percent of the total elderly population) most were women.
Two-fifths of all elderly women lived alone and of those over 75 years of
age, half of these lived alone.

Older women with families tend to have relationships with their children
which are both significant and lasting. In 1975 over half of the women
over 65 years of age with surviving children lived within a ten minute or
less drive from one of them and either talked or visited with their
children several times a week. Thus, a family structure, even in the
absence of a husband, continues to play an important role in maintaining
the social equilibrium of older women.

These close personal relationships are important in enhancing the quality
of life for older women. Studies indicate that there is a correlation
between available social support (especially through a family member) and
the incidence of illness or the ability to cope with illness. It is
important to note that nearly one-fourth of the women turning 70 have no
surviving children and consequently must rely on other groups for social
support. In addition, today's younger working women who choose not to
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marry or have a family, may face similiar problems in old age in the
future.

In her relationships with the family, the female characteristically has
been referred to as the "kin keeper", that is, the family member
responsible for maintaining close ties with family and friends. The
impact of the loss of this role for the woman as she loses family or
friends through death or moving away is not clearly understood nor is the
precise social support role played by the family and friends. A change
in the role of kin-keeper can have other consequences as well. With
increasing longevity, many women over 65 years of age must assume the
dual responsibility of grandmother and kin keeper for elderly parents or
relatives. The physical, emotional, and economic strain that this places
on the older woman can be tremendous, especially if she herself has no
support.

Rousing. Transitions in the family structure of the older woman may
aleo result in changes in her housing arrangements. A recent report by
the World Congress on Aging (6a) enumerated note of these concerns:

The high cost of new or renovated buildings.

The growing numbers of elderly who retain the family
home but are "cash poor".

The numbars of elderly living in substandard housing.

The increasing number of elderly who need a variety of
support services to remain independent.

The lack of providers of housing and services for the
frail elderly in the public and private sectors.

An elderly woman living alone may have difficulty in maintaining the
family home (both physically or financially or both) and may be forced to
move without the assurance she will be able to find housing she can
afford. According to the World Congress on Aging Report, "the National
Council of Senior Citizens estimates that those 75 years and older pay
more than 45 percent of their budgets for housing alone" (6a).

Thus, the older woman may have to grapple with the stresaes and financial
difficulties of maintaining a home or finding a different living arrange-
ment. Housing alternatives (each providing advantages and disadvantages)
include: living with a family member, renting out part of the home,
joining a group residence or special housing community for.the elderly,
etcetera. As a person ages, these housing needs might also continue to
change.



Violence, abuse, and crime. A recent study (7) reports that 500,000 to
2,500,000 elderly are abused in the United States. The abused elderly
person is characteristically a widowed female in her mid-aeventies with
an income of less than $500 a month. The abused tend to have some
chronic illnesa and a high incidence of dependency and thus remain
trapped in a terrible situation. Abusers are most often a married son or
daughter who seldom had a support syetem available for help in caring for
the elderly mother. While neglect is the most common form of abuse,
material abuse and phygical and psychological abuse as well as violation
of rights were frequently reported.

Fear of violence and crime can also create a devastating cycle br thu
older woman. An older woman who lives alone and is fearful of crime may
curtail many of her social activities, or even activities vital to her
life (grocery shopping, physican visits, etc). This, in turn, may lead
to or aggravate, physical illness or depression or both as these
conditions often go untreated.

Unfortunately, many of the negative stereotypes of the fragile older
woman as an easy victim for violent crime or abuse still exist and need
to be dispelled. More older women are learning how to assert themselves
and protect themselves from such crimes.

Education. In 1982, 44 percent of persons 65 years of age and older
had completed high school as compared to 28 percent in 1970. The women
who make up the current elderly population, however, have fewer years of
formal education than do the younger women in the population. Histori-
cally, women have had lower college enrollments and completion rates than
men, based, in part, on the fact that they tended to marry one or two
years earlier than did their male counterparts. While this is only one
factor, it appears to be significant especially in regard to the ability
of women to enter or return to the work force.

Education is also important in helping wom n assume responsibility for
their own health care needs. Future cohorts of women who are more highly
educated and who have benefited from more health information will have an
advantage in this area.

Leadership and political activity. Leadership roles of older women in
national organizations such as the Gray Panthers and the_National League
of Women Voters have also been positive forces in initiating changes in
the attitude of the public toward older persons. The older population is
a significant segment of voters making up between 15 and 16 percent of
the voting age population, and as older women become more active in
politics, they will represent a potent political force. It is estimated
that roughly 6 percent of the older population do vote regularly and
women, because of their longer age span, tend to vote until their
eighties. Women also are heavy contributors of time, interest, and
dollars to local, state, and national elections.
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Again, it is interesting to speculate about the role that future cohorts
of older women will play. Since many of the activists in the consumer
movement have been women, and since more young women are gaining
positions of power in business, medicine, and politics, it Is anticipated
that women's health issues will remain in the forefront.

Religion One of the social institutions that has always welcomed the
contributions of women, if not their formal leadership, has been the
church. Religious groups offer older women a sense of stability in the
rapidly changing society as well as opportunities for establishing strong
social relationships. Frequently, the church or synagogue serves as
surrogate family to women without close family ties. Working as
volunteers in the social service programs of church or synagogue can
allow these women to participate and contribute in socially significant
ways to the community. Older women are recognized as solid supporters of
such institutions both through their services In life and their memorial
gifts and bequests at their deaths. It has been shown that religious
beliefs and service to others contribute to older persons' feelings of
personal fulfillment. It is expected that attendance at church and other
church social activities among this group will continue to rise (6b).

Images and stereotypes. Another difficult transition for a woman is
related to her changing image from a younger to an older person. While
individual personalities modify the reaction to this transition, the
older woman can be affected by changes it her self-image as well as by
existing societal images and stereotypes. Negative images of women in
general, and older women in particular, can affect the older woman in all
aspects of her life, and her particularly in her approach to health
care. For example, the current societal norms of physical attractiveness
and youthfulness are difficult to maintain as one ages. In attempting to
hold on to youth, older women are particularly susceptible to quackery
and fraud in the area of cosmetics and beauty aids.

Since the turn of the century, society's attitude toward aging has passed
through several phases. The initial popular image of the newly aging
sector was very negative, and was characterized by highlighting declining
physical and psychological capabilities including the likelihood of
chronic illness, unemployability, and economic and social dependency.
The pervasiveness of this image, according to the U.S. National Report on
Aging for the World Assembly on Aging (6c) led many older people to
identify with this stereotype and to withdraw from active social roles.

During the decade of the 40s, a few physicians along with social and
behavorial scientists began to observe and study older people
systematically. As a result of their findings they recommended that
aging and retirement should be seen as positive experiences. The
expectation of "work until the end of life" began to give way to what has
been called the "leisure ethic", a stage which follows completion of
parental or gainful employment roles or both.
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Community organizations, senior citizen clubs, activity centers, and
retirement villages began to appear throughout the country. These, in
turn, stimulated the publication of newspapers and magazines devoted to
the interests of the retired, and encouraged a generally heightened
awareness of the older persons throughout our society.

While stereotypes of older persons in general are gradually becoming more
positive, older women continue to have a problem with negative images
particularly as portrayed by television. Older women are frequently
presented as unsuccessful and, when involved in violence, likely to be
victims. One of the underlying problems which persists and contributes
to the continuing negative attitudes is our limited ability to separate
the aging process from the various disease processes which afflict older
persons (1). Until we have a better understanding of these two processes
it is unlikely that many of our basic attitudes will be changed.

It is particularly important to dispel the negative stereotypes of older
women found in the health care community. Physicians and health care
personnel must not view women as chronic complainers and hypochondriacs
and they should make every effort to listen carefully to women patients,
reports of their health problems and concerns. It is equally important
for the older woman to communicate clearly with her health care provider;
part of this capability is derived from her own self-confidence, and the
other from how the provider treats her.

Legal Issues. Legal service is an area in which the opportunity for
positive changes is unlimited. Today, few legal services are available
at affordable cost, and significant language barriers exist between
lawyers and some older clients. The prevailfng negative stereotypes of
older women also affects their access to needed 'legal advice and service.

The White Bouse Conference on Aging (8) addressed the problem of legal
services as follows: the term "equal justice" under law applies to all
citizens, regardless of age. For the elderly, access to legal services
is especially important when needed to ensure the equitable and efficient
delivery of services which are sometimes critical for improving the
quality of life.

The legal needs of the elderly are diverse, ranging from advice on
handling simple probate proceedings to dealing with government agencies
regarding benefits or issues involving discrimination under the Age
Discrimination Act of 1975.

Legal services are available to older Americans from bar associations at
the national, state and local levels, the Legal Services Corporation
(LSC), and the Administration on Aging (ADA). The numbet of elderly
receiving legal assistance today is at least twice that of only 3 years
ago. Numerous State Bar Associations have launched programs specifically
designed to address the legal needs of older persons; the AoA and the LSC
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have entered into a cooperative agreement to increase the quality and
scope of legal services available to the elderly.

Despite this very positive trend, less than 20 percent of the legal needs
of our country's 27,000,000 elderly are being met. The reasons for this
fall into two categories. First, there is an inadequate number of
attorneys accessible to meet the legal service needs of the elderly.
Becauee the organized private bar is still the core of the American legal
system (only a small fraction of the 530,000 practicing attorneys in the
United States work for public legal service programs), more of its
resources need to be tapped on behalf of the elderly.

Second, the elderly themselves are frequently fearful of a system they do
not understand and often cannot afford. Furthermore, after initial
contact with an attorney, the older person may find herself in a system
that is complex, confusing, and fraught with delay. Sometimes the lack
of direct access to the legal system is the greatest impediment to
obtaining services (especially for a woman confined to a long-term care
institution). This lack of access is even more of a problem if the older
woman has no one she can trust to handle her legal affairs.

Work, retirement, and economic status. Another important factor
relevant to the physical and mental health of the older woman is her
economic status and the job and retirement issues related to this.
Rising costs, especially in the health care area, have the greatest
impact on the older American, and older members of minoiity groups have
an additional burden of poverty to bear.

The participation of elderly women in the labor force has varied little
during the past 30 years. In 1950, 10 percent of the elderly women
worked; by 1981 that percentage had dropped to 8 percent. For women over
the age of 70, participation in the labor force dropped from 6 percent to
just under 5 percent during the same time period. Once unemployed, older
workers tend to stay unemployed longer than younger workers. Addition-
ally, they are less persistent in finding new employment following a
layoff. According to unpublished data from the Department of Labor, if
new employment is found, it is estimated the older individual on the
average, will earn $1,500 less than she earned earlier.

Though a small percentage of the work force is comprised of women over
age 65, the health of the women who are employed is influenced by
physical and mental stresses of work, trauma of entering (or re-entering)
the work force; and age discrimination or stereotyping at work. On the
positive side, working may help to sustain a woman's sense of self-worth
and independence. The activity level and socializing associated with
working can help her to maintain good physical and mental health.

While participation of older women in the work force is declining, their
volunteer activities appear to be rising. Older women make up a large
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segment of the volunteer workers in community-based institutions--church
or synagogue, the schools, and neighborhood civic groups. Additionally,
many of the Federally funded programs specifically encourage the
participation of older persons as volunteers. Examples include Volunteer
in Service to America, ACTION's Foster Grandparents Program, the
Veterans Administration, and the Peace Corps. Older women also are
increasingly serving on advisory councils and groups. National policy
now directs that older persons be named to advisory boards on state and
local agencies on aging, in an effort to capture the experience and
specific knowledge of older people. Part-time work is also an
increasingly popular activity of the older woman. Elderly women now
account for 4 percent of the 50 to 60 percent of part-time workers.

The transition to retirement status can have both positive and negative
effects on an older woman's health. On the positive side, it may allow
her more time to pursue activities she enjoys. On the negative side,
may mean a decrease in income, in social contacts, or in her feeling
usefulness and independence. Most of the women over 65 today are not
working and for income have to rely on benefits from social security or
private pension plans. Since many of the non-working women receive only
a percentage of the retirement income of their spouses, they are likely
to become more economically disadvantaged with inflation.

A pattern of declining income with advancing age tends to be the rule
especially with increased expenditures for health care. This is
particularly true for older women who live alone, 31.4 percent of whom
are living in poverty, and for older Black women. As women age, the
percentage of those at the poverty level increases. In 1981 elderly
women had a median income of $4,800 with White women averaging $4,900 and
Black women $3,500. Three-fourths of the elderly had incomes below
$10,000.

Social security benefits are the single largest source income for the
elderly. These benefits constitute more than half the income for the
elderly population. For elderly Blacks living alone, along with
one-fifth of the total elderly, such benefits make up 90 percent or more
of their income.

Special populations. The elderly population varies considerably by
race and ethnic origin. In 1980 the proportions of elderly for each race
were: White, 12 percent; Black 8 percent; Asian and Pacific Islanders, 6
percent; and Hispanic and Native Americans, 5 percent each. The National
Institute on Aging estimates that in the 1980s, almost 40 percent of the
entire population over the age of 65 will be Black or first or second
generation Americans belonging to racial ethnic subgroups.

Being a woman over age 65 and a member of a racial or ethnic minority
group presents special challenges. Many of today's older minority woman
grew up and grew older at a time when racial and ethnic prejudices were
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more pronounced than they are today and when there were fewer economic
opportunities for them. For example, today's Black woman grew up in an
era of discrimination in both educational and occupational arenas.
Consequently, in her later years, she is more likely to have an income
below the poverty level, more likely to live in substandard housing, and
more likely to suffer the ill effects of years of poor nutrition and
neglected health and, therefore, suffer more chronic illnesses.
Hypertension, heart conditions, and arthritis, for instance, are more
common among older Black than older White women. In addition, older
minority women are less likely to receive adequate medical care and often
do not know about benefits for which they are eligible or resources that
are available to them. Life expectancy is lower for minority women than
for White women. 1980 figures show White females have a life expectancy
of 78.1 years while other females have a life expectancy of 74.0 years.
Migrant and Native American women are at a particular disadvantage,

the 1 west life expectancy in the United States.

Cultural beliefs affect many aspects of health care delivery and may
affect how the women use health care services, how they perceive their
personal health status, when they will seek care, and when they will use
the traditional healers of their culture. These beliefs may also control
how the elderly within an ethnic group should be cared for.

In spite of Medicare and Medicaid, some studies have shown that financial
barriers, which result in less utilization of health services by the
elderly, still remain. Medicare does not cover all expenses and it can
be a hardship for the elderly (often on fixed incomes) to pay for what is
not covered. Preliminary estimates from National Medical Care Utilization
and Ekpenditure Survey indicate that while 72.6 percent of the White
elderly have supplemental private insurance, only 32.1 percent of the
non-White elderly have similar coverage.

In all, the gap in health status which exists between most groups of
non-Whites and Whites exists throughout the lifespan of the minority
woman. There are no adequate studies which identify the causal factors
for this gap in health status though numerous psychosocial, economic, and
biomedical factors all play a part.

Morbidity and uortality. To date there are about 27,000,000 people in
the population over age 65, with a preponderence of women in each age
group.

Contrary to the sterotype, most older individuals are in good health. In
a 1980 Health Interview Survey of the National Center for Health Statis-
tics (9) 9 out 10 elderly persons described their health perceptions
(versus actual health) as fair, good or excellent compared to others
their age. Though there are many healthy older women in this group, very
little information is available on them. The need for more information
about healthy older women calls for more descriptive studies of this
segment of the population.
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Over the years, sex differences in morbidity and mortality have existed.
Mortality rates for older men are higher than for older women and this is
true for all age groups over 65 and in regard to all leading causes of
death.

Using current mortality rates, men at age 65 can expect 14 more years _of
life, compared to 18 for women. Although women are more frequently ill
than men, older men are more often seriously ill than women. The diseases
which affect elderly man and are the leading causes of their death are
the same diseases that cause the predominant illnesses in older women.
Older women have a higher incidence rate than men of hypertension,
arthritis, diabetes, and heart disease. However coronary heart disease,
which is especially life-threatening, has higher prevalence rates in
men. It will be interesting to see if the employment and stress patterns
for today's younger woman will alter those rates as that cohort group
reaches older age.

During the 1970s mortality rates among the older population dropped for
almost all leading causes, but especially for heart disease and
cerebrovascular disease. The decline for all causes of mortality and
particularly for leading ones were generally greater for older women than
older men. Interestingly, despite the greater life expectancy of the
older woman and her generally lower mortality rates, women die from the
same major causes as do meo, namely: heart disease, cancer, cardio-
vascular diseases, and accidents. It is not uncommon for an older person
to be afflicted with several of the noted disease conditions at one
time. In this respect, the health problems of older men and women are
similar. What complicates the issue for older women is that they live an
average of 8 years longer than men, which not only means they have to
endure these multiple chronic conditions longer, but they are thereby
placed in greater jeopardy of disability and dependency with resultant
institutionalization for long-term care. (Today, according to
unpublished data from the National Center for Health Statistics older
women already compriae 86.4 percent of the nursing home population--
1,126,000 women, and perhaps an equal number among the one million
boarding home residents).

Older women also differ from their younger cohorts in the prevalence of
certain diseases. According to the 1979 National Health Interview Survey
(10a), the major health characteristics of older women, 65 years of age
or older, are the greater prevalence of multiple long-term chronic
illnesses that cause limitations in life style. According to this study,
non-institutionalized older women had a higher prevalence than adult
women aged 17-64 years of the following conditions: visual and hearing
impairments, arthritis, hypertensive disease regardless of heart disease,
coronary heart disease, cerebrovascular disease, diabetes, impairments of
the lower extremity and hip, chronic bronchitis, all diseases of the
urinary system, functional and organic symptomatic upper gastrointestinal
intestinal disorders, constipation, and all types of anemia.
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Concerns About _ ysical Illnesses

As mentioned in the section on morbidity and mortality, older women have
higher incidence rates than older men of certain chronic conditions:
diabetes, hypertension, and arthritis. While each of these diseases can
be devastating in itself and can lead to other secondary conditions,
coupled together they can lead to debilitating problems for the older
person. Though some of these diseases will not be discussed in great
detail in this chapter, it is important to realize that an older woman
may often bear the burden of several of these disorders.

Hypertension. The results of several major epidemiological studies
have shown that high blood pressure or "hypertension- is one of the
primary risk factors contributing to death from major cardiovascular
disease and cerebrovascular disease (stroke). In the late 1970s, the
prevalence of elevated blood pressure (defined as the ratio of systolic/
diastolic pressures greater than 160/95, on three readings) was higher
among men ages 26-64 than among women. However, the difference was not
statistically significant. The proportion of women who are hypertensive
has not changed between 1960-62, (when the first National Health Examina-
tion Survey was conducted) and 1976-1980, the dates of the last survey.
However, the proportion of adult hypertensive women who were on medication
and whose blood pressure was controlled increased from 22 to 40 percent
of the Whites and from 20 to 38 percent of the Blacks. Women, both Black
and White, were twice as likely as men with hypertension to be on
medication and have their blood pressures under control (11).

It has been shown that high blood pressure increases both mortality and
various morbidity risks. Clinical complications associated with
hypertension can result in stroke, kidney disease (for which the medical
costs are substantial), and increased risk for heart attack due to
artherosclerosis.

Coronary atherosclerotic heart disease* Research on the risk of
coronary heart disease has previously centered on men, and large scale
studies have mostly evaluated only that sex. However, as the life styles
of the younger women cohorts begin to resemble those of the men (i.e.,
increased physical and emotional stress, increased smoking) coronary
heart disease may become an important problem. Nanette Wenger (12a)
found that risk factors for coronary heart disease, such as elevated
serum cholesterol and hypertension are frequently found in older women.
According to the Health and Nutrition Examination Survey (BANES II) (12b)
women in the 65-74 year old range had an increased incidence of high
cholesterol (40.7 percent ) compared to the men (20.9 percent

It is not clear what the role of sex hormones is in the development of
this disease. According to Wenger (12e), theze appears to be a marked
increase in the incidence of heart attack, stroke, and congestive heart
failure in post-menopausal women. This was determined in the Framingham



study whell women under 55 years were compared by menopausal status.
However, changes in other known risk factors were not able to account for
this increase.

"There remains a paucity of information about any factors that affect the
incidence and course of coronary heart disease in women, but attention is
now directed at this problem. Although the overall risks are greater for
men, it is increasingly recognized that women are also vulnerable and
that their prognosis tends to be less favorable" (12d).

Diabetes. "The prevalence of diabetes is twice as high in the 65 and
older population (about 10 percent) as in the rest of the population
(5 percent) (13)." Recent findings show that about 2,000,000 Americans
65 years of age and older are diagnosed as being diabetic, and an
additional 2,000,000 meet the updated criteria for having diabetes, hut
remain undiagnosed. The number of known diabetics aged 65 years of age
and older in this country has doubled in the past 20 years. In financial
terms, it is estimated that diabetes costs $10,000,000,000 annually in
medical care alone. According to the National Commission on Diabetes
(13), the probability of developing diabetes for those who survive to age
85 (mostly older women), is about 23 percent in men and about 35 percent
in women.

Furthermore diabetes has a disproportio ate effect on older persons.
"Compared to the non-diabetic population, persons with diabetes are 25
times more likely to become blind, 17 times more likely to develop kidney
disease, 15 times more likely to undergo major amputation, and twice as
likely to suffer a heart attack or stroke...However, absolute risks of
specific complications in relation to duration and degree of glucose
intolerance in the elderly are not well quantified" (14).

"Among the problems specific to diabetic women over 40 are the following:

Cystitis (inflammation and/or infection of the bladder).

Complications related to oral medications to control
diabetes. Some anti-diabetic drugs can trigger heart
disease and even death.

Osteoporosis. (Diabetic
risk for this disease).

,jomen are particularly high

Increased symptoms of menopause. (The diabetic
menopausal woman not only auffers the discomforts other
older women suffer, but she is often confused by the
symptoms, i.e., profuse sweating, vagival itching, and
fatigue which may be dUe to specifically menopause or
to an insulin reaction" (15a).



A decade ago, diabetes was appreciably more prevalent in older women, but
it is now more prevalent in older men. The reasons for this change are
unclear but may be attributed to a specific increase in the incidence of
diabetes in older men, a lowering of mortality associated with diabetes
in men, and an increasing proportion of men who are now diagnosed as
having the disease or a combination of these factors.

The prevalence of diabetes in Black Americans is about 50 percent higher
than in Whites of the same age. The prevalence in the elderly segment of
certain U.S. ethnic groups (especially women) is even higher than in
Black or White Americans. For example, among Mexican-Americans, 14.5
percent of persons aged 65 to 74 living in Starr County, Texas had a
history of diabetes (16). Another study caried out in the population
Laredo, Texas, found an even higher prevalence--24 percent reported a
history of diabetes. This compared to 5.9 percent for the predominantly
White population of Rancho Bernando, California (17). The marked
prevalence in the Mexican-American population may be the result of
American Indian admixture, since some groups of American Indians have
extremely high prevalences of diabetes in the older age groups
(40 percent) (18).

Obesity is also a po erful risk factor for diabetes but whether its
influence is as great in the elderly as it is in younger adults is
unclear. In a U.S. study, lower socioeconomic status and lower
educational attainment were associated with diabetes in both elderly and
younger adults, regardless of race (19). The significance of these
associations, however, is unclear. Knowledge of other diabetes-
associated risk factors in the elderly is sparse. "Factors associated
with a disease may be directly or indirectly related to its etiology, or
may be the consequence of it. Only prospective studies of diabetes can
determine whether a particular characteristic constitutes a true risk
factor", according to one author (13).

Most prospective studies of diabetes incidence have concentrated on
younger adults, despite evidence that the elderly, as an age group, are
at highest risk of developing diabetes. Investigating determinants of
diabetes in the higher age ranges may therefore be a fruitful area of
research" (13).

Cancer. Cancer ranks second to heart disease as the leading killer of
American women. In general, women report more malignant neoplasms and
more hospitalizations for them compared to men (20); however, women's
death rates are lower. Several reasons might account for this: (a) It
may be that women have their cancers diagnosed and treated earlier so
they are aware of their problems when interviewed; (b) they may also be
more willing to report their cancers; and (c) more cancers in commen can
be controlled which lowers the risk of cancer mortality.
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Breast cancer comprises 27 percent of all cancers in women and the breast
is the leading cancer site in both Whites and Blacks (21). The greatest
risk factor affecting breast cancer appears to be age. The longer a
woman lives, the greater are her chances of developing the disease,
leaving the post-menopausal older woman at higher risk.

Survival rates are strongly influenced by early detection and treatment.
Since controversy surrounds all types of treatment choices, it is
imperative that breast cancer victims be as well informed as possible in
order to make a life-enhancing decision.

"Cigarette smoking is the leading cause of cancer in the United States:
more than 35 percent of all cancer is directly or indirectly attributable
to smoking" (22a). . Women who had taken up smoking in the 19208 and
continued to smoke are now in their sixties; many young women have also
picked up the smoking habit. The concomitant rising lung cancer rate
:_ttests to this trend.

"According to the American Cancer Society, 14.2 percent of women smokers
consumed 25 or more cigarettes per day in 1965. By 1980, that figure had
risen to 23.7" (22b). In 1982, the cancer statistics in California
showed that lung cancer had surpassed breast cancer as the number one
killer of American women. It is expected that these atatistics will
prevail throughout the rest of the United States by 1985. The tragic
aspect of this is that, unlike other types of cancer, lung cancer is
largely preventable. Because smoking is related to several serious
health consequences (caneer, increased risk for cardiovaaeular and
pulmonary disease) and la a preventable health risk, a major PRS
prevention program is aimed at cessation of smoking. Needless to say,
many young women will never reach the age of 65 if they continue to smoke.

Colon and rectal cancers rank third in the causes of cancer deaths for
women. Though the mortality rate are high for these forms of cancer
(almost 50 percent), 2 out of 3 patients can be saved by early diagnosis
and prompt treatwent (15b). Increased emphasis on preventive screening
and dietary fiber may reduce the risks of these cancers in old age.

Uterine cancer (both endomentrial and cervical) accounts for the fourth
highest cancer rate in women (15c). Cervical cancer accounts for 3
percent of cancer deaths of women, with Black women three times as likely
to die from cancer of the cervix as White women of all ages. Puerto
Rican immigrant women have four times more cervical cancers than do White
women (15d). The risk of death from cervical cancer increases with age
(21) and research is ongoing to determine why this is so.

Cervical cancer, like endometrial cancer, is treatable, especially if it
Is diagnosed at the early etages of the disease. A regular ,"Pap" smear
is au excellent preventive measure for these cancers. Endometrial
cancer, like cervical cancer, can be detected with the Pap smear; and
most cases of this type of cancer are diagnosed in older women (age
50-64) (15d). The occurrence of endometrial cancer in older women
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correlates with the post-menopausal use of estrogens in those women. As
will be mentioned in the section on osteoporosis, replacement of estrogens
after menopause is a recommended therapy for many women who are at risk
for osteoporosis. Estrogen-replacement therapy is also prescribed to
alleviate some of the effects of menopause. Use of estrogens has remained
a controversial therapy because of the increased risk of endometrial
cancer associated with it, although many physicians feel that since this
cancer is treatable, the relative benefit to risk ratio makes this an
acceptable therapy for certain conditions.

In summary, the "War on Cancer" has produced much information on the
etiology, therapy, risk factors, and prevention of certain cancers.
Today's younger women may experience fewer cancers in old age if they pay
attention to risk factors such as stress, diet, smoking, occupational
hazards, and sun exposure. For older women who have developed cancers,
the advances in many treatment modalities have extended their chances for
a longer life and provided an improved quality of life where one did not
previously exist.

Osteoporosis. Osteoporosis is a condition found in older persons
(especially older women) in which the structure of the bone becomes
porous and, thus, more susceptible to fracture. This disease has
received a great deal of attention, of late, as a critical health issue
for older women.

Reports from a recent NIB Consensus Conference on Osteoporosis (23)
stated that this disease is a major public health problem and is the
principal underlying cause of bone fractures in post-menopausal women and
older persons in general. The spine, wrist, and hip are most commonly
affected by this disease. Adverse conditions resulting from osteoporoais
range from back pain and loss of height due to vertebral compression, to
hospitalization, depression, or death from hip fractures. In all, the
threat of such fractures promotes numerous fears in the older person:
loss of independence, additional falls, pain and further fractures, and
hospitalization. Thus, the conference report suggests that prevention of
initial fractures in osteoporortic individuals is of primary importance.
Appropriate weight-bearing exercise, calcium intake, and estrogen
replacement therapy where specifically indicated, in post-menopausal
women are all possible preventive measures.

Osteoporosis has particular implications for older women. First, wo
because they have less bone mass than men, are at greater risk for the
disease. White women are more at risk than Blacks. Second, it is
believed that the accelerated bone loss that some women experience after
menopause is related to a decrease in estrogen levels. Thus, few
physicians have been prescribing estrogens to women in an effort to
counteract that trend. Estrogen therapy, itself, remains a -newhat
controv4rsial mode of treatment because it is thought to inerese the
incidence of endometrial cancers in those women who take it.
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It should be noted that the conclusion of a recent NIS Consensus
Conference on this topic stated that "estrogen replacement therapy is the
most effective single modality for the prevention of osteoporosis in
Women" (23a). The document also stated that the endometrial cancers that
might be associated with estrogen therapy are "rarely fatal when properly
managed." The consensus panel also noted that while estrogen replacement
therapy might be effective in preventing bone loss soon after a woman
experiences menopause, "there is no convincing evidence that initiating
estrogen therapy in elderly women will prevent osteoporosis" (23b).

Osteoporosis increases an older woman's chances of debilitating injury
particularly hip fractures. As mentioned in the section on accidents,
these fractures have serious consequences. Not pray do hip fractures
increase the older woman's chances of being Institutionalized, but there
is also a high mortality rate associated with these fractures. According
to one paper (24), of the patients who experience hip fractures, 20
percent die within the first year, 20 percent become totally dependent,
25 percent partially dependent and only 30-35 percent recover
independence after that first year.

Finally, it is felt that osteoporosis may be a preventable disease, and
that young women and old should be cognizant of the role calcium and
weight-bearing exercise are thought to play in preventing bone loss.
Although a daily calcium intake of 1000-1500 mg (through foods or calcium
suPplements) has been recommended to maintain proper bone mass, there is
insufficient data as yet to show that it will reduce the rates of hip
fractures. More studies also need to be done to determine the effects of
exercise on preventing bone loss.

Arthritis Though almost all arthritic conditions are more prevalent
among the elderly, the disease affects a larger number of women than men
(25), and is a leading cause for limiting activity in older women (26).
In addition, arthritis, in particular osteoarthritis, was diagnosed in
5.4 percent of all women over 65 years of age who made office visits to
physicians and accounted for 10.1 percent of specific diagnoses for
hospital discharges (27).

The traditional therapy for arthritis is aspirin, rest, exercise, heat,
and diet. Some researchers (27) feel that an estrogen regimen might
provide a preventive strategy for the disease. Because arthritis is a
chronic, disabling disease, many older persons may be more susceptible to
trying unconventional cures which may have no proven medical benefits
(such as copper bracelets, fad diets, vitamin therapies or dimethyl
sulphoxide known as DMS0). Arthritis is a disease which tends to be more
disabling than life-threatening. Loss of mobility and function, coupled
with other chronic diseases afflicting older women, decrease their
ability to remain in an non-institutional environment.
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Very little is known about the social and medical factors which result in
disability attributed to arthritis, except that medical factors play a
much less substantial role than social factors such as an individual's
demographic background, the work situation, and the will to push on. All
told, the indirect costs of arthritis (those due to wage losses as a
result of disability) are twice as large as the medical costs. Neverthe-
less, almost no research addresses the causes and consequence of
disability resulting from arthritis.

Incontinence. Incontinence is a particular problem for older women.
Incontinence is defined as, "the involuntary loss of urine (or stool or
both) that is of sufficient amount or frequency to be a social or health
problem ..." (28). This condition is the second (with dementia being
first) most common reason that women are institutionalized in long-term
care facilities. The cost of managing and caring for incontinent
patients (mostly elderly) amounts to about 8,000,000,000 dollars a year,
or 3 to 15 dollars per day, per person. In fact, because the condition
is so hard to manage at home, it may often be a pivotal factor in the
decision to institutionalize an older person (29). There are various
types of incontinence and it is important for the clinician to make an
accurate diagnosis so that the most effective and cost-conscious
treatment can be designed.

Acute incontinence generally occurs as a concomitant to another acute
medical problem (e.g., immobility, delerium, side effects of drugs, or
urinary tract infection).

Persistent incontinence is not assoc ated with an acute medical problem
and worsens over time. It can be characterized in several different
ways, each with a different cause:

1. stress incontinence is urine leakage and is usually
associated with an increased pressure on the bladder
e.g., sneezing, laughing, exercise;

urge incontinence may occur at all ages most often in
women and is characterized by an inability to delay
voiding before reaching the toilet. It is often
associated with conditions like stroke, senile
dementia, Parkinson's disease, and multiple sclerosis;

overflow ippont_inence is due to an inability of the
patient to empty the bladder completely because of a
blockage or loss of normal bladder contraction; and,

4. functional incontinence may be due to a variety of
causes including physical or mental impairments, lack
of the appropriate desire to prevent voiding, or lack
of persons to provide needed treatment (28, 30).

I - 19

1 S2



With so many different types of incontinence and relevant causes of the
condition, a variety of therapies exist, the choice of which should be
tailored to the patients needs. These include medication, behavioral
modification (including biofeedback), exercises, surgery, prosthetic
devices, catheters or absorbent undergarments (30).

