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Many segments of our population have become concerned with the short-
comings of America's -system of health care. The Women's Health Move-~
ment is one such group which has recently emerged on the American
Health scene. Its emergence can be viewed as an indication that grow-
ing numbers of women are becoming impatient and dissatisfied with the
ways the current health system has failed to meet their health needs.
Part of their discontent is exacerbated by the fact that women are in
more frequent dontact with the medical system than are others in our
population. Moreover, their experiences with the medical system re-
sonate with larger issues of a woman's identity and status in our so-
ciety.

The dissatisfaction of these women who are committing themselves to
improving their relationship to the health system is taking different
forms. One has been to apply pressure as organized groups of women
directly on the existing health system. BAnother has been to create
alternative service options outside dominant health institutions. A
third has been the practice of self-help whereby women are taught
about their bodies so they can provide better health care for them-
selves as well as become more informed consumers. This thesis exam-
ines one of these approaches, the creation of alternative women's
health clinics.

During the past three years, women's clinics have been growing in
popularity and appeal throughout the country. To some, these alter-
native health settings are viewed as models for improving the deliv-
ery of health care for women; for others, they are seen as radical
departures from the traditional modes for providing health care and
are in the vanguard of many significant and dramatic changes in the
ways health care is conceived and delivered. To this end, women's
clinics are demonstrating new roles for both consumers and health
workers in the medical encounter and are partially redefining health

care to further their belief that women should be their own health
managers.
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One of the objectives for this thesis id to describe the women's clin-
ic phenomenon which some consider to be a "movement-in-progress."
Chapter 3 describes those aspects of the American health system which
have, in part, contributed to the problemmatic experiences women have
had in seeking medical care. The nature of women's relationship to

the health system is explored, as well as the origins and present dir-
ections of the women's health movement. Chapter 4 provides an overview
and general description of the salient features,of women's clinics:
their goals, functions, approaches and outcomes. Moving from the gen-
eral to the specific, Chapter 5 is an examination of two women's clin-
ics located in Somerville and Cambridge. The purpose of this chapter
is to give the reader a better understanding of two variations upon

the women's clinic themes. The final chapter relates to the other ob-
jectives of this thesis. One is to evaluate the efficacy of these
alternative service models for meeting women's health needs and for
leveraging changes in the broader health system. The other is to con-
sider the implications of these health settings for the future planning
of women's health services.

Thesis supervisor: Michael Joroff
Title: Lecturer
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CHAPTER 1



 INTRODUCTION

American people are deeply concerned about medical care.
Three-quarters of the heads of families in the U.S. sampled in a
recent nationwide study, agree that "there is a crisis in health
care in the U.S."1 Among both the providers and consumers of health
services, there is some consensus as to the general nature of the
crisis facing bur country. It is characterized by inequity in the
access to and nature of health services, rising costs and inefficiency,
alienating and depérsona1izing consumer/provider interaction, and frag-
mented, uncoordinated care.

The perceived problems have indicated to many that major
changes must take place in our health care system if the needs of the
population are to be satisfied. 'The extent and nature of chanae being
proposed and implemented has varied greatly, depending on how different
interest groups view the difficulties with our present system of health
care. The means by which these changes can and have been actualized
are either throuah making adjustments in our existing health agencies
and institutions concerned with providing health care, or by generating
new systems. Some of these changes are being sponsored by the institu-
tions themselves who are responsible for delivering medical services;
others are being initiated by individuals and groups outside of the
system.

Those who are generally interested in maintaining the present
structure of health care are merely proposing "more of the same.” In

order to improve our health system, they advocate a move toward a more



technical, centralized, and systematized approach to delivering health
care; expansion and diversity in available health facilities and re-
sources; and new mechanisms for financing health care.2

Another style proposed to improve our health system involves
a basic restructuring of various aspects of our system in order to move
away from the present situation characterized by "dynamics without
change.“3 Its thrust is to depart from the existing system into new
models and conéepts of what constitutes health care. Alternative ap-
proaches in delivering health care are encouraged since they are seen
as essential both tb filling in gaps in our present system and to keep-
ing up with changing needs.

Despite the differences in the changes being proposed, there
is a similarity which overrides them. That has been the growth of
consumerism and its subsequent involvement of the public in issues of
health care. Consumers have begun to take an active role in making
health institutions and services more responsive to their needs. This
has occurred for several reasons, one of which has been their increas-
ing awareness of how they are adVerse?y affected by the shortcomings
of our present system of health care. Another has been their belief
that service needs are no longer privileges, but human rights.

In the past few years, a number of new constituencies have
evolved. Some believe that if mobilized, they can become a significant
force to produce changes in our health system. The Women's Health
Movement is one such group which has recently emerged on the American
health scene. Vomen have long been concerned with issues of health

care. However, in the past, they generally saw their problems with



the health system in terms of a problematic person-to-person inter-
action.? Now, there can be identified distinct groups of women who
are collectively involved wifh issues of health care.

The emergence of such groups can be viewed as an indication
of women's growing impatience with the current health situation and
their desire to change it. Part of this impatience is exacerbated
by the unique relationship which women have to the health system.
"Women consume-the largest proportion of health services. On the
average, women make 25% more visits each year to the doctor than men
and 100% more if pediatriC‘visits are included. They take 50% more
prescription'drugs than men, and are admitted to hospitals much more
frequently than men."6

The Women's Health Movement has begun to take the initiative
in attempting to narrow some of the gaps between health service poten-
tia1 and current practice. Their collective involvement with health
issues has taken different forms. One has been to apply pressure as
organized groups of women directly on the existing health system. An-
other has been to create alternative service options outside dominant
health institutions. This hés generally taken the form of women's
clinics. The third, is self-help, whereby women are taught firsthand
| knowledge of their>bodies so that they can ultimately provide better
health care for themselves as well as become better medical consumers.
A1l of these activities are aimed in some way in trying to bring about
changes in the health system, especially as it relates to meeting
women's health needs.

It is my interest in this thesis to focus on one of these



three approaches, the creation of women's health clinics. The advent
of these women's clinics on the health scene can be viewed in various
ways. To some, it is seen as a means of providing direct services to
women; to others, it is seen as a model for improving the delivery of
health care which embodies some of the more frequently proposed reforms
for change; for still others, it is seen as a radical departure from
the traditional modes for providing health care and is in the vanguard
of many significant and dramatic changes in the ways in which heaTth
care is conceived and delivered.

Since the creation of women's health clinics is to some ex-
tent, a "movement in progress,” my thesis will be an initial explora-
tion into the nature of these clinics. I will explore why these clinics
developed; what are some of their functions, both health and health re-
lated; what is their efficacy for meeting women's health needs and for
leveraging change in the broader health system, and, what are the im-
plications of these clinics for the future planning of health services

for an by women.



CHAPTER 2



METHODOLOGY

In many ways, I would consider my thesis an "engaged inves-
tigation" since it is‘an exploration of a movement in which I am deeply
interested and concerned. Women's health care speaks to my personal
experiences as a women seeking medical services from a system that has
not always responded adequately to my physical and psychological needs.
In other ways, the advent of women's health clinics can be considered
a movement in progress. As a movement which is still in its formative
stages of development, there are many limitations which preclude an
in depth and definitive exploration of its goals, activities, and out-
comes. For many reasons, which I will describe below, my thesis is,
at best, a preliminary investigation of this movement. In the writing
of this thesis, I have attempted to provide information on the philo-
sophy and precedures of women's clinics. I do not purport to have been
either totally objective or extensive in my recitation, but perhaps I
have given new insights into this movement which might serve as a basis

for further investigation and evaluation.

Movement in Progress--Characteristics and Limitations

Since women's clinics are a relatively recent phenomenon emerg-
ing in the area of health care, little information has as yet, been gen-
erated on the subject either in the form of descriptive articles or
evaluative studies. The individuals involved in the creation and oper-
ation of these clinics are usually dedicating the bulk of their energies

to making the clinic endeavor a viable‘one, and few have had the time



or perspective to step back to analyse their activities and the nature
of their involvement. Furthermore, as with similar activities which
are innovative, higth political, and organized on the grassroots level,
the participants are often unable or reluctant to communicate the es-
sence of their clinic experience to outsiders. Perhaps, the greatest
obstacle for such a dialogue to occur is time - which is extremely 1i-
mited. The participants have chosen to focus their energies on deli-
vering the medical services for which their clinics were designed.
Oftentimes, the participants are cautious about giving infor-
mation about their clinic to those people not directly concerned with
women's health. The following quote by a health worker in one of the
clinics I studied, i1lustrates this point: ". . . we're careful that
we don't get ripped off by people who give us nothing, yet they walk
away with papers and books they can publish. We don't mind ta}king to

7 Another

women who we can help with services they're trying to set up."
example is the case of a newspaper with a large circulation which wrote
an article about a woman's clinic that misrepresented their activities,

8 It is a concern of the

and to some extent, maligned their reputation.
individuals working in these clinics, that generalizations based on a'
~ casual and limited visit not be made since a deeper and more lengthy
involvement is necessary in order to understand the meaningand purpose
of women's clinics.

A1l of these attitudes and realities in some way limited my
exploration of women's clinics and determined the final nature of my
thesis. Since I felt a great affinity with the philosophies and concerns

of the women working in these clinics, and respected the tremendous com-



mitment which was devoted to their continuation, I was unable both
on ethical and practical gfounds to pursue the kind of in-depth ex-

ploration that I had initially envisioned for my thesis.

!

Areas of Investiacation

As described in the introductory chapter of my thesis, I
was concerned with generating information and insights on various
questians reIated to women's relationship to the health system and
the evolution of alternative health settings. My first interest wes
to understand the mofivations and intent of the women's health move-
ment that gave birth to women's clinics. Second, was to describe the
nature of the clinical proaram and operation which grew out of these
goals. Nexf, I sought to reach some tentative conclusions about the
efficacy of this service model for fulfilling its goals. Another
question of interest was to determine what some of the implications

of these clinics were for delivering heajth care to women in the fu-

ture.

Data Collection

A variety of methods were used in this investigation to pro-
vide information by which some tentative conclusions about women's cli-
nics could be reached. Considering the limitations previously mentioned,
vhich prevented me from engaging in a more rigorous study of these cli-
nics, a variety of techniques were chosen. These included a review of

literature, interviews, case studies, and participant observations.

Literature Search

The study of women's clinics involves many subject areas, the



main ones being: the organization and delivery of medical care; wo-
men's health needs; the women's health movement; health planning; and,
the creation of alternative settings. Since the advent of women's cli-
nics has taken place within the context of several overlapping fields,
I have examined‘those areas which have had some bearing on the history,
present and future of these clinics.

The literature generated by the health care field was essen-
tial for a study of women's clinics. Books, periodicals and journal
articles were examined for information about the organization and de-
livery of medical care in the United States, nature of the medical en-
counter, new roles for medical personnel, current styles of delivering
primary care in neighborhood facilities, and the interface between wo-
men and the health system.

Another area of literature explored was that generated by
factions of the women's liberation movement and the radical health move-
ment. Although rather 1imited in number and scope, the articles written
by movement representatives lent an interesting and thought prooning
perspective to my thesis. Particular attention was given to finding
articles written by women interested in health care, since a small
number are presently involved in critiquing and rewriting some of the
literature about women in the health system. They are developing a
new body of literature in the hope of changing the male-bias, which
characterizes much of the present literature, to one which is a more
truthful and representative interpretation with regard to women.

When possible, I have assembled some material on the experi-

ences of other women's clinics as a means to supplement the limited



information base. These women's clinics were exceptionally supportive
and interested in my study'and directed me to additional resources so
that I could complete my investigation.
Interviews

~ A significant amount of information was derived through inter-
viewing individuals who were directly or indirectly involved in women's
clinics. The major thrust of my interviewing was directed toward those
providers and consumers who were presently involved in the two women's
clinics under study.- |
% Providers of Health Care

As previously stated, engaging in prolonged discussions and

interviews with the hea]th workers in these clini¢s proved to be quite
difficult due to reasons of inaccessib11ity, or negative feelings about
"being studied." After some persistance and clarification of my in-
terests in these clinics, I was able to arrange interviews with three
key providers in each of the two clinics studied.” Based on a struc-
tured interview guide (See Appendix), I spoke with these individuals
for approximately one and one half to two hours each, about most facets
of the clinic in which they were involved. To a great extent, responses
‘were very similar among the respondents of each clinic, which led me
to believe that many of my previously formulated assumptions about wo-
men's clinics c6u1d be substantiated, if necessary. With the exception
of one respondent, all were present at the early stages of planning
and implementation of the clinic with which they were affiliated. In
all of the interviews with providers, I visited the individuals in

their homes during the evenings. I feel that the informality of the
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home environment had a significant impact on the interviewing process.
By being accepted into the home, there were less distractions than
usually occur in an interview, less constraints for time, and greater

opportunitieS to establish a rapport and trust.

* Consumers

Certainly, one of the most crucial areas of investigation for
this study of women's clinics was the attitudes and prbfi1es of women
patients. However, this source of information was the most difficult
to obtain and one which still remains woefully, incomplete. There were
many constraints preventing me from interviewing women consumers which
I shall briefly explain. Perhaps the largest obstacle to interviewing
patients was posed by the health workers in the clinics. They were
quite adamant about the importance of respecting the pkivacy of the
consumers and were against my questioning them. One of the reasons
given was that, in their opinion, poor and working class women had
been studied and exploited by too many opportuﬁist§ and that they
could not allow, with any good conscience, another study to be imposed
upon these women. Also, if they allowed everyone who wanted to study
the clinics have access to the consumers, there would be an endless
stream of interviewers pouring through the clinic.

ReaTizing the unfeasibility of interviewing patients, I pre-
sented both clinics with a suggestion that I would be willing to con-
duct anevaluation that could be useful for their own planning and
programming purposes. But this arrangement was not acceptable.

Despite these negative experiences in both clinics which pre-

cluded the kind of investigation I desired, I was able to get some data
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on the female patients in one of the clinics studied. They allowed me
to analyze the results of a'client evaluation that they had conducted.
Unfortunately, the questionnaire was a limited one both in the scope

of the questfons and the number of interviewees (twenty). It was de-
signed to provide general, baseline information pertaining to client's
age, income, employment, health needs, and reasons for seeking the
services of the clinic. My interests were directed more at understand-
ing the attitudes, motivations and degree of satisfaction of the women
patients. To some extent, though, the questionnaire did confirm some
of my hypotheses about the composition of the clinics client population
based on my observations and other sources of information.

In the other clinic studied, I was able to talk to th}ee wo-
men who used.theclinic several times. One of the women was a class-
mate of mine who referred me to two of her friends who also used the
clinic. These brief phone interviews gave me some subjective evalua-
tions of the clinic.and gdditiona] insights into the attitudes and per-
ceptions of a few consumers.,

Since characteristics and views of the consumers of these
services were so difficult to assess, and yet essential to a complete
analysis of women's clinics, I have relied on indirect measures of
consumer attitudes and experiences with the clinic. One of these were
the accounts and‘perceptions of client behavior given by the providers
and individuals associated with the clinic that I interviewed. The
limitation of this technique is that such accounts run the risk of
being one-sided and extremely biased. To partially alleviate this

problem, I attempted to interview a number of individuals who had



12

varied contacts with the clinic. My intention was to provide a more
objective and consumer-orieﬁted viewpoint of the c¢linics under study.
» Community Representatives

Prior ;o and during the actual study of the two women's cli-
nics, I contacted various individuals whose names had been mentioned
by numerous sources as being active in issues pertaining to women's
~health care. Over a four week period, I interviewed eleven people who
had some relationship with women's clinics either as a consultant, or
health worker familiar with the clinic, providers of women's health
service other than the cases studied, or individuals active in the
communities in which these clinics were located. Generally, these
interviews were quite useful in both laying the groundwork on which
I could bui1d the case studies of women's clinics, and providing me
with a range of perspectives about the clinics and the women's health
movement. (The names and affiliations of the people interviewed is
included in the appendix.)

These interviews were conducted in the place of employment of
the respondents, or in two cases, by phone, and were based on a flexi-
ble interview form I developed.

Participant Observation

Since the number and variety of interviews that I had were
extremely limitéd, I sought other sources of information which could
supplement my observations and findings. One of these, was being an
observer on several different occasions at the women's clinics under
study. Having spent some time in the waiting areas at the clinics, I

was able to make some observations and get a sense of the atmosphere,
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general activities, superficial characteristics of health workers and
patients, and clinic proceddre. It was jmportant that I jdentified
myself to the receptionist, and did not let my presence disrupt the
regular routine of the clinic.