Because incontinence is so prevalent in older persons (40-50 percent of
those in nurs:(ng homes and 16-20 percent in the community) (29) and
because it may be pivotal in the decision to institutionalize an older
person, it is critical that diagnosis be accurate and treatment
effective. Some physicians have suggested that the British concept of
incontinence clinics may be the best solution to this problem, which is
costly both in medical and economic terms (28).

The effects of incontinence for the older woman range from embaraasment
and social isolation to the need for costly institutional arrangements.
Thus it is an important medical problem for all older persons, but
especially women, who live longer and are, therefore, at greater risk for
the condition.

Accidents. Accidental injuries in the elderly have been an emerging
area of concern for the PBS. A recent study on aging and health
promotion (31a) sponsored by PHS examined this subject closely.
According to the results of the study, accidents represent the fifth
leading cause of death among those 65-74 years of age, and are the sixth
leading cause of death for those over 75. In the over 75 population
(which is mostly women and which is the fastest growing population in the
U.S.) the death rate from accidents is four times that for all Americans
(154.8 per 100,000). The injury rate from accidents is also very high
for the over 65 population. In 1977, accidental injuries resulted in
almost 43,000,000 days of bed disability for people over age 65 (31a).

According to the report, the principal causes of death due t_ accidents
are: falls, motor vehicles, fires, burns and other accidents. While the
death rates for all categories of accidents are higher for men than for
women, it is important that preventable occurrences be studied in women
as well as men. Because women comprise a greater percentage of the over
75 population, it is essential that disabling injuries be prevented to
the greatest extent possible.

Of the types of accidents listed in the report, inju ies from falls are
of particular concern. As of 1979, 7 percent of deaths from falls
occurred in persons over 65 years of age. This figure jumps six-fold in
persons over 75. According to one article (32), the common causes of
falls in older persons may be broken down as follows: 48.4 percent,
accidents; 15.1 percent, miscellaneous; 14.7 percent, drop attacks; 11.1
percent, vertigo; 6.9 percent, central nervous system lesions; and 3.8
percent, postural hypotension. Changes of aging may contribute to the
frequency of these falls.
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The consequences of falls may be particularly devastating in older women,
as fractures of the hip, wrist, head, and back are the common result of
such accidents. (There is some debate as to whether home falls cause hip
fractures or vice versa. This is not resolved). Hip fractures alone
have an estimated mortality rate of 20-30 percent. Approximately 200,000
hip fractures occur each year in the United States, each one costing
about S10,000 in medical care. (This accounts for about $2,000,000,000
in acute care costs). Hip fractures also result in a chronic disability
with 13 percent of survivors never returning to independent ambulation
(31a). Hip fractures occur primarily in women, with White females having
twice the risk of other groups at every age. As mentioned in the section
on osteoporosis in this report, the higher incidence of osteoporosis in
this group of women may also be a significant related risk factor.

Clearly, preventing falls and the consequences of them is of particular
importance to the older person. Proper therapy and prevention will
depend upon the cause of the fan and may include: the use of devices
that aid in walking, rearrangement of furniture or rugs in the home,
provision of adequate lighting, assessment of medications for side
effects, or the preocription and use of proper eye glasses.

While accidental fella have been given extensive treatment in this
chapter, there are other accidents to which older women may also be
prone. These include: burns (from hot water, kitchen fires, smoking in
bed), poisoning (failing memory and eyesight coupled with multiple drugs
that may be lethal), and accidental hypothermia, or heat stroke.

Other Health Concerns

Sexuality. Society has not been kind to the sexual desires of older
people. According to Butler and Lewis (33) it has been presumed that:

Older people do not have sexual desires.

They could not make love even if they did want to.

They are too fragile physically and it might hurt them.

They are physically unattractive and therefore
sexually undesirable.

Anyway, the whole notion is shameful and decidely
perverse.

Probably the most profound sexual difficulty centers around older women
who are widowed, divorced, or single. The 1980 census showed that 42.9
percent of the noninstitutionalized women, aged 65 and over, were living
alone or with nonrelatives. Four out of every 10 older women lived
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alone. This occurs primarily because men who are widowed remarry. The
L979 data show that the marriage rate for men, aged 65 and over was
almost 6 times that of older women. There are fewer males in this age
group and men usually marry women younger than themselves thus partially
accounting for this higher rate (34).

Older women will admit sexual desires but many regard such feelings as
undignified. Many women are concerned about the cultural expectations of
society and reinforce the sterotypes set by society by appearing to be
sexless. The sexual needs of the elderly are further ignored in many
homes for the aged and in nursing homes where sex segregation is often
enforced. Appropriate arrangements for conjugal living are rarely
available.

Certain myths about menopause have caused some women to fear the aging
process. Sex education for the elderly is necessary to help them
understand the biological arid physiological changes. Feelings of
affection and sensuality do not decrease with age, indeed t7.?y may well
increase. Older women, as well as older men still enjoy sexual
relationships despite of their physical changes. For women, the changes
occur mainly in the shape, flexibility and lubrication of the vagina.
For the most part, the changes can usually be traced to lower levels of
the estrogen during and after menopause (35). With the loss of estrogen,
vaginal secretions become less acidic and increase the possibility of
vaginal infections. The urethra and bladder may become more subject to
irritations as they are leas cushioned by the atrophied vaginal walls and
there can be burning or frequency of urination after sex (36).

There is no evidence that surgical procedures such as hysterectomies and
mastectomies, ileostomies, or colostomies affect sexual desire or
performance in women. However, these physical losses often produce
psychological distress which needs to be addressed.

The increased incidence of illness and disabilities may inhibit sexual
activity in later life, but even the most serious diseases rarely warrant
stopping sexual activity. An accute illnesa obviously has an immediate
effect, but over time, even with a chronic condition, sexual activity can
often be resumed. Doctors need to counsel their patients about sexual
activity as well as the potential sexual side affects of drugs. For
example, an antihypertensive drug may adversely affect one person, but
not another. These side effects of druga should be balanced against the
risks of the disease and the patient's preference should be considered in
the decision (36).

Robert Butler has suggested that there is a second language of sex,
namely a growing capacity 'men in many emotionally healthy older persons
to develop to new levels intimacy and communication in a love relation-
ship. Sex in later life is sex for its own sakepleasure, release,
communication or shared itimacy or both. At this time women are no
longer associated with child bearing and the creation of young families.
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Butler feels that it is possible that only in later life, when a
personality reaches its final stage of development, that love-making and
sex can achieve deepest meaning to the partners.

Masters and Johnson (37), who studied human sexuality reported that the
two major requirements for enjoyable sexual activity in later life are
reasonably good health and an interested and interesting partner.

Menopause. Although menopause is a natural process in the life cycle
of aging women, it often has been treated as a disease. While the woman65 years of age and older may be several years past the onset of her
menopause, the physiological changes accompanying menopause may affect
various aspee.ts of her later life. The symptoms most frequently relatedto menopause include hot flashes, vaginal dryneas, and osteoporosis. Themost prescribed and used treatment for menopausal symptoms has beenexogenous estrogens. Since the mid-to late 70s, estrogen use has
decreased markedly with the publication of research results indicating acausal link in its use to the increase of endometrial cancer and possibly
breast cancer. There is disagreement about the analytical procedures andmechanisms used in these studies. None-the-less, a consensus existsregarding the need for a systematic collection of knowledge about theclimacteric experience in women who are not treated with estrogen alongwith the research alternatives to estrogen therapy for treating themenopausal symptoms

Sensory Impairments. Impairments in vision and hearing are also
prevalent conditions which limit the mobility and independence of olderwomen. In addition, these sensory impairments may also increase an olderwoman's risk of falls, errors in taking medication, and traffic or otheraccidents.

Decreasing sensory function is often not given serious attention becausethe physiological changes are gradual and often thought to be simply aconsequence of the aging process. However, the effects of limited visionor hearing can be a serious threat to the older woman's ability to remainin her own house, to enjoy recreational activites, and maintain anindependent life style.

Although proper fitting glasses or hearing aids might be solutions forthe older womaa with sight or hearing problems, the people providingthese services need to be especially sensitive to the special needs ofthe older person. For examplc, the hearing aids that may provide amplerelief of a hearing disability might also be impossible for a woman with
arthritic fingers to adjust.

Dental conditions. Poor oral health has a detrimental effect on one's
overall health and is not an Inevitable part of aging. According to one
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source (15e), "more than half the population ever 65 years of age has
either not seen a dentist in the last 5 years, or has not seen a dentist."

Poor dental
loss, but
changes in
body image,

hygiene and dental care result not only in cavities and tooth
gum disease. "For an older woman, this creates possible
facial appearance, chewing efficiency, speech performance,
and, as a result of these, perhaps social acceptance (15e).

The best treatment for incipient dental problems is prevention: proper
brushing, flossing, and diet. It is important to remember, however, that
many of today's older women lived through a period of time when dental
care was less affordable, accessible (especially for the poor and
immigrant children), and more painful. Thus, many of them delayed
treatment until late in life, with serious consequences. The education
programs on dental hygiene for younger women of today should eliminate
many of the dental problems for the future cohort of older women.

Podiatry* Simple foot care in a problem for many older women. Not
only is podiatry an often-neglected part of health care services by
health professionals, but the older woman often has difficulty taking
care of herself because of poor viaion or lack of flexibility !r: her
hands. She may have a hard time performing routine nail and foot
maintenance. Thickened toenails due to fungal infection and cracked,
owollen, or calloused feet are all preventable; foot problems in general
can be helped by properly fitting oboes. Good foot care is eseential for
maintaining the mobility of the older woman and is crucial for the
success of certain rehabilitation programs (38).

Nutrition. In order to understand factors which affect the process of
age-related changes in tissue structure and function, and the emergence
of multiple chronic diseases in the elderly, it is fundamental to
consider the nutritional needa of the elderly. , The relation of good
nutrition and diet to overall mental and physical health is important for
all age groups, even though biomedical research is still just beginning
to elucidate the relationship between dietary intake of certain nutrients
and various diseases. Clearly, the phyaiological changes associated with
the aging process present a dynamic situation for which the nutrient
requirements must be determined.

What are some of the physiological changes occurring in the older woman
that may affect her nutritional needs? According to one review of
nutritional requirements in the elderly (39), there is a continuous
decline in the lean body mass of both males and females. "It hao been
reported that by age 70, the kidneys and lungs lose about 10 percent of
their weight and skeletal muscle diminishes by 40 percent." There io no
evidence as yet that nutritional factors reduce this trend, except in so
far as they may reduce bone loss. As discussed in the section on
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osteoporosis in this chapter and in the commissioned paper in this
report, calcium and vitamin D intake appear to be important in preventing
or reducing the severity of this disease.

Other physiological changes which occur with aging may also need to be
considered with regard to nutritional requirements for the older person.
These include changes in tissue and metabolic function, certain functions
of the immune system, the numbers of cellular receptors and uptake of
nutrients by cells, and the basal metabolic rate and energy needs of
cells. Some of these factors may determine which nutrients and at what
levels (how much of a certain nutrient) are required to meet the needs of
the aging body.

What are the current guideli_es for nutrition in older persons? The
recommended dietary allowances (RDA's) developed by the National Academy
of Sciences, provide guidelines for adults over age 51 (31b). However,
there are no guidelines, as yet, for all persons over 65, much less forwomen over 65. The nutritional requirements for women over 65 might
differ from those of younger age cohorts, with men, among women of the
same age group and among different sub-populations of the elderly. Inaddition, older persons who are taking medications for a variety of
chronic disorders may have even more specialized needs.

A recent FRS report on health promotion initiatives for the older
individual (31b) listed several nutrients and dietary factors on which
public education efforts might be concentrated. These are:

fats--(including saturated fat and cholesterol) which
may be related to risks for heart disease, hyper-
tension, and certain cancers;

calcium--which Is linked to osteoporosis; and,

sodium--which has been linked to hypertension.

There are other areas of diet and nutrition which are of interest to the
older woman as well. Overweight, for example, is a condition about which
women are particularly sensitive and which may be especially prevalent in
lower income or minority women. Obesity is a problem not only because it
may increase the incidence of hypertension and diabetes, but it may leadwomen to try crash diets and diet medications, which might do themfurther harm.

Dietary supplements (such as vitamins and minerals) are also becoming
more popular among older persons. A recent study (31b) found that use of
dietary eupplements increased with age (especially in low income groups)
and that many older people felt that a higher dosage of vitamin supple-ments was more beneficial to their health. Since the Minimum Daily
Requirements (MDR's) of many of these vitamins may be different for those
over 65, and sinee the majority of these supplements are taken without a
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prescription, there is an increasing conelrn over the adverse effects of
too much vitamin use. In fact, the Nationeonl Institute on Aging, recently
published a pamphlet (40) to encoura2eme older persons to use the
established RDA's as a guidepost for theL r vitamin usage. Some of the
serious side effects of megavitamin and slineral use might be: Vitamin A
--headaches, nausea, diarrhea, and aven_tual liver and bone damage;
Vitamin D--kidney damage; and ironliver d-amnge.

In addition to megavitamin use, older_ pa,_nersons (especially women ) are
susceptible targets for a variety of fel$=se nutritional claims for some
products that might claim to make the older persons "feel or work
better", 'look younger", "cure disease": Dt=r "lose weight rapidly". These
products are often costly for a person on ega fixed income, and might raise
false hopes about health status or even in- terfere with the action of any
medication that an older person may he telci-=Ing.

With all the confusion and new informaimtion existing about diet and
nutrition it is necessary that older wowa-17in be informed and educated to
ensure good nutrition for themselves or others (many older women are
still care givers). Many older women are anxious to have such
information.

In addition to education and informs iec=3, improving poor nutritional
status in older women may also have to be approached through other
routes. A variety of factors can affect tThe diet and nutritional status
of older women: poverty, dental problems, decreased mobility, changes in
taste, isolation and loneliness, medicatienus, convenience and availability
of food stores, and cultural traditions.

It is clearly important that women of all ages be given the information
and services necessary to help them ftntain a healthly nutritional
status. Not only will women themselves h..we healthier, but because they
are often still in the position as cart-"gz:Ivers, others will benefit as
well.

ohol D Abuse- al_ Mental Health COncrns

In 1978, a workshop, sponsored by the Natl.c*onal Institutes of Health (NTH)
and the National Institute for Mental Hesl_th (NIKO was held to discuss
the mental and physical health issues of 0=1der women. In discussing the
concept of mental health in the older women, _, it was felt essential not to
overlook the clinical interrelationsb00.0s that exist between the
biological, psychological, and social fact-v.-ors affecting both health and
mental health. This section will diacues sacohol and drug abuse problems
and mental health disorders in older Wonlaz7n keeping in mind the inter-
relationships among all those factors which contribute to these
disorders. Chapter four, Issues Related tC=D Alcohol, Drug Use and Abuse,
and the Mental Health of Women, should be consulted for completeness in
relation to the discussions in this chapt=er which deal only with the
elderly.
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Alcohol Use

Incidence. Little is known about the nature and extent of alcohol
problems of older people, especially older women. Although the past 40
years has been a period of increased growth and research in the fields of
both gerontology and alcoholism, it has only been recently that alcohol
problems of the elderly have been a focus of studies in either field.
Moreover, while both specialties have focused on unique issueS andproblems of women, alcohol use and abuse by elderly women is virtually
absent in gerontology and alcohol literature. As an example, a review of
the contents of two recent publications (41, 42) yields no substantive
information on alcohol and elderly women. The NIAAA has recently
released a special issue of Alcohol World, on the use of alcohol by the
elderly, one of the few publications on aging and alcohol available atthis time (43).

Because of the scarcity of relevant studies, the information in this
section is based in large part on the information available about alcohol
and the older population in general, or alcohol and older men, and often
includes interpolation of the information.

Traditionally, heavy drinking and alcohol problems have not been viewed
as a major concern for the older population in general, or for women of
any age. Research results over time have indicated a decline in alcohol
consumption and heavy drinking from approximately age 50 and older (44)
Drinking appears to begin in the teens with heavy consumption peaking in
the 20s through the 30s followed by a general decrease in consumptionover the life span. Similar trends have been reported in other countries
for which such data are available (45).

Several factors, however, may account for such a low incidence of
..islcoholism in the elerly. Perhaps one explanation is the high mortality
:mrate among alcoholics and heavy users of alcohol. Data repeatedly reveal
7-that heavy users and alcoholics tend to have a mortality rate 2 to 6
Atimes higher than that of the general population (46). While data are
zamprecise, heavy consumption appears to be directly implicated in heartemliseases, certain cancers, cerebrovascular diseases, accidents and
em:irrhosis of the liver--the leading causes of death among the 45-65 agemggroup (46).

Ina is also important to note that while data traditionally reveal a
tElecline in consumption after age 50,.drinking problems among the elderly
nmmay indeed be greater in this population. Even though data traditionally
ittneveal a decline in general consumption after age 50 and it is oftent=hought that older people are not victims of alcohol problems, the ratec*sf problem drinking and alcoholism among the older population is
emzstimated to be between 2 to 10 percent, approximately the same as the
a=peneral population and is possibly higher than the general populationa-verage among clinical populations (47, 48). As examples, it is
et.stimated that 18 to 56 percent of elderly medical admissions in general
hLAmspitals are alcoholic and that 23 percent of psychiatric admissions
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have alcohol problems (49). Of those older persons who seek medical
assistance for any reason, it is estimated that a high proportion--10 to
15 percent--have alcohol related problems (50). It is estimated that
approximately 20 percent of nursing home populations, most of whom are
elderly, are alcoholics (51). One author reported that 17 percent of a
total of 87 older persons who were seen at a community mental health
center were diagnosed as alcoholic (52).

In addition to consumption patterns, another important difference between
younger and older persons is the tendency of the aging body to be less
tolerant of alcohol. In other words, given the same quantity of alcohol,
older persons become more inebriated than do younger persons, due in part
to a slowing of metabolism, the smaller volume of body water, and the
decreased lean body mass in older individuals. Even if older persons do
drink less than they formerly did or less than younger people, they often
may experience increased effects of alcohol. Thus, if studies employ the
same criteria for all age groups to determine "heavy drinking." these
data may actually underrepresent the incidence of heavy drinking in the
older population.

Further, as gerontologists have discovered, confounding variables such as
the cohort effect often make the findings of cross-sertional studies for
the elderly invalid. Because many of the past stud es have been cross-
sectional, the findings for the elderly may not ac::urately reflect
alcohol consumption patterns among the older population. More recent
longitudinal studies are in fact beginning to show a greater use of
alcohol among older people.

With respect to women, studies have indicated repeatedly that across the
life span, women tend to drink less than men. Based on the current
estimate that 2 to 10 percent of the elderly are heavy or problem
drinkers, this is approximately 1 to 6 million people over the age of
65. In view of the overrepresentation of women in the older population,
the current size of the problem in absolute nuMbers is significant.

Further, although women may drink less then men do, women tend to
experience a greater effect than do men from the same amount of alcohol.
The reasons for the heightened effect of alcohol experienced by older
women are similar to these stated above. While the mortality rates for
alcoholic men are significantly greater than those for the general
population, the mortality rates for women alcoholics are substantially
higher at all ages than the rates for men. Therefore, while women may
drink less than men, they tend to suffer more severe consequences in
terms of mortality. In view of the above findings, it is clear that
women are more sensitive to the intoxicating and potentially lethal
effects of alcohol, than the data tend to show or than health care
providers tend to assume.

Moreover, the number of older women with alcohol problems is bound to
increase in the future based on the increased size of the older
population. In addition, future cohorts of older women are being
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socialized at a time when alcohol is readily available and social
drinking is an acceptable and often encouraged part of life. In fact,since World War II, the gender gap in alcohol consumption has beennarrowing so that the incidence and quantity of drinking is nearly the
same for men and women (53). As today's older women have done, future
cohorts will take with them into old age the same values, habits, life-
styles, and coping responses that they developed throughout their lives.
There is every reason to anticipate a considerable increase in alcohol-
related problems and alcoholism among tomorrow's cohorts of older women.In addition to differences in incidence of alcoholism and consumption,
other alcohol-related differences between young and old as well as
between women and men can be identified.

Patterns of alcohol abuse unique to this populetion. Categoriesemployed to differentiate patterns of alcohol problems among the elderlyare unique to this population. The two-part scheme used in the next
chapter is extended into a three-part classification here (44). "Survi-vors" refers to older drinkers with &n early onset and life history ofchronic drinking problems. These are the drinkers who defied statisticalprobability and survived into old age despite their drinking problems.They are at high risk for medical problems related to alcohol.

"Intermittent drinkers, sometimes grouped with survivors into an early
onset category, are those whose heavy drinking also began early in lifebut was periodic, (with intermittent spells of problem drinking, often inresponse to stress). While this pattern is not unique to older people,
the particular otresses may be different and perhaps more frequent if not
simultaneous in old age. Life stresses, such as loss of spouse, family
and friends, income, employment; changing social norms of_physicel beauty;decreased mobility, health and stamina, changes in valued roles, home and
neighborhood, independence, self-esteem, and others are more usual and
more frequent in later rather than earlier years. People whose habitualcoping response to stress involves drinkina may, therefore, become
especially vulnerable to drinking problems in Old age. Gerentologicalresearch data show that as people age, their sense of individualismincreases and they *re less influenced by their peers. Lifelongreactions to stress and choices of coping mechanisms hould become even
more pronounced as an individual ages (assuming no intervention has takenplace). If alcohol has been a primary coping response throughout life,it is likely to persist end perhaps intensify well into old age.

Third, "reactive drinkers" are problem drinkers who may have a history of
emotional problems but began drinking in later years, perhaps as a
response to the stresses of aging. In view of the many stresses nd the
disproportionately high number of women in the older population the olaer
women =ay be particularly at risk. "Reactive drinkers" of late onsetgenerally have a good prognosis for treatment outcome and are a viable
target for primary prevention efforts such as pre-retirement counselingand education.
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Diagnosis of alcoholism is much more difficult in the elderly than in
younger age groups (54a). Specific and appropriate criteria for diagnosia
of alcoholism in the elderly do not exist; and the four diagnostic methods
most commonly used for the general population are quite limited in their
application to the elderly (55). For example, consuMption of alcohol In
terms of quantity and freqUency may be a viable diagnostic approach with
the general population, however, in view of the heightened effect of
alcohol on the older person, using general population criteria is likely
to result in misdiagnosis or incorrect diagnosis of the older alcoholic.
The greeter probability among older persons for increased toxicity due to
alcohol-drug interactions may further reduce the applicability of the
consumption norms of the general population. With reapect to the older
woman, for whom the heightened effect of alcohol as a consequence of age
may be superimposed on the greater ensitivity of women in general tc the
effects of alcohol, these norms may be especially inappropriate.

A second commonly used diagnostic method, the use of psychological
dependence or repeated efforts to atop or control drinking as indicators
-f heavy drinking, is difficult to implement in any population.

A third diagnostic method focuses on the identification of physical
addiction through symptoms such as those characteristic of withdrawal.
Such symptoms, however, are infrequent and can be particularly subtle in
older persons.

Finally, use of "life problems" such as divorce, arrest, accidents, job
loss, etcetera as indicators of alcohol problems is of l mited utility in
diagnosing elderly alcoholics. For example, many older persons are not
in the werk force and few receive traffic citations for driving while
intoxicated. With respect to older women, many may be widowed and living
alone, thus having less opportunity for family or marital discontent and
little visibility to potential sources of referral.

Further compounding the difficulty of diagnosis is that many of the
various chronic conditions experienced more often in old age frequently
have symptoms similar to those characteristic of alcohol problems.
Depression, malnutrition, and drug reactions are among those conditions
with similar symptoms. Consequently, an older woman who exhibits signs
of disorientation as a result of an alcohol problem (a treatable
condition) may be misdiagnosed as having Alzheimer's disease (an
untreatable, irreversible condition). Without early detection and proper
treatment, the initial and reversible effects of alcohol can, in fact,
progreas to untreatable organic brain syndrome.

Adverse affects. What are some of the adverse effects of alcohol in
the older woman? According to a report of the Institute of Medicine
(I0M) (54a), "there is remarkably little information on the biological
effects and medical complications of alcohol use in the elderly." As
mentioned provioualy, it is particularly difficult to separate complica-
tions of aging in an individual from complications of alcoholism, The
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IOM report lists some of these complications including: malnutrition,
impaired host defense, increased carcinonma liver disease etcetera
(54b). As the report auggests, the combined effects ef aging and alcohol
use appear to decrease the resiliency of all body aystems resulting in a
decline in both physical and emotional resources. Problems with the
central nervous system, the circulatory system, the liver, the gastro-
intestinal tract, and the kidneys also are more common in older than in
younger alcohol abusers. Sleep disturbances resulting from alcohol are
more common in the elderly and, under the influence of alcohol, older
people tend to go to sleep sooner and sleep longer than younger people
(56). The compounded effects of alcohol and sleep coupled with the
elderly's increased susceptibility to hypothermia could clearly increase
the mortality rates of older persons unaware of the danger of this
condition.

Depression, an increasingly prevalent mental health condition in older
women, coupled with alcohol abuse can result in a vicious cycle. Unlike
men, who seem to experience depression after life-long heavy drinking,
women appear to drink as a reaction to depression thus perpetuating the
cycle.

The potentiation by alcohol of psychoactive drug effects may also
represent an additional danger for older women. Use of alcohol can
interfere with the drugs that they are taking for medical purposew. As
the environmental stresses increase in later years, Women whose habitual
coping responses to stress involved drinking or drug taking may be even
more vulnerable to these problems in old age. Most of the psychoactive
drugs taken by the elderly women to combat depression, for instance, are
potentiated by alcohol, resulting in overdose incidents.

Problems due to alcohol consumption in the elderly extend beyond those
identified as alcoholiom or heavy drinking. Relatively healthly elderly
individuals suffer serious cognitive and behavioral impairments from even
moderate amounts of alcohol (55). Older persons with heart or pulmonary
disease can also experience adverse effects from moderate amounts of
alcohol (55, 57). Difficulties in coping with the various lessee that
occur as a result of old age can be exacerbated by relatively minimal
alcoholic intake. When compared with age-matched non-drinkers, elderly
alcoholics have higher rates of affective disorders and acute and/or
Oronic brain syndromes.

The psychosocial aspects of alcoholism are closely tied to the physical
and mental effects of the disease resulting in a cycle of continued
alcohol uae and concomitant illness and depreasion. In addition'
alcoholics, older people, the.physically and mentally impaired, women,
the poor and minority groups are subject to various degrees of social
stigmatization and discrimination. Not surprieingly, an individual who
fits into two or more of these categories experiences intense negative
reactions from society. For female alcoholics who are also elderly or
poor, or members of a minority group or all three, social stigmatization
is especially aevere.
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Another major concern is that the elderly are at especially high risk for
alcohol-drug interactions (45c). The harmful effects of drug interactions
in themselves present major threats to older persons. Approximately 25
percent of people 65 years of age and older are on some form of medication
and the elderly consume more over-the-counter and prescription drugs than
do any other age group. Elderly women use antianxiety drugs, antihyper-
tensive medication, vitamins, analgesics, cardiac drugs, cardiovascular
dilators, diuretics, laxatives, and tranquilizers at a rate of 2 1/2
-imes that for elderly men (58). As an added complication, more older
women than men live alone and are more likely to make medication errors.
In addition to taking multiple drugs, older persons often exchange drugs
with friends thereby inCreasing the potential for drug-drug and
drug-alcohol interaction. This high use of drugs, especially by older
women, increases their potential for experiencing rious and sometimes
life-threatening drug-alcohol interactions (59).

Services and treatment. The identification of older persons with
alcohol problems can be considerably more difficult and require different
approaches than case-finding among younger persons. Older people are
simply not as visible as are younger people. More older than younger
persons live alone and are isolated from friends, family and society in
general. Many indicators of alcohol abuse in members of the general
population, such as problems at work or school, do not apply to older
persons. Family members may be reluctant to refer their parents or
grandparents for alcohol treatment. Also, few physicians, nurses, and
other health and social service caregivers have been trained to recognize
symptoms of alcohol problems in the elderly. Stereotypic attitudes of
providers that paint the older alcoholic aa helpless or hopeless may
interfere with treatment even when the alcohol problem is recognized and
referred for treatment.

Problems other than health are also associated with alcoholi_m in the
elderly population. Older alcoholics (particularly men) may sometimes
engage in confrontations with companions and with the police, situations
such as these can provide opportunities for case-finding. As examples,
family, friends, and health care Providers can be better educated to
Identify symptoms of alcoholism and should be encouraged to make timely,
appropriate, and acceptable referrals for treatment. Providers of social
and other aging services, including staff at senior centers staff and
those providing in-home services, should also be trained to recognize
symptoms of alcoholism and make appropriate referrals. While the process
of identification of older problem drinkers might be similar to that for
young people, the sites and resource persons will need to be different.

With respect to treatment for alcoholism, the full range of services,
including detoxification, residential care, outpatient therapy, aftercare
and follow-up, is as appropriate for older as for younger women. In
fact, most therapists who have worked with elderly alcoholics concur that
the prognosis for older people, particularly those with late onset
problems, is as good or better than that for younger individuals (6C62).
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Again hole=-ver, each component of treatment shoulle4 be tailored to the
specific taivation and life circumstances of olc1,!r wasen.

Even mere tWuran with younger clients, coun8elori of t=slder problem drinkers
need to lit.m=mw about and collaborate with a wide 7-range of medical and
social aerv.T.!_ces and be skilled in "social- therapie (63,64). Similarly,
counselors =need to be keenly aware of elder clientizzs' health and medical
regimens anc43 the drugs they may be taking. An ffirecreased emphasis on
nutrition ecMucation would also be helpful. for older weople.

In working ivith older women, it is partimularly imp.m.ortent for counselors
to demonstremte that 'they care, but at the same tine discourage the client
from becorai=eg dependent upon then. It has been smaggeated that using ateam of colmnselors with a group of older clients night help precludedependency telationships.

The goals c) therapy msy differ from thos4e for younger problem drinkers.
For many olMer people, these goals may be less o=k" oriented and more
in line witl.m. retirement and leisure pursuits. C t--7Lbe other hand, it is
possible them_t a number of older women may need or want to pursue work
oriented goa_les. In our society, older women, partictlarly widows consti-
tute a aigni_ficant portion of the poor. Moreover, Mt is not unusual for
problem drlalcers to have some degree of financial dfficuIties resulting
from their Imistories of drinking. Older female prollem drinkers, there-fore, may ned additional income if only temporari: ly. For those women
who previonmly have not been employed (which will_ be the case for a
number of t=day's cohort of older women), special Whelp with respect to
seeking jobs and maintaining skills aa we13. as ego smaspport and assertive-
ness trainina may be most appropriate.

AlcohOlics Ammonymous (AA) participation works as wel_l for older women as
it does for mounger women. Some tailoring here rate= also he helpful and
should alway be initiated hy or in concert with an Al member. Ensuringthat older w=srmen present their -stories" at speakerem neetings can play a
vital role IlLn helping them identify with other fenale alcoholics and
begin worltio on their own problems. It in often anweetening for problem
drinkers of any age to attend their first AA meeing. Raving a peer
escort from Jt accompany the older women helps to alleviate that problem.

For older womeroen, treatment programs may he beat ei=znducted in settings
other than =the alochol service center. Senior ea=enters, residential
facilities, =ongregate meal sites, and chairchee are examples of places
that might b more familiar to older women- Given trile high incidence of
alcohol. probems in nursing homes, it would be h.,elpful to establish
therapy progmrams in them ea well. Further, some of these settings,
particularly the senior centers, offer the additional:1. benefit of housing
a number of mervices needed by older women, includinj= ttensporation. For
evening meetngs, the availability of transportari_on and a safe and
appropriate s...etting are especially important to alderly women.
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There js an increased importance for follow-up and aftercare of older
women wile.° are problem drinkers weaspecially for those who L_Live alone
(436). A "slippery street" for- problem drinkers of all ages is
unstructImred time. Because of theme significant amounts_ of unestructured
t ime the lives of most oldesser people , therapists and af tercare
counselos might .be even sore directive in helping olde clients
_ structeir their days. Assisting c=ients to engage in social sw=activities
such as those offered through s-zenior or recreation cenrer=-s, clubs,
churches, and voluntary orgajimati_ons will not only provide a:purposeful
directiorw to dangerous unstructure-d time, but will also heip. Isolated
older wona..en build or rebuild a auppt=brt network and a sense of usfseefulness.

Essyliss nd Misuse

rhe issti of drug use and misuse imam the elderly has become an 11=Increasing
Public tl.alth concern (65). Altho,--ugh the elderly are commoul:_y assumed
not to be users of illicit drugs, t-sey are generally recognized as having
a high lvel of use of legal drugs which are legally acquired. In fact,
when peaing of the elderly, it se-=ems more nappropriate to speals.k of drug
misuse thin of drug abuse (66). Tcrn avoid any confusion, the t_=erms drug
misuse as=ad drug abuse will be ctarefined according to the 4-k finitiona
adopted b the Federal Strategy Courmacil on Drug Abuse in 1979.

"Drum abuse is the non-therapeitie use of any psychoactive
subsance, including alcohol, in such a nanner as to
advemcsely affect some aspects _ of the user's life. The
subsence may be obtained from i any number of sources: by
presription, from a friend, over-the-counter or through
the _3.1icit market. The use p...attern may be occasional Of

Drug misu.=me is the inappronriate use of drugs intended fOr ttLvmerapuetic
purposes. Misuse occurs though inappropriate prescribing or use of drugs
resulting from a lck of knowledge o--f the drugs ' effects by the physician
or the pa -zient or through self-mediMcation with a drug inconsism-tent with
the label information.