Anothe? source of information was being a participant observer
at a meeting sponsored by one of the clinics which was attended by
approximately fourty women. They, 1ike myself, were interested in be-
coming active in some capacity in the women's health movement. The
majority of the women wanted to learn how to become gynecological para-
medics so they could get together with a group of women with similar
skills to start a clinic of their own. The meeting was quite illumi-
nating since the women present each discussed their backgrounds, present
interests or invo]vement in women's health care, and what they hoped

to accomplish by becoming a woman health worker.

Case Study

A major approach taken in this investigation of women's cli-
nics was the case study. Each case was developed from the above men-
tioned methods of inquiry:written and oral sources, participant obser-
vation, and interviews. These were designed to indicate and describe
various aspects of the women's clinics, the attitudes and behaviors of
the participant§ in the clinic experience, and their effect on the users
and providers of care as well as on the broader health system.

Inasmuch as the purpose of this study is to obtain information
about a group of people involved in creating an innovative medical

setting, certain statements can be made to support this choice of



14

collecting information. It is my belief that there is a great deal of
very specific information thét can be learned from a small group of in-
dividuals. Since a major concern in this study was an awareness of

the interperéona1\re]ationships among patients and staff, more quanti-
tative research might have overlooked some of these factors. Perhaps
what needs to be done before further research and understanding of these
health settings can be undertaken, is to isolate and clearly define
important, but perhaps overlooked variables and issues that are in oper-
ation. "Case histories, biographies, and anecdotes are not usually
employed most usefully to test hypotheses. They can, however, be es-
pecially useful in generating such hypotheses.”?

Thus, this investigation concentrates on two women's health
clinics and oh the individuals actively involved in the women's health
movement out of which has grown these alternative health settings In
assembling and integrating the information derived from these various
sources, I have been able to arrive at some tentative hypotheses and
conclusions about various aspects of women's clinics. The perspective
that the various methods of investigation contributed to this thesis
has yielded many common threads which confirmed my initial assumptions
about these clinics.

However, despite these inquirtes, I do feel that there are
limitations with.the information that was available to me. Thus, this
thesis should be viewed as an exploratory investigation rather than as
scientific research. It is my hope that this thesis will raise some
issues and generate questions that are important for people interested

in the health care system, and, in particular, women's relationship to
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to this sytem. In addition, in that women's clinics are an alterna-
tive setting for delivering health care, this thesis will hopefully
add to the extremely limited body of knowledge about such innovations —

their assumptions, processes, and outcomes.



CHAPTER 3



'WOMEN'S RELATIONSHIP TO"THE HEALTH SYSTEM

"When a woman waits anxiously for her period,
sits up with a sick child, or even cooks
breakfast, she is feeling the weight of

1ife and death responsibility for her own

and her family's health. But when something
goes wrong, she can't get decent health care,
or even straight answers. Doctors make us
feel stupid, ashamed of our bodies, cuilty
about medical problems. Those of us who

.are female, black, poor, old, gay, or can't
speak English are treated with contempt and
brutality. We are tired of feeling powerless
and alone in waiting rooms, labor rooms,
operating rooms. le are getting angry and
we are getting together.”

"Qur anger is changing our faces, our bodies...
our anger is chaning our lives.,"10
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The many shortcomings of America's system of health care are
currently being criticised by many segments of our population. During
the last several years; we have witnessed attempts by certain aroups
to ameliorate the problems inherent in our health system. Some have
proposed changes in the way health care is presently organized and fi-
nanced. Others envision a:more rational and systematized approach to
delivering health care as one possible remedy. A new response to some
of the failures of our health system has emerged and it appears to be
arowing: in popularity and appeal. In the past five years, the devel-
opment of alternative medical structures has been achieved by various
groups in our sdc1ety.

One such group has been women who are realizing that in many
ways, traditional medicine has been unable to serve their health needs.
Women's gro@ing discontent with our health system is taking many forms.
An increasing response of women across the country has been to follow
the route blazed by other groups in our population to establish health
facilities of their own, apart from tﬁe existing health system. These
alternative structures largely resemble free.c1inics which are organized
for and by women, exclusively. In‘some c&ses, these clinics are meant
to serve as a model of what women consider to constitute decent health
care. In o%hers, they have taken the double task of meeting women's
health needs and attempting to challenge existing health institutions.
Nhatevef the form and functions of these clinics are, they were precipi-
tated by the grbwing awareness and discontent of many women with their
relationship as consumers to the health system.

The experiences which women have encountered in seeking and

receiving health care is determined by a number of factors. One is
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the nature of our present health system which is frequently subject to
influences of professional dominance. Another is the commercial orien-
tation which underlies much of our present system and determines many of
its priorities.and practices. A third factor, which particularly affects
women is the overwhelming patriarchal nature of our health system whereby
most decisions relating to a woman's heatlh care are made by men.

These aspects of our medical system are viewed by many women
as being detrimental to their physical and mental health. The desire
to change their relationship to the health system has propelled growing
numbers of women into action. An uhderstanding of the nature of the
health system as it affects women is essential for an appreciation of

the activities in which they have been involved.

American Medical Care

Many of the comp1a1nts/waged by women against our health sys-
tem perta1n to the style in which medica] care is de11vered and the
priorities which determine current pract1ce. They character1ze our
health system as being dominated by professiona] and commercial inter-
ests which very often prec]ude the decent and humane treatment of patients.
Much of the med1ca1 care delivered today treats women as passive recipi-
ents of health care who are dependent on the imputed wisdom of male physi-
cians. The means by which women can become their own health managers
are often inaccessible to them. Much of medical care is ensconsed in an
aura of mysticism whereby thé power and dominance of the medical profes-
sion over its patients is perpetuated. The profit-motive inherent in
much of the health field often subjects women tec unnecessary medical

procedures and risks.
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Professional Dominance -

Friedson, a foremost medical sociologist, believes that "pro-
fessional dominance is the analytical key to the present inadequacy of
our health services." Health care is the most professionalized of~all
human services, and is consequently organized around professional authority.
Its basic structure is-constituted by the dominance of a single profession.“
In medical care, it is the physician who possesses the power to decide
which patients get treated, where, how, and the cost of treatment. Im-
plicit in the concept of professional dominance is the belief that the
medical profession is the best judge and guardian of the "rights of man."

The imputed authority of the profession has manifested itself
in many ways. First, in matters pertaining to health care, the opinions
of the laymanvake very lfke]y to be subordinated to opinions of pro-
fessional experts. As #reidson says: "This subordination is based on
the assumption that a professional has such special esoteric knowledge
and humanitarian intent, that he and he alone should be allowed to de-
cide what is good for the 1ayman."u'Further evidence of this attitude
of subordination toward the laymen is witnessed in the Hippocratic oath
which has become a basic ritual in the training of physicians. It
states that: |

"...lacking professional training, the client is

too ignorant to be able to comprehend what infor-

mation he gets, and that he is, in any case, too

upset ‘at being i11 to be able to use the informa-

~ tion he does get in a manner that is rational and
responsible." 13
These attitudes whfch are a basic part of the socialization

of doctors contribute to the unhappy experience of a large number of

patients in medica]hencounters. In this situation, where the.physician
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perceives that the status of thg patient is subordinate to the doctor,
the medical eéncounter between doctor and patient is 1ikely to assume
the fo11owfng characteristics: First; the choice of the treatment be-
comes the prerogative of the doctor. It is he who possesses the power
to decide how the patient is to be treated and what the nature of the
medical encounter shall be. The physician thus assumes the role of
universal healer. Secondly, the patient is treated 1ike an object
rather than a person. Since an object supposedly does not possess the
capacity for understanding, information is withheld and communication
is‘avoided'in the doctor/patient interaction. The patient is expected
to have faith in his doctor, and to do what he is told without question.
In so déihg, the patient is put in a position where he must relinquish
his role as an independent adult and assume that of a passive and
compliant child. ~

Another manifestation of the dominance of the medical pro-
fession has been to create a hieréréhy in traditfona] ﬁédicine. The
elitism which charécterizes the medical profession permeates the health
settings in which they pfactice. ‘The exclusiveness of knowledge and
hierarchy of responsibility anﬁ roles have come to typify the way in
which medicine is practiced.

Prqfessiona1 dominance manifest in American medical care also
perpetuates an‘aura.of mysticism which has served to maintain the power
and dominance of the prdfession over its patients. Mysticism, which
implies a guarding of information and knowledoe has been reinforced. by
the use of titles, dress and language within the medical estabh‘shment.l4

Awe and respect of medical professionals are inspired by those who do
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not possess the well-guarded knowledge about health care. It has also
allowed physicians to maintain fheir apostolic function; widen their
area of medical jurisdiction; and insure the perpetuation of their
status as gatekeepers of the health system.

Commercial”Orientation

Other critics of our health system attribute some of the pro-
blems faced by a large number of consumers of medical services to be a
result 6f the commercial orientation of our medical system. To some

extent, it is seen as being a major determinant of many of its priorities
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and current practices.

The profit motive underlying our health system has been well
documented, and is one of the most frequently voiced criticisms by both
consumers and proViders. VIn’its National Health Plan, the Medical Com-
mittee for Humén Rights, a group of professionals and individuals con-
cerned with radically changfng our health system, describes the present
concern with profit making\in health care: '

"The health care system is organized as a profit-
making business, not primarily as a service. The
main profit makers - - drug and medical supply com=
panies, individuval doctors charoing excessive fees,
the health insurance industry, and nursing homes --
use over $7 billion each year for profit and for
unnecessary profit-creating advertising and admin-
istration. In addition, the profit orientation grossly
distorts medical practice by stimulating more opera-
tions than are needed, excessive use of dangerous
drugs, overhospitalization and overtesting of those
who can pay, and neglect of health care for poor and
minority people." 6

The consequences of the profit motive in medicine are béing
felt by many in our society. Some reformers of our system want to chal-

lenge the free enterprise system which has been firmly entrenched in
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the medical community and which has had serious consequences for many
in our population. Among theirlconcerns is to challenge the current
medical practices which allow, in many cases, profits to be derived
from sickness and which has made it financially prohibitive to be sick

in Ameyrica.

| Women's Relationship to the Health System

These aspects of the health system — its professional domi-
nance and'commérciai 6rientation, have had pafticu]ar]y adverse con-
sequences'for WOhen, thé'most frequent users of medical services.
Coupled with these factors is the patriarchal nature of medical care
whereby men makewnost of the decisions pertaining to women's health
care. In manykways, these factors have affected the nature of women's
re1ationshiﬁ to the health‘system. Unfortunately, many of the medical
experiences‘whiéhwwomen havé had have been prob1ematic. GroWing numbers
of women are coming to realize the conflicts that they have had and
continué to have in seeking medical care. They are tecoming increasingly
more adamant in seeking some voice in the way health services are de-
livered.

Women, as do others, have special health needs. It is my
contention, however, that women experience the negative aspects of our
health system — its depersonalizing and alienating nature, its
inaccéssibi]ity and expense — more profoundly than other individué]s
for various reasons. Vomen are in more frequent contact with the med-
ical system than are men. In the medical professions, they are over-
whelmingly underrepresented, and are thus subject to a male dominated

profession. In addition, their experiences with the medical system
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resonate with larger issues of a‘woman's identity and status in our
society.

As consumers, women confront the medical system 25% more
often than men, for boih their general health care needs and those
associated with their reproductive system.!7 In éontrast to their greater
dependence on the health systém, women are poorly represénted in the
medical profe;sions;r The roles of women in health care have been re-
stricted td thosekof the most menial and Towest paying status. Thus
to a large dégrée,’thé pfactice of medicine has been male-dominated.
Further evidéncevis provided by fhe Bureau of Labor Statistics' findings
that only 7% bf Américan physicians are women!6 Contrast this to the
fact that WOmen comprise about 70% of all health workers and 75% of
hospital workers. Jﬁdging from the number of female students admitted
to Harvard’Medical;Schoo1, the bé§iion of traditional medicine, it
seems as though the‘disckepancies between the number of male and female

physicians will continue. (See Table I)H

TABLE 1

Enrollment in Harvard Medical School by Sex & Race

White Men Black Men White Women Black Yomen

Class of 70 M 1 13 0
Class of 71 110 2 14 0
Class of 72 12 1 15 0
Class of 73 14 15 10 1

Thus, due partly to the.fact that women have been predominantly ex-
cluded from the role of physician, medicine has evolved into a patri-
archal system.

Yet this situation should not be too surprising, since
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medicine does not transpire in a vacuum, rather it is microcosm of
society and incorporates its values and practices. It follows then, that

“,..as in almost every other institution of American

life, it is men — doctors, medical school deans,

hospital directors and trustees, drug and insurance

company executives — who make the decisions... For

women health consumers, men decide on the most per-

sonal issues of health care, what form of birth con-

trol a woman should use, whether she should have an

abortion, what method of childbirth she should use,

and of course, how much she should be told about the

risks and options." 20

Homen's secondary status in our society accounts for much of
their greater use of the health system and the added humiliation and
objectification which they encounter.

Empirical studies on the disadvantaged status of women demon-
strate that sex is brobab1y one of the most obvious criteria of social
differentiation and one of the most obvious bases of economic, political,

2)
and social inequalities.

As will be seen, many issues considered the domain of health
care resonate with other, larger issues of identity. One such relation-
ship is that between the objectification and discrimination which women
experience in our society and the treatment they receive in the medical
encounter. To illustrate this point, Friedson, in his analysis of the
system of professional dominance. characteristic of medicalcare, found
that most people who enter the medical system in search of care are
likely to find themselves treated as objects, depersonalized, trans-
formed into organs and pathologies. For women, however, they have a
special handicap: they generally start out being regarded in our society
as objects or secondary citizens. "Thus, the women-as-patient embodies

much of the general anguish of women in this society, as well as the
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particular frustrations of any patient."22
Growing out of women's frustration with their secondary status
in our society and the restricted areas of eXpression open to them, wo-
men have come to rely on the medical setting to work out their problems
and legitimate them to themselves and society. In the medical encounter,
some women are allowed the opportunity to express their problems in
living and dissatisfaction with their status and themselves. These com-
plaints are very often manifested by somatic disorders, such as headaches,
nausea, fatigue and obesity. In our society, the sick role is a legiti-
mate one for women to play, whereas dissatisfaction, ‘anger, and frustra-
tion with a woman's status is generally not sanctioned.
- A woman's sex role has had more severe consequences for some
than just relying on the medical setting for a source of remediation
and relief from their problems in living. In a recent study completed
by Gove, he found that there was a relationship between a woman's role
and the incidence of mental illness:
"...there are ample grounds for assuming that women
find their position in society to be more frustrating
and less rewarding than do men and that this may be a
relatively recent development. Let us, then, at this
point postulate that, because of the different associ-
ation with the feminine role in modern western society,
more women than men become mentally §11." 23
Despite women's greater dependence and use of the health system,
there exist major areas of conflict between them. MNumerous examples can
be cited of the mistreatment that women have been subjected to in their
Eonfrontations with the medical system. The largest number fall in the
area:r of the doctor/patient relationship where a woman is most affected

by the authoritative, sexist and commercial interests which characterize

Much of traditional medicine. Upon examination of these problematic
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interactions that women have had in their medical encounters, the ground-
vork can be laid by which the complaints propelling many women into ac-
tion against the health System can be understood.

Doctor/Patient Relationship

An fmportant determinant of the type of treatment given in
primary care encounters is the attitude of both doctor and patient toward
each other. The suggestidn that subtle, unconscious attitudes of the
physician may advérse]y affect his treatment of patients has often been
voiced by in&iVidua]s concerned with the delivery of médical care., It
is now becoming clear that societal forces, such as racism and sexism
are not irrelevant to medical care since in many cases, fhey influence
the attitudes and behavior of doctors and other health professionals.
PresumabTy, male physicians’ attitudes are influenced not only by their
professional training, but also by their experience and exposure to women.

In a recent study by Lennane and Lennane, they attempted to
provide‘some evidence to support their hypothesis that sexual prejudices
of physicians, more than normal objective scientific methods, determined
the diagnoéis and treatmént of certain conditions which affect women.

The subjects that they studied were found to readily accept psychogenic*
rather than 6fganic causes for menstrual pains, nausea of'pregnancy, pain
in labor, and disturbances in young babies (such as prolonged crying and
infantile c'ho'h'c).z'4

| The persistence of these beliefs in psychogenesis is potentially
damagfng to the patient in many ways, though possibly convenient for the

doctor.

* psychogenic: originating in the mind; caused by mental influences.
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They found that:
"There is widespread view that the patient whose

symptoms are psychogenic is not entitled to any

symptomatic relief. The terms commonly used to

describe the psychic difficulty -- 'neurotic' or

'unfeminine' -- are, to the laity, simply deroga-

tory, and patients reluctant to be so classified

may be unduly dependent, complaisant, uncritical,

and ‘'feminine' in their behavior and reluctant

to report severe symptoms or failure to respond

to treatment."?5
These attitudes of male doctors toward women, as revealed in the Lennane
article, remind us how misconceptions and the myths that have been cre-
ated about the female character and personality have distorted their
views of women as patients. It is important to recall the power that
male doctors hold over many aspects of women's lives, and realize how
their official ideas about women have affected the medical care they
get. These findings reinforce the growing belief that there is an
inability among many physicians as they are presently trained and socialized
to relate to a woman's experience in terms of her body as well as her
1ife situation. This along with many other factors previously described
has contributed to negative experiences which women have been reporting
in growing numbers concerning their encounters with the medical system.

Another example of problems women face intheir encounters with
physicians can be drawn from the field of obstetrics and gynecology (ob-
gyn). Since a high proportion of medical care for women centers on the
reproductive system, the gynecological relationship distinguishes women
from other users of the health system. Ironically, it is the source
of most of the complaints which are currently propelling women into
action against the system.

As mentioned ear]ier; a commonly held image of doctors by
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both patients and the profession itself has been the doctor as "uni-
versal healer." This image is particularly fitting for agynecologists,
who have become "our society's official specialists on women."ZGMuch
attention is currently being directed by feminists to examining to
what extent there exist male biases and sexism in the practice of ob-ayn.
A few studies have been undertaken and articles written to explore the
nature of the relationship between gynecologists and their female pa-
tients. The findings have consistently exposed a certain "benign pa-
ternalism" to characterize the profession; numerous instances of how
vwomen are treated as passive objects rather than responsible adults;
and how wonien have been denied control over their own bodies. It is
on these findings which I would like to expound, since they are crucial
to an appreciation of women's activities in the health field, and par-
ticularly, to the reasons why women have felt the need to create their
own health clinics.

Homen of all classes almost uniformly express negative éttitudes
toward gynéco1ogists. Why do so many women possess these feelings?
Nancy Shaw, a sociologist who has extensively studied the experiénces
of childbirth in the U.S. writes:

"The reasons for the negative attitude itself can be

found in factors as varied as puritanism, expectations

induced by 'medical' information and preparations,

general absorption of 'old wives tales' (e.g. the agony

of chi]dbirthg, advertising é'Midol for that time of the

month’), and bad experiences (rape, badly managed child-

birth, previous pain with sexual or feminine experiences)."27
To these explanations, I would like to add the attitudes and behavior
of the gynecologist himself as a prime factor responsible for evoking

these feelings of fear and anger among women. Professional dominance

and male-biases are certainly characteristics which describe physicians
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in many different specialities, but they seem particularly pervasive

in gynecology. "Gynecology is a specialty practiced on women by men
8

and for men.“z

In a study conduct by Scully and Bart, they examined ayneco-
Togy textbooks, a main agent of socialization for the profession from
1943-1972, to determine to what extent sexism pervades the field of
gynecology. Their findings substantiated their hypothesis that "gyne-
cology is just another of the forces committed to the maintenance of
traditional sex role stereotypes, in the interest of men and from a male
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perspective."”

General comments that they make pertaining to the nature of
the gynecologist seem particulary relevant to further illucidating the
doctor/patient relationship.

"Gynecology and obstetrics is overwhelmingly a male

specialty(only 6.8% are female practitioners). The

male gynecologist is socialized first as a male and

second as a doctor, the latter by the most powerful

and elite profession, medicine. As a gynecologist,

he is the official and legitimate specialist on women,

their personality adjustment, needs and values, as well

as their illness associated with the reproductive tract.

- He wields great power vis a vis women seeking to under-
stand their bodies and themselves, particularly their
sexuality. As the official expert on women, the ayne-
cologist is in a privileged position to define what is
'normal femininity' and 'normal sexuality.'" 30

Yet, gynecologists, in fact, know 1ittle about women, about sex and
about psycholoay. Serious training in sex education and psychosomatic
aspects of i1lness is limited or non-existent in medical sch001.3‘

Is there any way that we can estimate what the deleterious
effects of these attitudes are on female patients? What are the con-
sequences of the mysticism, "benign paternalism," withholding of in-

formation, control of important decisions, sexist attitudes, which are
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characteristic of both physicians and gynecologists, in terms of the
experiences which women have had as patients? Much of the current
feminist Titerature addresses itself to the ways in which women are
"victimized" by doctors through their own bodies. The evidence is grow-
ing to document women's various experiences with the health system by
its critics. |

The biological needs of women related to their reproductive
function make them particularly dependent on the health system. For
vomen, abortion, birth control and child bearing, which are associated
with reporductibn“are more than just medical concerns. These aspects
of woman's reproductive functions are inextricably tied to their feel-
ings about their sexuality, identity, and womanhood. The importance
of making these exeriences more than just physical acts is essential
for the continued physical and emotional well-being of-women. Para-
doxically, these he&lth needs have been woefully miSmanaged.

To date, men have controlled the tréafment of women's health
needs almost entirely. Profound decisions such as those pertaining to
whether or not a woman will bear children and the style in which she
gives birth, are deferred to men. The following section describes the
experiences which women have had in their dealings with the medical
establishment regarding aborfion, hirth control and childbirth.
Abortion

The most blatant instance of women being denied control of
their bodies has been with the abortion experience. It was not until
several months ago, that abortion was granted to be the right rather
than the privilege of every woman. Prior to the drematic “riling by

the Supreme Court this winter which repealed most anti-abortion laws
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in the 46 out of 50 states where they now exist, women with unwanted
pregnancies were frustratedand obstructed in their search for abor-
tions. Male dominated legislatures and physicians had possessed the
pover to determine who would and who would not bear children. For
women, their anatomies determined their destinies. (It should be noted
that although the Supreme Courts ruling of January 21, 1973 repealed
anti-abortion laws, the decision did not give women an absolute right
to abortion on demand. The State isstill permitted to intervene if

the abortion is sought after the first ’r:lr"imes'cer.)%Z The decision as

to whether or not a woman will continue a pregnancy and ultimately

give birth is a highly emotional and complicated one which often has
profound and traumatic implications for her. The style in which abor-
tions have been performed in this country has definitely not been con-
ducive to the well-being of wemen. Instead of considerinc the emotional,
medical and financial needs of women, emphasis has been placed on the
moral and ethical questions implicit in abortions, the economic advan-
tages to medical institutions and practitioners, and the expediency
with which they can be performéd.

The attitude of the medical profession rivals that of the
legislature in its patronizing and moralistic posture. Once again,
men have monopolized the control of this highly personal and signifi-
cant area of a woman's life. In so doing, they have empowered them-
selves with the right to decide how @ woman shall deal with her body
and her life.

" Birth Control

Drug companies, doctors, and medical institutions have alot

of control over women's choice and acquisition of birth control



methods. Much of the available information about effectiveness,

safety, and possibility of side effects of the different methods of
contraception is researched and published by the drug companies, who

are interested primarily in sales?3 Relying on doctors for trustworthy
and unbiased information about birth control has not always been suc-
cessfu1, since‘mucﬁ information is traditionally withheld from patients
or is irresponsibly administered to. #women. Furthermore, counseling women
on the type of birth control selected is rarely provided.

An example of this lack of information and irrespansibility
of those in charge of preséfibing various methods of birth control, is
illustrated by the experience of women and the Pi11. Vomen (especially
poor, black, and other minority group women) have been used as subjects
in experiments conducted by doctors; hospitals, and drug companies.

The much cited example has been the case of poor Puerto Rican women who
were among the first humans using birth control pills. Many of them
did not even know they were being used in an experimental study.34

On a larger scale, this experimentation exists for almost 8.5
million women in America who are taking birth control pills today. Hear-
ings in Congress about the Pil11 have revealed shocking facts about thé
dubious safety of these drugséé,WOmen are clearly discriminated against
and their safety is endangered by the withholding of information which
could inform women of the possible dangerous side effects of the pills.

~ Birth control is particularly important to women — as a
right and as a matter of health. However, the concern of those indivi-
duals and institutions controlling most birth control programs in the
U.S. today is directed more narrowly to serving their own interests.

The moral and economic overtones to the distribution and use of birth
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devices dehy to women the right to make their own decisions about
parenthood and childbearing.

Childbearing

For many women; pregnancy and childbirth have been stressful
rathef than fu]fi]ling experiences. The act of childbearing is often
charcterized by: a lack of information about what to expect physically
and emotionally; lack of continuity and humanness of the experience;
denial of control by women over the childbearing experience. In America,
women have characteristica11y been passive in the act of giving birth.
They defer responsibility for the preparation and actual delivery to
the male obstetrician in charge. These problems are often attributed
to the medical context in which childbirth takes place with its conse-
quent fragmentation of medical services, objectification of women, and
the mystification of the entire childbearing experience. Another is
the dominance of the professiOn that has placed women in the passive
role and assumed full charge of the experience.ab

i A response to women's dissatisfaction with the way childbearing
is treated has been the gfowing popularity in recent years in the use
of midines, home deliveries, and natural childbirth, done in the pre-
sence of friends and fami131?7 Women have found that | - putting the con-
trol of childbirth in their own hands has been an advantage when it
comes to receiving humane care.

Recause lack of information and contrél can produce a passive
and accepting attitude toward a doctor, few women challenge the physi-
cians authority over their lives. This is particularly true iﬁ relation

to surgery. Few people question medical judgement when a surgical
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procedure is advised. Not all surgery advised and performed is neces-
sary. In gynecological and obstetrical care, unnecessary surgery seems
disturbingly common. .

Women have long been extremely vulnerable to needless surgical
procédures.‘ In a study done by several medical students of Boston City
Hospital, it was found that unnecessary hysterectomies as well as other
operations that result in sterility have been performed on non-white
women without their consent. In a similar study of a community hospital,
the same findings were revealed: "...it was found that only 30% or
slichtly less than 1/3 of the hysterectomies done were medically justi-

ied."38 .

Another surgical procedure which women have undergone aré mastectomies.
Sirce gwoman's feelings about herself and her sexuality are so closely
tied with her body, changes in its appearance or functioning are experi-
enced very deeply. In'operations which are as massive as hysterectomies
and bredst removals, women often must make dramatic readjustments in
their self-image and life style. At present, little is done to sup-
port a woman emotionally for the traumatic changes which she is likely
to experience.

The case of women and drug use is yet another example of the
mistreatment of women by the medical system. Very often instead of
dealing with the i11-defined medical problems which women present to
doctors, as legitimate social problems stemming from women's dissatis-
faction with their roles, orether factors, physicians are apt to label
these symptoms tension, anxiety and depression. The type of treatment most
often prescribed fbrAW"men with these symptoms are the prescription of

. 3 ( . .
minor tranqui]izers.q To support this hypothesis are the following
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statistics compiled by the Langley-Porter Neuropsychological Institute:

"On an overall basis, women account for about 67%

of all psychoactive drugusage nationwide. Twice

as many women as men are utilizing- prescription

psychoactive drugs. Overwhelmingly, the majority 40

of women receive these drugs from a medical source.”
From these findings, one might infer that one of the explanations for
such excessive use of tranqui]izing drugs is economic. The drug com-
panies, physicians'dispensing the drugs, and the advertisers, reap
profits from such consumption. Another might be the lack of understand-
ina and/or tolerance of the physician who prescribes these drugs. Un-
aware of a woman's psyche and status in society, it is possible to mis-
judge certain symptoms as being medically caused rather than as being

precipitated by problems in 1living.

The Yomen's Health Movement

In most of the experiences of women confronting the health
system as patients, there are issues which are common to all. Clearly,
women in their frequent confrontations with the health system, have
experienced the lack of control in their}medica1 encounters; their
being treated as passive recipients of health care which is very often
injurious to their physical as well as their social beings; and, they
have been alienated from their bodies and thus from themselves. Eminating
from these experiences and their heightened awareness of their fights
to decent treatment, women have become painfully aware of how the health
system fails to meet many of their health needs. Out of their growing
sense of anger and frustration, many women have become more and more
active in struggles to regain contro] of their lives and to effect some

measure of change in the ways in which medical care is presently delivered.
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What are the demands and objectives of the women who are col-
lectively involved in assuming active roles to improve their relation-
ship to the health system? What form has their involvement with issues
of health taken? Have their activities culminated in any meaningful
changes in the ways in which health care is delivered?

- As in most national movements, there are many variations in
the women's health movement. Yet, despite these differences, there is
general agreement on the basic aspects of the health system which grow-
ing numbers of women are commiting themselves to changing. In essence,
women are seeking a dramatically different kind of health care than they
have been receiving to date. lomen are challenging the commercialism,
sexism, and professionalism which they feel typifies American medicine.

~In the words of Dr. Mary Costanza, an advocate for the women's
health movement:

"Women are seeking cooperative care, where health is

~a common concern to patient and professional alike,

where self-knowledge replaces mystery, where orders

bow to instructions; where self-help is recarded as

a matter of common pride and not as stubborness; where

decisions are made by all involved and not passed down

from on high." 4

Thus, women are rejecting some of the most salient features
of our present system. They view the traditional model of providing
care which implies a carervand cared for, as an obstacle to achieving
their goals for self assertion and reliance. By becoming their own
health managers, it is hoped that women will be able to move away from
the passive roles they have played in health encounters to ones that
enable them to assert themselves and become active decision making

agents.,

Additional changes in the way health is presently conceived
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and delivered are being proposed by the women's health movement. First,
womenﬁare ihsisting that doctors become accountable medically, financially,
and psychological]y; Second, women are demanding the facts and informa-
tion which they feel will enable them to make rational decisions about
health care needs. This information is also seen as giving those women
the oppoftunities to do for themselves medically what is reasonable for
them to do.42
| The women's health movement believes that health is more than
just the mere absence of disease. They feel medicine in America has been
concerned forltoo long With providing crisis medical care rather than
on promoting health education, self help, and research into causes.
The hope of new résponsibilities to be assumed by the patient, and the
cooperative relationsip between patient and doctor along with the other:
goéIs, might be a step toward attaining the basic changes in the way
health care is viewed and practiced.

Directions of the Women's Health Movement

" The women's health movement has taken diverse forms, depending
on the particular aspects of the health system which women want to
ameliorate and the strategy which they feel will best utilize their
energies to accomplish their ends. Although there exists no body of
Titerature as such to delineate the origins, goals, and variations within
the women's health movement, several major trends and strategies are
already visible. One has been to pressure existing health institutions
and to demand changes directly from the power source, Some women be-
lieve that the most powerful thrust for change comes when they form
alliances with other groups to put pressure on established health in-

stitutions and those responsible for policy making on issues pertaining
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to health. Believing that by organizing themselves into groups, women
have focused pressure on the institutions to respond to a number of de-
mands which they feél are legitimate and central to their cause. The
Pbortion Repeal Movement is a clear-cut example of the use of this
strategy. It was the kind of issue that dealt with the right of women
to contol their bodies in whatever way they choose. As organized
health consumers, women and other sympathetic groups, focused their
energies on the legislative bodies to abolish existing abortion laws.
Through the success of the abortion repeal experience, women have come
to recognize their considerable leverage with a system as powerful:-as
the medical one.

~ A:second type of involvement, which will be the prime focus
of this thesis, is the creation of alterhative medical settings to pro-
vide health care for women. The women setting up these clinics see
their energies best realized by giving substance to the right of women
to control their own lives and bodies by providing free medical care
run for and by women. Although there is some variation in the goals and
functions of these clinics, most are designed to provide routine medical
services, emphasizing the teaching/learning relationships between pa-
tients and staff, health education and preventive care. Women's clinics
provide a concrete situation in which women can learn and share medical
as well as organizational skills, offer some badly needed services, and
serve as a model of decent health care.