The dif fe ence in use or misuse paterns between men and women 1.=_s derived
from the Yaet that there is a higtther proportion of women (60 percent)
among the L population 65 years aesend older. Because of the lox-lager life
expectanc of women, the problems cm:4,f tbe elderly are increesinaegly those
of women. In spite of this fact., research has failed to awidequately
explore rbweir unique health problems

Adverse efects of drug interaetions. Older persons (especia1My women)
are at ilgh risk with regfrd to Bffaarmful effects resulting r_rom drug
interactio.ras (67). The elderly--tho= se 65 years of age and older--consti-
tute abou 11 percent of the total _ population, yet they take about 25
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percent of all dr v '1,spc-nsed in dm United Statemes, both prescripti m
and over-the-camIter u . I. Is the rare older p=,atient who needs only
mne or two preEs:,7iption e-gu. FOr most, Polyphartm=acy (a scientific way
of saying "matey -.-T:gs" 43 the !zule,mither than the= exception. A recent
report on druM iste-t In tt, TAdcly stated that for p.....ersons receiving more
than,one preMatiptn, 'The average mmber of prw=ripttons written was
7.5, but for thls e1der11, the averagem 14.1 prec=_-riptions (65). Other
studies havesbmw- that o1607e patients nay be gettiaang as many as 14 to 18
different drms4 tn t:ric ,'imuse of a year. Nursing hmsame patients have been
reported to taAe s mafly lm 20 to 30drugs.

The reason 04 tt 1des71y take so mmy drugs is manor hard to understand.
They are more Chan other age groups to haVe , one or more chronic
illnesses, inm_ 4tiig bfeart disease, Wgh blood pee=mssure, diabetes, and
arthritia. Yew suetk diseases can be treated wwith just one drug.
Medication for chVzoic ills usually must be taltemmns over long periods,
frequently for the rest of the patient's life.

Elderly women may also be given prescribed drugs esuch as estrogens to
replace the diminished hormones after aenapauet senad to prevent osteo-
porosis in later years. They use sedatives, hy7.-pnotics, antianxiety
drugs, antihypertensive medication, vitamins, snalgemlesics, cardiac druge,
cardiovascular dilators, diuretics, laxatives, and trimsnquilizers.

The very fact that the elderly must take sQ many mmnedications increases
their chances of experiencing an adverse reactioh----chances three times
greater than that of the younger patient. Such resa._etionS may be severv
enough to require hospitalization. Mese include: stupor; confusion or
over-stimulation from sedatives; intestinal bleeding 2=from aspirin; lowered
blood pressure from antipsychotics such as chlarpormazine (Thorazine);
and fainting following use of antidepressants, dt=lutetics, sedatives,
tranquilizers, and some high blood pressure medicatiommns.

Taking many drugs also increases the Wential for dlumug-drug interactions.
One drug can alter the effect of another, for instaritte, by speeding up or
slowing down its metabolism in the liver. Two = similar drugs taken
together may produce an effect that Digreater thah usould be expected or
they might counteract each other.

The young as well as the old patient mm experience emadverse reactions, of
course. The problems of the elderly,hosever, are omr.wmpounded by the very

E process of aging. With age there arecertain phySLO=ological changes that
g. can affect the way in which drugs behave in the body-. In addition, such
= factors as diet, alcohol consumption,disease, weathe=-1-r conditions such as
a-high heat and humidity, malnutrition, and even bed rest can alter the
atmovement of drugs through the body.

Ur-women, according to Hamilton and Parry (68), have_ more adverse drug
ftnreactions than men, and, especially after menoyesmuse, may be more
m-vulnerable to tardive dyskinesie, a disorder assoomciated with use of
gEpsychoactive drugs.
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Absorp_lon and distribution of drugs. The eidemmrly woman may be at risk
due to variations in drug &beg-glom and dismiposition. Drugs usually
enter the body by mouth or by Ixjmtion. The alallity of drugs to produce
the desired effects depends finton how well the drugs are absorbed.
While there is little clear eVidene that age alone affects absorption,
it has been suggested that decrand abaorptiorme might occur as a result
of physiological changes ouch esbereased gasinnric acidity, a reduction
in pevistaltic activity; a changein the time i= takes for food to leave
the stomach; or a decreased intestinal blood novas..

Age does make a difference 10 big distributiedwa, the process by which
drugs are delivered to various gths in the b=edy. Distribution in the
elderly is altered in part becevaof changes i7ma the body's composition.
With age, the total body water adlesem body taltsest3entially muscle and
'one--decrease, while the proportion of fat incaareases, even though there
is no increase In total weight. This means thadi= drugs, eueh as digoxin,
normally distributed In lean bodytthsue, will er=ed up at higher concentra-
tions in the bloodstream. On tleoMMer hand, lazaarbiturates (Nembutal and
others), phenothiazines (Thorazimoad others), zernd diazepam (Valium) are
stored in fatty tissue. The locrened fat In tae elderly can serve as a
reserwir for these drugs and preong their "work=ing" time.

Drug distribution is also affee0by the plasmmea protein concentration.
Plasma proteins In the blood aidin transporttiLleg many drugs from the
intestines throughout the body. A certain peamreentage of the drug is
always bound to the protein. Omlythe unbound, or free, portion of the
drug is active. Thus, binding isimportant in alaetermining how much of a
drug will be aVailable to produceth desired effect.

With age there is a decline in deamount of a2MLbumin, oUe of the bloodproteine to whieh oome drmes ge hiohly bouemed, e.g, Dilantin, the
anti-epilepsy drug, Valium, and aticoagulants C Micumarol). A reduction
in albumin will result in ea inansed amount essof active drug, so what
would normally be a therapeutic dueof the drug Keay prove to be a toxic
one.

Still other toxicity probleMs maydwelop because drugs compete for these
albumin-binding sites. When one dfug is blocked -axt the binding site by a
second drug, the amount of the first drug thuw is freely circulating
increases, and the potential for toxicity along with it. For example,
phenylbutazone, salicylates and sulfonamides cam= displace toibutamide,
leading to hypoglycemia (10*, bloodsugar). The -Iverson who takes several
of these drugs, thus has increasedchnce for toxi_c drug interactions.

Metabolism. Metabolism is another function tTlaat changes with age.
Drug metabolism rates In the eldeTlyare one-half to two-thirds the rates
of middle-aged and younger patlente Metabolism et:akes place primarily in
the liver where drugs are changediato a water-seaoluble form so they can
be excreted. The capability of tbeliver to perfforet this vital function
depends on the blood flow to that gain. In the emalderly, this blood flow
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is decreased. Some dregs, including beta blockers, narcotics, nitrates,
hydralazine, and triwlic ant=idepressants pass through the liver before
they reach the general circulamation. Because of the reduced blood flov,
smaller amounts of theft drugm42 are metabolized and excreted. As a con-
sequence, the amount amt etanters the elderly person's circulation le
elevated.

Interactions of different dru=ags in the liver may cause still othr
problems for the elderly patlemmot. One drug may stimualte the metabolism
of another, thus decreasing f. ts effectivenesa. Phenobarbital has tMs
effect on anticoagulanta. On the other hand, the antibiotic chloral-
phenicol shows the metabolism of anticoagulants, thereby increasing the
magnr,tude and durationof their effects.

Drug elimination. Finally, t=he body's processes for elimination of

drugs can be impaired inthe eL.Aierly because of changes that occur iv fie
aging kidney, changes amt aroma more dramatic than those in any Other
organ. The kidneys become smanaller, blood flow and filtering capacity
decrease. This kidney impairnment retards the elimination of visite-
soluble drugs such as Ugoxin, certain Antibiotics, chlorpropamide, a
hypoteneive agents, leaving tlk.-ze elderly patient more prone to Advene
drug reactions.

Drug sensitivity. The elderl=ny also appear to be more senaitive W
certain drugs. For instance, AzmInticholinergic drugs can cause confuesion,
disorientation, hallucinations 4mand delirium, ae well ae blurred vlata,
dry mouth, palpitations, and comonstipation In the elderly. ExatapleS of
anticholineraic actign my be f1=7-lound in medications for spastic cOlon ad
Parkinson's disease; mme antistamines; tricyclic antidepressaats; ad
drugs to control irreggar heartMtbeats. Older women in particular sect to
he especially sensitiveto Valls:maim, and thus require smaller doses of this
drug than do younger patients. Older patients may experience fainting
And dizzy spells from drugs sucIal as anti-depressants that do not usually
produce such effects inyounger lpatients.

Nonprescription, or over-the-coumnter (OTC), drugs have a promineet plan
in the medicine cabimets of mamost elderly people. Analgesics (pain-
killers), antacids, cough and cc=Dld preparations, and laxatives are among
the OTC drug products most freqvreuently used by older people. While gamy
people do not think of these as ..drugs, OTC drug products, too, cart be the
cause of adverse eide effects In older patients.

Aspirin, for instance, can inc:7zxase the effect of anticoagulants ea
decrease sodium and chloride excz7xation---a matter of concern to those With
congestive heart failure. Mnemonic use of aspirin may lead to iron
deficiency anemia. Antacids caxmn fmterfere with the absorption of Owe
drugs, such as the ant1WWtic tet=racycline, while chronic use of laXatives
can lead to electrolyte and water= balance disturbances.
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Although many older women may have some vitamin deficiencies, treatment
with megadoses of vitamine is generally not recommend. As mentioned in
the section on nutrition, older persons may have the misconception that
taking more vitamins than prescribed or suggested on the label is
beneficial and thus suffer the ill-effects of Overdoses of certain
vitamins.

Prevention of adverse drug reaction or misuse. It would seem that the
best way to avoid adverse drug reactions in older patients is simply to
reduce the amount and number of drugs they take. This may be accom-
plished, to some degree, by a coordinated system of geriatric care, so
that each physician is aware of all drugs, both prescribed and OTC drugs,
that the patient is currently taking. Another way of keeping track of
the numerous prescription drugs an older person takes is by enlisting the
help of the pharmacist. Numerous pharmacies have installed computer
systems which allow the pharmacist to monitor drugs prescribed to indivi-
dual patients and to identify possible cross reactions among these drugs.
Unfortunately people do not always go to the same pharmacy.

Perhaps the best approach to reducing the numbers of older women who
misuse drugs is to increase the level of communication between women
patients and health professionals. Unfortunately, communication is often
hampered by the negative aterotypes that physicians and other health care
personnel may have of Older women and by the tendency of physicians to
discourage women from asking simple questions about drug use. Women
themselves are often reluctant to ask questions and harbor stereotypes of
physicians that prevent them from asserting their rights to information
about the medications prescribed for them.

Care for geriatric patients poses other problems that may lead to drug
misuee. Tco often, an older woman may see more than one doctor for the
same ailment with neither doctor or patient keeping track of all
medicStions that have been prescribed.

Clearly, improved communications between older women and health care
providers' particularly physicians, will require a two-pronged approach.
Health care providers must strive to give drug information in a way that
is readily understandable by older women. They must also develop special
sensitivity to patients who are confused or who have difficulties with
language. For their part, older women must learn to be more insistent
about getting exact directions for the uee of prescribed drugs and must
make sure that they follow these directions precisely.

A final facet of drug misuse in the older person is the drug itself.
When a drug is tested for safety and effectiveness, its appropriate
dosage, desired frequency of use, and potential side effects are
determined. Physicians rely on these standards in prescribing drugs for
their patients. Some drugs used by older persons have not been tested
extensively in this population.or in women. The Food and Drug Administra-
tion is currently working to establish guidelines that will enable drug
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companies to develop appropriate protocols for testing drugs in the
elderly.

Mental Health Issues

Throughout the life span, the interrelationship of physical and mental
health is apparent and well documented in the research literature. This
interrelationship is particularly evident in the aging population. The
study of interaction of psychosocial stress and health and aging over the
life course are both inherently interdieciplinary and are concerned with
the interplay of social, psychological, and biological phenomena in
determining human behavior and function. Much of the last two decades of
research on aging shows that ocial, psychological and even physical
functioning do not invariably decline with age. Continuity between early
and later stages of life is greater than often believed, and most people
over age 65 (or even age 70) experience little or no significant decrement
in physical, psychological, or social functioning (66). Variations by
age in mental health, other than organic disorders, are not as clear,
consistent, or regular as changes in physical health. Prevalence studies
of various psychological disorders have failed to find consistent rela
tionship with age, especially during adulthood, although at very old ages
(beyond 75) certain mental disorders, such as senile dementia, are
pronounced (66).

Despite the fact that our knowledge about the biological, psychological,
and social processes associated with aging has greatly increased in
recent years, the understanding of the mental health problems of aging
remains diffuse, particulate, and uncoordinated (67). Incidence and
prevalence studies are,beginning to yield valuable data and there does
not appear to be any significant difference in the occurence of mental
health problems between older men and older women.

There are no alcohol, drug abuse, and mental health (ADM) disorders
unique to older women. However, there are several disorders which are
more prevalent in, or affect older women differentially or both,
primarily due to demographic and socioeconomic situations. In the most
comprehensive text on mental health concerns of aging (67), there are
only 11 references to "gender" or "sex roles" as a factor in mental
illness morbidity, diagnosis, treatment, or utilization of services.

Depression. The most common form of mental disorder in older women is
depression. There is a wide range in the estimates of the occurrences of
depression among older populations--from an incidence rate of 10 to 65
percent for mild to moderate severity and 1 to 3 percent for serious
depression.

Depression is not always easy to diagnose and the disorder is frequently
confused with dementia; adequate assessment and accurate diagnosis are
critical factors in early intervention. Certain medications that an
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older woman might take can also affect her mood. For instance, reserpine,
a drug used to treat hypertension, sometimes causes depression. In other
cases, where several medications are taken at the same time, the combina-
tion of drugs can cause mood changes.

Depression is a treatable illness. However, only 25 percent of those
with a level of depression serious enough to require treatment ever seek
help (68). Among the older populations, failure to seek treatment Is
more prevalent for a number of reasons. Often depression is misdiagnosed
as senility (organic brain syndrome) or is mistaken for the everyday
problems of the aged (68). Depression is frequently accepted hy the
elderly themselves as normal or as a condition about which they can do
nothing. Symptoms of depression are often attributed to physical
problems; in fact, depression and physical health problems are frequently
so interwoven in the elderly that each aggravates and compounds the
resultant disability of the other.

Treatment of depression in the elderly must be handled with particular
caution (especially if antidepressant drugs are prescribed) because of
possible complications from treatments they may be receiving for physical
ailments. However, accurate diagnosis and adequate treatment can result
in relief of the disabling symptoms of depression. In a PHS report,
"Older Women: Discontinuities and Continuites" (69), a section on
treatment of depression discusses the role of psychiatry:

"Receat developments in psychiatry also have resulted in
improved treatment of depression, including psychopharmaco-
logic and psychotherapeutic interventions. However, the
cutoff age for comparative studies of these therapies is
generally age 60, and often even age 50....One reason for
"this age limitation is that the accompanying medical
problems common in older patients require close monitoring
of side effects. Therefore, many questions remain: is
pharmacotherapy'equally effective in the acute and chronic
treatment of the depressed elderly? Do older people
require different dose schedules, as has been suggested?
Why are the depressed elderly less frequently offered
psychotherapy? Is there any evidence that psychotherapy
is less effective for older people? What about the role
of self-help and support groups? Certainly the loss of
social supports through death and changes in roles and
living arrangments, would seem to make psychotherapy
extremely important in this group. Family genetic studies
need to be reviewed for cohort effects.

The close interaction between mental and physical health ia particularly
evident in older women who are depressed. Depression can lead to social
isolation or withdrawl or both, as well as inattention to basic nutrition
and sanitation, thus causing physical decline and confusion. Depression
can also lead to Increased reliance on sedatives and alcohol consumption.
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The literature indicates that there are sex differences in terms of
prevalence of depression, and both sex and age differences in types,
severity, and symptomology of depreeBionn Causes of these differences
remain unclear.

Suicide. The possibility of suicide is the most common complication of
depression. Currently available statistical data (70) show that suicide
among the elderly seems to be primarily a problem of White males and onewhich rises precipitously with age. Eowever, ongoing studies of womenmay begin to show that more women than men suffer from depressive
disorders and attempt (but do not successfully complete) suicide. In1982 the rates of suicide for older Americans ranged from 15.9 per
100,000 in the 55 to 64 age group to 19.7 per 100,000 in the 75 to 84 agegroup and 17.2 per 100,000 in the 85 years and older age group (as
compared with the general rate of 12.5 per 100,000). While the Whitepopulation over 50 comprises 23 percent of the total population, 40percent of the total suicides are in this group. White males over 50
comprise 10 percent of the total population and are responsible for 30
percent of the annual suicides.

Based upon what is now known about suicide, a trend analyesis (utilizingdata from the 1970's) indicates that the following per unit of increases
in suicide will occur into the decades of the 1980's and the 19901s: Inthe 70 to 74 age group there will be a 14 percent increase for bothsexes: a 17 percent for males and an 8 percent for females. In the 75
to 80 yearn age group, there is an 11 percent increase projected for both
sexes (males 18 percent, females 14.2 percent).

The problems of the elderly which are major risk factors for suicide
include: unrecognised and untreated affective disorders, physicalillness, the general stresses of aging, bereavement, and isolation.General preventive measures are needed including better identification ofmental and physical disorders (primarily affective disorders), changes incurrent negative social attitudes toward the aged, and dissemination of
information on suicide and depression to lay people and professionals whoare in positions to provide help.

As mentioned, a ma or risk factor in this already high-risk population Is
bereavement. There is an increased risk of suicide in the surviving
spouse for four years after the death of a partner. In the first year
after the death of a spouse, the relative risk of suicide is 2.5 times
greater than in the general population. In the second year, it is 1.5times greater. Given the demographics of the aged population, the fact
that husbands tend to be older than their wives, and males in general dieat au earlier age than females, bereavement over loss of spouse is a
greater problem for women than for men (70 percent of women over age 75
are widows compared with 20 percent of men in the same age group) (71).

t is alarming to learn that physicians had seen 50 percent of elderly
suicides within the week prior to the event and 90 percent in the three
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months prior to the suicide. Clearly, physicians and other health
professionals need training in identifying clues to pre-suicidal
behaviors and in developing improved methods of intervention.

The elderly have been largely ignored a a population for planning
studies of depression and suicide even though the possibility of suicide
increases with age. Issues of assessment, diagnosis, treatment, and
prevention of suicide and depression among the elderly need to be
systematically studied.

Sub-populations among the elderly, such as Blacks, Hispanics, and Asians
and have also been virtually ignored as far as collecting any meaningful
data on suicide. The National Center for Health Statistics (NCHS) has
only recentlybegun_to collect information on any of the disadvantaged or
minority grou0 poPulations in any age group in this area. Epidemiological
risk factors related to physical and mental health of minority group
populations have not been firmly established. Gaps in the data which
have been gathered are so striking as to render the information obtained
virtually useless.

According to unpublished data of the NCHS, in 1981 comr,Tative suicide
rates for men and women per 100,000 population were:

Men

Women

55-64 65-74 75-84 85 +

25.0 28.4 41.4 50.2

8.8 6.8 5.2 3.8

Schizophrenia. Initial onset schizophrenia in older women is relatively
infrequent. Until recently, clinicians avoided making a diagnosis of
schizophrenia in persons beyond the age of 40 or 50 (67). Paranoid or
other delusional symptoms were diagnosed as organic in causation. In a
1940s study the term paraphrenia was used to describe schizophrenia-like
symptomology Chartgporized by paranoia occurring initially of the !age of
fifty.

Up to the age of 35, schizophrenia occurrs more frequently in men. Af
that age the disorder is seem more often in women (67).

Causes of schizophrenia in late life are as little known as are the
causes of this disease in younger populations. While there appears to be
a slightly higher incidence of late life schizophrenia in siblings than
in the general population, there is no evidence that the disease is
simply a matter of inheritance.

Since the advent of psychotropic drugs, the outlook for treatment and
management of paraphrenia has improved. There are no accompanying
physical problems with paraphenia .p.,s se. Side effects of the drugs ore
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the major complications in treating elderly women with psychotropic
medication, and careful monitoring of the patient is essential.

Senile dementia. Senile dementia is not a normal part of aging and is
not a condition that invariably occurs in later life. (See paper on
Alzheimer's Disease in this report). Although only about 5-6 percent of
older persons develop senile dementia, this is a significant number of
people, for a disease that is devastating to the victim and his or her
family. More women than men are victims of senile dementia because there
ate more women than men over age sixty-two.

Alzheimer's disease, the most common form of senile dementia, is
discussed in chapter four and is discussed here only to emphasize the
need for careful assessment of the older woman whose condition may be
diagnosed as dementia. Many other conditions, both physical and mental,
can mimic senile dementia at its various stages. It is essential that
psychological, behavioral, and physical changes in the older woman be
carefully evaluated to avoid erroneous diagnosis and inappropriate or
negligent treatment.

The onset of senile dementia is generally slow and gradual, and there are
no definitive physical, laboratory, or psychometric diagnostic tools as
yet. Elimination of other possible causes is the current diagnostic
procedure. In contrast sudden mood, cognitive, behavioral, or physical
changes in an elderly person are generally indicative of an acute
condition (such as injury or neoplasm) and prompt medical treatment is
indicated.

Memory loss, confusion, disorientation, and physical decline are all
symptoms of senile dementia. They may also be symptoms of depression, a
treatable mental disorder, discussed earlier in this section. It should
be noted that depression is frequently concomitant to dementia, parti-
cularly in its early stages when the victim is aware of her congnitive
deficits. Proper treatment of the depression can lead to relief of those
symptoms and a temporary improvement in congnitive function and behavior.

Organic brain syndromes. Senile dementia is one of the most over-
diagnosed and misdiagnosed disorder. Part of the problem, already
alluded to, is that the symptoms of many other disorders, especially head
injuries and conditions which cause irritation to brain tissue, resemble
those of senile dementia. The crucial difference though, is that many of
these disorders may be reversed or cured with appropirate treatment.
Conditions that bring about abnormal and identifiable changes in brain
tissue are called Organic Brain Syndromes (OBS). OBS represents a broad
category of diseases and includes senile dementia. Other OBS disorders
that have symptoms similar to senile dementia, but which, at the same
time may be reversible, include the following:

trau _ -injuries to the bead.
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infections--especially viral
the brain.

or fungal infections of

metabolic--thyroid problems, nu
anemias, etcetera.

-itional deficiencies,

drug side effects--wrong dosages of drugs or combina-
tions with certain other drugs which caus adverse
side effects; also alcohol.

toxic reac
etcetera.

circulatory
etcetera.

ions--carbon monoxide,

disorders--s rokes,

tumors--any type within the skull.

methyl alcohol,

heart proble--

neurological disorders--normal-pressure hydrocephalus,
multiple sclerosis, etcetera

In addition to organic brain syndromes, several functional psychiatric
problems may also_be confused with senile dementia. A classic exazple is
"pseudo-dementia," a oevere form of depression which, in the elderly,
appears identical to senile dementia, but unlike senile dementia it can
be reversed if treated appropriately (75).

Mental health services. Mental health care is one of the most neglected
health needs of Americans. In a recent hearing before the Senate Sub-
committee on Aging of the Labor and Human Resources Committee, Alexander
Fleming, former Secretary of the Department of Health, Education and
Welfare stated, "that despite evidence that the mental health problems
experienced by the majority of the aging population can be effectively
treated and reversed, this population is not receiving appropriate mental
health care."

Mental health care and services for the older woman are provided in one
or more of four settings: home, short-stay hospital, long-term care
facility, or state mental hospital. The number of mentally impaired
older women being cared for at home by family members is unknewn;
however, since 95 percent of all persons over age 65 are living in the
community, even a conservative astimate of 10 percent who might require
community-based mental health services yields over 2,000,000 potential
clients.

Tee President's Commission on Mental Health Task Panel on the Elderly,
found that the elderly are, "unserved, underserved, or inappropriately
served." Community mental health centers (CMHC's) are the primary
community based treatment resource; however, while the elderly comprise
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11.7 percent of the total population, they comprise only 4.0 percent of
the recipients of service from the CMHCs. Explanations for this include:
failure of the elderly themselves to recognize symptoms as problems
related to mental health; ignorance about availability of services;
stigma associated with utilization of services; inaccessibility of
services; fear that seeking services will lead to institutionalization;
failure o! CMHC staff to be sensitive or knowledgeable about special
needs of the elderly.

In the private mental health care sector, care for the elderly is almost
non existent. Psychologists and psychiatrists are often unwilling or
feel unprepared to treat elderly clients. Only 2 to 5 percent of private
psychiatric services are devoted to the elderly (76).

Similarly, on the psychiatric services of general hospitals, the popula-
tion of those 65 years or older is underrepresented, although they are
over-represented on the general medical-surgical services. Possible
explanations for this phenomenon include the fact that sudden, acute
psychotic episodes that usually trigger psychiatric hospitalization are
less frequent in the elderly than in younger persons, and exacerbation of
chronic problems frequently accompany physical ailments which are treated
medically, not psychiatrically. Community hospitals are traditionally

ructured as if illness which requires treatment is either physical or
mental. Few of these hospitals are set up to treat both. In the elderly,
physical and mental health problems frequently co-exist and one or the
other goes untreated or is inadequately treated.

Nursing homes (skilled nursing facilities and intermediate care facili-
ties) have replaced state mental hospitals as the main institutional site
for the elderly who are chronically mentally ill. More than one-half of
the 1,300,000 nursing home residents (5 percent of the elderly population)
have a chronic mental illness (including senile dementia) and 90 percent
are classified as disabled for mental reasons (77). The average age of
nursing home xesidents is eighty-four. Eighty-six precent of all
residents Are over age 65 and 90 percent of these are over age 75; 72
percent of nursing home residents are women. There are no full-time,
board-certified psychiatrists in the 23,000 licensed nursing homes in the
United States. The edlcational level of all personnel in long-term care
facilities is generally below that of either general hospitals or state
mental hospitals, with annual turnover rates approximately 75 percent.
Specialized mental health training is rare. It is clear that the mental
health needs of older women in nursing homes are essentially unmet.

Summary wail Conclusions
The prolongation of life presents - new .ariety of health and welfare
problems. Studies have shown the aging person is, in general, confronted
with a relinquishing of social roles and relationships, increased social
isolation, decreased income, anxiety over possible loss of health, and
possible incapacity (78). These changes occur at a time when the older
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person's resources may be rapidly declining and dependency increasing.
As a consequence, the care of the aging and particularly the aging who
are ill is becoming the responsibility of organized society.

Almost one-third of the total national health care expenditures are
accounted for by the elderly. While both aexes utilize health care
services more with advancing age, elderly womev have a greater utiliza-
tion rate. The elderly have more "bed disability" days, twice as many
hospitalizations that last twice as long and visit physicians 50 percent
more often than young people (79).

Since women have more chronic diseases, live longer than men, and have
lower mortality rates for most causes of death, they need a comprehensive
range of health care services (80). Accordingly, the use and availability
of health services for older women need to be examined.

Requirements for the development of services. In comparing the health
needs of different age groups of older women, there are sharp differences
between those 80 years or older and those 60 to 69 years of age. Avail-
able aervices should be fully developed as a continuum based on models
related to the need for care. Services must range from simple information
about how a woman can help herself to direct health care aid for more
serious health problems.

In the development of services, distinctions between needs resulting from
life styles and those caused by the process of aging must be considered,
as well as the interplay of biomedical, psychological, and social factors
affecting health of older women. Older women are far more likely than
older men to live alone, and often lack adequate support systems. This
isolation makes the treatment of physical and mental illness more diffi-
cult. It may also be a precipitating factor related to the increased
number of women who are institutionalized. Older women in poor health
find it more difficult to stay in the community since they have fewer
social and financial resources than men. They also have more functional
limitations, and more problems with daily living which contribute to
institutionalization.

Service providers need to assess the kinds of personal and social
supliorts that give older women the option to remain in the homo and
maintain autonomy, while receiving the care they need. Studies have
shown that, given appropriate services, many elderly women can manage
successfully at home.

The utili?ation of health care resources by elderly women will be
examined mainly through the use of three major health care settings:
physicians' offices, hospitals, and nursinvhomes. Data for this review
were obtained from three sample surveys corcted by the National Center
for Health Statistics: the National Ambulatory Medical Care Survey, the
National Hospital Discharge Survey and the National Nursing Home Survey
(81).
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The number of older women surpasses that of men in ut lizing various
types of short-term care (visits to physician's offices, clinics,
dentists and drugs). They have more acute and chronic conditions than
older men, and seek health care earlier than men, (more often in the
middle years), which may reduce their rate of deterioration and increase
their life expectancy. Elderly men seek less preventive care which may
be why they have higher morbidity rates. The number of hospitalizations
and the use of hospital resources are higher for elderly men because they
are more seriously ill when they are admitted to hospitals.

The private physicians' office. Older women seek care most frequently
in physicians' offices. Treatment in physicians' offices is most likely
to be for chronic conditions such as hypertensive disease, heart disease,
diabetes, and osteoarthritis. In 1978, the national average wag 3.2
physician office visits for each female in the civilian noninstitutional-
ized population of the United States. For women 65 years of age and
older the rate was 4.2 visits per person. Visits for older women who
were Black or members of other ethnic groups, however, were less than
those by White women. The number of diagnostic tests and therapeutic
services performed for women did not increase for elderly women over the
number performed for all ages of women; although the nature of the tests
changed; i.e., vision tests for older women, Pap tests for younger women.

Short-stay hospitals. Use of short-stay hospitals by older women is
usually for episodes of illness requiring acute medical care (chronic
ischemic heart disease, congestive heart disease, and cerebrovascular
disease) or surgica1 intervention (malignant neoplasms, fractures, eye
surgery). White women had shorter hospital stays than did Blacks and
other women in ethnic minorities. The latter were more likely to die in
short-stay hospitals. These patterns of use may result partially from
the tendency of Blacks and women of all other ethnic groups to delay
treatment until later stages of illness as well as because of problems of
accessibility to services (10b).

Nursing homes. A hospital stay may be followed by a stay in a nursing
home for the older woman. This is particularly so for elderly women who
have few social and financial resources on which to rely. Older women
also have more functional limitations, and thus more problems with daily
living which contribute to institutionalization. Unlike elderly men who
are more likely to have a spouse to care for them at home after a
hospital stay, older women often have no alternatives to institutional
care.

Seventy one percent of residents in nursing homes ate women and most are
over age sixty-five. Women in nursing homes are sicker and have more
disabilities than older men. They are less able to take care of their
personal needs (bathing, ,dressing, toileting) and they have poorer
functional status because of their overall older age. The major condi-
tions which old -women in nursing homes present are arteriosclerosis,
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senility and chronic brain syndrome, and incontinence, all of which
require continuous nursing services. WhIte women are more often residents
of nursing homes than are Blacks and others (10c).

The need for long term care (LTC) services is expected to grow dramati-,
cally in the near future in the United States. The most dramatic changes
in population will be among those 85 years of age or older who will
increase at a rate of 18 percent or greater every 5 years between 1980
and 2000. The projected need for increased LTC services is pro -ted on
the increased number of the very elderly but also on the r of
elderly having disabilities. Elderly women dominate in both groups. The
complex interweaving of health and social factors both in the causes of
disability and in its management, necessitate that long-term health carebe provided in the context of family, community and cultural lifepatterns (82).

UtIlitization of health care resources per capita among the elderly can
be expected to increase because of the increase in the educational and
income level of the elderly and their increased participation in broad
health insurance plans. These changes will tend to lead the elderly to
,seek more comprehensive and technical health care services and to rely
upon complex public and private institutions.

Studies have shown that given appropriate services, many elderly can
manage successfully at home. In fact, states are finding it easier toobtain waivers from the Federal government to implement innovative
cost-containment strategies such as plans to pay for home and community-
based services for the elderly as alternatives to nursing home care.
Some of these alternatives are described below.

Day care centers. Day care centers are primarily social programs for
frail, moderately handicapped, or slightly confused older persons who
need care during the day or some part of the week. This type of care
provides relief for the families of older individuals yet allows the
older persons to live at home (83).

Homemaker-home health services. Since the passage
homemaker-home health services combined with health aid
expanded, but they are still not as extensive as needed.
preventive and treatment services yet permit the aged to
own homes. In the United States In 1976 there were
homemakers per 100,000 people (84a).

f Medicare,
services have
Both provide

live in their
28.7 of these

Homemaker services are provided by mature, trained women with skills both
as homemakers and in personal care. They operate under the general
supervision of a social worker or other appropriate health care
professional. Home health services generally refer to personal care
services ijr a patient and may be used to include some of the services
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performed by a homemaker. Homemaker services may be used by the aged
regardless of income or social status. These programs, however, are in
short supply and distribution Is poor. Some geographic areas of the
country and latge sections of the population have no such services
available at all. While there have been some evaluation and cost benefit
studies conducted to determine whether these types of programs are cost
effective, i.e., help delay, postpone, or eliminate the need for institu-
ionalization, results so far are by no means conclusive (84b).

Self-care. In an effort to promote more efficient and economical use
of primary care facilities, self-care programs have been developed and
initiated for the elderly, especially elderly females. The self-care
programs are based on the belief that training the elderly to prevent,
detect, and treat common illness and injury would reduce the demanda
placed on primary care resources. Another goal of such programs is the
promotion Of a high level of "wellness." Self-care programs for older
women challenge existing sterotypes of older women as hypochondriacs. By
taking more responsibility for their health, older women would change the
image of being helpless and dependent, one of the manifestations of
ageism and sexism (80).

Cost of services. The poverty tate among the elderly is presently
lower than in 1970. Much of the decline occurred in the early 1970s.
However, the poverty rates for the elderly increased in both 1979 and
1980 before falling back slightly in 1981. Factors contributing to this
high rate include the increasing number of elderly single women in the
population and the number of those who live alone. In 1981, 15.3 percent
of the elderly (about 3,900,000) had incomes 13.7-low the poverty level.
Even if the poverty rate declines by one-fifth (to 12.4 percent of the
elderly) by 1990 the absolute number of elderly persons living below the
poverty level would be no lower than in 1981 (85a).

Rising health care costs have caused the elderly to spend an increasing
share of their resources on health care expenditures despite almost
universal enrollment in Medicare. The average expenditure of elderly
individuals for noninstitutional health care was over $1,000 in 1984, and
this amount will be even higher for those in poor health. The groups
among the elderly most likely to be poor and to have large health care
costs are often those with the greatest need for home-based services.

Federal support for the care of the elderly who are moderately disabled
is provided through Medicare and Medicaid. Dependent care, as discussed
here, is defined to Include the services which would help the elderly
remain in their homes rather than being institutionalized. The services
include housekeeping and homemaker services, home-delivered meals, and
respite and adult day care services to relieve those who care for the
elderly. Not all of these services are home-based, nor are they
available and used by all disabled elderly who need them to remain at
home.
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The demand for dependent care services for the elderly will increase in
the next decade or so based on demographic, economic, and social changes
that are occurring. The increase in demand for such services will be
affected by an increase in the number of the elderly over 80 years of
age, the number of female elderly living in poverty, the increased
proportion of women living alove or, with someone other than a spouse,
and the reduced availability of family members (mostly women), who now
work, to care for dependent elderly persons.

Two issues that arise relative to dependent care of the elderly are that
the dependent are difficult to identify and current definitions of
dependency and need for care among the elderly may be unreliable since
they are generally based on self-reported information.

In the development of a Federal initiative related to dependent care of
the elderly, according to a recent Congressional Report (85b), limitation
of support to those who were truly needy and dependent would have to be
specified in order to avoid a rapid escalation of costs (in an enti'le-
ment program) or a misallocation of limited funds (in an appropriated
program). A large number of the elderly live alone, while others live
near relative or others close to them. The needs are different.
Accordingly an initiative would have to be designed in such a way as to
avoid incentives for the elderly to alter their living arrangements and
to substitute public care for care initiated by the elderly themselves or
by their relatives.

Access to bealth care. Older women often face problems of access to
health care. Because a great number of older women are poor, they often
live in areas with few health providers and have to travel long distances
to secure health services. They may face other barriers to access of
health care: cultural differences, an inability to speak the language,
and a failure to identify a source of care to use if needed. According
to the Institute of Medicine, access to care may be further restricted
for racial and ethnic minorities because of discriminatory practices (86).

As a result of the National Medical Care Utilization and Expenditure
Survey, more is known about aspects of access to health care among
noninstitutionalized elderly people who reported being covered by
Medicare. The regular source of care for 3 out of 4 of elderly Medicare
beneficiaries was a physician's office, while, for 9 percent, the regular
source was a hospital outpatient clinic, (this excludes emergency room,health center, or "clinic"). There was little difference, if any,
regarding age or sex in the distribution of such regular sources of care.
However, Blacks were more likely than Whites to have a clinic as the
regular source of care (16 versus 9 percent). Of the elderly Medicare
beneficiaries, 10 percent reported no regular source of care (females 9
percent; Black 14 percent). The regular source of care was unknown for 7
percent of the elderly Medicare beneficiaries (females, 7 percent; Blacks
3 percent).
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Medicare. Among the elderly Medicare beneficiaries_ reporting, few
stated barrier-related reasons (e.g., cost too great) for having no
regular source of care. Eighty percent of those who said they had no
regular source of care identified the fact that they seldom get sick as
an important reason for having no regular source of care, while 24

percent identified the desire to go to different places for different
health care needs.

More than 4 out of 5 (82 percent) elderly Medicare beneficiaries reported
having some insurance plan in addition to Medicare (67 percent were
covered by Medicare and a private insurance plan; 10 percent by Medicare
and Medicaid; and 5 percent by Medicare and some other combination).
Only 5 percent of elderly Medicare beneficiaries reported having one or
more conditions which were medically unattended. One half of these
related to access (transportation, cost, or could not get an lppointment).

A societal response to the growing needs of health care for the aging,
was the enactment of the amendments to the Social Security Acts in 1965
by the Eighty-ninth Congress. The legislation included health insurance
for those over 65 years of age and provision for intermediary care, or
"extended care" as it is commonly called. The concept of extended care
grew out of recognition of a gap in health care services, particularly
for the chronically ill and aged, between acute hospital care and home
care (87). This concept stresses the need for the patient's rehabili-
tation and restoration to the highest level of independence that is
possible to attain through activities of daily living.

Stereotyping. According to Heiple (80), the strong association among
aging, chronic Illness and poverty may be the basis for attitudes and
practices that prevent older women from receiving optimal health care.
Although it was hoped that Medicare would alleviate some of the financial
strain of health care for the elderly, Medicare may also be contributing
to such attitudes and practices by the quantity of paper work it requires,
confusion, delay in billing, and restrictions on amounts of payment.
Studies have shown that these attitudes are common in medical students
and in all other health professions. A number of members of the health
care team have shown negative attitudes toward the elderly. A study of
medical care of the aged in the United States has shown that such care is
characterized by negativism, defeatism, and professional antipathy. Two
studies of medical and doctoral students, found that the students
preferred not to work with older adults (88, 89). A study of nursing
students also found similar preferences (90). This study, (90) which
included various nursing personnel, i.e., licensed practical nurses,
registered nurses, and nurse's aides, found that no one type demonstrated
lack of stereotyped attitudes concerning the elderly but that the RN
group were least willing to accept them.

Many health professional schools, however, are trying to change these
negative stereotypes found in their students. A recent New York T mes
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article (91) described a Gerontology Internship Program sponsored by
Cornell Univeristy Medical College in which students became involved in
the daily lives of their older patients. AA one physician explained,
"doctors need to change their mind-set and focus not simply on diseased
organs, but on a person who exists in a social environment." Proper care
for all older persons cannot be realized until health care providers
develop this humanistic approach (88).

Another barrier to assuring that older women receive optimal health care
may be sexism. Sexism in the health care system has been described as
having both individual and institutional aspects. As recognized by
Heiple, "Individual sexism is manifested by the attitudes of health care
providers and by how they related to their female clients; institutional
sexism is evidenced by the lack of specific research funds appropriated
for the study of chronic illnesses and problems of women" (80).

Sexist stereotypes influence the medical profession to attribute illnesses
and discomfort in women largely to psychological origins. On the_other
hand, women with certain problems _that have psychological causes ( such
as loneliness and poor self-image) which can be treated by nonmedical
interventions, are often referred to the health care services.

Future Cohorts of Elderly Women

This chapter has primarily addressed the concerns and health care needs
of the older woman as we know her today. Historically the socioeconomic
dynamics over time present new influences on the life style, attitudes
and physical conditions for each generation (20). Chronic problems which
appear earlier in life, persist over time.

Today's elderly woman aged 75 to 84 was born in the early 1890's. Many
of her cohorts were recent immigrants into the United States, many
suffered from contagious diseases rampant at that time, and many endured
the Great Depression. For the majority of these women, their lives
centered around the traditions of the female's role as wife and mother.
This was a period of low fertility, probably influenced by many of the
socioeconomic difficulties resulting from the Depression.

By 1900, some interesting changes in the role of women in society were
evolving. According to the Institute of Gerontology at the University of
Michigan, 9.1 percent of women were the breadwinners in their families
(the percentages are over three times as great for the Black woman of
that time, 28.5 percent) (92).

The cohort that will be in the 75 to 84 age group by the year 2000
endured the traumas inflicted by World War II and later produced the
numerous children that comprised the "baby boom." Many women joined the
work force to support the war effort, and to replace the men fighting
overseas. Nearly 2 out of every 3 of these women were over 35 years of
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age. Most were married and still regarded rearing their families as
their primary life role and responsibility. Post-war America experienced
tremendous economic growth which considerably changed many lifestyles.

The "baby boom" group will advance to their older years in 2020 to 2030.
Women in this group are presently the fastest growing segment in the U.S.
work force (92). Because of their participation in the work force, they
may be subject to more of the stresses that currently affect men, and are
perhaps at risk for more of the stress-related diseases. Women of this
cohort bring greater freedom in life-styles and flexibility in the
traditional family roles and structure. While this cohort will contain
the largest number of women than any time in U.S. history, these women
are having fewer children and thus are at greater risk for spending their
older years alone. However, since many of them will remain in the work
force, they may have greater financial security than today's older woman.

The children comprising the "baby boom" group are now about 35 to 40 and
have generally lived well. They have benefited from major advances in
medical sciences and health care delivery. They are exposed to mere
information about the adverse effects of drugs, alcohol, and smoking and
the positive value of exercise, good diet and nutrition, and stress
management. This group, in turn, is influencing the health and lifestyle
of their young children. In spite of their knowledge about healthy
lifestyles, however, this generation has also been influenced by a marked
increase in alcohol and drug abuse.

The wide variety of life experiences among these three different adult
cohorts result in different risks and health behavior which, in turn,
will affect their health profiles as they age. Improvements in environ-
mental conditions such as less pollution and less exposure to cancer
producing elements should further reduce health hazards. Socioeconomic
factors may affect policies governing work force participation, length of
working time, and insurance coverage, thereby improving health status.

The implications for health care delivery are clear. Women, over time,
are engaging in more active roles in the outside community and they will
experience fewer acute, illnesses and the long term effects of fewer
chronic diseases. With the greater emphasis on health promotion and
disease prevention, the quality of their older years should also
improve. Since more women are becoming educated, they will be able to
take on more responsibility for their own health care and will also be
able to interact more effectively with the henith care syste

Perhaps the most emphasis in improving the health status of future
cohorts of older women should be placed on the special populations of
women (those in specific ethnic groups, minorities, the handicapped).
Because they ntarted out behind other aroups of women in many areas which
affect their health status (language, education, finances, social stereo-
typing, accessibility to care etcetera), they need special attention te
narrow the gap in health status that exists, and without positive inter-
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ventions, will continue to exist between them and the rest of the
population.

The Impact of Futurg_Technologles

One of the hallmarks of our society is the increasingly large role that
technology plays in our lives. There is not doubt that the technological
advances listed below will permit great strides in both longevity and the
quality of life for older individuals. While the prospects for the future
of health care are exciting, they must be tempered by considerations of
cost for many of these new technologies. In addition, technology cannot
be expected to substitute for preventive health care in which consumer
information and education must play principal roles. Most importantly,
future technology will become a useful part of the health care scheme for
the older individual only when it is coupled with a system of compassion-
ate, sensitive, and coordinated care on the part of the health care
providers.

Technolo les in Health Care fc:r_the Elderly

Home Health Care

Kidney dialysis
IV feeding
Cancer chemotherapy
Self-diagnostics (blood sugar, blood pressure, occult
blood, testicular & breast cancer)
Monitors for sleep apnea
Microprocessor regulated devices (pumps for delivering
chemotherapy or insulin, cardiac pacemakers, prosthetic
devices, hearing aids)
Cardio-respiratory monitors

pAagnostic Tools

NMR coupled with monoclonal antibodies
Real-time imaging capability for diagnostic imaging
devices
3-D ultrasound
Halography lasers
Microchip "fingerprint" of patient's health based on
normal baselines for 30,000 to 50,000 proteins in the
body
Digital radiography
Teleradlography
Radioimmunoassay (RIA's) and Enzyme Immunoassay (EIA)
based on monoclonal antibodies to detect infectious
agents, cancer, brain disorders, etcetera.
Monoclonal antibodies--as drug delivery devices
Genetic screening and potential therapy
Beam (EEG plus high speed computer and video monitor)
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Functional Aids

Computerized prostheses
Home robots or mechanica
Walking machines

Thera eutic_Aids

_imbs, hearing and sight aids)
limbs

Prostheses for muscle, tendon, cartilage, bone, skin,
blood vessels
Electronic and magnetic fields as healing aids
Vaccines from recombinant DNA technology

Information/Communication

Computer programs on diet (93), nutriti n, health
promotion (e.g., "Healthaide")
Computerized health behavior modification ( g.,
Control Data, "Plato Stay-Well" Program)
Videotext shopping (shopping through electronic kiosk)
"Smart-cards"--plastic cards impregnated with micro-
processors to keap health records

"Electronic Cottage"--working at home via computers
Picture phones

Strategies for Progress

To improve the quality of life for older women is a goal shared by all.
In addressing the needs of older women (for the purposes of this report,
those over the age of 65), the PHS should recognize the heterogeneous
nature of this population. For examplei the health needs of older women
may differ according to the age cohort to which they belong (65-74,
75-84, and over 85) and may depend upon the ethnic or racial group to
which they belong. The needs of the very elderly women whose risks are
immediate and linked to long-term care issues differ from women in the
65-74 year old group who may be chronologically old, but currently
functioning at a high level until they experience health and/or economic
deficits. Other variables can also affect the older woman's health: her
educational status, ethnic or cultural considerations, socio-economic
status, and geographic location.

Information and education are critical aspects of any health promotion,
disease prevention strategy. Efforts should be developed to educate and
inform women of all ages on issues of particular importance to their
health such as, (a) nutritional and dietary needs (especially calcium),
(b) reproductive issues (i.e., STD's, contraception, menopause), (c) vio-
lence or abuse, and (d) exercise.
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In addition, community organizations (consumer, government, insurance,
health providers) oriented to women's health issues should be encouraged
to actively identify women's health concerns and develop an approach for
addressing these concerns. Indeed, public health awareness compaigns and
education programs sponsored by government, the medical community, and
community organizations should be aggressively directed to women,
particularly economically and educationally disadvantaged women. In
particular, organizations and government agencies sponsoring major
or professional conferences and conventions should ensure that women's
health topics are included on the agenda and women invited to attend and
participate. Professional expertise, talent banks, and networks within
organizations and government should be identified and publicized as
resource for employment, recruitment, advisory committee membership,
program planning groups, public task force memberships, and caasultancies

With regard to the interaction between a woman and her various health
care providers, the content of that interaction is an iwortant element
of that woman's health cars. Gond communication is a key component of
that interaction and PHS should work with health professional
organizations to, (a) reduce the negative myths and stereotypes of women
patients among health care providers, (b) increase the level of
sensitivity of health care providers to women's health needs and to
encourage clear communication as an essential part of health maintenance,
(c), encourage women to ask questions of the health professional
concerning her health needs, (d) assure that the health needs of minority
women are met through increased cultural sensitivity and awareness and
use of native languages in the health care setting.

There are numerous research and program needs for specific health issues
of women. PHS should continue to collect and maintain an inventory of
programs and research specifically related to women's health issues.
Such an inventory is critical to ensure that women's health issues are
considered in the research planning process and that current research
needs in these areas are met.

Data collection. The Department of Health and Human Services (DRHS)
funds numerous data systems which can be used to develop baseline data on
the effectors of health in older women (e.g., socioeconomic factors,
nutritional factors, drug/alcobol misuse, etc.) and successful aging in
this population. Data gathered from each of the states and territories
is also critical for the establishment of this baseline information.
Presently available data should be used to develop baseline information
on th factors which affect the health of older women. Steps should also
be taken to, (a) assure coordination among DRHS'agencies, (b) determine
the extent of present data on older women's health effectors, (c) define
gaps in data, and (c) determine the types of longitudinal studies which
should be supported to provide this information. Consideration should be
given to developing a national collaborative data system to provide
standardized baseline information on the health effectors of older women
with the participation of all states and territories. It is increasingly
important for the PBS to continue to develop guidelines for,the clinical
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tenting of new drugs in older women. Where appropriate, the cohort of
older women should be included in clinical trials for new drugs and
compared with cohorts of either older men or younger women in those
trials.

With regard to research, several topics are primed for new, continued, or
further investigation:

gender differences In longevity, especially those
factors which contribute to the longevity differences
among racial and ethnic groups.

the cause, treatment, course, and prevention
disorders prevalent in older women.

nutrition for older women including the establishment
of nutritional standards and requirements, minimum
daily requirements for vitamins and minerals, the
relation of food-drug interactions to good health.

the metabolism and disposition (pharmacokinetics ) of
dru and alcohol with respect to age and gender.

the cost-effectiveness of different types of care
settings (including the home) for older women,
measured in terms of: 1) client-service requirements;
2) quality of life (social and health); and 3) source
of funding (public or private).

development and refinement of diagnostic assessment
tools to be used for a comprehensive physical and
mental health evaluation of older women (including
nutritional status, functional status, psycho-social
status, drug and alcohol use).

various psycho-social factors which affect the health
of older women: 1) changing family structure and
kinship patterns; 2) the consequences of retirement
early or late in life; 3) widowhood and bereavemelt;
4) cultural and ethnic factors.

Alzheimer's disease and other dementias.

To better understand the cause, treatment, course and
prevention of chronic conditions common among older
women such as arthritis, osteoporosis, incontinence,
diabetes, cancer, depression, and paraphrenia (late
onset schizophrenia). These are the most disabling
disorders which present the largest financial drain on
the older woman and can affect quality of life and
family relationships to the greatest extent.
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on the safety and efficacy of estrogen therapy and
other treatment modalities for the management of
menopausal and post-menopausal symptoms.

on exercise and its effects on the medical and
physical health and functioning of the older woman;
including the development of appropriate exercise
programs for this population.

on the incidence of alcoholism and the patterns of
drinking in older women, and on the incidence of
suicide in older women and the factors that contribute
to suicide in older women.

Health professionals* An educational strategy for teachers, researchers
and clinicians who are required to provide health care for the increasing
member of older women in the population needs to be formulated and
implemented promptly. Examination of curricula in health professions
schools identifies that little attention is given to the older years of
adult life. The following conclusions can be drawn:

There is a need to integrate geriatric and gerontolo-
gical issues, particularly those of older women, into
every health profession school's curriculum.

Provide intensive short term continuing education
courses to update the knowledge and skills of current
faculty, particularly in the area of geriatric assess-
ment.

Stress the need for interdisciplinary collaboration in
dealing with gerontological issues by providing
resources for that purpose.

Intensify recruitment efforts among minority groups
since the number of minority elderly women is likely
to increase dramatically during the next decade and
since minority groups are underrepresented in all
health professions.

Support programs of clinical training in mental health
and aging, and develop training sites for clinical
experience with elderly women, particularly in the
community, as well as in hospitals and nursing homes.

Paraprofessionels--(unlicensed direct care provide There is a need
to continue to develop and provide technical assistance to devise
continuing inservice education programs for direct care providers of the
elderly, especially those in the following settings: adult day care
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centers, long-term care facilities, at home, mental health clinics,
alcohol rehabilitation clinics, and community health centers.

Public information and education. There is a need to continue the
development and provision of coordinated FRS efforts which will stimulate
and motivate women of all ages to be responsible for their own h2alth,
especially to:

Be able to distinguish the physical and mental changes
accompanying the normal aging process from those that
would be considered abnormal. This would include
dispelling certain popular myths about aging.

Seek help from an appropriate health professional in a
timely fashion, including preventive care.

Learn to communicate effectively with health
professionals (asking the right questions,
understanding health information).

Realize the importance of maintaining a heal hy 1
style in disease prevention.

In addition, successful service programs should be evaluated and efforts
must be made to coordinate with private, state, and local governments to
translate these ideas into effective public education programs (e.g.,
projects resulting from the National Channeling demonstration program
funded by HCFA, such as Gateway I and Gateway Il which provides a
referral service for Maryland residents on all services available for the
elderly; FDA and Better Business Bureau anti-quackery program and the
"Get the Answers" campaign on prescription drugs; NIDA "Passport to Good
Health" booklet for the elderly to record all drug use).

PBS should work with associations for the elderly to develop public
service announcements which dispel the myths about aging and older _women,
provide information on the effects of retirement on physical/mental
health, emphasize prevention objectives and encourage women (and the
families of those women) with alcohol, drug or mental health disorders to
seek professional help.

A comprehensive community public education package which provides
information and direction to local health organizations for health
promotion efforts would serve as a useful resource for elderly women and
many community organizations and health practitioners.

Provision of health services (such as home health care, community-based
physical and mental health care) for older people, especially women,
should be encouraged by cooperative efforts of the Federal, state, local
and private sectors. An effort should be made to coordinate public
(e.g., PHS, AoA, HCFA) and state interests in establishing programs of
respite and adult day care to relieve the chronic social isolation of,
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and exhaustion and depression in two groups of women caregivers:
a) younger and middle-aged women caring for an older, chronically ill
dependant in the home; and b) older women caring for a chronically Ill
dependant of any age in the home.

Private and public associations should: (a) continue efforts to involve
older women in their volunteer activities and; (b) should continue to
provide services for older women.

Finally, there is a need for some coordination between government
agencies and the private sector to strengthen and improve health care for
older women employees through existing mechanisims such as the Employee
Assistance Programs (EAPs) for older women employees or spouses, and in
the area of pre-retirement counseling for older women.
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Osteouoross

Introduction
osteoporosis is the leading underlying cause of bone fractures in women
after fhe menopause and in older persons in general (1). Osteoporosis
means increasing porosity or thinning of the bones of the body. It is a
condition in which bone mass decreases. As the bones become thinner,
they become more fragile, and thus more susceptible to fracture. A fall
or a blow that would not injure the average person can easily cause one
or more bones to break in a person who has advanced osteoporosis.

Osteoporosis is a serious public health problem. It affects as many as
20 million persons in the United States. Each year in this country
1,300,000 bone fractures are caused by osteoporosis in people 45 years of
age and older. Of all fractures in the elderly, 70 percent are
attributable to osteoporosis as the underlying cause. Of those who live
to be 90 years old, one-third of the women and one-sixth of the men will
have had a hip fracture (2). The economic cost to the Nation from
osteoporosis is large, having been estimated to be $3.8 billion dollars
each year (3).

Bone consists of au organic matrix containing Strong collagen fibers
impregnated with minerals, mostly calcium and phosphate. Bone is by no
means a static organ of the body; rather, it undergoes continuous
turnover during life. Certain cells, called osteoclasts, resorb bone
productng tiny bone cavities; Whereas ofher cells, called osteoblasts,
cause new bone to be formed, thus filling these cavities. These two
forces are closely linked to one another.

The greatest amount of bone mass, called "adult peak bone mass," is
reached at approximately 35 years of age. This bone mass la 30 percenthigher in men than in women. Moreover, bone mass is 10 percent higher in
Blacks than in Whites. Within each of these groups there are individual
differences of 15 percent. Nevertheless, in general, in terms of bone
reserve, White women are at greater risk for osteoporosis.

After reaching its peak in young adult life, bone mass then declines
throughout the remainder of life due to imbalances in bone turnover. In
a cumulative sense, over these later years, women loose three times more
bone mass than do men. This is due to a very rapid rate of bone loss
that occurs for the three to seven years after the menopause. Bone loses
both its mineral content and it organic matrix during this process.
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The clinical expressions of osteoporosis are bone fractures and their
complications. The major sites of bone fractures are the spine
(vertebrae), the hip (really the near end of the th4h bone--the femur)1
and the wrist (really the far end of the radius. One Of two bones in the
forearm). The spinal vertebral fractures occur much more often in women
and usually begin in late middle life. They may cause acute back pain or
none at all, the fracture being discovered in the latter instance during
radiographic (x-ray) examination. Very often the vertebral compression
fractures develop gradually. They cause women to lose height, become
smaller, and _in many to develop curvature of the spine (kyphosis),
producing the "dowager's hump.

Hip fractures are even more serious. They occur largely in elderly
people, in men almost as frequently as in women. According to the
National Center for Health Statistics, in the mid-1970s0 thete were
approximately 150,000 hospital discharges for hip fractures in the United
States each year. In spite of advances in medical treatment, most
patients do not regain full mobility and normal activity, and almost 20
percent die within one year from complications (4).

The other major type of fracture--the fracture of the raaius near the
wristalso tends to affect younger persons among the elderly and to
occur much more frequently. It interferes with the use of the arm for
four to eight weeks; residual chronic disability is uncommon.

When the physician discovers that a person has a low bone mass by a
routine X-ray examination by finding a bone fracture after minor injury,
he will want to evaluate the situation further to exclude other causes of
metabolic bone disease. These are referred to as causes of secondary
osteoporosis and includes overactivity of the parathyroid gland or the
thyroid gland; prolonged use of cortisone-like drugs; cancerous invasion
of bone by multiple myeloma or metastases from other sites; and osteo-
malacia, softening of bone from impaired mineralization. Each of these
conditions would warrant its own special plan of management. Most
patients, however, turn out to have primary osteoarthritis.

Several methods, many of them new, are now available to measure bone
density. Standard X-ray examination of the spine or extremities are the
most widely used. Such X-ray examinations are, however, insensitive
indicators; studies have shown that bone density must be reduced by 20 to
30 percent before the disease can be detected on X-ray. In spite of
this, a survey using spine x-ray examinations in women shows a relentless
increase in osteoporosis with advancing age, with au osteoporosis rate of
89 percent in women 73 years of age or older. The several methods for
measuring boue density (photodensitometry, photon absorptiometry, neutron
activation, computed tomography, etc.) vary in their cost, availability,
tolerability, and discriminating capabilities.
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With respect to the question of risk factors, women are at greater risk
for developing osteoporosis (than are men) because ,s disfzussed above,
they develop less bone mass in early life, and the rate of bone mass loas
is accelerated for several years after the menopause. Early menopause,
naturally or surgically induced, is a special risk factor. Whites are at
greater risk than Blacks; this is true for both women and men. People
who are underweight are at greater risk for osteoporosis than those who
are overweight. Immobilization, locally or generally, fosters loss of
bone. Interestingly, weightlessness (as in space) causes excessive bone
loss. Of special importance to women, especially young women, are recent
reports that excessive exercise can cause osteoporosis by inducing
amenorrhea. Calcium deficiency leading to impaired mineralization is
another important risk factor. The relationships of other dietary
factors, such as magnesium, vitamins A and C, protein intake, and alcohol
ingestion to osteoporosis are uncertain. Cigarette smoking seems to be a
significant risk factor.

Considering the many complex factors that regulate normal bone turnover
(metabolism), such as hormones, vitamins, and specific growth factor,
there are likely to be several causes of osteoporosis. Nevertheless,
there seems to be two leading probable causes: deficiency of estrogen
and deficiency of calcium.

Emphasis must be directed towards preventing osteoporosis before
structural and functional defects develop. The hallmarks of osteoporosis
prevention are estrogen replacement and calcium supplementation.
Exercise and vitamin D may also be important.

An expert panel convened for a National Institute of Health Consensus
Development Conference on Osteoporosis on April 2-4, 1984, concluded that
"estrogen replacement therapy is highly effective for preventing
osteoporosis in women" (5). It has been shown to reduce the frequency of
fractures of hips, wrists, and the spine. Protection can be achieved
with low doses of estrogen. Estrogens are effective in preventing
further bone loss even if started 6-years after menopause. The panel
advised estrogens for women with ovaries removed before 50 years of age,
and stated that estrogens should be seriously considered by women and
their Physicians for White women with a normal menopause. The duration
of estrogen replacement should not be limited. Decisions should be made
on a case-by-case basis. The panel discussed the risks and benefits of
estrogen therapy (with and without progestrogen) with respect to
endometrial cancer, breast cancer, and cardiovascular factors, as well as
to osteoporosis.

The daily intake of elemental calcium in the United States is 450-550
mg. This is well below the recommended dietary allowance (RDA of
national Reserve Council) of 800 mg daily. The panel found that the
daily requirement for premenopausal women is 1000 mg of calcium; and to
be 1500 mg for postmenopausal women without estrogen replacement.
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Therefore, the recommended intake for all adults should be increased to
1000-1500 mg daily. Major sources of calcium are dairy products; an
8-ounce glass of milk contains almost 300 mg elemental calcium. For
those unable to meet the daily calcium requirement by diet, supplemen-
tation with calcium tablets is recommended.

Normal levels of vitamin D are needed for calcium absorption. People not
receiving adequate sunlight, such as those confined to home or a nursing
home, should receive vitamin D supplements, but no more than 600 to 800
units, twice the daily rec:Immended intake.

Since inactivity and weightlessness both lead to accelerated bone loss,
weightbearing exercises such as walking or running are recommended.
Swimming would appear to be ineffective*

Research is currently proceeding along several different avenues to
develop other agents or forms of treatment for osteoporosis. Agents
under investigation include fluorides, calcitoniu, calciterol, anabolic
steroids, and biphosphonates. However, their efficacy and safety have
not been determined.
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Chapter Four
Alcohol, Drug Use and Abuse, and the
Mental Health of Women

Introduction
There are many questions about the impact of alcohol abuse, drug abuse,
and mental illness on women that have not been adequately dealt with,
particularly by scientific investigators. Nevertheless, research data
provide a point of departure and a perspective for examining the ways in
which these problems affect women and men differently. The following
review highlights some of what is known and, perhaps more importantly,
what is not known about those differences. Problems such as alcohol
abuse, alcoholism, other drug abuse, and emotional and mental illness or
both are not mutually exclusive. However, the manner in which data have
been collected and services provided often make it convenient to examine
each problem separately. In reality, multiple drug abuse--usually
including alcohol--is more often the rule than the exception, and the use
of alcohol and other drugs in attempting to alleviate underlying
emotional problems is common.

Because there are so many commonalities in these three nominally discrete
areas, a succinct review of each of the individual areas will be followed
by a discussion of shared issues. The shared issues include: common
causal factors and correlates, the relationship to women's roles in
society, interrelationships between substance abuse and mental health,
gender-related attitudes and practices of those who provide treatment
services, and the special needs of women with respect to treatment and
prevention.

Evaluating the role that gender plays in substance abuse and mental
illness is difficult because of limited amount of information available
on the subject.

Research has often ignored gender dif_erences. Frequently, the informa-
tion available raises more questions than it answers. While there has
been much thoughtful speculation and some careful research, the relative
contributions of biology, acculturation and role expectations are usually
not known. This report will highlight what has been done and will deal
briefly with some of the barriers to treatment for women.

It will not attempt to survey the literature dealing with the differential
responie to treatment of men and women. This is an especially complex
area. To deal with it adequately would justify a detailed separate report
outlining the many problems involved. Assessment of the outcome of treat-
ment is difficult for many reasons. To the extent that gender differences
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have been taken into account, the research findings have often been
equivocal. Psychopharmacological research focusing on sex-specific
response has begun to find evidence that women and men do differ in their
responses to such drugs as antidepressants. But this research is only
now receiving appropriate emphasis. Most earlier research focused on
studies in men or simply ignored possible differences between the sexes.

Defining just what is done in other kinds of treatment and how it differs
when applied to women or men is often difficult. Much more than the
gender of the therapist and the client or both is likely to be involved.
For example, the sensitivity of the therapist to gender differences may
be more important than the gender of the therapist. Experienced
therapists may be more sensitive than the inexperienced--regardless of
gender. The context in which treatment is received may be as important
as the treatment itself. Even the response to a pharmacological agent
may be affected by the context in which the treatnent is given--as well
as by biological differences between men and women. Ancillary services
such as vocational training, child care, or other types of assistance may
be as important in determining therapeutic outcome as counseling directed
toward the specific problem for which help is sought.

Nevertheless, new knowledge about women's issues and the psychology of
women is important in modifying the therapist's approach to patients who
are female. This knowledge has rapidly increased, but is not yet
systematically included in curricula for training health professionals.
The vast majority of persons now seeking such information through
attendance at professional meetings, continuing education, and outside
reading are women. But the majority of therapists are men. The need to
incorporate new insights concerning women and gender differences into
professional training is increasingly recognized. Nevertheless, there
has been comparatively little emphasis on this new knowledge in
continuing education for professionals which ie aimed at male as well as
female therapists. If treatment is to be responsive to the needs of
women, awareness of gender differences and of the changing expectations
of women must receive appropriate emphasis at all levels of training and
program development.

As this review underscores, there are few areas in which conclusions can
be stated categorically and fewer still in which our knowledge of
substance abuse and mental health problems in women is more than
fragmentary. Research on the psychosocial and biological causes of
mental illness, alcohol and drug abuse and on how they affect on women's
lives has only just begun. But is is becoming increasingly evident that
gender differences in physiology and development, and the cultural forces
with which each sex contends must all be taken into account if effective
prevention and treatment are to occur.

Alcohol Abuse and Alcoholism

Because even moderate alcohol use by women was stigmatized throughout much
of American history, alcohol abuse and alcoholism have been traditionally
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thought of as met's problems. As drinking among women became velettre
socially acceptable, women's alcohol problems also inevitablyincreaseMW.
Despite this change, the predominance of male problem drinkers etaamad

alcoholics and the continuing stigma attached to alcohol etre in eesWeen
have marketly affected our understanding of female aleohdiam. Otwar
treatment approach and the willingness of women to seek treatment 11010-wwe
also been effected. A reticence on the part of researchersoainieAskcas
and women victims of alcohol abuse to acknowledge the prohIusdectuatekiLy
makes it difficult to estimate accurately just how surly women fleveswe
alcohol problems or the levels of use at which such problas mar tuane
expected.