The third, is the self help contingent which is becoming a

growing and controversial outgrowth of the women's health movement.
Its main thrust is to assist women to learn about their bodieQ, to be

better able to care for themselves when possible, and to challenge the
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mystique and performance of health providers. "Do-it-yourself gynecoloay",
a popular conception of the self-help concept, is, on the simplest level,
examining a woman's own reproductive organs. Self-help is a form of
preventive care, not an end in 1tseTffaBy lTearning about their bodies,
women feel they will be better able to provide health care for themselves.
To a large extent, there is a significant ovetlap in the activi-
ties of these groups of women. For example, some women's clinics also
involve themselves in working with community aroups to pressure health
institutions and in emphasizing the self-help concept in their clinié¢'s
operation. Implicit in each of the above mentioned activities which
women have. joined in increasing numbers, is the belief that women have
to work together in order to challenge the practices in the health sys-
tem which they feel:have persisted for toollong. Requisite to achieving
this, they éee their passivity which they have assumed for so long to
be one of the first changes that must be made before they can bring
about changes and regain contro] over their own bodies. Vomen must
rely on themselves, rather then solely on doctors, which they had in
the past. In its entirety, "the womens' health movement is seen as a
significant force which asserts that only by becoming active participant
in health care, will there be any chance of improving the Americaﬁ
health care system."44
The implications of this movement are several. First, it is
being asserted that professionals have no intrinsic expertise about
the wisdom of health care. Second, it is being demonstrated 'that the
public can participate in deciding what the health system should be like.
Third, and perhaps most central to this thesis, is the belief that indi-

viduals have the power to decide their own fate.



39

Oriains of the Women's Health Movement

Why did a women's health movement emerge? Did it incorporate
some of its goals and strategies from the experiences of other, already
existent movements? = Acquiring empirical evidence as to the origins
and goals of a national movement is a difficult task in and of itself.
This is further complicated by the fact that the women's health movement
is a movement-in-progress, and 1ittle has been written about its recent
history. Drawing from the limited literature on the women's health move-
ment, thereiis some agreement that its development, and particularly that
of women's health clinics, represents to some extent, the overlapping
of three existent movements: the women's liberation movement, the
evolution of the counter-culture; and the Free Clinic movement. It
has also been postulated that it has historical antecedénts.45

My purpose in attempting to relate the wqmen's health movement
to ongoing movements is threefold: (1) to place the objectives and
experiences of this movement into a broader framework in order to better
evaluate -its goals and efficacy for actualizing them, (2) to demonstrate
the broad-based support which this movement potentially has in striving
to achieve its goals, (3) to illustrate that the activities of the move-
ment tie into larger movements dedicated to bringing about some degree
of social change in our country.

Today's women's health movement is not without historical
antecedents. In the 1830's and 40's, feminist and working class groups
formed the backbone of what was then called the Popular Health Movement.
The Movement was a radical assault on medical elitism, and on affirmation

of the tradition of people's medicine. Licensed doctors were criticized
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as members of the "parasitic, non-producing classes": unver$ities were
denounced asAp]aces where students "learn to lock upon labor as servile
and demeaning.“_q6

An:outgrowth of the movement was “Ladies Physiological Sociéties"
which were the equivalent of today's know-your-body courses. They flour-
ished throughout the country and involved large audiences in learning
about anatomy and personal hygiene. The emphasis was on preventive care
and numerous other issues women could relate to.

The peak of the Popular Health Movement coincided with the
beginnings of an organized feminist movement. Accounts state that:
"The health movement was concerned with women's rights in general, and
the women's ‘movement was particularly concerned with health and with
women's éccess to medical training.“47

This health‘movement was not just a movement for more and
better medicalicare. Likg its successor, the women's health movement,
it sought a radically different kind of health care, and was a challenge
to the prevailing medical dogma, practice and theory. |

Women's Liberation

Perhaps the strongest infTuence on the women's health movement
has come from within the ranks of the national women's liberation move-
ment. Essentially, the thrust of the women's health movement is an
extension of the ethos of the larger women's movement which believes
that women should have the right to control their own lives and bodies.
The goal of most factions within the women's liberation movement (of
which there are several) can be summed up as follows:

| "Women today, like Blacks, Mexican-Americans, Vietnamese,
etc., want to be people in our own right: in order to

be respected for ourselves we must fight those forces
in our basically coppressive society which oppress us as
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- women. We need to assert ourselves against those

forces that have controlled our bodies and ignored

our minds. Since the alienation of women from

‘their own bodies has been one of the main aims of

male domination, we must take control of our own

bodies before we can liberate our minds and be our

own people." 4
The method$ for actualizing these goals have varied widely, depending
on the branch of the movement being described. Some advocate a na-
tional organizational structure which utilized the tools the system
provides to effect reform for wbmen's rights. Others, which have been
more influential in the development of women's clinics, perceive their
activities as being more radical and directed toward liberating women
rather than reforming their status. This branch has been the major
source of nelw feminist ideas and its accomplishments have ranged from
the development of many alternative institutions, to the creation of
a broad-based coﬁstituency,‘involving ever-increasing numbers of women
into the movement. Their emphasis has been on personal change, as a
means to understand the kind of .political and social change desired.""1

Rise of Counter-Culture

The growth of the women's health movement which has spawned
the development of alternative models for delivering health care, can
be seen as an outgrowth of a larger movement in this country, popularly
referred to as the counter-culture. This movement which was hoped to
be the beginnings of a social revolution in America, developed out of a
realization that:

"We are powerless and have lost the ability to
control our lives and our society. Ve have be-

"~ come alienated from ourselves and from other
people and 1ife around us." S©

The proponents of this counter-culture believe that changing the structure
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of our institutions and society without changing the consciousness of

its consumers and providers is a futile attempt at bringing about social
change. This "hew consciousness" which characterizes the counter cul-

ture believes in the celebration of the uniqueness of individuals; the

need for education that will enable people to use technology, control

it, and give it direction to serve the values and needs chosen by the
people; and the search for satisfying and non-alienating jobs and life
styles which facilitate the foStering of mutual aid and self actualization.

Free Clinic Movement

_The rapid growth in the past six years:of free clinics, a new
kind of center for the delivery of health care services, has certainly
been a prime’ force in the emergence of the women's hedlth movement.

"Free clinics in many respects, distill the experiences

and beliefs of the New Left, underground culture, Black

Power advocates, and OEO0. The vision of the free clinic

movement is founded on the twin convictions that: the
Ay American medical system does not meet the people's needs;

and the Pmerican medical system must be radically restruc-

tured!” S! B

There are many distinctions among various free clinics depending
on the purposes for which they were established and the resources avail-
able to them, yet overall, there are more similarities than differences.
In capsulized form, free clinics share the following principles: (1)
health care is a right and should be free at the point of delivery; (2)
health services should be comprehensive, unfragmented and decentralized:
and (3) medicine should be demystified and deprofessionalized.

There is a larce degree of overlap and similarity between this
form of free clinics and those created by women's groups. However, in
a number of cases, women's clinics are in part a reaction to the overt

sexist treatment women were receiving at regular free clinics. Many of
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the moralistic and insensitive overtones which characterized traditional
medicine vis a vis women were carried over to these "alternative" health
settings.

Common Theres

In these seemingly different social developments several com-
mon themes emergé. To some measure, these simi]ériteis’fnv01ve the
growing dissatisfaction with many segments of our population that are
adverse]y affected'by some aspect of American society. Anothér, is the
1ncrea51ng ro1e of the pub11c in participating in the strucgle to make
services and institutions more respons1Ve to their needs, and in so
doing, str1v1nq for a oreater deoree of self determination. Conse=r <%
quent1y, there has been an emergence of a new class consciousness which
seeks to rpct1fy their alienated and unrepresented status vis 3 vis
our service 1nst1tut1ons.52 -

Perhaps, the most compe111ng and unique aspect which these
movements share and which bears most strongly on the development of
women's health clinics, has.been the growing involvement and preference
of many individuals to work co]]ect1ve1y in creat1ng alternative set-
tings and services. |

'Hopefu11y by recapitulating the general objectives of the
women's health movement, its emerqence on the Amer1can health scene
will no 1onger be viewed as an isolated event which was responding
primarily to women's awareness of how they have heen mistreated by the
health sysfem;“Rather, it can be seen as the culmination of several
on-going moVementS which have provided some direction, structure and
support to the vomen's health movement.

" As mentioned earlier, the principal goals of the women's
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health movement are to reject the professional dominance and patriarchal
nature of our health system; to enable women to regain control over their
own lives and be their own health managers; to press for a reorientation
in the underlying assumptions in our health system which affect the ways
in which medical cafe is controlled, organized, and delivered; and, when
necessary, to create alternative means by which the health needs of

women can be served.

Thus, like free clinics, the women's health movement seeks to
deprofessionalize and deinstitutionalize medical services to meet the
needs of its constituents. Consonant with the counter-culture; women,
collectively involved in issues of health, are contributing toithe cre-
ation of a new consciousness whose aim is to move away from their objec-
tified, alienated status in society by revitalizing and reasserting the
uniqueness which women possess. By focusing on the rights of women to
control their own bodies, the women's health movement has given substance
to the main rallying cry for.the women's liberation group.

The advent of women's clinics is a cllmination of several forces
which have been developing over time. Primarily, the impetus for their
creation has come from the women's health movement in which women have
collectively realized the problems inherent in their relationship to
the health system and the need to change it.

In the chapters that follow, I will describe the nature of
these clinics, which have been a new phenomenon on the health care scene.
Issues to be explored will be concerned with the various functions, goals,
and services which these centers fulfill; what some of their unique
characteristics are which make them worth studying; how their activities
relate to the larcer women's health movement and its efforts to change

vomen's status vis a vis the health system,



CHAPTER 4
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~ WOMEN'S CLINICS - OVERVIEW AND GENERAL CHARACTERISTICS

J:‘The idea of women's c]fnics is an exciting and forceful one
thatwis cbreadinq in popularity and appea] throughout the COuhtry In
Berkeley, Seattle, Ba1timore New York and Boston women have gotten
together to plan and operate these alternative medica1 settings As
described in the previous chapter women's clinics are not without pre-
cedence. For examp]e, in 1916 Margaret Sanger established the first
b1rth contro] clinic for women. Materna1 and child health programs
were deve]oped hy Public Hea1th departments. The 1950's saw the advent
of comprehens1ve female health clinics operated by non-physicians in
rural, low-income areas of the South.

| Un11ke these historical antecedents which were primarily

concerned with providing services to give specific needs that weren't v
béing met by the existing system, today's women's clifics are seeking
to redirect the focus and practice of medicine to better serve women.
To this end, women are experimenting with new concepts and forms of
providing medical care for women. They are focusing their energies on
seeking ways to improve the present modes of delivering health care.
To recapitulate, these women are seeking to become their own health
managers; to become active participants rather than passive recipients
of medical care; to revive the personalized, educational, and preventive
aspects of heaTth care; and, to return to women ultimate control over
their 1lives and bodies.

Out of these concerns, shared by most women's clinics, have

grown a set of goals which determine to a large extent the functions,
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characteristics, and outcomes of these clinics. In this chapter, the
features of women's clinics that make them a significant model for
delivering medical care will be discussed. Though I feel that there
are many similarities among clinics, I cannot offer comprehensivé data
to sUpport this assumption. This account is based on my:own analysis
of the very 1imited number of readings available about women's clinics,
and my varied contacts with individuals directly or indirectly involved
with these clinfes. My thesis; therefore, should be viewed as a pre-
liminary investigation of a recently emerging trend, rather than as a
definitive study of women's clinics. Thus the reader may extrapolate
from my findings, but they do so at their own discretion, since my main
concern is to deschibe, as best'I can, thé salient features of these

clinics which are growing in number and vitality.

ol

“WOmen's)clinics,havelformu1ated a number of goals which de-
veloped as a response to the numerous diffiéu]ties which women have
had with the“existiﬁg health system. These goals, which largely de-
fine the focus of the activ{tigs and functions of women's clinics, are
upheld to a greater or lesser}extentin most clinics. Depending on the
philosbphicalrand/or pbliticéT 6rientation? of the clinic, some goals
are given‘gfeater priority than others.

Perhaps, the goal which is most commonly’upheId by women's
clinics and‘wﬁiéh is their "raison d'@tre," is to provide a model of
vhat they consider to constitute decent and humane health care for wo-
men. cher goals designated by women's clinics are: to provide direct

services for women; to enable women to be their own health managers;
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and.to‘provide.opportunities for the staff to learn and grow from their
clinic involvement. | N

Many women's clinics see themselves as.prqviding an example |
of what they consider‘to}constiiute good health care and to pfovide a
mode]:for‘the future. Implicit in this model which partially redefines
health care 1$ the beiief that health care should be demystified, de-
professionalized, non-patrierchal, free at the point of delivery, and
comprehensive. Because these are not the realities 6f the present medi-
cal system, the‘idea1 must be created to prove that it can exist before
it can be demanded of the hea]th system. ‘To this end, women's clinics
.are demonstratina new roles for both consumers and health workers in
the medical encounter and overa11 cTinwc operat1on In addition, chanages
in organ1zat1on and decision-making are beinq tried to move away from
the hierarchy and professional dominance which pervades traditional med-
icine. Emphasis is being‘redirected from purely curatiVe and erisis
care to preventive care and health education.

A second goa] he1d by these clinics is to prov1de direct, per-
sonalized services to women, which were either not being provided by
the existing system, or, if they were, not being delivered in the way
women wouId‘prefef. In additfon, these clinics were designed to pro-
vide a place for women who were turned off or turned away from the
system could get treated.

Another goal of the women's clinics is to provide women the
opportunity to be their own Bealth managers. By increasing the indivi-
dual initiative and participation on matters pertaining to health care,

it is hoped that women patients will begin to feel as if they have more



48

control ‘over their bodies and Iives,‘rather than allowing decision-
making and control to be the responsibility of the omnipotent physician.
For the staff, a goal is to provide opportunities by which they can
learn and grow from their involvement in the clinic. It is recognized
by many clinics that in order to deliver health sebviées td‘women sen-
sitively and effectively, it is essential for the staff to grow and
adapt to the changes that natUra11y occur in all facets of the clinical
setting. -

Implicit in these goals which are expressed by women's clinics,
is the hope that the various aspects and experiences of the c]inics will
have an impact on the way services are delivered in the larger system.
By creating a model of decent health care for women, prdviaing active
learning opportunities for women to be their own health managers, or
by organizing and directly confronting medical institutions, women seek
to change and restructure the health system.

Many of these practices have been tried in traditional health
settings or have been proposed by others in health fields. However,
women's clinics are attempting to incorporate the entire package of

goals and techniques into their operation.

Aggroaches |
; Nomen's clinics have employed several different approaches
to actualizé their goals. Many of these approaches reinforce and com-
D1ement;each other, which serves to strengthen the clinic operation.
Those abproéches which are characteristic of most women's clinics are:

transfer of skills, client advocates, job rotation and paramedics.




49

These different approaches relate, in some ways, to the stated goals
of the women's health movement.

 Transfer of Skills

A basic tenet of operations in women's clinics is the trans-
fer of skills from staff to patient. There is a sharing of information
and knowledge about the medical procedure which has traditionally been
withheld from patients. At most points during a woman's contact with
the clinic, she is told what fs being done to her, for what reasons,
and how it will feel. When possible, the patient is encouraged to
Took at herself while she is being examined; or is shown how a certain
treatment or test is administered. For simple procedures (such as
self-examination with a vaginal speculum), women are instructed on how
to perform them.

By putting a major emphasis on:the teaching/learning relation-
ships between patiénts, staff and doctors, several goals of the women's
health movement are put into practice. When women learn about their
bodies and how they work, they are beginning to reclaim that part of
their 1ives which they have an intimate right to understand and control.
Through thé self awareness which is gained by this transfer of skills
and information from providers to patient, women are put in a better
position to determine for themselves the quality of health care they
will receive. When a women is knowledgeable and informed about the
medical procedure and can participate in the medical eﬁperience, she
is moving towérd a decreasing dependence upon the "wisdom" of her

physician which has characterized traditional medical practice for so

Tong.
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- The skill transfer system thus serves to demystify medicine
by explaining the medical procedure and showing women that they can
assume active roles in their health care. With this arrangement, women
are no longer confined to the role of passive consumers. They are helped
to become more informed and intelligent users of the health system, and
can place demands for decent care in later contacts.

-Furthermore, this practice moves vomen closer to their goal
of making medical care more of a cooperative venture rather than one
based on competitive and power relationships. By respecting the woman
as patient and giving her a role as learner, these clinics are moving
away from the objectification of women which has hampered their devel-
opment of self-respect and confidence.

Client Advocates

- - In many women's clinics, the use of client advocates has been
initiated as a basic part of their clinic operation. The role of the
client advocate is to (1) help the patient understand the procedures,
assure follow-up. and referral if necessary, and protect the patient
from medical abuse, and (2) raise the political consciousness of patients
by informing them of the philosophy and intent of women's ch’nics.s'3

Many have likened these advocates to community aides for other
social services. Client advocates are either paid or non-paid individuals
both from the community and elsewhere and are considered to be an integral
part of the clinic's staff.