Survey data on levels of use and of use-related problems amagwomen arse
almost certainly distorted, to an unknown extent, by the gender--beseond
double standard of drinking that continues to prevail th Ameactairt
society. Despite these distorting factors, it is becomical thaeasInglt-y
evident that there are important differences between the aexathat Meser.t
be taken into account if alcohol abuse in women is to be moreeffectivey
prevented and treated.

Few research studies on alcohol abuse and alcoholism have _inclmdeed
women. Even when women have been studied, the number has oftenbeen teocare
small for statistically valid generalizations or compariems. Feberr
example, despite good evidence that genetic factors affect akoholiso itii
males, the small numbers of females studied allow lese certainty 40 t3N0
whether similar genetic determinants also make some women mOrenanermhitme
to alcohol effects and to becoming alcohol-dependent. onlyorm stliONJAY
thus far has included enough women to conclude that a four-foldinereteme
in the likelihood of alcohol abuse occurred in women who wereadopted ervibl
whose biological mothers were alcohol abusers as compared Co Nme wheogwese
mothers were not (1).

National surveys of alcohol consumption and research on alcohoVs effecta
have rarely taken into account sex differences in body weighand bcdy
water content which are known to play an important role in the higle
level of intoxication experienced by women when they drlekthe 040o
amounts as do men (2). In the absence of "hard" evidence, Chensumpaoo
often has been made that women have the same problems with aloha es do
men or concluaions are based on very limited clinical observatiou.

Heightened awareness of women's issues during the past decadehas led to
an exponential growth in interest in their alcohol problems. The
willingness of prominent women to "go public" in discuseine their *10 1
alcohol problems has also increased the ability of others to Wmowledge
their difficulties. These trends have led to a new wareness dthe need
for research focusing on the ways in which alcohol use--and ethe-affect
women differently than men and of women's differing treatment ends.

Patterne and trends in alcohol use in women. National surveyseons
tently indicate that at all ages fewer women drink alcohol the do Mee
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and that those who do drink consume less. A majority of men drink at all
ages. After age fifty, a majority of women do not. Male "heavier" (14
or more drinks per week) drinkers out number female "heavier" drinkers by
nearly five to one (19 percent versus 4 percent) in the 21 to 34 year old
group. Nevertheless, the percentage of females who drink heavily is by
no means negligible (from 2 percent to 8 percent depending on the age
group) and is four times as large in the 35 to 49 year old group as it is
among women over 65 (8 percent versus 2 percent). Although the percentage
of women who drink continues to be lower than of men, this difference has
diminished since World War II. Among high school seniors, the percentages
of males aod fewales who consumed alcohol at some time in the year pre-
ceding any recent annual servey has been nearly identical almost nine out
of ten. Daily use IS, however, less than half as common among females
(3).

While heavy drinking among those over 65 is presently uncommon (2 percent
of women and 8 percent of men), the percentage of the elderly, including
women, with alcohol problems is likely to increase. Those presently in
the over 65 age group grew up in a much less permissive era than those
who will be old in the year 2,000. Two categories of older problem
drinkers have been identified: 1) early onset drinkers who have survi-
ved--about two thirds of elderly alcoholics, and 2) late onset heavy
drinkers thought to begin drinking in response to such stresses of old
age as retirement, loss of spouse or other loved ones, social isolation,
and physical decline.

Eeightened effects of alcohol in women. Although there is little
question that women consume less alcohol on the average than men, there
is increasing evidence that when they drink at comparable levels they are
likely to be more imparted both acutely and chronically.

Acute Effects* The greater intoxicating effect of alcohol in women
compared to men CSU be explained by differences in total body water
content between the sexes. Shortly after alcohol to consumed, it becomes
uniformly diffused in both extra-and intracellular body water. When this
has occurred, tissue alcohol concentration is directly proportional to
tissue water content (4). Those with lower total body water quantities
(i.e. a smaller body water compartment) will have a greater tissue
alcohol concentration. Smaller and fatter people have smaller body water
compartments than larger or leaner, more muscular ones. Because of their
higher percentage of fatty tissue, women have smaller body water
quantities than men of comparable Ease. This results in higher blood
alcohol concentrations in women. Moreover, there to evidence that women
develop higher blood alcohol levels for given amounts of alcohol when it
is ingested at the time of ovulation or just before menstruating (2).

In one recent study when experimental data were adjusted to take into
account sex differences in body water content, significant differences in
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the amounts and time required to metabolize alcohol were no longer found
(5). Similarly, when blood alcohol concentrations in both men and women
were held constant (at 0.10 percent) in an experimental setting, alcohol's
effects on body away, hand steadiness and response latency were about the
same in both sexes (6).

Chronic effects. Evidence that chronic alcohol abuse exacts a higher
price from women than men at comparable levels of heavy use is increas-
ingly compelling. Alcoholic women are more frequently disabled and for
longer periods than are male alcoholics. Moreover, the percentage of
women alcoholics who die from such causes as suicides, alcohol related-
accidents, circulatory disorders, and liver cirrhosis higher than for
men. Several international studies show consistently that women
alcoholics have death rates from 50 to 100 percent higher than those of
male alcoholics (7)w A longitudinal study of 103 American women alcholics
followed for seven years after their treatment in 1967-68, found that
nearly a third (31 percent) had died, a rate four and one-half times
higher than expected. The average life span of these women was decreaaed
by 15 years. Women who were older when they sought treatment, who became
alcoholic before age 30, or who had had histories of frequent binge
drinking were most likely to have died prematurely. Those who became
abstinent were most likely to 'lave survived (8).

There is also evidence that women alcholics in treatment often how
greater impairment earlier in their drinking careers and despite having
consumed less alcohol than comparable men. Evidence of this includes the
following: advanced liver disease was found to be Tore frequent among
English women alcoholics than among men with similar drinking histories
(86 percent of females versus 65 percent of males) (9). German and
Japanese researchers have also found more alcohol-related liver damage in
women at lower levels of consumption or after shorter histories of heavy
drinking (10,- 11). In a Canadian study of those admitted to an
in-patient alcoholism treatment program, alcohol-related illness was
equally frequent in both sexes despite shorter periods of use by the
women (12). Generally similar findings have also been reported by
Austrailian (13) and French (14) investigators. While an adequate
explanation of such findings is still lacking, two theories have been
offered: One attributes the greater liver damage to the effect of
estrogens, which in combination with alcohol, increase liver damage
(15). A second explanation stresses the possibility of a gender-related
immune response in women which also makes the liver more vulnerable to
injury (16).

Reproductive system and sexual dysfunction. Women alcoholics are
clinically reported to have higher rates of gynecological and obstetric
problems than other women. Problems that have been associated with heavy
drinking include amenorrhea, infertility, frequent gynecological surgery,
early menopause, spontaneous abortions, and complications of labor and
delivery.
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A related problem reported by women alcoholics is sexual dysfunction.
Kinsey's study of alcoholic women found that seven out of ten (72
percent) had problems with "frigidity", an older term for sexual
dysfunction (17). In a more recent study of 30 alcoholic women, three
quarters of them reported they experienced decreased sexual satiafaction
after drinking became a problem. Of these, two-thirds reported greater
difficulty in achieving orgasm. Nearly half (47 percent) had become
anorgasmic (18).

Although gynecological, obstetric, and sexual problems appear to be more
common in women who drink heavily, the basis is unclear. Biological or
psychosocial cauees, more probably both, may be involved.

A recent study of the effects of the acute ingestion of a moderate amount
of alcohol in young adult women (ages 20 to 32) at the same point in each
of their menstrual cycles found that plasma concentrations of estradiol,
estrone, progestrone, and testosterone were little changed (19). A study
using female macaque monkeys has also been done. After three to six and
a half months of heavy alcohol use, the monkeys developed amonorrhea,
uterine atrophy, decreased ovarian size, and depressed luteinizing
hormone levels despite adequate diets.

As hum*ns, single high doses of alcohol did not oupppress pituitary and
gonodal function in female macaque monkeys. The authors conclude:
"Chronic alcohol intoxication produces similar disruptions of reproductive
function in alcoholic women and macaque monkeys" and go on to say "It is
likely that alcohol induced disruptions of menstrual cycle regularity in
higher primates (including humans) are a consequence of its toxic effects
on both the ovary and the hypothalamic pituitary axis" (20).

In 'human females, toxic effects may occur at ovarian, hormonal, and
central nervous system levels. Imparied sexual functioning may also
reflect underlying depression or poor interpersonal relations. Since
drinkitg is one means of coping with indaequate sexual response or the
anxiety surrounding it, sexual problems may be both an antecedent and an
effect of heavy drinking.

Fetal eleobol syndrome and fetal alcohol effects. Adverse effects of
alcohol Ingestion by pregnant women on their offspring were fir-
clinically suspected over 200 years ago, but it is only in the la
decade that those effects have been more precisely specified and th,
physiologgcal basis better understood. The term "fetal alcohol syndrom-
(FAS) is now applied to neonates having three characteristics which have
been associated with maternal alcohol use:

Growth retardation before or after birth.

Abnormal features of the face and head such as
unusually mall head circumference and flattening of
the facial features or both.
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Evidence of central nervous system abnormality such as
mental retardation or abnormal behavior.

Other effects that have been identified as associated with maternal
drinking during pregnancy are
include a range of congenital
heart murmurs associated with
wall, genitourinary defects,
crease abnormalities

termed fetal alcohol effects (FAE). FAE
abnormalities such as eye and ear defects,
defective development of the heart chammer
hemangiomas, and fingerprint, and pelmet

Evidence based on animal and human research leaves little doubt that
serious birth anomalies can result from alcohol ingestion, but the
frequency with which they occur and the level of alcohol use that can
cause them it humans is by no means certain.

Estimates of the prevalence of the full blown fetal alcohol syndrom are
from 1 to 3 per 1,000 live births. The frequency of FAS among the
newborn of women who have been identified as heavy drinkers is, of
course, much higher. Estimates have ranged from 23 to 29 per 1,000 live
birth. Alcohol-related effects of lesser xeverity in the infants of
heavily drinking women may occur as often as in 69 percent of live
births. Little reported a 91 gram decrease in birthweight associated
with about two drinks (1. oz. of pure alcohol) per day consumed before
recognizing that one was pregnant. A 160 gram deficit was found in
infants of women who drank that much during the seventh to ninth months
of pregnancy (21). A more recent study found that drinking an average of
two or more drinks a day tripled the likelihood of preterm delivery (22).

Unfortunately, there are many problems with such dose-effect estimates.
Alcohol dependent women may be inclined to understate the amount of their
drinking. This may be especially true If they feel guilty about drinking
while pregnant. Apart from alcohol use, other factors--lifestyle,
smoking, other drug use, poor diet, or poor general health--also cause
problems during pregnancy and may affect neonatal health. The
possibility that paternal drinkingknown to reduce sperm counts and
sperm motility, and to produce other sperm abnormalitiesmay also
contribute to fetal abnormalities cannot be dismissed although the
limited studies that have been done have not found such an effect (23,
24). Experimental administration of non-alcohol doses to pregnant women
while carefully controlling for other possible factors is not, of course,
ethically possible.

As with other teratogens, the question of just how much is needed to
affect the fetus at different points in development is also unclear.
Taken at a point of maximum fetal toxicity, alcohol may kill the fetus,
resulting in a spontaneous abortion that may go undetected (or unreported)
in the individual case. At other points, either because the individual
fetus is genetically more resistant to damage or the stage of development
makes damage less likely, there may be no detectable alcohol-related
anomalies.
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Animal studies provide some indications of possible human effects. One
such study designed to resemble human "binge drinking" used the animal
equivalent of two large doses of alcohol given on a single day during
gestation. The resulting damage to the mouse fetuses closely resembled
that found in cases of human FAS (25). Other animal studies of alcohol's
effects have duplicated such behavioral abnormalities in human offspring
as hyperactivity and learning problems presumptively caused by alcohol
use during pregnancy (26, 27, 28).

Other problems of alcohol abuse for women. Women who abuse alcohol
suffer disproportionately from both biological and social disabilities.
But there are other ways in which women are the victims of alcohol abuse
even when they are not themselves abusers. Although it is often
difficult to specify the exact role alcohol plays, there is general
agreement that its abuse is often associated with family violence,
especially the battering of wivea. According to one review, alcohol
abuse or alcoholism was involved in about half the cases of wife beating
cited in the literature (29). Although women may sometimes prefer to
attribute physical abuse to alcohol rather than acknowledge other sources
of marital discord, there Is little question that alcohol is often used
to "justify" violence and to deny responsibility for it, or that drinking
can be a source of marital contention leading to violent behavior.

There is also evidence that alcoholics and their spouses are seven times
more likely to be separated and divorced than couples in the general
population (30) and that women alcoholics are more often divorced than
are alcoholic en (31). Moreover, when women alcoholics are divorced,
their greater economic dependency, greater responsibility for children,
and typically lower earning capacities are all likely to make post
marital adjustment and rehabilitation or bot more difficult than that of
men.

Alcohol abuse has been implicated as a factor in rape both for the victim
and he rapist. In one study a third of the 77 rapists examined had a
history of alcoholism (32). Another study found that half of a group of
men who had raped older women reported having been high on alcohol or on
alcohol and drugs at the time of the crime (33). Since alcohol may be
used by the rapist as a mitigating factor to "excuse" his violent
behavior, its exact causal role is uncertain. Recent reports indicate
that as many as 29 to 54 percent of women alcoholics in treatment have
been rape victims at some point in their lives (34, 35).

Women alcoholics report high rates of other types of sexual abuse as
well. Half (53 percent) of the women entering one midwestern alcoholism
treatment program during a twoyear period reported having experienced
incest or other sexual abuse before age 21, many by age 5 or 6 (36).

Such figures are probably underestimates since many of the women In the
studies cited were reticent about revealing that they had been sexually
abused and did so only late in treatment and only to women therapists.
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Drug Abuse (Other than Alcohol)
r - _ _-

During the past two decades, there has been a substantial increase in the
availability, acceptability, and number of potentially abusable drugs.
Our burgeoning knowledge of neurophysiology combined with the skill of
the organic chemist have resulted in the creation of an array of
anxiety-reducing and sedative drugs. As is so often true of new
psychoactive therapeutic compounds, an initial optimism regarding their
abuse potential has sometimes proven to be unwarranted. Use of these
drugs is now common, their abuse not uncommon and, as we will discuss,
this affects many more women than men.

Illicit drugs such as marijuana and cocaine once used only by a very
small minority are now widely consumed. While male use predominates,
female use, especially by the very young, is common and may' be
approaching parity with that of males in some groups. Our expanded
knowledge of the chemistry of psychoactive subtances has also resulted in
an alphabet soup of illicit psychoactive compounds. Most of these are
not commonly used by men and still more rarely used by women. The
brevity of our experience with widespread illicit drug use and the
difficulties of studying it have limited our knowledge. This is
especially true in regard to chronic use. AB with alcohol, most research
has been done with males, partly because ethical considerations restrict
studies in women that employ drugs with unknown effects on reproduction
and partly because heavy use among males is more common. However, the
large number of women who now use illicit drugs and their possible
vulnerability to reproductive effects, make such use a serious public
health concern.

Patterns and trends of drug abuse among women. U.S. national surveys
have consistently found that females use virtually all of the illicit
drugs less frequently than males. Among young adults ages 18-25, the
group which uses these drugs most, slightly more than half as many women
as men (19 percent versus 36 percent) were using marijuana. In the month
preceding the 1982 national household survey (31). Among those over 26,
less than a third as many women were current marijuana users. The total
number of women now using marijuana Is estimated to be about 7 million.
While there are many other illicit (and licit) drugs that are, or can be
abused, their use by either exist at much lower levels. Again, in the
group most likely to use drugs, 18-25 year olds, only a little more than
half as many females as males (5 percent versus 9 percent) reported any
use of cocaine in the month preceding the 1982 survey. Wonmedical--that
is use of drugs without medical supervision--use of sedatives in the year
prior to the survey was reported by 6 percent of young adult women
compared to 11 percent of men. Nine percent of young women also reported
non-medical use of stimulants over the same interval. Stimulant use by
males of the same age in the same period was 13 percent.

Iv 9

2 7



High school seniors, a group in transition from adolescence to adulthood,
have been surveyed annually since 1975. There has been a decided
reduction in marijuana and most other drugs used over the past several
years. Daily use of marijuana for example, was half as common in members
of the 1983 senior class as it was in 1978 (5.5 percent versus 10.7
percent). Slightly more than a fifth of the females (22.2 percent)
reported any marijuana use in the month prior to the survey of the 1983
senior class as compared to about a third (31 percent) of the males.
Current (within a month before the survey) nonprescribed stimulant use byseniors involved one in eleven females, slightly more than males (9.1
percent versus 8.2 percent). Current use of sedatives and tranqualizers
was reported by about three percent of both sexes (3).

There are two significant exceptions to the generally lower level of druguse by women: their use of cigarettes and of medically prescribed
psychoactive drugs.

For high school seniors, current cigarette smoking by women now exceeds
that of men (31.6 percent versus 28 percent) and the same for youngadults 18 to 25 (42 percent versus 37 percent). Because of this Increase
in smoking in young women the total number of female smokers of all ages
Is now only about ten percent smaller than that of male smokers (28.4
versus 31.8 million).

The second exception to the generalization that psychoactive drug use by
males exceeds that of females Is in regard to the use of medically
prescribed psychotherapeutic drugs. In 1979, the latest year for whichdetailed survey data on psychotherapeutic drugs are available, nearly
twice as many women as men (over 18) htd used psychotherapeutic drugs in
the preceding year (20.2 percent versus 11.0 percent for men). Anti-
anxiety agents--the minor tranquilizers-were also used nearly twice as
often by women (14.1 percent versus 7.5 percent). Sedatives were used by
over three times as many women ea men (2.6 percent versus 0.8 percent).
Over twice AO many women used antidepressants in the preceding year (2.8
percent versus 103 percent) and 20 percent more used hypnotics (sleep
inducing drugs). Antipsychotic medication--the major tranqualizers used
to treat such disorders as schizophrenia--were used by fifty percent more
women (1.5 percent versus 1.0 percent) (38).

The 1982 National Survey on Drug Abuse also included some questions on
medical use of these psychotherapeutic drugs (37). Although these data
were less detailed and analyzed differently from the 1979 study just
described, the findings are generally similar. Current use of any of the
prescribed psychotherapeutic drugs was 60 percent more common in womenover 18 than in men. Although the data were not analyzed both for sex
and educational level simultaneously, adults 26 or over who were not high
school graduates were much more likely to be current users than those who
did graduate (e.g. 18 percent of non high school graduates were taking
such drugs compared to 10 percent of college graduates).
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Women a so represent the ma ty (61 percent) of those who have used
anxiolytic (anxiety-reducing) drugs for one year or more. Nearly 2
million women reported having used such drugs for a year or more of their
lives. Most of these women--7 out of 10-were over age 50 (38). It is
not a simple matter to say how often this greater use of prescribed
psychotherapeutic drugs by women is abusive, inappropriate, or medically
uustified, answershinge on additional questions such as: Are the rates
of emotional illness inately greater in women than in men? Are the much
higher rates of depression and other disorders in women partly an
artifact of sexual etereotyping or the result of women's disadvantaged
position, or are they due to a greater biological vulnerability? The
more frequent contact of women with physicians may also play a role in
their greater use of prescribed psychoactive druga. Those issues will be
discussed in the section on women's mental health.

There le, however, little question that self administered overdoses of
psychotherapeutic drugs are a health hazard for women. Data from the
government's Drug Abuse Warning Network (DAWN) on 'hospital emergency room
admissions during 1982 indicate that over 70 percent more women than men
were seen for tranquilizer related adverse consequences. Over twice as
many women were seen for adverse consequences of antidepressant use; a
third more for adverse consequences of non-barbiturate sedatives. Over
half (51.7 percent) of drug-related emergency room admiesions of women
are identified as suicide attempts. Sy contrast, the motives of men for
using the drugs which led to their admission were likely to be due to
dependency or for mood altering effects (39).

Seven out of 10 of the women who died drug-related deaths were over age
30 according to medical examiner reports. More than twice aa many
drug-related deaths in women were determined to be suicidal in origin (53
percent versus 25 percent for males). Over 1,100 women were reported by
the DAWN system in 1983 to have died of drug related causes, most because
of their suicidal use of therapeutic drugs including analgesics (39).

Opiate addiction among women is uncommon, but is Important because the
health risks for these women and for their offspring are quite
disproportionate to the numbers involved. Problems specific to this
group will be discussed in the section below on opiate dependent women.

Specific populations of drug-abusing women. Although the several
populations described overlap, they are sufficiently discrete to permit
some generalizations that are helpful in thinking about problems that are
experienced by drug abusing women.

The opiate dependent woman. Opiate addiction was once much more
prevalent among women than men. Prior to World War I when many patent
medicines and cures for women's complaints" often contained opiates,
habitual use resulted In opiate dependent females outnumbering males by
at least two to one (40). Currently only one-fifth to one-fourth of the
addict population is believed to be women (41, 42). Although opiate
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dependent women are probably the smallest segment of the drug abusing
female population, they have been the most studied. A review of recent
research on women's drug use found that 70 percent of the studies cited
focused on heroin and other opiate use or on methadone maintenance
treatment for opiate dependent women (43). This emphasis reflects the
traditional concern with those types of illicit drug use that are
percelNid as most threatening to the larger society. It also reflects
the serious medical and social problems experienced by such addicted
women and their offspring.

Prevalence and patterns of narcotic use. While the exact number of
opiate dependent women is at best an educated guess, as of 1981, 32,000
opiate dependent women were admitted to treatment in federally monitored
facilities. They repreeented nearly half (45 percent) of all women
clients admitted for treatment to such programs (44). More speculative
estimates of the total number of addicted women in any given year have
been between 126,000 and 200,000 (45, 46) and there is good reason to
believe that must opiate abuse In females remains hidden (47).

Race and ethnicity are related to opiate dependency as reflected in
admIssions treatment to figures. At least two times as many Black and
Hispanic women were admitted for treatment of opiate dependency in 1981
as White women (62.4 percent, 61 percent, and 22.5 percent of Black,
Hispanic and White female admissions respectively).

Women who are opiate dependent have been distinguished from men who are
dependent on narcotics along two major dimensions:

1. They are more likely to regard themselvesand to be
regardedas more socially deviant than their male
counterparts (47). They are more deeply entrapped, at
earlier ages, by social and economic conditions
offering few ways out of the addiction pattern and
thereby promoting destructive dependencies (48).

The health of women addicts is poorer than that of men
because of neglect, poor nutrition and lack of inde
pendent financial resources to pay for needed general
medical, dental, gynecological and obstetrical care.

For women with children, these circumstances increase the likelihood of
their losing custody, or of avoiding treatment because of fear of
possible loss of custody, should their situation become known to chil
welfare authorities.

Health consequences of opiate dependency in women* _-iate-dependent
women are more likely than addicted men to seek treatment for medical
complications of drug :me rather than for the underlying drug dependency
(47, 49). Their poor physical health is largely due to the addict type
lifestyle which has particularly harsh effects on women. Neglect of
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normal hygiene, lack of routine health care and the medical and physical
hazards of frequently supporting their opiate use by prostitution
increase the incidence of such problems as chronic infections, anemia,
hepatitis, hypertension, venereal disease, and urinary tract and
gynecological disorders (50). Research also indicates that opiate
dependent women have higher risks than other women of developing
cervical and uterine malignancies and of having gonorrhea. They are more
likely than addicted men to develop genitourinary and circulatory system
disorders (49).

One example of the poorer health status of heroin addicted women relates
to their dental problems. Dental abcenses have been found in more than
one out of five (22 percent) of a sample of pregnant addicts and dental
problems have been found in two out of five (41 percent) of those in drug
abuse treatment. The decayed, missing or filled teeth score (the DMFT
score) for opiate-dependent women is over 60 percent higher (2.e percent
versus 14.6 percent) than that for the general population (49).

Pregnancy and reproductive hazards. Pregnancy can be especially risky
for the woman addict and her offspring due to her frequently poor diet,
drug use, lack of adequate prenatal care, and poor general health.
Serious obstetrical complications of pregnancy for addicted women
include: spontaneous abortion, premature placental separation,
amnionitis, breach presentation, preeclampsia, eclampsia, intrauterine
death, premature labor, premature rupture of the membranes and septic
thrombophlebitis (45, 51, 52). Ten to 15 percent of drug dependent women
experience toxemia of pregnancy; nearly half of those addicted to heroin
and lacking prenatal care have premature deliveries (53).

Infants born of addicted mothers have much higher morbidity and mortality
rates than infants generally. The death rate in these infants is four
times higher. They are much more likely to be born prematurely, to have
congenital anomalies, to show growth retardation and to experience other
medical complications such as neonatal opiate withdrawal (45, 51, 54).
Although there may be greater than normal risks for the offspring of
methadone-maintained mothers, the risks of this medically supervised
opiate treatment group are much lower than those for infants born of
heroin addicted mothers (53).

One characteristics of opiate-dependent women. An addicted woman has a
much poorer self-image than does an addicted man. One woman researcher
describes such women as feeling "mistrustful of women and abused by men."
She sees them as accepting society's view that they are deviant--"over
one-half of these women agreed that 'women addicts are worse than men
addicts' (56). They have also been found to suffer disproportionately
from depression and anxiety and to be more likely to respend to those
feelings by isolating themselves and taking other drugs (56).

One explanation of the emotional distress of women addicts is that they
have fewer social networks to provide support than do non-addicted women
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or even male addicts although it is not clear whether their addiction is
a cause or an effect of this situation (57). Over half of those in treat-
ment have dependent children. They are more likely to be reaponsible for
their care than are male clients. This adds to their life stress (58).

A significant difference between male and female addicts ie in their mode
of initiation into drug use. Most (95 percent) males are introduced to
drugs by other males, but most women (71 percent) are initiated into use
by the opposite sex (59). Women are also more likely to use drugs in a
conscious attempt to relieve their emotional problems rather than
primarily for pleasure (69).

Criminal involvement is common--one study found that only
the addicted women studied had not been arrested (61).
criminally involved, their crimes are most likely
prostitution, low level dealing, small scale shoplifting
rather than burglary, grand theft or crimes of violence.
are more often committed by men (57).

40 percent of
When they are

to include
, and forgery
Those crimes

Marijuana users* The largest group of women who abuse illicit drugs is
also probably the most diverse and the one for whom the extent of the
health hazard is least certain, but for whom the consequences could be
most serious. M. the time of the latest national survey (1982), the
total number of American girls and women who had ever tried marijuana was
about 24,600,000. About 7,000,000 were uaing the drug currently. But
the public health implications of these atatistics are more elusive.
Since a substantial majority-3 out of 5 young adult (18-25) women have
tried marijuana at some point in their lives, they increasingly resemble
the general population in that age group. But even if we restrict
ourselves to the much smaller number--that one-third of females who have
ever used cannabis and who report current usewe know very few details
about their characteristics. On the average they are young; only 3
percent of women 26 or older reported current marijuana use. But crucial
details about their life-style--how many are married, how many use the
drug heavily (e.g. on a daily basis), how likely they are to continue use
or to use marijuana while pregnant, how any also smoke or use other
drugs--are generally lacking.

Reproductive effects* A source of public health concern with respect
to use of marijuana by women is its potential reproductive effects.
Unfortunately, very little is known about this. Because marijuana's
principal psychoactive ingredient, tetrahydrocannabinol (THC) so readily
crosses the placental barrier, it must be regarded as a drug with
potential impact on the developing fetus. Whether it actually effects
the fetus and at what levels of use, is uncertain. A study of 1,690
mother/infant pairs done in Boston (62) suggests that marijuana use
during gestation 10 associated with the low birth weights and fetal
abnormalities resembling the fetal alcohol syndrome. The authors of Chia
study concluded that "women who used marijuana during pregnancy were five
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times more likely to deliver infants with features considered compatible
with the fetal alcohol syndrome" cautioning, however, "against the firm
conclusion that marijuana use causes fetal growth retardationft (62). A
study of 313 women of whom 41 were marijuana users enrolled in a low-risk
home delivery obstetrical program found slightly higher dysfunctional
labor rates (43 percent in the drug users versus 35 percent in
non-users), precipitate labor (13 percent versus 8 percent) and meconium
staining--a sign of fetal distress (17 percent versus 13 percent) (63).
As in the Boston study, the problems of controlling for other possibly
confounding variables such as smoking, maternal health history, diet, and
other drug use make firm conclusions regarding the role of marijuana
difficult.

A study of 26 young women who smoked marijuana 3 or more times per week
for 6 months or more found a higher frequency of anovulatory menstrual
cycles and a shortened luteal phase in persons in this group compared to
a control sample of non-users (64). Both of these characteristics are
associated with reduced fertility. Unfortunately, the users also
differed from the non-users in their levels of alcohol use, sexual
activity and possibly in other ways as well, all of which may have also
affected their reproductive cycles.

In animal studies, which often employ much higher marijuana (or THC)
doses than people usually take, adverse reproductive effecta such es
supression of production of female hormones and changes in ovarian
function in female test animals have been found. Suppression of estrogen
production and of ovarian function is a common finding. Female monkeys
who were given oral dosages of THC, corresponding to high dosage human
marijuana use, for a year or more showed signs of reproductive failure.
Their offspring died more frequently than_those of undrugged animals
either during pregnancy or shortly after birth (65).

An earlier report by Stenchever, et al., implicated marijuana as a
mutagen, but the bulk of the better controlled studies now suggests that
marijuana has problably no significant mutagenic or cytogenic effects in
man (66). Although extracta from marijuana smoke have produced dose-
related mutations In bacteria, and marijuana has been shown to affect
chromosome segregation during cell division the clinical significance, if
any, of these findings is yet unknown (67).

Since marijuana smoke contains components also found in tobacco smoke,
one can expect similar effects of both substances on the reproductive
process. For these reasons, smoking marijuana and tobacco during
pregnancy should be actively discouraged.

Other hazards of Marijuana use. A wide range of other hazards of
marijuana uae have been identified. These include effects of the acute
intoxication-- the mbigh"--on mental activities such as attention,
perception, memory, and psychomotor performance. Marijuana intoxication
may interfere with learning or increase the risks of driving or of
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performing other demanding perceptual motor tasks. There is little basis
for believing these pose greater or different hazards for women than for
men. It is quite likely, however, that the same amounts of marijuana
have greater effects on women than on men because of their generally
smaller size. It Is well known that alcohol potentiates the effects of
marijuana. The combined effect of using marijuana and alcohol (or other
drugs) might also be expected to be greater in women than men. The ratio
of women to men seen in hospital emergency rooms who have
marijuana-related incidents correspond's roughly to:their respective rates
of use. This suggests that acute adverse effects do not occur any more
frequently in women than in men.

Since marijuana sr4oke contains many components similar to those of
tobacco smoke, chronic heavy marijuana smoking is likely to have effects
on the respiratory system similar to those of cigarette smoking--though
possibly at lower levels of use--and may eventually produce carceno-
genicity. Chronic use may also have adverse effects on those with
impaired cardiac function (67). Such effects may be more important for
women who continue to use marijuana post menopausally the time when their
rate of heart disease begins to approach that of men. Since few Americans
of either sex have used marijuana long enough for the cardiac effects of
middle or later life to became evident, this is speculative.

Large scale epidemiological studies of long-term :users have not been done
although there have been clinical reports of loss of interest in conven-tional activities--an "amotivational syndromer--and of intellectual
dulling and memory difficulties in some heavy chronic users here and
abroad (67). How characteristic these findings are of heavy users more
generally is not known. Since women are much less commonly heavy users
at this time, there is little reason to think such putative effects of
marijuana use are likely to be more frequent in.women. Because of the
smaller size of the average woman, use at the same level as men over the
same period might have greater chronic effects (as with alcohol). If the
persistence of marijuana-derived compounds in fatty tissue has important
implications for chronic effects, women with their higher fat content,
might be more vulnerable than men of comparable weight who have used the
same amounts.

Non-ma_litic Dr u-a Women

Women who use prescription psychotherapeutic drugs outside the medical
care system are sufficiently different in their drug use patterns,
demographic characteristics and contact with the health care system to be
described separately. Anecdotal reports, clinical observations, and a
very limited amount of more systematic data are the source materials for
such descriptions. The majority of these women are over 25, older than
the young adult group (18-25) which most frequently abuses drugs (37, 68).
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These women differ from misusers of prescribed drugs in two important
respects:

They use psychotherapeutic drugs for their pleasurable
psychic effects as well as to "treat" themselves for
physical and emotional malaise.

The source of the drugs is usually either illicit or
quasi-legitimatefriends relatives, "script-doctors"
and male non-medical supplies are frequent sources
(69, 70.

These women are often described as "polydrug" users, who often prefer a
primary drug, but use another drug when the preferred drug is unavailable
or to enhance its effects.

The psychotherapeutic drugs used are the minor tranquilizers and various
sedatives. Some women also use amphetamines. Although illicit drugs
such as marijuana and cocaine also may be used, they are not the drugs of
choice in this group. Heroin is rarely used although some women in this
group may have earlier histories of heroin addiction.