In ofder to become a client advocate, a woman is usually trained
for a period of time ranging from several weeks to months, depending on

the responsibilities which she will assume in the clinic. Some advocates
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are trained to counsel women patients or lead "rap" groups on birth
control and general health issues. Others have been trained to do
simple medical tests or assist in examining the patient. Training
programs are initiated and assembled by the advocates themselves, or
by the staff of the clinic. Oftentimes, health and social service
professionals from the community volunteer their time to the prepara-
tion and/or training of client advocates.

| The actual job of the client advocate be@iins with the patient's
first contact with the receptionist. At that point, the patient is given
an advocate who takes her medical history or collects the file if the
patient haé come -before. In discussing the patient's complaint, a rap-
port is built up between patient and advocate which personalizes the
medica]"encounter for both. In creating this bond, the patient is apt
to feel more comfortable about discussing her personal attitudes toward
her health problem and the forthéoming encounter with a physician. In
addition, it allows the advocate to communicate some of the goals of
the clinic to the patient, such as, why women run the clinic, why its
important for women to control their own bodies, and what distinguishes
a women's clinic from other medical settings.

Another function which the advocate often serves, is to ac-
quaint the women patients with other aspects of the clinic's services.
Since many of the problems which motivate women to seek health services
require more than purely medical attention, some clinics have created
supportive services and activities to meet these other needs. For
example, a young woman who has complained of headaches and backaches

may seek treatment for these problems. However, in the discussion with
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the client advocate, the patient talks about her problems with her
young children and her concerns about meeting their needs. The advo-
cate may decide to tell the woman aboqt the youn¢ mother's group that
meets at the clinic during the mornings and will suggest that she at-
tend. Thus, efforts are made to view the patient in more than just
purely medicaI terms. lthere appropriate, the multiple facets to a
health problem are dealt with.

The advocate infro&uces the patient to the doctor and is
frequently present during the examination to make sure that the patient's
needs are met, since in some cases, the woman might be reluctant to
explain her health problems to the physician, as she did to the advocate.
Other roles of the advocate are ensuring that the patient understands
the medical treatment, and that a follow-up appointment is made if
needed. If a referral is made to other facilities, in some cases an
advocate might accompany the patient or keep in contact with her
to discuss the outcome of the visit,

- Many of the advocates were once clients themselves, which
serves to involve more women in the actual running of the clinic. This
consumer-as-provider process is one;which‘often characterizes many
women's clinics. Thus their participation in the clinic helps to per-
sonalize the patient/provider encounter, and contributes to attaining
continuity of care which is a fundamental goal of most women's clinics.
Some feel that the client advocate system is the most promising aspect
of these women"s clinics .54
Job Rotation

Some clinics have instituted a formal job rotation where
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members -of the staff rotate responsibilities. Theybelieve that all
areas of work in the delivery of health care in the clinic are of

equal importance, and deserve mutual respect and cooperation. In
addition, by rotating and sharing responsibilities, the hierarchy which
has pervaded traditional medicine is being challenged. One way this
has been tried, is by having the health worker perform all of the cli-
nical functions which a particular patient will need, such as taking
her medical history, to the aEtual examination, lab work, treatment

and follow-up.

Another method is to assign each provider a different respon-
sibility e§ery time that she is working in the clinic. For example,
one night the staff person is providing direct service to a patient,
and the next week she might be meeting with local groups to plan a
community based health activity.

In practice, however,’neither one of these methods of job
rotation has been entirely utilized. Physicians are usually exempt
from such rotation, since they are in such short supply and their time
is carefully spent to deliver needed services, teach staff and patients,
and guide the work of paramedics. Thus, those clinics who have most of
their staff trained to do similar jobs (such as client advocates and
paramedics), this approach has been followed.

Paramedics

. The use of paramedics is one of the strongest elements of
women's clinics énd seems to be growing in popularity. Generally, the
paramedics have had no previous medical training. They are usually

trained at the clinics by doctors and by each other, in classes, and/or
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while on the job. "A typical training course includes a series of
lectures or discussions on the menstrual cycle and birth control,
on pregnancy and its effects on prenatal care, on abortion, urinary

tract infection, vaginal infections, sexuality and counseling on all

these subjects."5§,

The paramedic begins her work by assisting a previously
trained paramedic and a ddctqr during examinations. To avoid the per-
petuation of using patients as teaching material, which is antithetical
to the philosophyof the wbmen's health movement, the paramedics ask
their patients' permission to observe the exam.

After a period of about 12 training sessions when the new
‘paramedics have developed their skills and gained confidence in their
newly acquired knowledge, they assume the responsibilities of the para-
medical functions. Although paramedics are required by law to work
with a supervisory physician, they perceive their roles as being more
than merely doctor's assistants. While the doctors must check their
examinations and diagnoses and write prescriptions, the paramedics may
do a routine pelvic exam, fit diaphragms, take tests for cancer and
vaginal infections, do breast exams, test for pregnancy. In addition,
paramedics adhere to the principles of job rotation and transfer of
skills., In S0 doing, they are involved in most aspects of patient
care from takino the h1story, examining the patient, to counseling and
teach1ng the patient about the procedure and matters perta1n1nu to her
health care.‘

M To further the goal of cooperat1ve rather than hierarchical
care, thé paramedxcs part1c1pate in the discussion and diagnosis of

the pat1ent s case along with the doctor and patient herself. Also,
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theytp1éy an'equa1 role in determining the policies of the clinic.

The women who become paramedics were usually themselves treated in a
women's clinic and felt an affinity with the ideology of women becoming
providefs of care. Some paramedics are women who were dissatisfied with
their treatment in other medical settings and wanted to participate in
furtheringythe goals of the women's health movement.

" By engaging women in these provider positions, much is being
done to change tfaditiona] sex roles to which women have been accustomed.
womén patients can see that non-professional people are able to learn
about medicine and are willing to share their skills with others. At
a meéting I attended for women interested in paramedic training, those
women who had been working as "paras" in clinics, felt that the confi-
dence that théy developed on the job could not be underestimated.

The ‘concept and practice of women as paramedics, along with
transfer of skills, job rotation, and client advocates are reinforcing
the goals shared by most women's clinics that health care should be a
cooperative venture, and that women should regain control over health

matters.

Functions

A number of functions are served through the activities of
women's c]inits. As with most aspects of these clinics, the functions
served depend on a number of interrelated variables: the goals and
objeciives of the particular clinic; the nature of the client popula-
tion and their health needs; the orientation and skills of the clinic
staff; and the resources available to perform its functions.

The provision of direct services, as well as learning oppor-

tunities for both patients and health workers are examples of functions
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that are clearly observable in the clinic activities. Less tangible
are those functions involving activities which‘seek to challenge and
change.thevdelivehy of health care. Another set of functions that

are difficult to describe and delineate are those that affect the men-
tal health of both workers and patients. -

Perhaps the most basic function of women's health clinics is
to provide needed medical services to women of a particular community.
Depending on the nature of the clinic's staff, facilities, and client
needs, the service mix usually resembles basic primary medical care.
Services can include diagnostic and preventive procedures, treatment
for routine medical and gynecological problems, well-baby care,‘and
mental health and counseling. If a clinic has enlisted the services
of doctors with specialties, its range of services can be increased.

Along with providing direct services for women as patients,
some women's clinics are providing learning oppbrtunities for the
women who work there. Women can be trained to perform various func-
tions while they are assisting in the clinic, i.e., lab work, counsel-
ing for clients, leading rap groups on birth control and general health
issues, and administrative skills. Thus, women's clinics provide a
concrete situation in which women can learn and share medical as well
as organizational skills.

In broader terms, some women's clinics describe as one of
their functions, to be an "instrument of change" to restructure the
health system. In some instances, women's clinics provide a focal
point around which political and community organizing activities can
take place which‘are aimed at bringing about some degree of change

in the way health is delivered in the community. In purely logistical
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terms, the wbmen's clinics can serve as a base where community and health
workers can meet to discuss issues of common concern. One example of

an activity that grew out of such meetings is the initiation by one
women's cjinic of a community wide campaign to pressure city officials

to establish a comprehensive health facility.

Furthermore, most of the women working in these clinics are
volunteers and they are afforded the opportunity to view-and criticize
health care from the inside looking out, which is not often possible
by other means to nonemployed persons.56 Despite what would seem to
some as a periferal role in health care delivery, these women are in
a position to express militancy and criticism of the health system.

Since they are directly involved in delivering health éervices and not
outside observers of the system, they are supported by the many other
women who are devoted to bringing about changes.

Another function that women's clinics serve, is providing an
opportunity for women who ,would normally not portray themselves as health
activists, to become informed and involved in the politics of health
care. Whiie availing themselves of badly needed services, women who
wouid otherwise have little opportunity, are exposed to the women's
health movement. This exposure takes place through the conversations
with client advocates, the literature available in the ¢linics, and
"rap" groups in the waiting area, which all contribute in some measure,
to heightening the women patients' consciousness of health issues. To
what extent this awareness has led to action and involvement has not
been documented. I would postulate that the women exposed to such con-
versations and literature would at the least be sympathetic and supportive

to the eéfforts of the clinic to organize and press for changes in
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health care delivery.

Mental Health Functions

_ For the women involved both in the creation and operation of
women's clinics and those who are consumers of the services, the clinic
serves maﬁy~sociotherapeutic functions for them. For women patients,
in coming tb‘a‘médica1'setting which was specially created for treating
women's hea]th‘problems, they experience feelings of being accepted,
understood, speéiél. By treating a women in a sociomedical rather than
solely medf¢a1 frame of reference, many women find their héé]th needs
leg%timated and understood. Symptoms which are often overlooked, denied
orﬁmfstréated in traditional health settings, such as menstrual cramps,
héadacheé, nervous tension, are dea]t wfth by womén who have probably
also experienced similar symptoms.

| 'Fbr many women who had no previous outlet for expressing pro-

bTems in 1iving which often manifest themsé1ves‘in physiological symptoms,
WOmeh'éAc1fnics are pfoviding such an outlet. Individual or group coun-
seling, "rap" groups, and discussions with client advocates provide such
opportﬁnitieé for women to air their concerns. Another aspect of wo-
men's clinics which has sociotherapeutic effects on the women who are
both consumers and providers is the emphasis on health education and
body knowledge. The :understanding of one's body and how it functions
gives many women feelings of power, greater confidence and self pride.

| ~ Some observers have said that the women's clinics have a more
profound effect on the attitudes and life experiences of the health
workers thehse1ve§ than on the female patients. This may be true due
to a number of factors. The clinics are largely cooperative ventures

which creates a milieu characterized by mutual aid and oroup involvement.
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To a large extent, women's c1infcs are innovative alternatives which
provide an atmosphere of human relatedness.. In an article on "Women
and Volunteerism" which speaks to the experiences of women's clinics,
the author states that:

"The sense of achievement that results from working

together with others to effect action is a feeling

not easy to duplicate among co-workers in the context

of a job. The experiences of brotherliness among

union members in the heyday of trade union formation

was probably akin to this excitement. s

Women 1n pos1t1ons of respons1b111ty gain a certa1n amount of
conf1dence and self respect from runn1nq their own 1nst1tutions Psychi-
atrist Thomas Szasz recently remarked that women as a group are insecure
because they»lack power?{ By volunteering in a women's health clinic,
women are allying themselves with an activity which rivals the dominant
health inst{tutions ahd a male dominated profession. It is not unrea-
sonable to assume that women must certainly fee] strength and power by
being involved in such a venture. In addition, by mastering their roles
in these clinics, women who have felt 1nfer1or and frustrated because
of their unproduct1ve, domestic ghores and their m1§sed opportunities
for training and education, are working toward gaining a sense of self
respecf and motivation to actualize their abi]ities. |

| Working as a volunteer in»a women's clinic also provides wo-

men?‘opportunities to try out a new environment and various roles.
The néw and challenging roles and responsibilities offered by women's
clinics give some women an opportunity to try a new role. For others,
it acts as a first step to prepare women for paid work by bolstering

their confidence and helping them master needed qualifications.

By partakfng in challenging and innovative health settings
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like women's clinics, women are not only extending the clinic's program,
acting as catalysts for societal change, but are at the same time, find-
ing self satisfaction and new found confidence in their roles.

General Characteristics

Even though the number of women's clinics in this country is
1imited, there are minor variations among them. Some may be founded
by a group of women interested in pooling together their skills as
paramedics to treat the gynecological needs of women. Others were cre-
ated to provide direct services for a community where the health re-
sources for women are severely limited. In some cases, they are founded
by politically active women who are seeking to develop a constituency
by which they can pressure health institutions for change. When examined
closely, one can identify many characteristics which women's clinics
have in common. Those that I will briefly describe are: scope of
services, organization, decision-making, financina, staff and patient
characteristics, and physical facilities.

Scope of Services:

The services provided by a particular women's clinic depend
on a number of factors. The prime determinants‘of services are the
goals and objectives of the women in the clinic; types and amount of
funding; the expertise and/or orientation of the clinic staff; the
facilities and equipment to which the providers have access; the health
needs of the population to be served; and the number and type of al-
ternative and supportive health resources available to the community.
In terms of direct medical services, women's clinics offer either one
or all of the following: gynecological and birth control services,

routine medical care, well baby care, and mental health counseling.



61

Those specializing in providing gynecological services,which
include the majority of clinics, concentrate on diagnosing and treating
vaginal and urinary infections, prescribing and fitting various birth
control devices, and testing and counseling for pregnancy. The pro-
viders of these services are either gynecological paramedics working
under the SUperViSion of a physician,or, by a licensed physician herself.

~ Some clinics do not restrict their services to just gynecology.
They aim-to treat the general and minor health needs of women and con-
sequently have a wider variety of services and health workers. In nar-
row medical terms, the clinics are not equipped totreat very complex
medical problems usually dealt with in a traditional primary care set-
ting, due to Timitations in facilities, time and staff. This presents
a conflict between a goal of the women's health movement for comprehen-
sive medical care and the capabilities of the clinics to meet this end.
To attain the goal of comprehensiveness, some clinics have recruited
specié]ists such as gynecologists, pediatricians, and internfsts. Others,
have tried to emphasiie the preventive and follow-up aspects of medical
care which contribute to a comprehensive approach. To this end, periodic
check-ups and tests are encouraged, and where péssib]e, self examination
techniques are taught. Despite these efforts, some critics have said
that "...the medical attention provided in these clinics is that of a
neighborhood first aid station, if such a thing existed. Most clinic
services don't extend beyond routine intervention and screening;..."s8

Another category of services that women's clinics offer is
related to health education for the public. Women working in clinics
have often been invited by community groups, agencies and schools to

hold seminars, give lectures and classes in issues concerned with
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women's health. For some, this has taken the form of speaking to a
local high.school class about birth control and sexuality. Others,
have interpreted this service function by holding various classes in
the clinic about public concerns, such as alcoholism, dieting,;ahd
drug use.. ,

Counseling is a large part of a women's clinic operation since
they believe that a woman's medical needs are psychological as well as
physical. Women can avail themselves of many types of counseling.

They have the option to discuss certain questions and conflicts which
troub1etthem'withvthe help of their client advocates. This takes place
on either an individual basis, or, if they prefer, they can meet in a
group to discuss these concerns with other women. These groups can .
bé very informal and spontaneous, or highly structured around a parti-
cular topic. A heavy emphasis in some of these groups is on conscious-
ness raising and on body knowledge. Some clinics have mental health
services which include individual and group therapy for women led by
trainea therapists. If long term therapy or psychiatric treatment is
recommended, efforts are made to refer those women to appropriate set-
tinés. _

- As previously mentioned, women's clinics provide varied op-
portunities for training women interested in the health care fields.
For women seeking to become paramedics, much of their training takes
place within the context of the clinic operation. Client advocates,
lab- workers and counselors learn many of their skills while on the job.
0f great concern to these women, is to avoid exploiting and humiljating
the women patients while they are being trained. To avoid taking ad-

vantage of patients, permission is asked of the women to have a trainee
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present during the examination, etc.
Since most women's clinics are not equipped or staffed to
provide the complete range of services of traditional primary care
settings, or hecause of an excessive demand for their services as com-
pared to the supply, they must rely on referrals to other facilities
and services to fil1l in the gaps in treating their patients. Some
-clinics turn away and refer elsewhere a significant number of would-be
patients. To avoid repeating the mistakes of traditional medicine,

the women's clinics devote much energy to making appropriate referrals
to services that a woman can afford and which have been assessed by

the clinic to provide quality care.

| Perhaps, the most frequent instance of patient referrals is
for abortion. Women health workers have carefully evaluated many
‘abortion clinics and serviceéﬂ and maintain strict standards for quality
of care, cost, and concern for the individual. If the abortion experience
is likely to be tfaumatic for a woman, it is not unusual for a client
advocate or other health worker to accompany her through the ordeal.
Fo1jow—up examinations and counseling are suggested and arranged to in-
sure that the woman-has fared well both physically and emotionally. If
one or more women have unpleasant and troublesome encounters at an
abortion c¢linic, contact is made by a heé]th worker to investigate the
matter, and if warranted, the clinic will not only cease referring its
patients there, but will also inform other women's groups to exercise
caution with respect to that service. This commitment on the part of
the woman health worker to follow a patient through a medical procedure
Tike an abortion, and that of the patient to report back her experience

at a particular facility, has in many cases contributed to making the
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delivery of medical care accountable to its users. By disseminating
information about certain services and facilities and by‘maintéining
contact with other providers of care, a network is being established
which is committed to monitoring certain facets of the medical system.
A resource recently developed by the National Women's Health Coalition
is an "abortion clinic monitoring kit." This kit includes regulations,
standards, and cost ana]yses'and is desianed to assist individuals ahd
groups of women in evaluating abortion clinics.”’ |

When a clinic iS both interested and équippéd to broaden its
concept of health care from focusing on the individual to including
care of the communify, it is possible for the clinic to provide certain
outreach services. For example, in one local woman's clinic, they have
implemented a program of screehiﬁg for lead paint poisoning in neighbor-
hood children. As a recognized health resource, the city entrusted them
with the responsibility to test for this serious childhood health pro-
blem by giving them equipment and referfing children to their clinic,
This clinic is:one of three -that are providing the service in the city.
Unfortunately, it is a rare clinic that is not so bogged down in keeping
pace with excessive service demands that can branch out to provide
services to the total community.