Reports from emergency room and treatment program personnel describe
these women as under high stress, often trying to cope with troubled
marriages, abandonment by husbands, job losses and poverty,
responsibilities of single parenthood, and long histories of severe
problems related to the stark reality of their lives. Their use of
psychotherapeutic drugs involves what Shader and Anglin (71) have called
an "alternative" or "street" pharmacy system. The drugs are obtained in
the illicit and quasi-legitimate market place and are taken largely for
symptoms like those for which physicians often legitimately prescribe
them. But, as is true of opiate dependent women, these women also make
little use of the conventional health care system and they are unlikey to
seek the help of mental health specialists.

Prevalence and patterns of use. The major national probability sample
of prescription drug use already cited also found thac 3.6 percent of the
American women (and 2.5 percent of the men) reported the use of a
psychotherapeutic drug obtained outside medical channels, mostly through
friends and relatives (38).

While the exact number of more serious abusers in this group
uncertain, there is little question that it is large. Finnegan (51),
basing her estiMate on an earlier study of regular users of non-opiate
psychotherateutic drugs, suggests that the number of laomen using
psychotherapeutic drugs obtained without a prescription may be ten times
larger than that of women using illicit narcotics.
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In NIDA-monitored drug abuse treatment programs, primary abuse of these
psychotherapeutic drugs accounted for over a fifth of admissions of women
in 1981 as follows:

Amphetamines 9.4 percent
Tranquilizers 4.6 percent
Barbiturates 3.5 percent
Other sedatives 4.3 percent

Total: 21.8 percent of admissions

Women admitted with primary problems involving these drugs were mostly
White (86 percent). Among the White women admitted use of tranqualizers
one-half (52 percent) were over age 29 (68).

Women clients admitted for treatment of tranqualizer use rarely (under 2
percent) reported secondary use of heroin, cocaine, or hallucinogens.
These clients sometimes made secondary use either of alcohol (21.8
percent) or of marijuana (11.8 percent). Most reported no secondary drug
use (34 percent). Tvo-thirds (64 percent) of women clients admitted for
abuse of psychotherapeutic drugs had receivd no prior treatment for
their drug problem (68).

A study of 269 emergency room admissions of women for overdosages of
sedatives and tranquilizers also contributes to our portrait of this
group. The two almost equally dominant motives given by the women for
having overdosed were to commit suicide (38.5 percent) or to self-
medicate (37.5 percent). Only one-fourth (24.3 percent) of the women had
overdosed while trying to "get high". One-half (50.7 percent) of these
persons had obtained the sedative or tranquilizer involved from a
non-medical source 71).

Health consequences. The non-medical use of drugs by this group--while
not unique to them--involves all the health risks associated with any
chronic misuse of psychotherapeutic drugs. Therm hazards are discussed
in the next section describing women who misuses these drugs when they
are prescribed.

The fact that these drugs are obtained from non-medical sources under-
scores the more unconventional life circumstances and high levels of
stress associated with their use. Group members have lower incomes,
lower levels of education and poorer physical health than women for whom
the drugs are medically prescribed. These factors, together with their
frequently troubled life situations, probably contribute to their more
indiscriminate patterns of self-medication. Self-medication under these
circumstances more frequently leads to the use of many drugs at the same
time and to overdosing.

Polydrug use is hazardous at all stages of pregnancy particularly when
associated with poor nutrition, poor general health, and the inadequate
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prenatal care usually received by these women. Health onsequences for
both the mother and the neonate have some similarities to those for the
heroin addict and her offspring (53).

Heavy drinking by some of these women is likely to exacerbate the effects
of the other drugs :leech Alcohol use is a major precipitator of
overdosing, of driving-related accidents and or drug-related suicide (69,
72).

Misusers of Prescribed Paychoactive Drugs

As indicated, women account for nearly two-thirds (64 percent) of all
patients for whom psychoactive drugs are prescribed in the United States
(73). Seventeen million women between 18 and 79 are estimated to have
used at least one psychotherapeutic drug in 1979. The vast majority
obtained these psychoactive drugs by a physician's prescription (38).
Benzodiazepines, tranquilizers with trade names such as Valium and
Librium, were the most commonly prescribed--over two-thirds of the group
received them. Most of those for whom psychoactive drugs are preacribed
use them on a short term or infrequent basis, but about 2,000,000 women
(in 1979) are estimated to have used these drugs daily for a year or more
(74, 75, 76). These chronic users are potentially at greatest risk of
adverse health effects.

Prevalence and patterns of misuse. Although non-medical use of what
are normally medically prescribed psychoactive drugs is included in
attempts to survey the dimensions of drug abuse in America, misuse or
abuse of these drugs is rarely precisely defined or quantified. Some of
the less precise indicators of misuse are:

Long-term chronic patterns of use not sanctioned by
Bound medical practice.

Self-adminIctration or self-medication in which the
dosage of prescribed drugs is altered or similar drugs
substituted without medical sanction, but the drugs
are used for the purposes originally prescribed.

Use of prescribed drugs for other than the prescribed
purpose such as to achieve a "high".

Sharing prescribed drugs with others for whom they
were not prescribed or obtaining such drugs from
friends or relatives and using them without medical
supervision.

Use in connection with a suicide attempt.

Use in combination with other psychoactive drugs
whose affects may be increased by combined use.
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Self-medication, determining one's own dosage and frequency of use
without medical sanction, is fairly common although the evidence for this
is generally anecdotal. Women are more likely than men to escalate their
prescribed dosages and to pressure physicians to increase or to extend
their psychoactive drug prescriptions, (77, 78, 79). Wesson and Smith
(80) describe a gradual transition during which patients receiving
sedatives move from medically complaint use to escalation and supplemen-
tation, seeking multiple prescribers and quasi-legitimate drug sources on
a routine basis. But national data are lacking on the prevalence of such
misuse.

In one followup of 213 patients who received prescriptions for sedative-
hypnotics in a family practice, 13 percent were defined as possible
misusers. Four out of five of these were women. One-fourth of the
misusers had taken the drugs more often than prescribed. Two-thirds of
the misusers had shared their medications with family members and
friends. Sixteen percent of the misusers had taken the prescribed drug
with another psychoactive medication in order to get the combined
effect. Two of the four patients who had done so had sought outside
physicians to prescribe another psychoactive drug (81).

Overdoses and suicide attempts with physician prescribed drugs of this
type are common. One study of 494 overdoses of sedatives and hypnotics
in four urban hospitals in 1979 found that one-half of the women victims
had overdosed on prescribed medication. Thirty-seven percent of these
had been using their prescription drug daily for 60 or more days. These
"medical abusers- represented 43 percent of the suicide attempts, 51
percent of the accidental overdoses and 6 percent of the recreational
-misadventures" reported by the patients themselves (71).

One-third of those who had taken overdoses that included diazepam had
serum blood levels with ratios of primary drug to active metabolites
indicating chronic rather than acute drug use. Moreover, these levels
were high enough to potentiate the sedative effects of alcohol (and to
cause an acute overdosage (71).

Although data on drug source are not available on drug related episodes
reported to DAWN emergency room personnel and medical examiners, local
studies suggest that from 50 to 70 percent of the drugs involved were
obtained by prescription (71, 72).

Health consequencea* Fortunately, the benzodiazepines that make up at
least two-thirds of the psychoactive drugs prescribed for women are
relatively safe even when overdoses are taken (75, 76).

In two studies of overdose involving benzodiazepines, no deaths were
directly caused by these tranquilizers although the levels of these
substances found in the blood serum did play some role in the acute
reaction or in the deaths that resulted from overdose. (71, 72).
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Some minor and short-term adverse effects on neonates have been reported
as due to the use of benzodiazepines during labor. Respiratory depres-
sion was the most common effect. However, no increase in neonatal
morbidity or mortality followed. These findings have, however, led to
the recommendation that these agents be used in pregnancy only when there
is an absolute need (75).

Although acute morbidity and 1- hality with the benzodiazepines effects
include drowsiness, depression, ataxia, and muscular weakness. In one
study of patients seen in a family practice, one-third of those receiving
these drugs reported side effects. Two of these side effects--drowsiness
and depressionwere experienced by 20 percent of those reporting such
effects (81).

"Hangover" and "rebound insomnia" have been reported :1 h two benzodia-
zepine tranquilizers, flurazepam and nitrazepam (75).

Behavioral impairment with low single doses of the benzodiazepines has
been detected under laboratory conditions. In this controlled setting,
reaction times, coordination, visual-motor, and driving performances were
mildly, though significantly, impaired even on the day after administra-
tion (75, 76). No studies on the duration of these effects or their
significance for everyday performance outside the laboratory have been
done.

Mild physiological dependance at _igh therapeutic doses has been
reported* A well controlled study of clinically anxious patients treated
with daily dosages of 20 to 40 mg. of diazepam for up to six months
suggests that treatment for more than four months is likely to result in
some withdrawal symptoms and a temporary return of anxiety and depression
when the drug is discontinued (82).

Elderly:Women

Concern regarding drug abuse among elderly women is resulting from the
"greying of America*" Analyses by the Bureau of the Census indicate that
the elderly--defined as those 65 or older--constitute the most rapidly
increasing segment of the population. Three out of five in this age
group are women* By the middle of the next century one in five--now one
in ten--women will be elderly.

Elderly women are more likely to be widowed and living alone than are men
of the same age and loneliness and depression are significant problems.
About five percent of thoae over 65 now live in nursing and personal care
homes. By age 85, more than one in five (22 percent) reside in such
homes. Seven out of ten (71 percent) nursing home residents are women
(83).

Because women predominate among the elderly and because elderly women
have higher rates than men of such diseases ouch as hypertension,
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arthritis, and diabetes, they are more likely to be taking multiple drugs
and are at higher risk of potential drug misuse.

With advancing age and the onset of chronic illness, the need for
medication and primary care becomes still more pronounced. Increasing
medication requirements, restriction of their mobility and social
environments, and altered metabolism increase the elderly woman's risk of
adverse consequences and potential drug misuse (84).

Patterns and prevalence of drug =louse* Although the elderly comprise
11 percent of the population, they receive 25 percent of all prescrip-
tions. They also make significantly greater use of prescribed psycho-
active drugs such as tranquilizers, sedatives, antidepressives and
antipsychotics (66). Fifty percent more elderly women than men, ages 65
to 79, reported taking such drugs in the last national survey of use
(38). More than one in four (27.5 percent) elderly women were taking
these druga compared to one in six (16.2 percent) men.

Few research studies have focused on drug use by the elderly and fewer
still have attempted to differentiate between patterns of use, misuse,
and abuse. The lack of adequate data has resulted in controversy over
the prevalerce of drug problems among the elderly. The research that has
been done suggests the following:

Underuse and omission of prescribed medication are the
principal forms of noncompliance in this group.

Combining prescribed drugs wlth alcohol and over-the-
counter drugs is frequent (85) and results in serious
risks of accidental overdose and injury because of
drug potentiation and drug interactiona (86, 87).

Concurrent prescribing and use of multiple drugs
(polypharmacy) is common. One study found that three-
fourths of the patients in one long term facility used
three or more drugs concurrently--three out of five
had taken a psychoactive drug within the past year
(88).

Inappropriate and excessive administration of
prescribed drugs to the elderly in long-term care
facilities is frequent although its exact incidence is
not known (85, 87, 88, 89).

Not only are more women at risk because of their
predominance among the elderly, they are much more
likely to be given these drugs than are elderly men
(90, 91).



While prescribed use is correlated with being female and being anxious
(90), misuse is correlated with being chronically physically ill (92).
Two studies of the non-institutionalized elderly have found a 7 percent
pre-ialence of drug misuse (93, 94). This research found that drug misuse
was significantly increased as the number of prescribing physicians and
dispensing pharmacies increased, but was unrelated to gender.

Although the evidence suggests p-oblems of misuse rather than of
deliberate abuse and addiction in the older population, some experts
believe this situation may change. As more people who were drug abusers
at earlier ages enter the ranks of the elderly, they may be more likely
to abuse the psychoactive drugs prescribed for them and the incidence of
abuse in this group will increase (95).

Health consequences. Health consequences associated with psychoactive
drug use in the elderly have recently been reviewed by the National
Institute on Drug Abuse (84, 96). These are:

Adverse drug reactions or side effects including those
from multiple drug interactions.
Overdoses.
Suicides.
Chronic Dependency and Addicti n.
Affective Disturbance.
Insomnia.
Impairments of cognitive and motor function which may
lead to institutionalization.

Adverse reactions to drugs are more common in older people. They are the
result of changing physiology and heightened sensitivity to drugs in the
elderly and of changed patterns of drug distribution in the body (86,
97). Compared to younger adults, these chanvls in the elderly result in
higher acute drug levels, increased retent-PRP and storage, and longer
duration of action, especially of psychoac'll. drugs. This heightened
sensitivity to some drugs, and to alcohol, increases the likelihood of
over-medication, drug interactions, and side effects (98).

Side effects of drugs are estimated to be twice as frequent in older
people as in younger adults (96). Among them are, nausea, vomiting, skin
rashes, mental confusion, hair loss, heart palpitations, and asthma.
Three serious neurological conditions or disorders that way be
drug-related--seizures, dementia and tardive dyskinesia--especially are
problems in the elderly. Two very disruptive side effects of
sedative-hyponotic use in the older population are "drug dependency
insomnia" and depression (76).

Drug interactions occur when one drug increases, decreases, or otherwise
changes the action or effects of another drug taken concurrently and
these interactions occur often in older people. Alcohol and many
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prescribed psychoactive drugs interact. Inadvertent overdoses and
accidental death can occur as a result of the potentiating effects of
taking more than one psychoactive drug simultaneously. Injury or death
may also be indirectly caused by the combined effects of the drugs on
alertness or on the psychomotor coordination needed in daily activity.
The role of the benzodiazepines in potentiating the lethal effects of
other drugs has already been described in the section on the abuse of
prescribed psychoactive medication.

Particularly serious side effects of psychoactive drugs in, the elderly
are confusion or erratic behavior so severe that institutionalization
-ems to be required. These persons may be labeled "demented" or
enile" when, infact, their condition is reversible. A recent report

found that 15 percent of older patients admitted to a State mental
hospital were actually suffering from reversible drug toxicities (96).

Although preexisting psychological factors obviously play a role in
suicide, there a number of suicide attempts by the elderly that are
related to the use of prescribed drugs. Some medications can precipitate
depression in those who are emotionally or psychologically vulnerable.
And, as has already been noted, women more frequently than men, at every
age, attempt or successfully commit suicide with prescribed psychoactive
drugs (46).

Data from Dade County, Florida, indicate that among the elderly, the
proportion of suicides using sedatives steadily increased from 1955 to
1975. Suicide induced by all drugs increased by over 70 percent during
this period. Depression was cited as the primary reason why older women
attempted suicide with chronic illness only a secondary cause (96).

A note on prevention. Inappropriate diagnosis and prescription have
been identified as significant factors in drug side effects and over-
medication of the elderly. While compliance with drug use and other
patient factors pose problems for the physician treating older patients,
there is a growing consensus that most physicians are inadequately
trained in geriatric pharmacology and particularly in the special
problems of treating the older woman (99, 100).

Women Who Use Tobacco

The President's Advisory Committee for Women (74) stated that ciEarette
smoking may well prove to be the major health problem for women in the
1980s. The Report of the Surgeon General on the Health Consequences of
Smoking for Women established through epidemiological studies, that women
who smoke face many of the same health risks as their male.counterparts
(101). For example, Houston (102) reported that tobacco related lung
cancer mortality among women increased from 4.6 per 100,000 in 1950 to
approximately 20.9 per 100,000 in 1982. It is anticipated that by the
mid-1980s, lung cancer will exceed breast cancer as the leading cause of
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cancer mortality among women because of the increased numbers of women
who smoke. In addition, it is now known that women smokers who are
pregnant are at above average risk for spontaneous abortion, for a
greater incidence of obstetrically related bleeding, and for increased
fetal and neonatal deaths (101).

Since the publication of the first Surgeon General's Report in 1964, the
proportion of Americans who smoke cigarettes has declined from a high of
51 percent in mid-1960's to a current 37 percent (101). The percentage
of men who smoke decreased by 28 percent between 1965 and 1979, while the
decrease for women during this same period was only 10 percent. More
discouraging are reports of the percentage of young women who now smoke,
which indicate their smoking exceeds that of their male counterparts
(among high school seniors, 31.6 percent of females versus 28 percent of
males; among 18 to 25 year olds, 42 percent females versus 37 percent of
males (3, 37).

Although the health hazards of smoking have received significant
emphasis, little is known about the behavioral aspects of tobacco use
particularly among women. Within this century, cigarette smoking has
changed from an atypical mode of tobacco use limited to men to the
predominant mode of tobacco use in which women are increasingly
encouraged to take up the habit. In the past, it was generally believed
that young girls were less likely to smoke than boys, and if they did,
more likely to begin later in life. Unfortunately, neither of these
facts now appear to be true. Over half of all high school seniors who
now smoke began doing so by the ninth grade (103). If these young women
continue to smoke cigarettes there is little question that the health
Implications will be as grave for them as for men who smoke.

As the pharmacological role of nicotine in smokers' behavior has become
better known, physicians and researchers have Increasingly labeled
cigarette smoking as an addictive disorder. Although women are now
attempting to quit smoking at rates comparable to men, they more
frequently vflport severe withdrawal symptoms and achieve lower rates of
successful attempts to quit (101). To date, very little research has
been done on possible gender differences as they relate to a pharmaco-
logical response to nicotine. This is of particular importance since
survey research suggests that many smokers, especially women, report that
tension redsuction is a major reason for continuing to use tobacco. This
is of particular significance since women report more depressive symptoms
and higher anxiety levels than men (104). It would appear important that
future research be directed toward the examination of the role of nicotine
in the addictive process, particularly as it relates to preventing the
uptake of smoking among young women, improving cessation of smoking, and
maintaining treatment effects for WOMen who ere attemptIng to quit
smoking.

1V-25

253



Mental Health of Women

Mantel disorders in women and related social problems. The following
section summarizes those mental disorders that are more common in women
than in men. It also highlights such social problems a= violence, rape,
and sexual abuse which have special impact on women's= mental health.
Although impressive progress has been made, them are still some un-
resolved problems related to the reliability and veliditi of psychiatric
diagnoses. As With many other diagnoses, agree:sent that= a set symptoms
occurs consistently enough to justify a particularrubrim, is no assurance
that the disorder described has the same etiologyinall p=matients.

It should be emphasized that much of our knowledge of rtsLr-e gender-related
frequency of mental disorders comes from data Entreated patients rather
than from health surveys assessing prevalence it the gerral population.
Such data may partially reflect male-female differences in the willing-
ness (or social pressures) to seek help for a parti3Lcular emotional
problem rather than the actual prevalence of the disorder.

The mental disorders are discussed in their approioate o irder of severity
and frequence (more serious disorders that affect the lemargest number of
women, followed by less severe and/or less commosemotiamonal illnesses).
Since definitive data establishing severity and frquencemm in the general
population are not available, this order is wombat arbitrary. The
amount of information about these illnesses ittell an.41 women differs
widely--more is known about depression in women 00 abommat schizophrenia
or the anxiety disorders for example. In no aro can th=ae research data
available be regarded as more than fragmentary. Whereas not otherwise
indicated, descriptions of the disorders are Msed en the current
Diagnostic and Statistical Manual of Mental Disorders Third Edition,
often referred to as DSM-III, the American Poehiattr- c Association's
authoritative standard for diagnosing mental il ness.

Affective disorders. These disorders include both the major and the
specific affective disorders. A specific Wectiveme disorder is
characterized by the chronic recurrence of eisilar bm.luz less severe
symptoms (in either duration of individual episodes or extent of
symptomatology) than those of the major disordo. Howesever, to make a
diagnosis of a specific affective disorder, the sysap -toms must have
recurred frequently over a period of at least two years.

When depression is the dominant symptomwithout enalter=rnating elevated
mood state--the disorder is clasaified either as sejor der;pression or as a
dysthymic diSorder if the symptoms better meet the mmeriteria for a
specific affective disorder.

A bipolar disorder (formerly referred to as mmnic-depreasfFve disorder) is
characterized by periods of depression alternatirgsith a=JoL elevated mood
state characterized by expansiveness, hyperactivity, prea sure of speech,
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inflated self-esteem, distractability, and sometimes irritability. Its
specific affective counterpart, cyclothymic disorder, is characterized by
similar, but less extreme mood swings.

Bipolar disorder is estimated to occur with about equal frequency in
women and men--a lifetime risk of about one percent for each (107).
However, rapid cycling manic depressive illness--a subtype in which the
mood swings occur four or more times a year--is more commouiniimmen.

In a major depressive episode the patient's mood is deeply despondent
with a profound loss of interest in usual activities. Deep feelings ofsadness, hopelessness, discouragement, and worthlessness predominate.
Appetite and sleep are disturbed. There is usually a lossof libido anda decrease In energy level. Thoughts of death and suicide,or both, arecommon. Major depression is the most common serious mental disorder in
women. Studies done in the United States, Iceland, Sweden,Denmark, and
England have consistently found that women are at least twice as likely
as men to have a major depression during their lifetimes. From 20 to 26
percent of the women studied had experienced a major depression comparedto 8 to 12 percent of the men (107).

"Depression acales" measure the extent to which individuals suffer irom
depressive symptoms which may or may not be part of s full blowndepression. When samples of the general population in various parts of
the United States have been assessed using the NIMH Centerfor Epidemio-
logical Studies Depression Scale (CES-D) women had higher scores twice as
often as men (107). Factors that have been found to be associated with
higher scores are:

Being female.
Being of lower socioeconomic status.
Being separated or divorced.
Experiencing stressful life events.
Lack of an intimate confiding relationship.

Personality factors which have been reported to be associated with
diagnosed depression include dependency, low self-esteem, aa obesssion-ality. Groups at greatest risk for both depressive symptoms and for
major depression are "women, the young, the unmarried, and unattached and
those who have experienced an interpersoll loss" (108).

By contrast, bipolar depressive disorders have been found tobe slightly
more common among those of higher social class and to be =elated tomarital status. The age of onset of these much less common cyclical
disorders is about ten years younger than that for nonbipola depression(108).

Recent findings regarding the rates of depression in penwns in the
multisite Epidemiologic Catchment Area Study are generally consistentwith earlier work. This study of over 9,000 people from New Haven,
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Connecticut; St. Louis, Missouri; and Baltimore, Maryland; also found
that women had higher rates of depression than men. Equal rates of
bipolar disorders for both sexes were confirmed. The age of onset of
depression was younger and the rate higher in those who grew up after
World War II as compared to older age groups (109).

A recent study of young adults found that men and women suffering from a
depressive mood of MO or more weeks duration showed both similarities
and differences. There was no difference between the sexes in the
average length of the depressive episode. They also reported being
equally impaired socially and vocationally and talked about their
depression and related problems with friends arid relatives to an equal
extent. Women, however, reported more symptoms than men. Men more often
seemed to forget their symptoms and the frequency and duration of their
less recent depressive episodes. The women went to physicians much more
often and were more likely to self-medicate their symptoms than the men
(110).

Of interest is the fact that depression in the Old Order Amish religious
community in Pennsylvania appears to be a significant exception to the
usual female:male unipolar depression ratio of 2 to 1. Because this
group is culturally and genetically homogenous and because alcohol, drug
abuse, and antisocial behavior are culturally prescribed, it is an
excellent natural laboratory for studying psychiatric epidemiology. The
close knit nature of the community makes it unlikely that serious mental
disorder goes undetected.

During the five-year period from 1976 to 1980, 112 active cases of mental
illness were identified in this 12,500 member community. Seventy-one
percent were diagnosed as having major,affective disorders. Equal numbers
of men and women were classified as unipolar depressives: slightly more
men than women as bipolar disorders. The incidence of unipolar and
bipolar disorders was about equal, an atypical finding since unipolar
disorders are usually many times more common (111). However, it is not
known whether the atypical sex ratio or ratio of unipolar to bipolar
illness, represent a genetic or culturally determined difference or a
methododological ideosyncracy of the study. One possible explanation for
the fact that equal numbers of Amish men and women were diagnosed as
being depressed may be the lack of alcoholism as a "depressive equi-
valent." In persons in whom heavy drinking is not culturally prohibited,
an underlying depression may be expressed by alcoholism. Since alcohol
is proscribed in the Amish community, depression cannot take this
disguised form. This may result in a more nearly equal male:female
depression ratio (107).

Affective disorders and reproductive events. Clinicians have long
suggested a possible link between mental health in women and the repro-
ductive events in their lives. Such a connection id now being more
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Spit_ emetically investige ted . Ice -i.Jeoductive phasee which have been
ideru__- rifted as having possible emotonal significance have ranged from the
osee t of emenstruationmenarche--0=rough child besting and its aftermath
to -the end of reproductive furre- tioningmenopeaae-either because of

ag or surgical intervention.

Merla=--rche, in our culture is of et=fficient eot&ofl1 aignificanee to be
remembered by most adult women- It has been identified by adolescent
girl=ts themselves as ushering in a rimsore serious phsae of their lives with
corsatrictive and mildl y deprfte lye overtones (112). Premenstrual
dysplWeoria reported by many women -latri been identified as a contributing
feletf=r to the higher frequency Of lepressive sympootoe as measured on the
CH9-ED scale (113).

some women experience mood c71-sanges linked to the menstrual cycle,the xact nature of that conneotiox= is elusive. %stilton (114) and her
aaso=iates emphasize that enly 20 to 50 percent of premenstrual
cemPiKaints are actually confirme by self-reporte when women moresystinatically keep track of their menstrually related s5mptoms These
resemnrchers emphasize the importence of examining the psychosocialcontxt in which hormonally relatd alterations; in responsivity occur.
The ..u.s1 dangers of oversimplificarmion and overgeneralization argue for
leech more extensive research it this area to better understand the
Payetwobiological implications of the menserval cycleand otherepromductive eventsin affecting mood states. While the specifichiological changes of pregnancy or- menstruatiop are limited to women,
mood and behavioral changes temposelly linked with reproductive life
eveet_s also occur in mere (e g. de= pression associated with childbirth)
(115) -

Traria d_ent postpartum depression may Occur in as many as half of women who
give birth (116) and more severe eer=itional illnesses following childbirth
have been estimated to occur in _ a-2 mothers per 1,000 births (47).
tathowessgh biological changes are pr=sbably involved, the stress of havinga bey- infant, sleep disruption, and other pressures aim undoubtedly play
imps:41=cent roles. The basis for taer serious reactions such as postpartum
major depression or schizophrenia i=s not well understood. However, the
tooet se=ommon point at which major de-ression occurs ir women is followingchildibirth It is estimated that om-se in four women, who have experienced
a pOs titan= psychosis will develos a similar disorder following sub-
iseque=t pregnancies (118) - Pregnerecy-related depression has also been
fetend to be predictive of depterosion related to the use of oral
contreeptives (119, 120).

ifereoluse, which signifies the er=d of reprodueti e life, has been
tradiionally described as dominatng middle life in women and as asigniicant factor in "involutional depression- (121)1 But research in
this mLrea has often failed to distinguish adequately 'between menopause as
such ms.nd other important Intercurren_t social events such as the stressesof cnges in lifestyle, widowhood, children groVing up, and declining
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social influence. A recent study involving s tad of oftwver 500 iddle
aged married women related their menooauftol iMtus O *cores 00i
standard scale of depressive symptomsthe CM. Masher deprgeam
scores were not found in the menopsuoal woton. An ssec=velation betom
social class and depression wao found, howeverilsedieles the autharto
suggest "women's psychological status is mort closely related to the

distribution of material resources than to the hormotrinal chacsak of
menopause" (122).

Depression and surgery In women. The quesae of the impact 0
surgical procedures involves not only the lofts ofeetiopemally eignifiog
portions of the body, but often the threat of s 12tife andabotlios
illness. A wide range of reactions have been xipated...- froo data/Alto
severs postsurgical depression (118).

Age; premorbid personality, the degree of surgiod mutiMation, sod tho

reactions of family and close friends are ell l000lved inoo the 'Boogied
reactions of women to these major surgicel procedures, S. .ince the totem
and the breasts are closely tied to self-contsetood the :Limnos of NO
identity, the psychological significance of hyotoractotsies and %Shea'
tomies must be carefully considered. There 814f4 Inked di fferencee *tool
professional opinions concerning some of the adios'. 2andicstiote for

these procedures and about tho frequency with wIlloti they aro perSo2n01
Because most surgeons are men, some critics heviomstiommaed whether N
emotional implications for women of hysterectotala and searasteetomie0 al
adequately considered and whether other OptiOn0 anAufftaently wei01106

Why are women more frequently depressed? 0 va the fesect that voan
report more depressive symptoms and ere also rilivis fteci-immtly ftrmally
diagnosed as depressed, the question becomes: Why? Three poehtth
explanations that are not mutually exclusive hevehen offered:

1. The Artifact Hypothesis.
2. The Biological Hypothesis.
3. The Psychosocial Hypothssiss

The artifact hypothesis. The first of these, th artifausot hypothels%
postulates that depression is actually equally cvon in bah Voinefl Ad

men, but that women are more likely to label thishelves or to be lepolhd
as "depressed" because of their greater Villainess =Ito seek ht1P
Included in this explanation is the possibility oiclassifZeLcation es tin
provider "stereotypes" which increases the 11.10100d that women wt1l 4
diagnosed as "depressed." A recent study fOund N evide7.7loce to aupp,at
this hypothesis. Women and men, matched for mptom level, were egoelly
likely to label themselves as depressed and to be iodisgec=sid by trok0
interviewers. The authors concluded that tht guider sorlifferenee0 in

depression that have been found are not artifactualm., but hooted
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accurately reflect reality (123). While some part of these differences
may still be an artifact, the present consensus of many researchers is
that gender differences in depression are predominantly real.

The biological hypothesis. The biological hypothesis posits that women
are more vulnerable to depression because of the biological effects of
the female reproductive cycle and sex linked genes or both. If this is
so, recent research on the psychobiology of those depressive subtypes
more characteristic of women may provide new clues as to the etiology of
depression in women. Interpretation of research data also suggests that
the steroid sex hormones may affect the brain physiology of brain
neurotransmitters in ways that may have clinical significance. Since the
response to anti-depressant drugs may vary among the clinical subtypes of
depression that are sex related, the possibility of gender-linked
response for treatment also deserves to be explored. In fact, there have
been several reports of an age-sex effect on treatment outcome with a
variety of antidepressant drugs. If female sex steroids contribute to
some kinds of depression in some women, then this would be another sex
specific stress factor. The finding of possible testosterone cycles in
men supports the value of studying the relationship of sex steroids to
mood and behavior in both women and men (113).

The psychosocial hypothesis. The psychosocial hypothesis takes
forms. One emphasizes the importance of demographic variables in
understanding gender differences in depression. The other stresses
learning and sex roles as causal actors leading to depression.

Marital status is an example of a demographic variable related to
depression. Married people generally have fewer depressive symptoms than
do those vho are unmarried, regardless of gender (108). However, survey
data have also shown that average depression scores were higher in women
than in men when these women did not live in their own households,
regardless of whether they were married, divorced or separated, or had
never been married. Widowed women and women who were never married, but
who lived in their own households, by contrast, had about equalor
lowerdepression scores to those of men (124). A related finding in
some, but not all, studies indicates that married women who work outside
the home have less depression than those who are housewives. Employment,
it has been suggested, reduces the vulnerability of women to life events
that might increase the probability of mental disorders (125).

Other demographic variables that have been found to be related to
depression are age, education, and socioeconomic status--including income
level--occupational status, and work roles. As indicated, younger age
groups (those 18 to 24); those with lower levels of education, income and
employment; and those who are physically ill, have higher rates of
depression than those more favored. Individuals with these characteris-
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tics are thought to be more likely to feel helpless, to have low self-
esteem, and to experience higher stress (126). With the exception of the
age variable, women are more likely to be disadvantaged compared to men
in all the other categories.

The second aspect of the psychosocial hypothesis includes learning and
cognitive explanations. Several related models, viz., a "learned
helplessness" model, a "reinforcement theory' model, and a "cognitive"
model have been developed. The learned helplessness model originated in
animal research, but has since been confirmed in human experimentation.
Dogs subjected to inescapable shock as part of their learning are poorer
at escaping shock than those subjected to shock from which they tan
escape even when experimental conditions later make escape possible for
both. The dogs who could not escape the shock apparently learn initially
to be helpless. This laboratory phenomenon is thought to be analogous to
human depression.

If individuals believe that they cannot control the ou comes of their
actions they become depressed regardless of whether these beliefs
correspond to objective reality. Pursuing the analogy, women are more
often encouraged to think of themselves as "helpless" than men are and
thus more likely to become depressed. Radloff and Monroe (126) cite
numerous studies of child rearing and adult behavior which can be
interpreted as "helplessness training" for females. In a related vein,
the reinforcement model stresses the lack of, or low rates of, positive
reinforcement in precipitating depression. Fewer rewards lead to fewer
responses and greater passivity which, in turn, result in still fewer
rewards. The subordinate role of women in our society is postulated as
offering fewer rewards to them than to men. This also predisposes them
to depression (126).

The cognitive model of d pression is derived from clinical observation of
depressed patients who tend to assume personal responsibility for
failure. Depression is characterized by negative expectations and a
strong conviction of personal inadequacy. The depressed _individual
denigrates the past and is pessimistic about the future (127). Again,
sex roles and gender stereotypes are invoked to explain why women are
more likely to have such attitudes than are men.