Organization

To further the avowed goals of the women's health movement of
deprofessionalizing medical care, giving women control over health, and
making medicine a cooperative venture, women's clinics have adopted a
special type of organizational structure. These clinics are effectuating

an alternative to the pyramidal and hierarchical organization which
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characterizes traditional health and "helping" settings. Conceptually,
the organizational structure is horizontal rather than vertical which
encourages staff relationships without status differentials. The peer
organization of the clinic, along with the self-selection of vb1unteers,
has helped to bring the clinics closer to their goals of deprofessional-
ization and democratization in the clinic operation. The non-hierarchical
milieu of the clinic helps to produce an egalitarian, mixed staff which
minimizes special expertise, rank and status. In addition, it facilitates
the sharing of responsibilities and the participation by the entire

staff in the clinic's decision making process.

v .. Cooperative rather than top-down organization along with the
ethic of sisterliness which characterizes many women's clinics has also
had an effect on the nature of the client-provider interaction. By
bridging the gap between staff and patients, and by diffusing authority
within the clinic, there is likely to be more communication among all
health workers and between patients and staff.

Decision-Making and Control

In the inception of women's clinics, it appears as though
effofts were made to.achieve new forms of decision-making which were
alternatives to authoritative and top-down control characteristic of
most medical institutions. A basic belief of women's clinics is to
strive fbr.consumer, staff and community participation in decision-
making, since it was apparent that these groups were usually denied
opportunities to partake in the design of policy and actual control of
medical care.

In reality, decision-making occurs on many levels in the op-

eration of women's clinics. Daily administrative decisions that arise



€6

are usually made by the staff volunteering on that particular day or
evening. Medical decisions occurring during clinic hours are generally
made by the doctor, with the cooperation of paramedics and/or client
advocates, and, with the agreement of the patient, herself. Decisions
relating to overall clinic policy are handled in‘different ways. Some
clinics have a board made up of community people, staff workers and
consumers who help to formulate policy. Others have frequent and more
informal meetings with staff, interested community individuals and con-
sumers to discuss clinic policy. In those , which are operating out

of an already established free c]iﬁic or other medical facility, there
are policy guidelines that must be adhered to which were already formu-
lated by a group other than the women at the c]inic._

‘» Since,the ephi; of ega]itarianism is upheld in most women's
clinics, efforfs are made to avoid deferring decision-making to the
physicians. However, this is not always possible. Due to the fact
that physicians are not nearly as available as other health workers
(especié]1y female doctors),'that their time is volunteered, and that
they are a vital part of the‘clini¢a1 operation — tﬁere has developed
to some degree, a situa;ion in which the staff_must cater to the needs
of the physicians on duty. For example, when the ﬁhysician in charge
of supervisfng the work of paramedics is unable to attend the clinic
night, medical services must be cancelled or rescheduled for another
evening. This is a point of contention among some women's‘clinics since
it betréys the practice of deprofessionalism which is so highly valued.

| Due tb the enormous time and energy commitment which is vol-
unteered to run women's clinics, the goal of involving patients and

community in decision-making and control is often more rhetorical than
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real. So far, though, there have been no instances to my knowledge,

of consumers and community people seeking increased participation in

this area of the clinic's operation. Perhaps, this is partly attributable
to the fact that the women volunteering at the clinic are representative
of the community, and, that the services and operation of the cTinic,are
consonant with the needs and expectations of the consumers and staff
involved. Despite rationalizations, several critics of women's centers
and some provders interviewed have voiced a concern that more partici-

pation be encouraged in the near future.

v Financ1nq

S1nce women s c11n1cs depend4a1most exclusively on volunteer
he]p, and on donat1ons of supp11es and equ1pment they therefore -operate
on extreme1y modest budgets In most cases, income is derived from
small crants and contr1but1ons made by pr1vate and pub11c funding agencies
and foundat1ons which contribute to one or more aspects of the clinic's
activities. For examp1e the Nat1ona1 Institute of Menta] Health has
dunded one clin1c to prov1de drug counse11ng for their women patients.
Another has rece1ved a modest grant from the National Free Clinic Council
to he]p f1nance the1r operation Most of the medical care in the women's
clinics is free, with the exception ofvcertadn prescription drugs, birth
contnol devices, and tests which are at cost, Some clinics accept
donafioné from consumers and others are contemplating charging a modest
feé of $2’or‘$3 for each visit — to keép_themse]ves solvent. In
some’caseé, olinios have arrangements with local hospitals and medical
institutions for 1ab tests, drugs, supplies, and back-up facilities.

Women's clinics are quite careful about the sources of their funding,

K
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since autonomy is the preferred status for the clinic and efforts are
made to avoid being coopted through financial arrangements. A great
proportion of the staff's time is spent fund raising and writing pro-
posals for future grants. Despite their dissatisfaction with their
financial instability, the women's clinics have not yet devised a
solution to this problem.

With the exception of a few community workers who are paid on
a part-time basis, the overwhelming majority of the staff volunteers
their time‘and services As I have discussed in a prev1ous section,
the vo1unteer1sm which typif1es women's clinics has been a prime con-
tr1butor to keep1nq med1ca1 care free at the clinics, and to creating
an atmosphere of mutua1 a1d and cooperat1on. Unfortunate]y, volunteerism
is d1ff1cu1t to susta1n over a prolonged per1od of time. As some predict,
perhaps more than any other factor, the lack of funding which necessitates
that 1abor must be vo]unteered and not remunerated, will contribute to
the dem1se of women's hea]th clinics. |

Third party payments and Medicaid reimbursements are not real-
istic sources of income for women's clinics since in order to be eligible
for que1ifying as a legit%%ate provider of medical care, women's clinics
'must be licensed and accredited. Once licensed, it is reasonable to
expect‘that a women's clinic will be eligible for more public funding
as'weTT es'hea1th insurance, and Medicaid reimbursements. As‘yet, there
are some clfnics that have not yet become Ticensed. They cannot call
themse1ves "elinics", but instead are women's health centers, projects,
etc. There‘are basic ideological conflicts to becoming licensed which
women's clinics are facing, since many of the requisites for licensure

conflict with the goals and practices of their clinics. One such
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conflict arises from the requirement that there be a medical director
who acts as supervisor of the clinic. The idea of having a physician
wielding such exclusive power over the policies and practices of the -
clinic is antithetical to their philosophy of egalitarian and non-

hierarchical organization.

C11n1c Procedure

Most c11nics are open one to three evenings or afternoons a
week Appo1ntments are necessary in some c11n1cs, and in others, there
is a s1gn up system resemb11ng the first-come, flrst-served practice.

On the average between twenty and th1rty women are seen each evening,
with a c]in1c v1s1t 1ast1ng about one hour. In the case of emergencies
or when pat1ents need med1ca1 he]p dur1ng non- c11n1c hours, they have
several options._ One 1s to be referred e]sewhere by a staff member on
duty or "on ca11" Another is to contact the1r client advocates who
are tra1ned to hand?e referra]s. The 1ast option is to seek services
e1sewhere and resume contact with the c1inic for fo]]ow-up treatment.

Homen s c11n1cs, Tike thewr coed counterparts, free clinics,
are confronted by more patients than they can handle. Consequently,
they must turn those pat1ents away who have access to other health
resources or whose hea1th needs are less pressing than most. Despite
the use of appointments for’patfent visits, women's clinics are still
confounded‘by the problem of waiting time. Like the much criticizec
out patient departments in hospitals, the long wait which is common
practice in these clinics, is a negative aspect of their operation that
must be dealt with. The wait may be broken up with extensive medical

histories, rap groups, and discussions with client advocates:



70

7o ' The long wait is usually attributable to the limited number
of physicians on duty during élinic hours, and the Jengthy visit which
each patient has when she is finally seen. The solutions to alleviate
the long waiting time that are proposed in most health settings are
either-"shorteningzthe patient's time with the doctor or instituting
staff routines that use the doctor's time more efficient]y."él These
solutions violate some of the fundamental princfp]es her by women's
c1inips to humanize the patient/doctor encounter, explain clinic pro-
cedure to the patient, and avoid the perpetuation of the staff-serving-
doctor syndrome. ,

| Therefore, most clinics have made the conscious choice to
maintain the high quality of care afforded to each patienf at the ex-
pense of turning many patients away. They fully realize that they can-
not, with their 1imited resources and staff, treat everybody and that
they are careful to preserve and uphold the principles for and by which
they were established.

The perennial problem of excessive demand on 1imited supply
which plagues most decent hea]ph services is one to which women's
clinics are not immune. In the‘final chapter, I will explore this
issue 1in greater detail since it is one which has important implications
for the continuation of alternative health settings 1ike women's clinics

whose resources are so limited and whose services are so sought after.

Patient and'Staff‘Charactekistics

’ Since no comprehensive study of patient profiles has been made
available yet, it is difficult to give a precise description of the

women patients who‘utilize these clinics. As stated before, clinic
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utilization depends on the type of services provided, the existing
health resources in the community, and the particular posture of the
clinic with regards to women's health care. Generally speaking, the
women who use the clinic range in age between 17 and 30 years. The
women are predominantly white and are women on limited incomes. Many
of these women are heads of households whose incomes are just above the
welfare level; others are employed in part-time or low paying jobs, yet
do not qualify for Medicaid and other reimbursement schemes. There
does not seem to be a clear pattern with respect to marital status of
the women patients. . ..
| An impressive percentage (sometimes well over 50%) of the
patients are returnees who heve hed gevéééi contacts with-the clinic.
This high fefe of feturn'has seVeraT imp]icatiohs which ean be a re-
flection of sat1sfact1on need for the service, or numerous other
factors | | | S
Staff
- Most c11n1cs are dependent a]most ent1re1y on volunteer staff,

which can 1nc1ude severaT phys1c1ans, client advocates, paramedics, and
therapists. The staff is usually recruited from a varwety of sources
(iﬁchdieg referra1s}from other free‘cTinics;\phyeicians, and health
wofkeks) Dependinq}on theyavai1abi1ity bf c]inic staff and the demand
for services, phys1c1ans and other health workers will work anywhere
from one even1nq per week to one per month When not working in the
clinic, almost all of the health workers have full or part-time jobs
elsewhere. o

| In‘attempting to decrease the male domination of medicine,

the CTinicS have'tried to attract a majority of, if not all, female



72

workers. However, some clinics with a strong feminist orientation will
not accept male volunteers. This search is complicated by the problem
of finding individuals who are willing to work outside the traditional
framework of medical care delivery, and who are sympathetic with the
ideals of the women's health movement.

Where possible, a handful of community women are paid very
modest salaries for their participation so they can continue their
work with the clinic. The bulk of the labor contributed to women's
clinics comes ‘from women who have had a limited and in many cases, no

formal health science education,

Physica] Faci1ities

Homen S c11n1cs are free and operate on shoestring budgets.
Consequent1y, the bu11d1ngs in wh1ch these clinics are housed are often
in refurb1shed storefronts, donated space in an ex1st1ng community
fac111ty, or in a facility leased from the city for a modest rent. In
many clinics, the women devote their energy to renovating the facility
themselves, with minimal financ1a1 and technical assistance.

Drugs and supplies wh1ch are dispensed free or at cost, are
either donated, bought cheaply in bulk, or are samples given by drug
company detail men, hospitals, city departments of public health, or
sympathetic private practitioners. Simple tests (urine cultures, blood
counts, smears) are done by the clinic staff. A hospital or commercial
laboratory will usually do the more complicated ones.

The physical layout is generally quite simple, with about three
examining rooms, a front waiting area, and space to do some lab work.
The reading matter can range from posters and announcements tacked on a

wall to political papers and pamphlets on health related issues.
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Havina drawn a general picture of the form and function of
women's clinics in which various aspects of their operation — in-
cluding the scope and context of services, staff and client mix, methods
of organization, control and financing, were described, a more detailed
account of two Boston-based women's clinics will follow. My main in-
terest in describing these clinics is to give the reader a greater
understanding of how two different groups of women, espousing different
objectives, got together and have created distinct, yet, in many ways,
similar women's clinics. There are many difficulties in generalizing
as to the features of women's clinics. All to often, these generali-
zationé belie the individuality of a particular clinic and do not allow
us to appreciate the unique adaptation which groups of women have made
to a set of goals, needs, and resources. Therefore, what follows is
an attempt to describe two different interpretations of the women's

clinic theme with a preliminary analysis of their outcomes.



CHAPTER 5
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CASE STUDIES OF TWO WOMEN'S CLINICS

_ Women's clinics share many commonalities. Very often, they
articulate the same goals and philosophies. Frequently, there are
striking similarities in the kinds of services offered, patterns of
staffing, and client use. As might be expected, despite this larce
degree of homogeneity, there do exist variations among womens' clinics.
Through an examination of different women's clinics, insights can be
gained oﬁ questions pertaining to why some clinics seem more successful
in_actua1izing their goa1s_than others; what combinations of service
elements seem to work most effectively for different client populations
etc.

As yet, no study has been undertaken to evaluate women's
clinics. The two case studies which follow, are an initial attempt
to describe the origins and present operation of two women's clinics
located in the Boston area. The first is an account of a women's
health center in Somerville which has been in operation for almost
three years. The second, describes the women's night at the Cambridge-

port Free Clinic, which was instituted less than one year ago.

SOMERVILLE WOMEN'S HEALTH PROJECT

Oriains and Background

During the fall of 1970, a group of about twenty-five women,
some of whom were involved in Bread & Roses, a women's liberation group,
others in health professions and community activities in Somerville,
came togéthef and began meeting to discuss their common interest and

concern with health care in Somerville. This group was primarily



75

O}ganized by the women in Bread & Roses, who knew one another through
the orgahizétion or through their jobs and activities in Somerville.
Most of the women were white, middle-class and well-educated. Several
had been active in New Left politics, feminist organizations, and/or
OEO community’actiOn programs. Many women were health or mental health
professionals or graduate students. A1l were dedicated in some way to
improving women's relationship to the health system.

| 'mDuring a ten month period, these women met approximately
twice per week to discuss issues of common concern and to decide on

a course of action that would best utilize their energies to meet the
pressing health needs of Somerville women. Some of the alternatives
-proposed were to maintaih a political orientation and engage in activi-
ties directed toward making health institutions more responsive to
women's health needs. Another was to develop a women's clinic in the
community which would serve several ends: provide health care to wo-
men; be an exemplar of what they considered to constitute decent and
personalized health care; and to Be a base from which they cou1d'engage
in political activities to press for change.