As indicated, these several hypotheses need not be mutually exclusive.
Although the gender differences in depression and other mental disorders
are probably real, the greater, willingness of women to admit to emotional
distress and to seek help- may exaggerate those differences--and be
reflected in the epidemiological data. Awareness of present or past
premenstrual dysphoria in some women may also influence their behavior
and self-perceptions. Finally, the psychosocial factors that have been
invoked might be expected to play a role with--or without--a biological
predisposition toward depression.
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The paradoxical increase in depression reflected in the rising rates
attempted suicide in women at a time of increasing role flexibility may
be explained by a discrepancy between the rising expectations of women
and continuing reality. According to this view, depression is more
likely to occur when aspirations are raised, but thwarted by still
discriminatory conditions than when things are at their worst (128).

In their comphrehensive review of sex differences in the epidemiology of
depression, Weissman and Klerman (128) emphasized the contribution of
psychosocial and biological factors to higher rates of depression in
women. IncludeC were cross-cultural studies of depression in cultures
ye:7y different from our own. Longitudinal studies of women who do not
asseme traditional female roles in those countries in which increased
female emancipation has occurred would also be valuable in assessing the
contribution of psychosocial factors in depression in women. Consistent
diagnostic criteria and broad community-based epidemiologic research are
still needed to overcome biases in reporting and response that may
distort present data.

Schizophrenia. Schizophrenia comprises a group of disorders more
correctly referred to as the schizophrenic disorders. These are believed
to be equally common in males and females. Age of onset is usually
adolescence or early Idulthood. Schizophrenics are typically disturbed
in one or more of the following areas: a) content and form of thought,
b) perception (usually hallucinations), c) affect (blunted or inappro-
priate), d) sense of self or identity, e) volition and self-direction,
f) interpersonal relations, and, g) psychomotor behavior. Daily
functioning is seriously disturbed and self-care may be impaired.

Although many investigations have demonstrated a genetic disposition
toward schizophrenia, environmental, and psychological factors are also
believed to be important. More recently, the coucept of vulnerability
has been stressed. The more vulnerable the individual, the more likely
it is that repeated episodes will occur (129). 'Me consensus is that
schizophrenia is up to six times more common in lower socioeconomic
groups.

Although most surveys have found schizophrenia to be equally prevalent in
both sexes, some researchers believe sex differences may still be
important. In an institutional setting, schizophrenic women have been
described as more agitated and aggressive, less social, and less manage-
able than males (130). One explanation for this may be that schizo-
phrenic women with those characteristics are more likely to be
hospitalized than those who are more tractable and unaggressive.

The preponderance of male subjects in the studies that have been done may
have obscured important gender differences in etiology and disease
course. Among the reasons for this preponderance of males are:

Some studies have been done in Veterans Administration
Hospitals where male patients predominate.
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Males may be more common in the younger, acutely ill
patients who are more often studied than are patients
with chronic disease.

Drug studies sometimes prefer t_ use male subjects to
avoid complications of drugs resulting from the
physiological change -ith the menstrual cycle.

Behavior rating scales are frequently more suitable
for evaluation of males or have been standardized
using males.

A recent review of sex differences in schizophrenia concluded that women
schizophrenics are more often characterized by better premorbid compe-
tence, later onset of illness and "atypical" schizophrenia. The author
also points out that is has usually been assumed that schizophrenia is
the same disease in both sexes, and that possible sex differences have
rarely been incorporated into theoretical models (131). Women who are
diagnosed as schizophrenic also have been described as showing more
affective symptoms while men are quieter and more withdrawn.

Primary Megenerative Dementia. Alzheimer's disease is one of the
disorders in the category of primary degenerative dementia. From 2 to 4
percent of those over the age of 65 are estimated to have primary
degenerative dementia and its prevalence increases with age. There are
few cases before the age of 49. Because of their greater longevity,
Alzheimer's disease is a more serious mental health problem for women.

Alzheimer _ disease is an organic disorder in which brain atrophy and
other histopathologic changes occur. The disease has'an insidious onset
and deterioration progresses until death ensues. Memory impairment,
often accompanied by personality changes such as apathy, lack of
spontaneity, and withdrawal are early signs of Alzheimer's disease. In
later stages of the disorder, individuals become mute, inattentive, and
totally unable to care for themselves.

Anxiety Disorders. As the name anxiety disorders implies, the most
prominent feature is either generalized anxiety when confronting a
particular object or situation. The anxiety may range from a transient
and relatively mild feeling of apprehension to an almost paralyzing
irrational terror.

Among the anxiety disorders are the phobic disorders or phobic neuroses,
including simple phobia and agoraphobia; and simple or specific phobias
including the fear of animals, claustrophobia, or other fairly
circumscribed fears.

Agoraphobic individuals are afraid of sudden incapacitation, including
the possibility of loss of consciousness in a public setting where
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appropriate help may not be available. Such an individual becomes
homebound, fearful of public places. Normal activities sometimes become
so constricted that the phobia dominatee the person's life. This phobia
usually begins in late adolescence or the early 20s. It has been
eatimated that at any one time, more than a million women in the United
States find their lives limited by this overwhelming fear and panic
(131). Antidepressant drugs are widely used as a treatment for
agoraphobics with panic attack However, most clinicians continue to
treat these disorders conjointl, 4ith behavior therapy (repeated gradual
exposure to the stiMUli generating fear under conditions of relaxation)
and psychotherapeutic drugs.

Amxiety states or anxiety neuroses include panic disorders. They also
usually begin in late adolescence or early adulthood, but may appear at
any time. Panic attacks are characterized by sudden onset of extreme
fear and apprehension, and are often accompanied by feelings of impending
doom. Physical symptoms such as palpitations, faintness, dizziness,
sweating, and breathing difficulties are necessary for the diagnosis.

Despite the large numbers of victims of anxiety disorders, research in
this area has lagged behind research on depression and schizophrenia.
The diagnosis of an anxiety disorder im considered by many experts to be
problematical and the treatment for it inadequate (132). Theories
concerning the etiology of these disorders range from the psychoanalytic,
with its emphasis on repressed sexual conflict, to behavioral models
emphasizing conditioning and other learning. There are few adequate
explanations for why women are more susceptible. Passive dependent
personalities are believed to be more likely to develop agoraphobia
suggesting that sex roles and "learned paseivity" may be important in the
etiology of anxiety disorders. An with agoraphobia, treatment often
emphasizes progreseively increasing the patient's exposure to stimuli and
situations that are anxiety-provoking until the fear no longer occurs.

Somatoform Disorders. In somatoform disorders, the essential feature
is the development of symptoms suggesting a physical disorder for which
no organic basis Is evident. This group includes the somatization
disorders.

A somatization disorder is marked by recurrent multiple somatic complaints
without an apparent physiological or anatomical mute. Onset is usually
before age 30 and follows a chronic but erratic course. Such a disorder
is estimated to occur in.1 percent of females and is rarely diagnosed in
males. Individuals suffering from it usually hove had numerous medical
evaluations.

In conversion disorder, sometimes called hysterical neurosie, there 10
loss--or marked change--in physical functioning which is attributed to an
underlying psychological conflict or unconocious need. "Classical"
conversion symptoms include paralysis, seizures, blindness, and other
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symptoms suggestive of neurological diseaae, which again, are without
apparent physical basis. Histrionic and dependent personality disorders
diagnosed more frequently in women than in men are predisposing
conditions in the development of these conversions. While once quite
common, such disorders are now rarely seen.

Psychogenic pain disorder, involves severe and prolonged pain that cannot
be adequately explained on a physical basis. Although it may begin at
any time in life, it typically begins in adolescence, or early qdulthood
and severe psychosocial stress is believed to be etiologically important.

Dissociative Disorders. Dissociative disorders include psychogenic
amnesia and the rare condition, multiple personality. In psychogenic
amnesia, the person is unable to recall important peraonal information.
The memory loss is too extensive to be explained by ordinary forget-
fulness and is without an organic cause. The amnesia may involve a
specific period of time or date from a particular point until the
present. In some cases, the individual's entire past may be forgotten.
While MOSt common in females in their teens and twenties, dissociative
disorders have also been reported in young males under conditions of
wartime military stress.

Multiple personality, while rare, Is well known because of the
popularized accounts of it. It is most often found in a young woman, who
displays two (rarely) or usually more, separate and distinct
personalities, one of which is dominant at any one time. Each is
integrated and complex with unique memories, behavior, and social
relationships. Changes from one personality to another are usually
sudden and often the result of, or accompanied by, psychosocial stress.

A recent review of patients with multiple personality disorder stressed
the fact that these patients much more commonly have been sexually and
physically abused in childhood than other patients. Abuse experienced
has included repeated sexual abuse, beatings, cuttings, and burnings.
Some patients were locked in closets or tied up. Four out of five
reported repeated physical abuse; nearly three out of four experienced
sexual abuse. This pattern of abuse is believed to have etiological
significance. Patients frequently report that developing alternate
personalities was the only way that they could escape these painful
experiences (1 3, 134).

Personality Disorders. Personality patterns, which are in lexible and
maladaptive or both and which impair social or vocational functioning,
are called personality disorders. Those more common in women are:
histrionic personality disorder, borderline personality disorder, and
dependant personality disorder.

Histrionic personality disorder (sometimes termed hysterical personality)
is common and characterized by overly dramatic, excited, and intense
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behavior. These women are often described as shallow and manipulative;
and their interpersonal relationships are typically unsatisfactory and
stormy.

Borderline personality disorder is a relatively recent, less well defined
and even more controversial diagnosis than the others in this category.
Instability in interpersonal behavior, mood and self-image are hallmarks
with frequent impulsive, unpredictable and self-destructive behavior.
Inappropriate anger, uncertainty about gender identification, and about
long-term goals and values, together with feelings of emptiness or
boredom are also common.

Dependent personality disorder is characterized by the indtvidual
assuming a passive role and permitting others to take responsibility for
major areas of her life. This type of woman subordinates her needs to
those of others upon whom she is dependent, often with accompanying
anxiety and depression.

Little research has been done on the causes and treatment of these
personality disorders. The use of these diagnostic characterizations
have also generated considerable controversy. Feminists and others
concerned with sexism in mental health studies have argued that the
diagnostic descriptions are caricatures of ways in which women are
traditionally encouraged to behave.

Eating disorders. The eating disorders--anorexia nervosa, bulimia and
obesity have received considerable emphasis in both lay and professional
publications in recent years. All are more common in women and two of
them-anorexia nervosa and bulimia--occur almost exclusively in women.
Each is complexly related to social attitudes and expectations regarding
body image which more profoundly affect women than men.

Anorexia nervosa. Anorexia nervosa has, as its essential elements,
dramatic weight loss, intense fear of becoming obese, and a refusal to
maintain normal body weight. As weight loss increases, such signs of
starvation as amenorrhea, hair loss, hypothermia, slowed heart rate, and
hypotension appear. If untreated, this disorder may lead to death either
from severe malnutrition or from suicide. Anorexia occurs primarily in
women--95 percent of the cases--and as many as 1 in 250 females between
ages 12 and 18 may develop it. Some cases have recently been reported in
older women as well.

Clinicians stress the "relentless pursuit of thinness as the central
psychological feature of the illness and emphasize the profound mispercep-
tion of body image. This is of delusional proportions and leads to
compulsive dieting, purging, vomiting, hiding of food, and a paralyzing
sense of ineffectiveness. Objective criteria used for diagnostic purposes
include a loss of about a quarter of the usual body weight and the other
physical signs of severe undernourishment already described.
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Bulim has three hallmarks;

Episodi
pattern

binge eating with an awareness that
abnormal.

Binge eating followed by excessive dIetIng, vomiting,
and the use of laxatives end diuretics.

Depression accompanied by self-deprecating though
following the food binges.

Like women with anorexia, those with bulimia exhibit great concern about
their weight, making repested attempts to control it. Their
preoccupation does not, however, approach the delusional proportions of
the anorexic. In one study the students reported having experienced the
major symptoms of bulimia. _Nearly nine out of ten (87 percent) of these
were females. They typically hod a history of beine overweight or were
in the upper portion of the normal weight range (135).

A double blind study of bulimic women using the antidepressant, imipra-
mine, showed that these patients were responsive to imipramine and to
other anti-depressants. This suggests that bulimia may have a bio-
chemical as well as an emotional basis and, possibly, a pharmacological
eurs. The rate and time of response to the drugs paralleled that of
patients being treated for depression (136). At present, the possible
connection between bulimia and the affective dieordere ie not well
understood.

Obesity Is not general y associated with a distinct pyschological or
behavioral syndrome. It is, however, associated with certain physical
illnesses such as hypertension and gall bladder ditlease. There is good
clinical evidence that psychological factors frequently play a role in
the development of obesity. By the usual criteria of normal weight, the
overall ratio of obese women to obese men is estimated to be 3 to 2 end
by the age of 30, women ore more likely to be overweight than men. Those
of lower socioeconomic stotus are more commonly overweight because of
their 'torch-I:lased diet.

The greater prevalence of eating disorders In women is probably related
to the extreme value placed on slenderness in women in our culture.
There is evidence that women are more harshly penalized for being
overweight than men. This profound emphasis on slimness ignores obvious
genetic differences in body types, subordinating these to en esthetic
ideal of slimness. It also ignores the evidence that enduring loss of
weight is very difficult for most individuals to achieve despite their
strenuous efforts (137). Moreover, for many women, the Anebility to
control food intake and body weight becomes an index of a general lack
lack of control over their lives. Thus, it may be a ignificant
contributor to continued feelings of inadequacy. The preoccupation with
slimness is also believed to play a role in stimulant buse in women.
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Treatment Settings. As we have noted, much of our knowledge about the
gender-related frequency of mental disorders comes from data on patients
who have been treated. Patients with mental disorders are seen in a
variety of treatment settings. These include the primary health care
system (6) as well as the specialty mental health sector (138).

As many as one in five patients in primary health care systems is
estimated to have a treatable psychiatric disorder (139). About
three-fourths of those diagnosed as having such mental disorders are
female (140).

Three out of five patients with mental disorders, regardless of gender,
seek help from the primary health care system; only 20 percent are seen
by mental health professionals. Because most patients with mental
disorders are seen within the primary health care system, it has been
referred to as "the de facto mental health services system" (138). In
one study of over 11,000 patients who sought help from 57 internists and
general practitioners, 6 percent said they did so specifically far
emotional stress or to be counseled; 4 out of 5 of these were women
(141). In about half of the patients diagnosed as having a psychiatric
disorder, it was indicated that environmental stress played a causal role
or precipitated seeking help (142, 143). Most patients with emotional
problems who are seen within the primary care system are given a brief
interview and a prescription for a psychotherapeutic drug (144).

Since women predominate among those requesting help for emotional
problems within this system and the use, of a tranquilizer or other
daytime sedative is the usual treatment, it is not surprising that women
more frequently use such drugs. Although excessive use of psycho-
therapeutic drugs can be a problem, national survey data indicate that
most patients receiving these drugs limit their use to the prescribed
purpose (38).

On balance, concern about potential abuse must be tempered by the
recognition that these newer anxiolytic (anxiety relieving) drugs are
very useful in helping patients cope with emotional problems particularly
when these are exacerbated by temporary environmental stress. An earlier
extensive review of the use of psychotherapeutic drugs by women concluded
that "the prescribing of these drugs is largely rational." While the
report noted the need to be alert to possible abuse, it emphasized that
appropriate use "should not be discouraged for those suffering from
disorders for which these drugs have been shown to be safe and effective"
(145).

Deinstitutionalization and women. Deinstitutionalization--the policy
of encouraging mentally ill or otherwise disabled individuals to live
outside of mental hospitals or other public institutions--has had far
reaching effects on women. While there are positive effects of this
policy, there are also important negative implications that are likely to
be greater for women than for men. For example:
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When homelessness for mentally ill women results,
there are very few shelters caterin2 to their needs.

Women are more frequently exploited sexually as
result of deinstitutionalization.

Seriously mentally ill women are more likely than men
to have direct child care responsibilities and thus
this type of disability may have greater impact on a
second generation.

Women as the "caretakers" in our society are more
likely than men to have responsibility for those
released from institutions or encouraged to live
outside of them.

Although there Is agreement that these are among the likely consequences
of deinstitutionallzation, Bachrach's very recent review of the
literature (146) found little systematic data on any aspects of these
problems. One of the few areas that has been examined is the need for
family planning services that are suited to deinstitutionalized women
with serious mental illness. Family planning services are important
because many chronically mentally ill women find parenting specially
stressful and require information and guidance about contraceptive
methods that are most suitable for them (147).

The vulnerability of chronically mentally Ill women to sexual exploita-
tion and violence has been noted, but how frequently thse women
experience such assaults is not known. Among homeless women, the problem
is likely to be magnified by the dearth of public shelters. While such
facilities are in short supply for both sexes, the shortage is even
greater for women. Moreover; when facilities are available, a double
standard for admission is likely to prevail. Women's shelters are less
likely to admit women who are drunk, who use hard drugs, or who have
physical disabilities (148).

Lamb and Grant (149) who studied inmates of Los Angeles county jail
describe the diversion into the criminal system of chronically mentally
ill women who would have been unlikely to have been jailed prior to
deinstitutionalization. The criminal involvement of these women resulted
from difficulty in finding housing, use of prostitution as a means of
support, acts of violence against them, and their inability to obtain
adequate psychiatric care.

Stoner (150) in her recent review of the literature on homeless women,
points out that "there is, considerable documentation to Indicate the
presence of large numbers of severely disturbed individuals in streets
and shelters, many with histories of psychiatric hospitalization." One
informal census of a- Los Angeles skid row district estimated that 90
percent of the women were mentally ill and had been hospitalized for
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psychiatric disorders. Stoner also underscores evidence that there are
proportionately fewer shelter facilities for women. When they do exist,
they tend to have lower standards of care than do facilities for men.
The poor quality of these facilities and their very limited availability,
Stoner asserts, makes the hazardous life of the streets comparatively
attractive.

Although the exact dimensions of these problems are not known, there is a
consensus that the needs of women who are chronically mentally ill and
who have been deinstitutionalized are not being met.

When woej serve as caretakers of those who no longer reside in
institutions, the burden of that care is likely to be especially
onerous. There are few public mechanisms for providing any respite for
these women from this demanding role. Again, few statistics exist, but
there is little question that this is a significant problem.

Finally, there are little data on the extent to which serious mental
illness of deinstitutionalized mothers affects their children.

Violence and victimization. Violence and victimization, problems to
which women are particularly vulnerable have serious effects upon the
mental health of women. This brief discussion will be devoted to those
areas in which some, data are available or in which some educated guesses
can be made. It will not deal with the many other types of destructive
behavior that may have disproportionate impact ou women victims--and
their mental health--but for which no data exist.

A significant factor in the victimitation of women may well be that they
have often learned to be more helpless and passive than men. But any
thoughtful discussion must also take into consideration the sociocultural
and psychological factors that play pivotal roles in the victimizer's
disposition to commit rape or other types of violence. The many ways in
which the society tolerates or even encourages this behavior must also be
considered. Culturea--and subcultures--differ markedly in their rates of
violence, sexual abuse, and sexual molestation. While much has been
written, and some research has been undertaken, our knowledge is still
seriously deficient regarding what in our society contributes to these
problems. Still less is known about how violence might be more
effectively prevented.

Battered women. The problem of battered women is found in all
communities, among all classes and ethnic groups. Like the other
problems having mental health implications discussed in this.section, the
extent of the problem of battering is, at best, an educated guess. One
large scale study reported that 3.8 percent of married couples admitted
to at least one physical attack on the wife during the year--a total of
1,800,000 wives beaten annually if the sample figures are extrapolated to
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the total population (151). Stark and others (152) on the basis of an
analysis of data from an emergency room setting, observed:

...where physicians saw 1 out of 35 of their patients as
battered, a more accurate approximation is 1 in 4; where
they acknowledged that 1 injury out of 20 resulted from
domestic abuse, the actual figure approached 1 in 4. What
they described as a rare occurrence was in reality an
event of epidemic proportions.

It is difficult to do more than speculate about just what the collective
repercussions of this behavior are for the mental health of women. But
there can be little question that they are serious.

Rape. Although rape and sexual assault are problems of considerable
Itude, adequate data on their incidence and prevalence are lacking.

1 1982, Federal Bureau of Investigation (FBI) statistics estimated that
i6 out of every 100,000 females in the U.S. were rape victims; the total
number of reported rapes was 77,763. But this, it is generally agreed,
is a minimal estimate, certainly a gross understatement, of the actual
extent of rape. Surveys done by the U.S. Department of Justice have
found 2 to 3 times as many unreported as reported rapes. A 1978 study by
the National Center for Prevention and Control of Rape suggests that the
total number of rapes and attempted rapes may be 23 times as high as FBI
reports indicate. This survey also suggests that 2 out of 5 women have
experienced rape or attempted rape at least once in their lives (132). A
random sample of 930 California women using well trained persons
conducting in-depth interviews, found that 1 in 3 had been raped one or
more times. Nearly half (44 percent) described one or more attempted
rapes (153).

The weight of demographic evidence indicates that the risk of sexual
assault is high--in 1981, 1,500,000 women are believed to have
experienced rape or attempted rape. Those at highest risk are
adolescents and young adults, Blacks at every age, Dingle women,
students, and women of lower socioeconomic status.

Elderly women, while less often raped, often live in profound dread of
sexual assault and its possible consequences. A common overriding fear
of these women is not the sexual assault itself, but of possible bodily
injuries that may leave them permanently incapacitated (154). Many older
women live alone in neighborhoods that have deteriorated, in public
housing, and high crime areas. A 26-city study of several hundred rapes
found that the fears of these women are often justified since women over
35 were about 50 percent more likely than younger women to incur
additional injury beyond the rape itself, ranging from cuts and bruises
to knife and gunshot wounds (155).

The immediate psychological consequences of sexual assault are often
severe. Rape victims are frequently subject to feelings of depression,
fear of death, sleep disturbance, nightmares and feelings of worthless-
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nese, and self-blame. Other frequent consequences are the inability to
leave home for more than short periods of time, a need to change
residence, and impaired work performance* Sexual and marital problems
following the experience are common. These short-term reactions
constitute the acute phase, a period of psychological disequilibrium
resulting from having experienced a profoundly threatening event. The
proms, of psychological recovery is less clear. Follow-up studies show
different patterns. About one-third of women victims report recovery
over a period of months, but the remaining two-thirds describe a more
prolonged recovery period requiring several years which are often marked
by continuing onxiety and fear.

Sexual abuse of children. Data on the sexual *bums of children ars
even more elusive than those in the occurrence of rape. Tha National
Center on Child Abuse and Neglect estimated that 440700 children were
sexually abused by a parent, guardian, or other caretaker in 1980. As
with rape, it Is likely that women consistently report that one-fifth to
ono-third were sexually abused at some point in their childhood (133).
Russell (153), lasing her findings on a random sample of California
women, found nearly 2 out of 5 (38 percent) had sexual contact with an
adult male during childhood.

Effects on child victims Include depression guilt, learning difficul-
tie', later sexual promiscuity, running away from home, somatic
complaints, and hysterical seizures. Some studies report minimal
effecte. Others show that women who ars drug abusers end alcoholics
often report having been oexually victimised as children.

Sexual dysfunction, negative self-imaee, and interpersonal difficulties
also have been related to childhood sexual abuse. Events such as rape
end sexual *bugs occur in an individual context in which the victim's
overall mental health playa an important role (156). As with other life
experiences, individuals differ markedly in their psychological resil-
iency. This may explain the disparate findings regarding the duration to
recovery and frequency of essociated symptoms.

yomen, Substance Abuse) and Mental Health--The Common Threads

For convenience, we have discussed elcohol dependence, other drug abuse,
and the mantel health of women as though each were a separate problem in
a discrete population. But we have also noted from the outset that, in
reality, the antecedents, the correlates, the resulting problems, and
more importantly, the woman themselves share Important similarities.
This is hardly surprising since persons struggling with emotional
problems frequently use one or snother psychoactive substance to 0414
their psychic pain. While there are large individual differences in the
circumstances which lead women to abuse substances or to develop emotional
problems this section is concerned with ahared charactoristics--the
common threads in the or gins and life experiences of ell these women.

271
IV - 4 3



No discussion of these areas can ignore the persistent ways in which
gender is involved in self-evaluation; the perceptions of others,
including those of health care providers; and personal and societal
expectations.

Social stigmatisation. A recurrent theme in relation to women with
problems of alcohol and other drug dependency is the greater stigma that
society--and the women themselves7-attach to their substance dependency.
While there is general agreement that this is so, documenting what are
often covert norms is more difficult. Knupfer (157) in her review of the
norms surrounding drinking in women, cites a 20-year old survey reported
by Clark (158) in which three-quarters of those sampled thought drunken-
ness was worse for a woman than for a man. Although there is undoubtedly
greater tolerance for women who drink now, Knupfer stresses that there is
little basis, for believing that there has been an increase in tolerance
for drunkenness in women. A study of women entering alcohol treatment
found that the overwhelming majority--84 percent--perceived themselves as
more rejected than men because they were problem drinkers (159).

There is no reason to believe that women seriously inolved with other
drugs feel any less stigmatized. With respect to women addicts, Nurco
and others (57) observed:

"A pervasive theme running through the female addict's
experiences...is her perceived position as 'the lowest of
the low' from which there is little chance of return (in
contrast with men who have always been able to regain
respectability after being 'down in the gutter").

While acknowledging that this feeling of self-abasement has changed
somewhat in recent years, these investigators (and others) stress the
greater deviancy of women heroin addicts compared to male addicts.
Although opiate-dependent women are an extreme example, women abusers of
other drugs probably feel more guilt and shame than their male counter-
parts. Since women generally have been found to have lower levels of
self-esteem and more anxiety and depression than men, this conclusion is
nearly inescapable (47).

Less serious emotional problems in women may be more "socially acceptable"
than in men because of gender stereotypes regarding women's emotionality.
However, the greater involvement of women in child rearing, concerns about
losing their children, and society's lower tolerance for more aerious non-
conformity in women may make major mental illness a more serious emotional
threat for them than for men. It may also cause them to avoid seeking
much needed help. Little data exist on this point.

The result of one study showed that subjective ratings of the seriousness
of various symptoms were influenced not simply by the gender of the
raters but by how appropriate, to one's sex role, the particular symptom
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vas in reaction to a specific situation (e.g. a male crying might be
subjectively judged more serious than a woman responding by becoming
tearful in a similar context) (160). Since women with emotional problems
frequently abuse alcohol and other drugs, their views of themselves may
be further eroded by their substance dependency.

Role expectations. We have discussed the contribution of gender-related
role expectations to depression, but similar factors probably contribute
to other psychological disorders as well as to the abuse of alcohol and
other drugs. The traditionally subordinate status of women, their
frequently dependent roles, and lesser economic and social self-suffi-
ciency are considered by many researchers and clinicians to be signifi-
cant factors in the etiology of their substance abuse (56, 157). Such
factors have also been linked to the preference of some women for
passively coping with problems by using prescribed psychoactive drugs
(77, 78, 79). Women are much more frequently initiated into early or
more deviant forms of drug abuse by members of the opposite sex than are
men. This has been interpreted as an indication of the masculine focus
of cultural authority and of justifying use as legitimate (47). As
noted, husbands are far more likely to influence their wives to drink
than the reverse, since a person of supposedly superior status is more
likely to alter the behavior of someone of "lower status."

While these assertions are supported by research data, there is much
still to be learned. Much less is known, for example, about the roles of
husbands in the development of alcoholism in their wives although the
role of wives in subtly encouraging alcoholism in their husbands is often
emphasized (157). Since women's roles--and those of men--are in a rapid
state of flux, the impact of these recent changes has only begun to be
assessed. These changes create a "natural laboratory" in which it should
be possible to more adequately examine the role of economic and social
factors in the development of substance abuse and emotional problems in
women.

Depressive symptoms. As we have discussed, there is good evidence that
major depression (unipolar type) and depressive symptoms are more common
in women than men. If the data available are accepted at face value,
depression and associated symptoms are about twice as common in women.
Even assuming that this higher frequency is somewhat inflated by the fact
that women acknowledge symptoms more readily than do men or by other
artifacts, the weight of evidence supports the conclusion that a real
differenze exists. This may partially explain why more than twice as
many drug-related deaths in women over age 30 have been found to be
suicides (53 percent versus 25 percent in men). The greater frequency of
suicide attempts by women (although not of completed suicides) may be
another indication that, on the average, women are more despairing in
relation to serious emotional problems and possibly their alcohol and
drug abuse as well.
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Sleep disorders, Sleep disturbance is a common fee ure in alcohol
abuse, alcoholism, abuse of other drugs and mental illness. Difficulty
In sleeping, e.g. early awakening, is common in depression. Sedetive-
hypnotic@ are often prescribed for sleep disturbances. Use of psycho-
active drugs also often alters normal sleep patterns. Rebound insomnia
frequently occurs when sedativehypnotics are discontinued and sleep
difficulties heve been reported after chronic heavy use of marijuana
(161). Although there hes been little research en male-female
differences in sleep disorders, particularly in relation to emotional
illness and substance abuse in women, this may be a premising area for
future study since it is a common element in the several areas.

Reproductive Ilnd SOMA]. dysfUlletioUs Reproductive and sexual dysfunc-
tion, as has been discussed in relation to substance abuse, Is a frequent
complication of alcohol and other drug dependsncy. Loss of libido is a
concomitant of depression and of such disorders as anorexia nervosa. It
is well recognised that emotional fectors play an important role In sexual
dysfunction. Endocrine function is affected by emotional states. It also
plays a role In emotional illness end in reproduction. It affects the
metabolism of alcohol and possibly other drugs as well.

Although this its a significant COMMOA thread, the complex interactions
related to substance 'buss, emotional illness, and exual function are
poorly understood and there hes been little research studying them; inter-
relationships.

A. has also been discuseed, raps and sexual abuse are more common in
women who abuse alcohol and other drugs than in woman generally and each
ach form of violence plays a role in emotional and mental illness.
Chronically mentelly ill women, especially the homeless, *re at consider-
able risk of being sexually assaulted. The complex relationship of
sinUill violence end sexual exploitation to all of these problems have not
been adequately explored. Sexual counseling has often been recommended
as of therapeutic importance for substance-abusing women and may be an
important aspect of other kinde of psychotherapy es well.

Barriers to treatment. Another common thread running through the mental
health and substance abuse literature relates to the special barriers
that confront women In seeking, accepting, and receiving treatment for
their alcohol, drug and mantel health problems and profiting from this
treatment. These barriers may be usefully clessified into three
cateSeriesi

Economic and Social.
Professional Attitudes, Practices and Stereotypes.

e Unmet Treatment Weeds of Women.
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Economic and social bar iers. The economic reality that women are more
likely than men to be financially dependent, less likely to have a

work-related identity, and more likely when employed to be paid
significantly lens than men for similar work, needs little restatement
here. But the implications that these facts have for substance abusing
or emotionally ill women deserves brief comment. There can be little
question that economic and social barriers add significant atress to a
woman's life and are serious impediments to treatment. Other aapects of
a woman's social reality interact with her economic problems to increase
the burden.

We know, for example, that the substance abusing woman is more likely to
be divorced or separated than a nonabusing woman (47, 157). A simiXar
situation is likely to prevail for the seriously emotionally disturbed
woman. If she also bee young children, a divorced woman is more likely
than a married woman to have the sole financial and emotional responsi-
bility for her children despite straitened circumstances. As with other
lower income single mothers, she is also more likely to be dependent on
public services. These facts limit treatment options for all women and
may discourage them from seeking help.

The woman with a serious alcohol or other drug problem who remains
married is also likely to have marriage related problems. Alcoholic
women, for example, are frequently (30 percent to 65 percent of those in
treatment) married to men who are also alcoholics (158). This increases
the pressure on them to drink as well as encouraging them to deny their
alcohol problems. According to results of recent research, women alco-
holics experience greater resistance from their families and other
intimates to entering treatment than do men (162). It was reported that
women clients saw themselves as more likely than men to have problems
with money, their children, and their friends because they enter treat-
ment. They not only found less encouragement to seek help for their
alcohol problems, but encountered active opposition. Similarly, addicted
women who are marrizd are likely to be involved with husbands caught up
in a similarly deviant life style, making rehabilitation more difficult
(59). Only a modest amount is known about the family interactions of
alcoholic and heroin addicted women. Still less systematic data exist
concerning the family dynamics of women who abuse other drugs or who are
mentally ill.

If the woman who has substance-abuse or emotional problems iG employed
and becomes a "problem employee," her typically lower level position may
mean that she is more likely to be seen as "expendable" rather than worth
costly employer-assisted rehabilitation. Sivce, regardless of abilities,
a woman is mere likely to be employed at routine lower level jobs,
impaired performance may go unnoticed, another barrier in seeking
treatment (163). She may also not seek help out of fear of being labelled
"mentally ill," "alcoholic," or a "drug abuser."

There are other economic Nnd social barriers to rehabilitation. Women
who have alcohol, drug, or mental health problems are, on the average,
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more likely to have limited education, lack job skills, and be of 1 wer
socioeconomic status. These same factors that aggravate their existing
problems make rehabilitation more difficult as well (56, 157). Yet, the
ability to earn a living and to be more independent, can be the important
part of the rehabilitative process. The range of available jobs, at
best, is more restrictive for women. With the other disabilities just
described and with emotional and substance abuse problems, or both, job
opportunities may be virtually nonexistent. Minority women who must also
contend with racial or ethnic discrimination are at a still further
disadvantage.