~ The aroup seemed to lean toward the idea of creating a

women's clinic in Somerville. Those few women who were opposed to the
direction that these meetings were taking and who wanted to focus their
energies on political activites almost exclusively, broke away from

the group. Among the women that remained, there was a tacit understand-
ing that in ahy course of action, there would be limitations. But,
they were willing to accept these limitations and accomplish as much

as was possible. For example, if they decided to establish a health
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clinic, they realized that there would be limits to the amount of time
they could devote to activities such as organizing the community around
issues of‘health politics.
Goals

In the spring of 1971, it was decided that the group would
work together to start a health center expressly for women in the com-
munity.. From the outset, there were several goals which were shared
by the viomen. - First, they wanted to provide a model of humanistic, non-
sexist health care that emphasized prevention and education as vital
components in their health program. Implicit in this model was the
belief that women should be théir own health managers; and that the
professional hierarchy which. characterizes traditional medical prac-
tice would not be perpetuated. Next, they wanted the clinic to be
entirely operated and controlled by women. Less central was the goal
to provide free medical services for women.
Functions

The center was viewed as serving several interrelated func-
tions in addition to providing djrect medical services to women of
the community. One was to raise the consciousness of the consumers
about their health needs and rights to decent and humane treatment
through the medical encounter. Another was to provide a place where
people could organize around health concerns and pressure for change
in the larger system.. 197

thile a storefront was being refurbished for the center's
use, the facilities of a neighboring community organization were uti-
lized by the women's group. In the spring of 1971, arrangements were

made with several female doctors who shared the feminist orientations
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of the other women to work in the center. The original group of women
devé]oped.their-own training program to better equip themselves to work
in a hea]th‘éetting. By tapping on resources in the community and
larger health institutions, and by sharing the collective skills and
knowledge of the women participants, they developed a series of train-
ing sessions which were focused on birth control and abortion counsel-
ing, physiology, anatomy, and lab work. These women were not being
trained to become physician's assistants Qg[_gg, but rather as health
workers who had specific roles to play in the clinic operation, both

in conjunction with and separate from that of the doctor.

Scope of Services

Since the women redlized that medically, they could offer
only limited services, it was decided that the center would be open
two evenings per week for medical nights and some afternoons for group
meetings, classes, and other activities. The services provided by the
clinic have remained fairly constant over time: they are; primary
health care (such as that range of’services usually provided by a gen-
eral practitioner), gynecology, well-baby care, birth control and abor-
tion counseling, drug and mental health counseling, and alcoholism and
diet workshops. Most of the services rendered are related to gynecological/
pregnancy and routine medical probiems. A salient feature of all of
these services is the emphasis on education during the medical encounter.
Each woman is seen for approximately one hour in which the procedure,
treatment, and personal feelings of the patient are discussed with the
client advocate and physician.
Staff

The all-female staff of the ¢linic is composed of physicians,
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client advocates, birth control counselors, therapists, and nurses.
With the exception of a handful of community workers who are paid
part-time salaries, the forty woman staff is all volunteer. Most of
the workers have jobs outside of the center in social service and
health institutions, and volunteer their time during evenings. Over
the two year period that the center has been in operation, there has
been very 1little turnover of staff. In fact, most of the original
group of women are still active participants in the center.

However, there have been changes in the participation and
level of involvement of physicians. Initially, they were deeply in-
volved in the various aspects of the center and had a role in the formu-
lation of policy. They spent much of their time talkino with patients
and being challenged by the general ambience of the center. Now, they
are not as integral and active as they had been previously. One health
worker interviewed felt that this situation has evolved because the
physicians' tasks have become more like traditional "doctoring" and
less ‘novel and challenging due to the excessive demands placed on their
time and routine nature of their jobs. She added that this decrease
in energy and enthusiasm of the physicians might be reversed if new
opportunities were created for them once again, to help make their
hours spent in the center less repetitive of their daily jobs outside
the center where the main function is just "doctoring". To the dismay
of some health workers, the center is becoming somewhat more dependent
on the physicians, and must cater to their routines and needs. Without
them, the women realize that it is not possible to provide the range

of services they would 1ike to offer.
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in the Cenfef‘s operation. Like the physician, their role is an impor-
tant one. It is they who first relate to the patients and take their
medical'history, accompany patients through the medical encounter, and
maintaih contact with them to insure continuity of care and follow up.
Patients |

" Since its inception, the center has seen over 1,000 women and
childrenibn medical nights.- If the total number of visits were cal-
cu]éted,‘kafher than the number of different individuals seen, this
figuré woqu be much higher, since in any one night, as many as €0%
of the‘patients‘can be returnees. To demonstrate that preventive care
“is actualized in the center, many of the patient visits are for check-ups
and treatment of minor problems. The center serves Somerville women
from atvariety of backagrounds, ages and income groups. Most of the wo-
men are in their early thirtiés, and are seen for gynecological and
routine medical problems. About one-fifth of the women are new to
Somerville, unmarried, and in their twenties. Those women who do not
reside in Somerville, or who have access to other health services are
urged to seek medical help elsewhere. Many of the women seen are medi-
cally indigent: ejther émp]oyed but uninsured, or on welfare. For
them, the SomerVi]]e Health Center offers tham a source of free health
care where they do not have to endure the impersonal and often humiliating
treatment provided in their local hospitals OPD's.

Since the center does not advertise its services, most vomen

hear about the clinic through word-of-mouth, referrals, and occasional
articles about them in a local newspaper. Appointments are necessary

and are made with an appropriate doctor. At present, the waiting time
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before being seen is about two weeks. In case of emergencies, the wo-
menl, depending on their problem, are sent to local hospitals where

t hey are equipped to deal with such cases. Also, for problems requiring
more medical attention than the center is able to provide, referrals

are made elsewhere.

Not only does the center refer people to outside facilities,
but, ‘they accept referrals originating with several community agencies,
such as the Welfare department, Visiting Nurses, Women's Civic Associ-
ation, and health clinics that cannot treat women outside of certain
district lines. Many patients are referred to the Center since it is
the only free health service for women of its kind in Somerville.

Organization and Decision-Making

Organizationally, the center is structured to allow for de-
centraiized decision-making whereby workers and consumers are allowed
to partake in policy formation at the general meetings. At these meet-
ings, problems and issues related to various aspects of the clinic's
operation are raised for discussion by the group. Most minor decisions
are made at those meetings with more important ones decided at the meet-
ing with the board and staff. Despite the fact that the process is an
open one, the staff that are most actively involved and commited to the
center's operation are the ones that play the most central role. One
worker interviewed said that..." if you don't get involved in the day-
to-day activities and decisidns, you begin to feel alienated from the
center."

In terms of staff organization, it seems that issues of status
have less salience than in conventional health care institutions. Health

workers, regardless of the nature of their jobs, are encouraged to view
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their roles as being significant and as contributing to the health care
of pat{ents.~.As was the opinion of two health workers interviewed, a
reason that women were interested in participating in their clinic was
that they wanted to experience working in a health setting that provided
an alternative to hierarchical orginization¢ The 1iterature on women's
clinics substantiates this preference among health workers to strive
for a de-professionalized working environment. Job rdtation as exists
“in other women's clinics is virtually non-existent here since the pres-
sing demands for services precludes spending time retraining the pool
of health workers by teaching them new skills. Furthermore, some of
the women health workers have become disillusioned with generalists,
since they realize that "everyone can't do everything". Part of their
response has been to utilize specialists to meet particular needs. -
Despite time constraints, and doubts about the virtues of being a gen-
era]ist,,about‘l/S of the-workers have learned other skills, and are
able to increase the scope of their activities.
Financing |

The center operates on a $15,000 per year budget which involves
costs for rent, phones, lab work and some supplies and limited salaries.
Their money,comesdfrom private foundation arants and some public funding,
(i.e., NIMH & Nat%énal,Free Clinics Council grants). Since financial
instability is a,prob1eh for the cente?, they are considering becoming
a licensed clinic. This WOQIE enable them to become eligible for third
party payments and Medicaid\reimbursements. However, in order to be
licensed, they must meet certain physical requirements, which would
necessitate large sums of money for renovations.

In addition to providing direct medical services, a significant
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proportion of the health workers are also involved in community wide
activities pertaining to health. The center is presently involved in

a petition campaign to cet a comprehensive health clinic for Somerville.
Also, some of the workers are members of a lead paint board in the com-
munity. This level of involvement and commitment to the community is
not that unusual since Somerville was recently presented the All-Ameri-
can City award for outstanding community partigjpation.

Physical Facilities

The center is housed in a refurbished storefront and is cen-
trally located along one “of the main arteries of Somerville. Several
people not directly connected with the center commented on the physical

“appearance of the center. Some felt that potential patients were re-
luctant to use the clinic because of its "shabby and gypsy-1ike" appear-
ance. Unlike most other women's clinics, the Somerville women's center
does not cater to a young "hip" client population. Therefore, for women
unfamiliar with counter-institutions, the center's appearance might be
ah important factor in determining the client group. Presumably, women
who have been treated exclusivé1y in hospital clinics and the like, will
be reluctant and wary to use the center. It was the feeling of one com-
munity worker who was familiar with the center that many of these atti-
tudes and preconceptions about the center are dispelled when friends of
a prospective user speak affirmatively about the care they received at
the center. -

Community Acceptance

- An important source of information was derived from interviews
with several community representatives of Somerville. Understanding the

way the center is perceived and related to by other agencies and workers
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in the community was especially important in this case, since my access
to a wide-range of consumers and health workers was so limited. In
those interviews that I conducted, the presence of the women's center
seemed to be well received. The consensus of the respondents was that
the center was providing a much needed service in a city faced with such
a dearth of adequate health facilities.

Most of the individuals I interviewed were contacted in the
initial stages of planning by the women's group. This request for the
input of community workers early in the history of the center was felt
to be a clear demonstration of the women's genuine desire to strive
toward: responding to community needs rather than to promote their own
interests. Some of the respondents admitted that initially they were
concerned that the women's center would have a radical-feminist orien-
tation. In their opinion, the concerns of women's liberation were not
central issues of the community. Thus, if the women's center were to
become an "outpost of women's liberation", they believed it would not
have been used by the city's women. In those initial contacts with
the center, their fears were dispelled.

In describing their perception of the center based on their
own contacts and the feedback received from women patients, there were
several features that were most applauded by the community workers.

The first was the excellent quality of care provided by the center which
vas viewed as being essential for its continuation. Very few, if any,
negative comments had been heard by these individuals in reference to
the quality of medical services offered. Another aspect of the center
which was perceived as being unique in the experiences of Somerville

women, was the educational component of the services. Many women praised
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the importance and benefits for the patients of discussing health pro-
blems openly: and sensitively. It was theirifeeling that this feature
was the most favored of all among the consumers.

- The volunteer nature of the staff was felt to elicit much
pride and respect for the women health workers. Knowing that women are
volunteering their time and services to help the patient has had an
effect on the way the center is viewed. The community workers inter-
viewed felt that it has enhanced both the self-respect of the women
patients, and also the reputation and credibility of the center. In
essence, throucgh the active involvement of the health workers in the
WOmen's center‘in providing direct medical services and in participating
/1ntbroader cohmunity activities, they have, in the words of one res-
pqhdent; "proven themselves".

| ‘with respect to their impact on the community, most respon-
denfs felt that only a moderate number of Somerville residents actually
know about the center and use its services. Pertaining to the attitudes
of pfivate bractitioners, some have felt threatened by the center and
fearfu] that its existence would draw away some of their business. Yet,
théy soon realized that the part time nature bf the center with its
Iimited sérvices are not really making a dent in their patient population.
For the individual users, the center is providing a solution to their
hea]thkbroblems. As one community person states: "People don't get
upset about thing until there's an alternaive." It was the consensus
of the’respondents that the Somerville Women's Health Center was in -
many reépeCts, an alternative, and in so being, could have an effect on
the future attitudes and demands of women as health consumers.

Despite the appreciation and respect which the center commanded
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among respondents, all expressed some concern about the uncertainty

of its existence. They are fearful that the lack of financial sta-
bility, the volunteer nature of the staff, and the excessive demands
for services, might eventually lead to its demise. To prevent this,
they are urging the center to consider ways to build in some continuity
into their operation. The words of one community worker seems to sum
up the essence of the center's existence . . . “they have many more

friends and supporters than they think they have!"

CAMBRIDGEPORT FREE CLINIC - WOMEN'S NfGHT

Origins and Backqround

A group of women previously active in the Seattle Free Clinic
MOVement and new to Cambridge, reunited rather unexpectedly while par-
ticfpating in a Tocal women's center. Together, they decided to form
a health collective where they could work with other women around issues
of heaith care. A few of the women had been previously trained as
client advocates or paramedics during their experiences in Seattle.
Mith some additional women who shared their interest in women's health
care, they began developing a paramedic training program. The ultimate
aim of this group of twelve was to create a women's free clinic in
Cambridge where they could work toward providing good gynecological
care'fbr women.

In the spring of 1972, the women were teaching themselves
paramedfca1 skills with the assistance of a physician committed tor
the fdea] of a women's free clinic. A local clinic which was interested
in training women to become paramedics was contacted by these women in

the hope that they could augment their training experiénces by practicing
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their newly acquired skills in the clinic.
Facilities

Having developed the skills and know-how to become paramedics,
the next task was to find a place where they could practice. One of
the alternatives available to them was to set up a women's night in an
already established free clinic in Cambridge. The director of the clinic,
a pioneer in the free clinic movement, was receptive to the coals and
requests of the women's health collective, and agreed to take a chance
and allow them to use the facilities and supplies of the clinic on
Sunday evenings, when it was not being used by the reqular free clinic.
Goals

The goals of the CP Women's Night are to simultaneously be a
model for training paramedics and for providing personal, humane medi-
cal care for women. The use of paramedics is believed to have several
advantages for both the women patients and the paramedics themselves.
Some feel that the health care provided by a paramedic working with a
physician is superior in the quality of care and degree of patient
satisfaction to that provided by a physician alone. Also, the parame-
dics feel a sense of pride and accomplishment that they are capable of
providing and teaching fundamental medical care. Finally, the existence~
of paramedics proves that it is possible for women to help themselves,
a basic tenet of the women's health movement. Another goal of the wo-
men's night is somewhat political in that it is hoped that by teaching
women about their bodies and how to care for them, changes are being

made in the way women feel about themselves and the system that treats

their health needs.
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Services
Based on the realization that the paramedics were not trained

in a1l areas of health care, it was decided that the women's night
would focus their activities on providing gynecological and birth con-
trol services. Trained to do pelvic examinations, counsel on birth con-
trol ahd abortion, test and diagnose vaginal infections, take medical
histdries and do basic lab work, the paramedics provide a range of
medical services. They also lead rap groups in which information is
shared among patients and a pelvic exam is demonstrated. Each paramedic
follows one patient through the whole clinic procedure, from taking her
medical history, to assisting in the examination and insuring follow up.
Thus each provider gets an opportunity to partake in all experiences
of clinic care. A conversation is maintained throughout the encounter
which puts the patients at their ease and makes both provider and patient
feel as if they are playing an active role in the delivery of health care.
There is an emphasis on prevention and education in all aspects of the
clinic procedure which is difected toward transferring skills. Although
these activities add a considerable amount of time to the patient visit,
it is felt that it is vital prerequisite to providing quality of care
as defined by the women in the clinic.
Staff

~ The all volunteer clinic is composed of a team of approximately
twelve female paramedics and one male physician. Most of the women are
ih their twenties, single and from the original group in the collective.
The doctor works full time at a Boston-based hospital, and volunteers
his time for the Sunday evening clinic. His role is primarily one of

teaching the women how to perform various medical procedures and
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assisting them to assure greater competence in care. There is mutual
concern that they do nof overestimate what they can do in the clinic,

and that no woman is mistreated. Therefore, if for some reason, it is
felt‘that'they are unable to treat a woman, they will refer hér elsewhere.