Professional attitudes, stereotypes, and practices. A second set of
barriers to effective treatment are the attitudes, practices and
stereotypic opinions regarding women by those who provide therapeutic
assistance. For example, a review of the diagnostic labels assigned to
those with mental disorders has pointed out that women more often are
labeled aa having disorders that are related to the ways in which they
conform to traditional sex-role expectations. Earlier studies have
described what can only be to emotional health in which the idealized
concepts for a mature adult--gender unspecified--suit men better than
women. Clinicians have different concepts of health in men and women and
these reflect their sex-role expectations (164). In the treatment
females, adjustment is often stressed and women's anger is more likely to
be labeled as "pathological" rather than an appropriate response to
legitimate frustrations.

In their landmark study of the gender stereotypes put forward by psychia-
trists, psychologists, and social workers, Broverman and her colleagues
(164) make a telling point regarding persisting gender expectations by
clinicians despite significant role changes:

"By way of analogy, one could argue that a Black
person who conformed to the 'pre-civil rights'
southern Negro sterotype, that is, a docile,
unambitious, childlike, etc., person, was well
adjusted to his environment, and, therefore, a healthy
and, mature adult....Alternative definitions of mental
health and maturity are implied by concepts of innate
drives toward self-actualization, toward mastery of
the environment, and toward fulfillment of one's
potential....Such innate drives, in both Blacks and
women are certainly in conflict with becoming adjusted
to a social environment with associated restrictive
stereotypes."

Scales for measuring "masculinity-feminity" also reflect traditional
expectations. Many of these scales are as much as four decades cad; few
have been revised to take into account women's changing roles. Thus,
they are likely to classify as "deviant," women (and men) who fail to
conform to these earlier outdated "standards."

Iv -48

276



In drug treatment programs--as can probably be said of other programs as
well--women have been described as at a serious disadvantage because of
staff attitudes and expectations. Traditional treatment programs for
substance abuse often are predominantly male in staffing and usually have
predominantly male clients. There are problems likely to favor men by
virtue of the way in which they articulate and reinforce treatment
goals. Programs often have male staff who nay hold negative, sometimes
sexually charged attitudes toward the woman client. Staff of such
programs may also be insensitive to the psychological and other specific
treatment needs of women (48).

The problem of sexual exploitation of women patients or clients by staff
is also real. Some studies concerning mental health services have found
that as many as 11 percent of male psychologists report having sexual
contact with their women patients (165). It is likely that sexual
exploitation of women clients by alcohol and drug counselors who are men
also occurs.

It is a debatable question as to whether the markedly greater prescribing
of psychoactive drugs for women is appropriate. While some have argued
that this represents an iatrogenic abuse, national survey data have
suggested that prescribed psychotherapeutic drugs are usually taken
appropriately for the purposes for which they were originally prescribed
(38). Further research in this area would be helpful to clarify this
issue.

Special treatment needs of women. A fundamental p oblem, repeatedly
underscored by numerous accounts of the special needs of women. As we
have seen in reviews of the separate areas, women who abuse alcohol and
other drugs (especially those who are opiate addicted) are likely to be
in significantly poorer health than their male counterparts and to have
serious gynecological as well as other medical problems. For the most
part these health needs are unmet. In one survey, over half (54 percent)
of the drug treatment clients who are women had not received a gyneco-
logical examination although gynecological problems are common in this
population (48). The special health needs of women alcoholics are
probably no better served than those of the drug dependent.

The heightened risks to both the pregnant substance abuser and her unborn
child also demand that adequate obstetric care be provided and good
liaison maintained with health agencies that can provide such care (51).

Services, such as child care which may seem to be only marginally
relevant, can be the linchpin without which treatment participation is
impossible. One survey of alcohol treatment programs in California, for
example, found that women were less likely to enter treatment when
provisions for child care were lacking (162). There is :also evidence
that drug abusing women often avoid or abandon treatment because of
conflicts around child care responsibilities. The vast majority of such
programs make no provision to meet this need.
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The need for vocational t aining, Job placement, and educational
counseling also is likely to be greater for women in treatment. Many
lack marketable skills and are more likely to be unemployed than are male
clients. Drug treatment clients who are women, for example, have less
likelihood than men do, of being hired following treatmentthree-quarters
of these women were unemployed upon discharge from treatment during 1981
(44). There is evidence that unemployed women are also more likely to
drink heavily (166).

Rape counseling and women only group therapy sessions concerned with
sexuality have also been advocated for women in substance abuse treatment.
As noted, they are far more likely to have been assaulted or sexually
abused and to have problems concerning their sexuality than are
nonabusing women (18, 36, 49).

Black, Hispanic, and other minority women bearing the triple burden of
substance dependency or mental illness, sexism, and racism (or ethnic
prejudice) need special help in overcoming stereotypes that undermine
rehabilitation including frequent lack of self respect and of a positive
self-image (167). Since they are often single parents and thus frequently
economically disadvantaged, they are likely to have greater need for
vocational and child care assistance.

Summary wadi Conclusions
There has been relatively little research specifically focusing on
preventing alcohol, drug abuse, and mental health,problems in women. But
there is an emerging consensus regarding some of the elements needed in
effective prevention. They may be usefully categorized Into four areas:

Social aspec_
Public education.
Professional training and education.
Prevention-related research.

Societal aspects. Women's economically disadvantaged position plays a
role in their emotional health and can be decisive in their rehabilitation
should they develop alcohol and drug abuse, and mental health problems.
Facilitating women's entry into the labor force, their remailAg in it,
and their reentry following periods of absence from it are all important
aspects of prevention. Efforts to accomplish this must also take into
account women's multiple roles. Because they usually bear primary
responsibility for child rearing, provisions for child care are
frequently critical if women are to improve their economic status.

Since the role of women (and men) in American society is go obviously in
transition, encouraging the widest possible range of life options free of
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earlier sexual stereotypes ls believed to be important. Key issues here
are altering stereotypic roles which are inaccurate and frequently
detriments1 to women's interest; discouraging inappropriate dependency;
encouraging life skills, job training, effective problem solving, and
self-help; and the development of alternatives to alcohol and drug abuse
for coping with difficulties.

There is a need for social support activities and organisational efforts
to provide temporary assistance to women during periods of life transition
and crisim. Thio is especially true for women who are single parents,
abused spouses, or women who are In the process of divorcing or 'lava just
been widowed. Such women are at high risk of developing substance abuse
and mental health problems or both.

Women bear a disproportionately heavy burden for the care of family
members who are handicapped, chronicelly Ill, or deinstitutionalised.
"Respite care," to assist in meeting these responsibilities and to avoid
having a caretakers themselves become emotional casualties is a needed
prevention initiative.

Because of their greater longevity, there are many more o der women than
men. In addition to their frequently straitened economic circumstances,
many of these wOmen suffer from multiple infirmitis of age. If they are
to continue to function as Independent adults, programs to provide
flexible levels of assistance on an on-going basis are needed.

Public educe ion. Determining the effectiveness of public education in
prevention is often difficult. There Is obvious value In incressing the
awareness of the general public as _one feast of prevention. For eXample,
it is new known that the effects of alcohol on women are greater than on
men even when body weight Is taken into account. This Is the result of
differences in fluid volume between men and women. HereOVers chronic
effects of heavy drinking are 4100 likely to develop more rapidly in
women. Both of these facts are not well known, even to professionals.
Heightened public awareness of possible adverse effects of alcohol and
other drugs (e.g., tobacco and marijuana) on the developing fetus can
have a positive effect. Evidence that public education in these MIS
has been ffective in reducing maternal alcohol and tobacco abuse is
encouraging. The recent decline In youthful drug *buss ham also been
partially attributed to young people becoming more *ware of the haserds.

Professional training and edu ation. Health care professionals are
central both as care providers and sources of information. They also
proVide role suidance to women. Like the general public, however, these
profesilonals ate by no means free of sexuel stereotypes affecting their
functioning. One source of such stereotypes is an Inadequate apprecia-
tion of current research on female physiology and its relationship to
mental end physical symptoms.
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Recent advances in pharmacology provide multiple indications that the
effects of psychoactive drugs (including alcohol) are gender-related as
well as effected by the stage of the menstrual cycle at which they are
consumed. New knowledge in this area has led Hamilton and Parry (113),
for example, to recommend that physicians receive training in "gyneco-
logical pharmacology." This would enable doctors to better appreciate
the potential effects of psychoactive and contraceptive drugs on women.

Basic science data also indicate that estrogens have profound effects on
brain neurochemistry. The menstrual cycle may affect the type and course
of depression and response to antidepressive medication. Premenstrual
syndrome (PMS) has also been implicated in anxiety and insomnia. While
the role of PMS and other cyclical changes have not been adequately
studied in relation to alcohol and drug abuse, it would be surprising if
they were unrelated. Evidence also exists that oral contraceptives may
precipitate depression in vulnerable women. There is a very real need to
incorporate these insights into the training of health, professionals who
deal with women and their mental health, alcohol, and drug abuse problems.

Training is also needed to increase professionals' understanding and
recognition of how gender differences in development and social roles
impact on women's mental health. Professional stereotypes can limit the
type and number of treatment options offered. Women's likelihood of
effectively coping and of having realistic expectations of themselves can
also be significantly altered by caregiver biases. Better training of
professionals working in several areas can make them more aware of how
their own stereotypic thinking affects patients care. Such training is
an important element of secondary prevention.

Needed prevention-related research. AB indicated, the
prevention-related research that is applied particularly to
very limited. More thoughtful prevention efforts require
detailed knowledge concerning the etiology of alcohol and drug
mental health problems in women and the effectiveness of our
strategies.

amount of
women, is
much more
abuse, and
prevention

Results of the still modest amount of basic science research on the
complex interrelationship of drugs and female physiology suggest that
such work has impressive potential for primary prevention efforts* This
research has already dispelled some of the sexual stereotypes regarding
the relationship of emotional and physical illness in women and is likely
to dispel still more. If, for example, the origins of depression were
better understood, women's present greater vulnerability to this illness
might be reduced.

Biological research may also assist prevention efforts in better pre-
dicting those women who are especially vulnerable to the effects of
alcohol and drug abuse or to developing emotional problems. Such women
could then be the focus of more intensive prevention effort before they
develop difficulties.
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There is little longitudinal data on the natural history o4 most of these
problems. Studies of groups at high risk are badly needed. As indicate,
emotional problems and alcohol and drug abuse are frequently interrelated.
One example is the single teenage mother. She is confronted with the
responsibilities of adulthood for which she is poorly equipped. Because
she so often drops out of school, she io unlikely to develop adequate
vocational skills. The interval before having another child is likely to
be shorter than it would be for an older mother. Initially dependent on
her family, she is likely to become dependent on the welfare system
because of her limited earning capacity. Her children, too, have a high
probability of becoming trapped in a similar cycle of inadequacy, chronic
dependency, and limited life options. The potentially very high long-
term human and economic costs to the society would readily justify
intensive prevention.

The development and testing of more
contingent on better understanding the
drug abuse, and mental health problems
well. For the most part, this knowledge

Evaluating a program's success in
difficult. While knowledge can be
be changed by prevention programs,
abuse area, enduring changes in use
specific program are uncommon.

specific prevention models is
etiology and course of alcohol,
in women of minority status as
is nonexistent.

primary prevention is particularly
disseminated, and some attitudes can
especially in the alcohol and drug
of these substances in response to a

It is easy to argue that women's likelihood of abusing drugs (including
alcohol and tobacco) and of becoming mentally ill are somehow related to
their traditional subordinate status in society and that given dignity
and choice equal to that of men, these problems will diminish. But it
can also be argued that rapid social change has placed enormous burdens
upon women to embrace both the new "equality" with its vocational
responsibilities and their traditional responsibilities as wives and
mothers. As with so many abstactions, either generalization does
violence to large individual differences among women and also ignores
such important sources of difference as sociolconomic status, education,
and ethnic-racial identity. The complexity of such issues makes any glib
discussion suspect. It does, however, argue the urgent necessity of
better research on the psychocultural origins and course of women's
alcohol and drug abuse and mental health problems if prevention is to be
based on solid researeh findings.
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Avoiding Methodological and Policy-Making Biases
in Gender-Related Health Research

Introduction
Health care decisions depend on the information provided to practitioners
and to the public through a variety of health-related sciences. Because
health care is a legitimate concern of all people, the health professions
are obligated to seek ways of ensuring that clinical decisions are based
on science that adequately pertains to all people.

If men and women were physiologically identical and held equal social
roles, there would be no need for comparative studies related to gender.
Despite considerable overlap in psychobiological functioning, we now know
that some of these differences can be critical to the understanding and
treatment of certain illnesses. For example, hormones produced by the
gonadal and other ograns have far-reaching, systemic effects and can
differentially influence a variety of disease processes, as well as
treatment outcomes, in women as compared to men (1, 2). Demographic
variables, related in part to social roles, also help clinicians to
predict gender differences in the onset, natural course, and recovery
process of some illnesses (3).

In order to provide appropriate health care to men and women, physio-
logical and other significant differences must be recognized when they
exist. Given the high degree of similarities in the functioning of men
and of women (4), how are we to assess when it is critical to investigate
possible differences unless adequate studies are first carried out?

Precisely because the answer to this question is not obvious, this paper
explores ways of better assessing when, and in what circumstances, gender-
related differences deserve investigation. Even when gender differences
are recognized as potentially important to clinical care, a corollary
concern has to do with feasibility. Because prospective studies require
a sample size that is large enough to ensure an adequate incidence of a
disorder at follow up, feasibility is a difficult issue when prevalence
of a disorder is very low.

Gender-related differences are known to occur in the distribution or
incidence of many disorders. When these differences are large, a much
greater proportion of resources must he allocated in order to study an
equal number of cases for 'the lower-incidence group. These and other
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considerations often contribute to a decision to study the disorder
primarily in the higher-incidence subgroup. This approach to investi-
gation may inadvertently reinforce stereotypic notions that the disorder
is pertinent to only one gender.

For example, heart disease occurs more frequently in men as compared to
women. This does not automatically mean, however, that heart disease is
either less important, or unimportant, in women. In fact, women live
longer than men, and heart disease is a leading cause of death in older
women. Moreover, the morbidity (5) and mortality of certain cardiac
events may actually be higher in women as compared to men. Even though
the lower incidence of heart disease in women as compared to men makes it
relatively more expensive to study it prospectively in women, there is
clearly a need for adequate information to guide decisions about health
care in this subgroup of the population.

Because of limited resources for health-related research, the question of
feasibility is ultimately tied to our ability to predict what studies
will either "make a difference," or will make a greater difference than
others. As the health care needs of various subgroups and as proposed
studies of various disorders compete for funding, decisions must be made
about the likely pay-off of one set of studies as compared to others.
That is, a study may be scientifically do-able and meaningful, but the
critical question is, at what price, or with what relative priority?

There has been a long tradition of competition for resources in terms of
the percentage of the population affected or at risk for a disorder,
although a seemingly low percentage of the population may disguise the
fact million that millions of people are nonetheless affected.
Alternatively, arguments commonly have been framed in terms of a
disorder's economic impact (e.g., dollars spent on treatment and the
value of time lost from work).

But the absolute prevalence of a disorder in the population is no longer
accepted as the premier or sole guide to what health-related research
gets done. Instead, there is increasing recognition of the long-standing
perspective held by many clinicians, that the incidence of a disorder is
100 percent when the unit of analysis is the individual actually affected.
For example, the investigation of drugs for relatively rare conditions has
been termed "orphan" drug research, in recognition of the fact that the
constituency group for rare drugs and disorders is small by definition,
and is, therefore, orphaned by traditional research justifications.
Although women are not a minority of the overall population, women are
vulnerable to having their health needs overlooked, particularly when
they comprise the relatively low-incidence group for a disorder (e.g.,
heart disease), or when a problem is thought to be unique to.women,'or to
a small percentage of women (e.g., menstrual-related symptoms). These
health concerns are taken to be less important in comparison to problems
that affect a greater percentage of the population, by virtue of their
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affecting both men and women (e.g., cancer). As Estelle Ramey (1) has
repeatedly demonstrated, however, gender-comparative research may be
critical in determining what protects the low-incidence group, and this
information may eventually benefit the high-incidence group as well.

Wbile scientists can advise policy-makers as to the criteria required for
adequate sample sizes and for methods to ensure that studies are both
do-able and well-designed, the ultimate decision about "how much" gender-
related knowledge is worth must be guided by societal values. As a
specific example, science cannot tell us whether it is worth 250 percent
of the cost required for studies in men (3,806 men and no women, to be
exact), to gather equivalent information about the usefulness of choles-
terol-lowering drugs for heart disease in women (6). Science can remind
policy-makers of limitations in generalizing results from one gender to
the other. It cannot tell us whether it is relatively worthwhile to
gather epidemiological data relevant to women's health in order to assess
risk factors across the life cycle in women. For these reasons, an
important issue is to clarify scientific, as opposed to more the value-
laden, policy-related aspects of these decisions. Unless decisionmaking
processes are better articulated, there is a risk that unexamined
assumptions, blind-spots, and other biases -ill guide choices about
gender-related health research.

Although scientific and policy issues are clearly related, they are
treated separately in this discussion. Two main types of scientific
issues are addressed: (a) the methods needed to identify, and to clarify
the clinical significance of possible gender-related differences; (b) the
assessment of whether certain studies can be done, and if so, how com-
peting concerns about research desigt--such as the desire to generalize
findings across both genders--are weighed against the desire to make
studies more feasible by selecting a homogenous population. Finally,
several policy Considerations are discussed and specific conclusions are
presented.

Scientific Issues

Exploring possible refinements in the scientific methods used in health
care research is clearly in keeping with the history of progress in this
field. There is a continual need in science to reassess what is known,
to identify gaps in knowledge, and to integrate revised assumptions,
questions, and methods into the process of doing research. In recogni-
tion of the revisions that are inherent in science, for example, the
National Institutes of Health have held Consensus Development Conferences
and issued Guidelines for state-of-the-art research in various fields.
The scientific method requires continual updates so that investigators
have access to a set of procedures that will help safeguard their
findings from as many blind-spots and other sources of error or bias as
is currently possible.
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Methodological Issues

Since science begina with the very questions asked--and with the samples
we look to for answers--state-of-the-art methods must be made available
to scientists in order to assure their consideration of the variety of
research concerns that are inevitably in competition. What follows is
not intended to be an exhaustive discussion of methodological iesues
pertinent to gender-related research but rather, is a sampling of issues
that deserve further attention in heeth-related research. Many of these
issues have been previously identified and are further clarified
elsewhere (7).

Defining the appropriate topics and populations for study. One clue to
the need for gender-related comparisons it; the existence of sex-differen-
tials in epidemiological studies. Even without epidemiological data,
investigators should be urged to at least consider the possibility of
comparative studies using subjects of each sex. A screening procedure
much as this would not only help to crystallize hypotheses, but would
also help to clarify previously unexamined assumprions that might relate
to stereotypic views of women and of men. As examples, heart disease has
been stereotyped as a man's disease, and negative behavior possibly
related to hormonal changes (the ao-called "raging hormones") has neen
stereotyped as a woman's disease. An unfortunate consequence of these
stereotypes is that both groups are deprived of potentially useful
information that might be derived from comparative, gender-related
studies in both sexes.

A prominent example of the failure to explore comparative models consists
in the preference among clinical investigators for the study of negative
aysmptom in relation to changes in ovarian ateroid hormones in Women,
with the concurrent neglect of possible correlates of androgenic steroid
variations or cycles in men. In contrast, comparative methods would
suggest an examination of hormone fluctuations, as well as age-related
neuroendocrine changes, and their correlates, as they occur over time in
both men and women.

The conceptualization and labeling of variables. Inveat gators will
also watt to guard against the intrusion of cultural stereotypes into
their conceptualization and labeling of research variables. In
describing the behavior of female children, for example, pediatricians
and endocrinologists, among others, will want to avoid terms like
"tomboyism" that reflect assumptions about sex-appropriate behavior.
Symptoms in either sex deserve careful investigation and it ie now
generally recognized as premature to interpret complaints in women
according to stereotypes like "hysteria,' particularly in the absence of
precise, empirical data collection.

A related problem is that sex-specific conceptualizations may precede the
investigation of more sex-neutral conceptualizations of variables, thereby
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tending to reinforce -tereotypic views. An example is the tendency to
define and explore "aggression" in males rather than in females. A better
method might be to elaborate sex-neutral subcategories related to the
concept of aggression. Other "normative" assumptions are often embedded
into research. Only by a procedure where investigators seek help from
peers in screening their thinking at the outset can these issues begin to
be addressed.

Measurements: reliability, validity, range and content and compara-
bility over time. Research on women's health too often suffers from a
neglect of basic methodological issues such as the assessment of relia-
bility and validity, where reliability refers to a measurement being
consistent and repeatable, and validity refers to a measurement actually
varying in relation to what it purports to measure, as assessed in other
ways. With a particular emphasis on topics of concern to women, Koeske
(8) has detailed the need for a more sophisticated approach to measure-
ment. For example, measures used to assess changes in symptomatology
across the menstrual cycle are often poorly standardized and do not give
sufficient attention to the problem of measurement reactivity when
repeated measures are used.

As Koeske points out, for physiological as well as social variables,
there is disagreement about how to characterize functioning that varies
over time for both physiological and social variables; and attention has
rarely been paid to the problems of assessing random error or irrelevant
cyclical variation in the data, and of delineating systematic variations
in self-perceptions from measurement error in self-reports.

In addition to the question of was it "measured well," we must also ask
"how did what we value/expect" influence what we measured (8). Many of
the instruments in current use, for example, are not adequate for the
assessment of_the full range of positive as well as negative changes, nor
for the investigation of subclinical patterns of change.

Rethinking strategies to de rease variance in the data. In applying
the scienftific method to the health sciences in particular, the
researcher is immediately confronted with a dilemma that goes beyond each
Individual study or investigator. That is, there is a teed to address
the greater issue of striking a balance between two competing concerns:
first that of selecting a homogenous sample of subjectsin order to
decrease sources of unwanted or uncontrolled variance, thereby attempting
to maximize the likelihood of achieving clear results; and second, the
need to acquire scientific information that can be reliably generalized
to the health care needs of the more heterogeneous, overall population,
where a diversity of subgroups of possible clinical significance can be
defined by variables like age, (race), sex, or other gender-related
characteristics such as hormonal status. Of course, it 'is much more
complicated as well as more costly and time-consuming to select subjects
in a way that allows for a reliable assessment of possible age and gender
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effects. If the menstrual cycle in women was not expected to contribute
to variability in other measurements, then women might be included more
often in research studies, along with men (7).

Precisely because the menstrual cycle does have effect-_ it requires
study as a separate variable pertinent to women's health. Paradoxically,
however, the exact reason that the menstrual cycleand women--should be
included, has been used to exclude women from research , on the grounds
that a "homogeneous" sample is more feasible. The preference for male
research subjects is documented for both psychological (7) and for
certain biomedical studies (2).

Particularly for small studies (N 10 per group) it may be appropriate
to decrease menstrual effects on variability by testing females in one
phase of the menstrual cycle (e.g., the postmenstrual, or follicular
phase, when there is the 1;east hormonal variability). While the choice
of studying female subjects at one time in their menstrual or life cycles
may help to decrease unwanted variance, it must be remembered that this
approach does not shed light on possible timing-related effects that may
be important ito women's health.

Even when women are included as subjects along with men, in relatively
small studies the researcher is often unable to tease apart the source of
possible sex-related effects, or to stratify the samples In order to
examine possible age or ovarian status effects. Larger studies (e.g.,
N 100) begin to allow the possibility of investigating the effects of
menstrual cycle-phase or menopausal status on other variables.

Particularly for biomedical treatment trials, investigators should
consider defining subgroups of men and women according to their hormonal
status. For example, the menstrual cycle may be a significant source of
variance in psychopharmacology research (9). When women are excluded
from early phases of clinical drug testing (10) however, the result is to
initially expose only men to side-effects. Additionally, there may be a
sieve-effect, where the lack of comparative studies at the outset
precludes a full examination by sexa In a careful review, for example,
Raskin (11) concluded that antidepressants are more effective for males
(it whom they are Initially tested clinically), despite the fact that
more women than men are depressed and are treated for depression.

On the need for more rigorous analysis and interpretation of the data.
Several methodological approaches may help investigators to appreciate
gender-related differences when they exist. Unfortunately, experimental
pharmacologists continue to draw conclusions about the lack of gender-
related differences in drug response from inadequate sample sizes, which
are too often on the order of 3 to 5 subjects per group; en exapmle of'
this problem is a recent report it a major journal on bromocriptine, a
clinically used drug. Power analysis (12), can help researchers determine
whether the sample size actually permits gender-related conclusions, given
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the actual or predicted variance in their measures. Before comparisons
are made, data should also be checked for whether statistics that rely on
a normal distribution are applicable, e.g., skew on frequency analyses,
considering log-transformation of tbe data when appropriate.

Investigators are urged to utilize both the mean and the variance as
descriptive statistics. For example, even when a difference in mean
values is not found, subgroups defined by gender may differ in the
variance. Of course, a large varience in one group would decrease the
likelihood of reaching statistical significance. The excess variance
would decrease the likelihood of reaching statistical significance. The
excess variance would also need to be accounted for. Analysis of
variance programs are routinely available for statistical comparisons of
differences in variance, per se, e.g., the Bartlett-Box test for
homogeneity of variance.

When correlation are compared between the sexes, it is not enough simply
to observe significance versus nonsignificance. Instead, the R values
must be transformed to Z-scores and tested for statistical differences
(13).

There is an increasing literature on clinical decision-making, which
should prove useful in assessing whether statistical differences are
actually significant clinically. For example, if the incidence of a
disorder is extremely low, then a risk factor that doubles the incidence
may be statistically significant, yet account for a trivial amount of the
variance clinically.

Feasibility in research design. Some gender related research is
potentially important and of Interest, but is difficult, if not
impossiblem to carry out. Examples include the study of rare events,
such as pregnancy in the young teenager. Even if work on this topic was
scientifically and ethically approved, it does not seem likely that many
parents would allow their 11-year-old daughter to participate in a
prospective study )f sexuality. Although teenage fathers were initially
overlooked in pregnancy-related research, when investigators did become
interested and try to include them in studies, a number of practical
problems were encountered. For example, it is difficult to identify the
fathers and to interest them in participation in the research.

Policy Considerations

As suggested in the introduction to th paper, certain types of research
may not be routinely conceptualized as valuable, at least not in compari-
son with other wee-established priorities. Assessments of value and
feasibility enter into peer reviews of scientific merit as well, although
this clearly overlaps with policy considerations. Examples of these
issues are discussed belod.
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On the need to envision integrative and life-span resaarch. We know
relatively little about the natural course of symptomatology throughout
women's lives. Even the inter-relationships between reproductive or
steroid hormone related events across the life-cycle have remained largely
unexplored, e.g., menarche, contraceptive-induced symptoms, pregnancy and
post-partum changes, menstrual cycle related changes, and menopause. No
systematic attempts have been made, for example, to determine whether
women with premenstrual symptoms are at a greater risk for perimenopausal
problems (14). We do not know if benign breast changes such as those
occuring premenstrually predict more severe breast disease. A variety of
such interconnections need to be explored with longitudinal as well as
cross-sectional methods, and when appropriate, transformed into clinically
useful estimates of relative risk. At the present time, however, indivi-
dual proposals are most likely to be considered too extensive in scope,
or simply "unfeasible," despite the fact that this type of information on
omen's basic physiological functioning over time is do-able by existing

methods and is extremely pertinent to women's health.

Comparative research as a methodological approach basic to an
understanding of women's health. Comparisions in science are not
limited to the selection of subjects for control groups. Examples of
other pertinent comparisons include those across time, species,, life
events, and drug dosage as well as age and sex. In fact, comparisons are
essential to the interpretation of all data, including that which has to
do with the meaning and magnitude if health related symptoms. For
instance, until a baseline is established for the comparison of possible
menstrual-related effects--in relation to those associated with other
biological rythms or life events--the significance of the range of
effects in uninterpretable in important ways. As a specific example, how
do premenstrual changes; as experienced,by the majority of women, compare
to jet-lag, or to Monday-morning blues, as experienced by both men and
women.

On the need for more explanatory research designs: an appreciation of
context and interactive models of causality. When gender-related
differences are observed, investigators must consider the full range of
hypotheses which might account for differences. For example, genetic
sex, sex-related hormones, gender role and orientation (preference of
sexual partner), and social expectations, must be distinguished, and the
causal factors relevant to their understanding explored.

While scientists must focus their research designs and simplify the
hypothesis and conditions of their studies as much as possible, they must
avoid over-simplification. The nature versus nurture dichotomy, for
example, obscures our understanding of the developmental process and
obscures the interaction of innate and learned, psychosocial processes.
Similarly, biological models derived solely from animal studies, risk
neglecting the fact that humans have more plasticity due to cortical
inhibition in overriding innate tendencies. That is, much research
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focuses on models of 100 percent impairment or incapacitation without an
adequate appreciation of the great variety of modifying or compensat ry
control mechanisms.

Another example of over-si plificiation Is the tendency to prefer one-
directional, causal models, despite data on reciprocal bi-directional and
situational effects in disciplines that range from endocrinology to
pharmacology (15, 16). Particularly for understanding human, gender-
related health, we need more interactive and contextual models that
address the actual complexity of the phenomena that is the subject of
explanation. One example is the need for more phenomenological defini-
tions of symptoms, along with increased regognition that psychology,
behavioral studies, and sociology are among the "basic sciences" for
health research. Research on heart disease is one example of a field
where it is recognized that both psychological stress and behaviors such
as eating and cigarette smoking influence the onset and natural course of
a disease process.

Discussion

The improtance of gender as a variable in health related research is
documente throughout this volume. For example, general medicine, as a
major health care speciality, has long recognized both age and sex as
being 'among the potentially useful guides for defining subgroups of
people at risk for altered functioning in certain circumstances, and for
predicting differential treatment responsivity. Clinical case presenta-
tions typically begin with the patients' age and sex, and all textbooks
of pathophysiology describe pertinent demographic variables. This
undoubtably follows from the need for health care practitioners to
recognize clinically significant differences between subgroups when these
exist in order to provide equivalent and adequate health care. Although
these subgroups are often more similar than different, it is underatand-
able that health care providers prefer to err on the side of safety
(statistically, this Is known as guarding against a Type II error). The
implication is that these variables should be assumed significant until
proven otherwise, instead of the reverse.

That is, to the extent that our goal is a general science, for all
people's health, it is critical to avoid prematurely restricting the
range of inquiry to any one age or sex, despite concerns about homo-
geneity and feasibility in research. Yet we know that certain issues
have been studied.almost exclusively in either men or in women, when in
fact the phenomena pertains to both genders. Contraception, hormone-
related mood and behavior changes, and parenthood are but a few examples
of topics that are now gaining recognition as requiring gender-based
research In both males and in females. To continue the non-parallel
pattern of problem definition and data collection would clearly impede
the development of more general models for the health-related sciences,
and reinforce sterotypic rather than scientific views of both women and
men.
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Perhaps most analogous to gender as a vae,able in health-related research
is age. In fact, the two are difficult to separate because of life-cycle
variations related to health which differ between males and females. ..In'st

as the National Institute of Aging (NIA) has facilitated an awareness of
age as a crucial variable in the sciences basic to health care, gender-
related research deserves attention ei-6 well.

Summary and Conclusions
Despite the need for homogeneous research groups, the overall population
is heterogeneous, and health-related findings must be generalizable in
well-specified ways. Women's health needs, like those of the rest of the
population, zwo fundamentally important and continually deserve serious,
thoughtful attention from the leaders in health research. The clarifi-
cation of methodological issues pertinent to gender-related research will
be a first step toward enhancing women's health, as well as men's (1).
Possible approaches toward these goals are as follows:

PHS consensus-development conference on "Gender-related Methods
for Health Research" (for the development of guidelines ) should
be held.

The feasiblity of including women in certain types of research
needs to be reexamined. Part of the reason for the relative
neglect of gender-related variables in pharmacological research
may come from understandable concerns about including women of
childbearing years in the first two stages of clinical trials
because of the risk for pregnancy (10).

In view of the presumed importance of gender in research as well
as the availability of reliable means of selecting samples of
women who are not at risk of pregnancy, these guidelines should
be reconsidered. Examples of women who might be included even
in the early stages of drug testing include those: (a) whose
exclusive sexual.partner has undergone a vasectomy; (b) who are
celibate; (c) who are lesbians not planning to have children,
and (d) who have undergone a hysterectomy.

A number of working groups should be formed: A working-group to
reconsider the difficult ethical issues of including women in
pharmacological research (e.g., extra-protection for women as
research subjects, versus other means for infomed consent).

A working-group to identify and to consider mechanisms to
enhance the kind of multi-center, collaborative or clinical
research center studies that would be most efficient in
advancing our understanding of women and their health (e.g., to
obtain adequate numbers and uniformity, a collaborative study
would be flost parsimonious, particularly when one considers the
need f;A: longitudinal, and systematic follow-up
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A working group or committee to consider ways to foster
subject-selection in a way that allows for an examination of
possible age, sex, and hormonal status effects, e.g., NIA has
put aside special funds to supplement other studies in order to
provide a control group of older research subjects for age
comparison (17). This group might also develop guidelines with
regard to when it is acceptable or advisable to defer work on
subgroups of the population, for how long; and for what reasons;
implicit in these considerations is the issue of building some
kind of follow-up inspection into the system In order to ensure
that generalization is addressed. Scientific review would also
be needed on an ongoing basis to evaluate the possible clinical
significance or statistical differences for subgroups defined by
gender.
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