Organization and Decision-Making

The clinic is organized horizontally to foster an atmospheré
of equality among the staff. No distinctions are made in status among
the paramedics and there is a job rotation whereby everyone shares tasks.
Although there is no formal mechanism to involve patients in decision
making; there is a suggestion box where patients' comments and criticisms
are seriously considered. The active joining of women to the clinic is

’yet another way of increased involvement of patients in the clinic opera-
tion.
Patients

‘Based on a survey conducted by the CP free clinic (See Appendix),
it was found that of the approximately twenty women seen each Sunday
evening, most are between the ages of 18 and 23. Only 16% are enrolled
in college, with the majority, 63%, being employed in fairly low-paying
jobs (under $5,000/year). Their reasons for seeking care on women's
night in the clinic are primarily for the free services available com-
bined with the positive attitudes of the staff. Many of the women have
had bad experiences with prior gynecological care and are seeking an
alternative type of treatment. S1ightly more than one-half of the pa-
tients are returnees and are seeking help with a new medical problem.
They generally hear about the clinic through friends, the newspaper,
and referrals from other facilities. Women are seen in relation to the

severity of their problem. Those women who have access to student health
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and other medical services are asked to seek care elsewhere. Referrals
are frequent1y made if the clinic does not have the time or resources
to treat a particular woman's problem. As with other free clinics,
theré is a Tong waiting time before being seen by the medical team.
Thisfis viewed by the staff to be one of the most alienating outcomes
of the clinic and might be rectified by rescheduling the patient visits.
Financing

" The facilities and many of the supplies are shared with the
regu1ar'Free Clinic which operates on Monday through Friday evenings.
Much of the support for the women's night has come from a grant by
NIMH with the stipulation that they deliver drug education and counsel-
ing for women patients. There are no fees for services at present, but
the idea of . charging a minimal fee (§3 to $5 per visit) is beina con-
sidered by the staff,
Additional Activities

" Qut of the original activities has grown a number of new di-

rections for the clinic. One involves efforts to acquire a storefront

in another neighborhood which would enable the clinic to become completely

autonomous rather than being under the aegis of the CP Free Clinic. It
would also give the women an opportunity to branch out and offer services
to a cohmunity of women in greater need of medical care than the present
patient pdpu1ation. Anotherroutgrowth of the present clinic operation,
has been the vast interest of over fifty women seeking to learn para-
medical skills so they can work with other women to establish women 's
clinics. In addition, the clinic experience has inspired one-fourth of
the original aroup of women paramedics to Seek admissjon to medical

schools to further their practical training.
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-Possibly through the affiliation of the clinic's physician
with the Family Health Center at a Boston hospital, an opportunity is
being cultivated whereby the female paramedics would work with community
people in a new careers program. The thrust of the program would be to
develop a paramedic training program utilizing the facilities and ré-
sources of the hospital.

Finally, women's groups in Boston have asked the CP paramedics
to testify on behalf of women's medical needs at state legislative hear-
ings. They felt that their opinions have been sought for these hearings
due to their reputation as being a legitimate and concerned provider of
services.

By raising the consciousness of both staff and patients to
health needs and potential changes that can be made in the health system,
combined with providing an example of good medical care, a powerful base
is being created from which changes can be made. Despite the fact that
some of the participants feel that the clinic and the use of paramedics
is in the vanguard of radical change in the way health care is delivered,
there are some who would 1ike to see the clinic develop a more conscious
political ideology which would help them to know how to approach many
of the situations which arise in the clinic. Also, it would bind the
women closer tocether and help them to have a greater impact on the
way care is being delivered. Right now, some of their potential impact
is being diverted by conflicting ideologies and philosophies guiding

the clinic operation.
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CONCLUSION

}At the outset, the objectives for this thesis were threefold.
The first was to describe the women's clinic phenomenon which has very
'recehtiy emerged on the American health care scene. These clinics, which
aré Q?bw%ng in popularity and numbers, propose changes that are departures
frbm oﬁr ekisting system of health care for women. To the extent that
womén'élc11nics are in their formative stages of development, this thesis
was inténded to add to the limited body of literature that exists re-
gafdiné\the origins, present and future, of these alternative medical
stfuétﬁres. A second objective was to evaluate the efficacy of these
é]ternative service modeTs, both for meeting women's health needs, as
théy wefe defined by the women's health movement, and for leveraging
changes in the broader health system. Still another intention of this
theéis‘was to consider some implications of these health settings for
the futﬂre planning of women's health servies.
| In order to make some preliminary judgements concerning the
efficacy.of these clinics for meeting women's health needs, it is neces-
sary to review the qoals articulated by the women's health movement
which léfgely determines the nature and outcomes of women's clinics.
| The creation of women's clinics was partially born out of the
sharéd frustration of women regarding their relationship to the health
system; their rejection of many traditional assumptidns about health
cafe for women; and their collective hope to create an alternative model
of héa]th care.
vSeveral?‘goa]s were formulated with the hope of improving

women's relationship to this system. In essence, these women have been
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seeking a radically different kind of health care than they are presently
recei?ing from existing medical facilities. A principal goal of the
women's health movement is to enable women to regain control over their
bodies and to beéome their own health managers. Rather than being pas-
sive recipients of health care where most decisions pertaining to their
physica1 and emotional well-being are deferred to physicians, women
want to become active participants in the delivery of health care. To
this end, women must be informed about their health needs and the types
of treatment that they can expect. Vherever possible, women should be
able to make decisions about their health care, and rely on themselves
rather than solely on physicians.

These proposed alterations in delivering medical services are
attempting to redefine health care. Thus, another goal of the women
instrumental in establishing these clinics, maintains that health is
more than the mere absence of disease. This implies that the emphasis
from crisis medical care should be shifted to that which promotes pre-
ventive and continuous care. Emphasis should be placed on self-help,
health education, and transfer of skills and information in order to
further this end. In pressing for a reorientation in the underlying
assumptions of our health system, these women are also challenging the
professional dominance, male-bias, and commercial orientation character-'
istic of today's medical institutions.

A third and possibly more ambitious goal shared by many women's
clinics is to ultimately bring about changes in the way health care is
delivered to women by our medical system and to restructure the present
system of care.

Assessing the.outcomes and implications of such settings with
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respect to the individual participants, and to the broader issues of
institutional change is essential for a thorough understanding of the
women's clinic eXperience. However, to the extent that this is’

a movament-in—progress; some of the outcomes of the women's clinics are
Just now béing noticed. nthers; are being postulated by individuals

interested in the ability and Tong-term impact of these clinics.

Positive Aspects of Vomen's Clinics

There exist several aspects of women's clinics that have helped
to bring these settings closer to their avowed goals and thus, to con-
tribute to meeting women's health needs. In that women's clinics are
run almost exclusively for and by women, they are in control of most
aspects of female h9a1th care delivery. The fact that women, rather
than men, are the prime decision-makers in the clinic operation has pro-
vided an alternative to the prevailing patriarchal system of health care.
In addition, the hbrizonta] organization of these clinics along with
the practice of job rotation, has fostered an environment de-emphasizing
status differentials among staff and patients.

Health Education

- The heavy emphasis on health education in women's clinics
through the use of client advocates and paramedics, individual and group
discussions, learning-through-teaching relationships in the medical en-
counter, and the transfer of skills have had varied, and positive effects
on women -and the larger health system. Women's understanding of their
bodily processes and the health system which serves them has been en-

- hanced by the educational component of the clinic operation.
“Learning to understand, accept, and be responsible for

our physical selves, has had a 1ife changing effect on
women. It has been a liberating force which has strengthened
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our self image, and made us feel more adtonomous,
~ strong and more whole. . . Women who are informed
about their bodies are in a better position to eval-
uate their doctors and those institutions that are
supposed to meet their health needs. By understanding
what their health care needs are, doctors can be held
‘accountable for their work: and unnecessary procedures
can be avoided." 62
- The educational aspect of women 's health care practiced by
these c11nics may eventua11y enab]e women to assume responsibility for
their own health and thus be the1r own heaTth managers. This outcome,
if actualized, 1s,consonant with one of the recommendations frequently
advanced by various health reformers. In a report published by the
National Commission on Community Health Services, the importance of
health education was consistently stressed.
"Education for health is a fundamental aspect of com-
munity health services and is basic to every health
program. Every person to the extent of his knowledce,
must assume responsibility for his continuing good
health. . . Health education should: interest each
individual in his own health and the means to improve
it: to teach him where health services are available:
to motivate him to use them; and to enable him to discrim-
inate between scientific health care and quackery." 3
Through the health education which women can avail themselves
of at these clinics, they are moving toward becoming more informed and
active consumers. Unlike other health services which very often fail
to assist consumers in providing the information they need to maintain
their health and make better use of existina medical resources, women's
clinics have taken a major sfep toward providing this information. In
so doing, they are furthering their belief that health is not something
that can be given to or bestowed on one individual by another. Moreover,
by giving women access to information about health care, they are moving

closer to their goal of demystifying medical care.
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Being an informed consumer also has implications for the
ways women utilize other health resources. For example, there is reason
to believe that the medical profession might be enriched rather than
hampered by enlightened consumers that are able to scrutinize, evaluate
and challenge the health care they are receiving. For example, we have
already witnessed women's groups challenge the right of doctors to dis-
pense birth control pills promiscuously. Prior to this challenge, many
doctors had prescribed the pill without having taken its potentially
serious side effects into account.

Since the substantive aspects of the health education provided
in these clinics focus on preventive health measures, women are also
fu;thering a goal of re-orfenting the emphasis of medical care from
crisis and tufative treatment fo one wh{chkrecognizes the importance of
maintaining aﬁd perpetuating'a state of‘poﬁitive health. Thus, a pre-
liminary step toward approaching the ideal of continuous and comprehen-
sive care for women is being taken.’

New Health Personnel .

Another aspect of women's clinics that has been viewed as
pqssib]y having positive outcomes for both consumers and providers is
‘the use of new health personnel. These clhics are creating new roles
and responsibilities for health workers, such as paramedics and client
advocates. Through their involvement in teaching roles in the clinic
as well as in providing direct medical services, the ideal of women be-
coming deliverers of care is'béing reinforced. In addition, their
parficipation in the clinic which is meant to perpetuate the system of
transfer of skills and personalization in treatment helps to make women

feel more 1ike active participants in the cooperative venture of health
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care. The experiences that many women health workers have had in women's
clinics has inspired them to pursue health science educations. Medical
school, the major source of training for such professions may be affected
by the increased fraction of women who are applying and being accepted
to their programs. It is possible that the curriculum could be changed
to include courses on women's health needs taught from the women's per-
spective. The women students who have been exposed to the problems
faced by women consumers, might press for new areas of medical research,
such as those dealing with women's health and pathologies. One forecast
for women in academic medicine is as follows:
- "The women's health movement, receivina an assist from
- society's commitment to improve opporturities for members
~ of disadvantaged minorities, is now zeroing in on academic
medicine. There's been much more talk than action thus
far, but the current discrepancy between the fraction of
women in the population and negligible fraction that occupy
key positions in academic medicine is unlikely to persist." ¢

Provision of Direct Services

lomen's clinics have provided a means for women to respond to

some of the failures of our health care system. The most obvious out-
come to theseclinics has been the provision of direct health services
to women. This has enabled them to actualize thefr goal of providing
personalized health sérviceé to'some vomen by respecting both their
'medicaj and social needs. In addition, their existence in coﬁmunities
with 1imited services for women has created an additional health resource.

o The mere presence of women's clinics can have an 1mpa¢t on the
communities they serve, and on the larger health system. The concerns
and activitieé of women's clinics serve to draw attention tothe strains
and pressure points in our health system. By providing certain services

expressly for women, women's clnics are implying to some that these
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services are not being provided as certain women feel they should be in
the community and larger health system. For example, in one community,
the superintendant of a hospital had heard about the services provided

by a women's clinic. He went to see their operation and sensed that
their services were well received by the women consumers. When approached
by certdain health workers within the hospital to open up a women's clinic
there, he was both supportive and helpful in lending his assistance wvhen
neededfﬁ,Furthermore, by providing specialized services to women in a
new oroganization, it is not long before the needs of the client group
served become visible to the community. Vhen women's clinics have been
recognized and sanctioned by reputable health workers and community
;epresentatiVes, they have helped to make women's health needs legiti-
mate public concerns. Previously, many women's health needs had been
unrecognized, and even if recognized, not really understood. MNow, be-
cause of their presence in the community, and their local reputation,

women's clinics have become organizational advocates both for patients

they refer and for many 1ike them.

Limitations and Problems of Women's Clinics

| TheipOSitiVe outcomes of women's clinics can disguise the Timi-
tétions ménifest in cufrent clinic practice. Some of these shortcomings
are now beina recognized‘as the "halo effect” of the clinic movement has
becun to wear off. Some ofAthe supporters of the women's clinic concept
are apprehensive thaf these new institutions will begin to resemble the
oidvinstftutionsffrom which they are tryihg to move away.

Supply/Demand

Women's clinics are faced with one of the same problems con-
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fronting established ambulatory care Settings;'suéh as hospital out-
patient departments, and neighborhood health centers. The demands for
their services have far outweighed the supp]y; and they are grappling
with the dilemma of turning away potential clients in order to maintain
services of high quality. Despite this trade off, the clinics have
been unable to eliminate the long waiting time before a patient is seen
by a health worker. This stiuation raises serious questions as to the
effectiveness of the present clinic operation in meeting women's health
needs. Each patient visit lasts on the average one hour, in which the
patient is taught about health care, a personal rapport is established,
and questions are discussed at‘length; Obviously, aiven the limited
;eSOUrces'and staff available, the number of women that can move through
this system and benefit from the positive aspects of these clinics is
limited. One could infer from this experience that the personalized
care and extensive medical encounters which are characteristic of wo-

men's clinics can preclude seeing larger numbers of women.

Dependence of Physicians

Another problem of women's clinics has been their inability
to decrease their dependence on a limited number of physicians. Due
to the volunteer nature of the staff, the excessive patient loads of
each health worker, the current licensing laws which require the pre-
sence of a physician for all medical care, and the often times routine
naturé of the medical problems for which women seek treatment, it is
difficult to maintain an adequate supply of physicians in the clinic.
This situation has made women's clinics more dependent on physicians

than they would prefer to be. To some extent, this dependence threatens
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the ‘actualization of the women's goal to de-professionalize medical
practice.: The scarcity of female doctors has placed them in a privileged
position whereby without them, many of the clinic's services cannot be
provided. In order to keep them on the staff, many concessions have to
be made, which may run counter to the philosophy of the women's clinic
movement. This dependence on a limited pool of physiéians,decreases
the capacity of these clinics to treat a larger number of patients.
Licensure

Licensing laws, as they presently exist, have been a funda-
mental barrier to expanding the services, manpower and facilities of
women's clinics. These laws, initially designed as a means to protect
tﬁé patient's health, have resultéd in restricting the variety and num-
ber of individuals and settings that can be providing health care. If
Ticensing laws were modified to include the accreditation of all women's
clinics, and the new provider roles they have developed, it is feasible
the clinics could expand certain aspects of their operation, qualify for
additional sources of funding, and allocate care-giving responsibilities
to new personnel. A1l of these, while contributing to increasing the
resources of these clinics, would thus help to relieve some of the
eﬁormous pressures now being placed on their operation. On the other
hénd, without licensing laws, there is virtually no practical way to
maintain standards that would insure some uniform quality of care among
WOmen's’c1inics. Should not a woman seeking health services at such a
clinic be afforded some assurance that the care she receives will be of
high quality? This poses a dilemma for groups like women's clinics that
want to experiment in new forms of delivering health care and in new roles

for health personnel that go beyond present legal guidelines. The
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potential to be innovative in the delivery of health care is impeded

by existing licensing laws, yet without them, or some equivalent sys-
tem of quality assurance, there is no way to monitor and guarantee that
decent health care is provided. In a recent court case in Los Angeles,
this conflict was addressed. Two women of a self-help clinic were
arrested for "practicing medicine without a 1icense.”67U1timate1y, they
were found not guilty on the grounds that a woman has the right to
privacy.:. The fact:that they were arrested for engaging in self-help
practices would indicate a conservative response of public agencies and
medical societies to innovation and experimentation. However, since the
outcome was favorable, there seems to be hope that some compromise situ-
at;on will take place in issues of this sort in the future.

Financia] Instability

Methods of funding is a majoh;gspect of women's clinics which
has placed them in a very precarious fiﬁancia] position and has threatened
their. continued existenée. The fact that women's clinics do not charge
patients for serviceé has forced the& to develop other means of financing
their operatiohs. Many c]inics depend upon federal, state, and city
governments for funding, and on hospitals, drug companies and city
héé]th-dep&?hnents for supplies. Depending on the political orientation
and goals of a clinic, the receiving of publc monies has different impli-
cations. For those clinics whose main activities are focused on organi-
zing communities to pressure health institutions, it is conceivable that
by accepting public monies, the clinics risk having some of their activi-
ties constricted, or worse, being coopted. As long as those women's
clinics depend on public institutions in order to provide their free

services, there is a chance they may be deterred from conflict with
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the existing health system.

Conversely, receiving public grants and assistance can also
connote the acceptance and recognition of the legitimacy of a women's
clinic by governmental institutions. The tacit or formal authorization
from the power structure is very ofteﬁ necessary for the clinic to exist.
In addition, the allocation of public funding is a means by which stan-
dards and accountability of a clinic's medical services can be insured.

To achiéve financial and organizational autonomy, a much valued
goal, some women's clinics have been considering alternative financing
schemés. There is some thought being given to the possibility of getting
Medicaid and private health insurance reimbursements for certain patient
se;vices. However, this source of potential income has not been fully
explored by these clinics.

A less complicated means of stabilizing the financial situation
of women's clinics that is béding considered, is simply to request minimal
fees for service from patients. In one clinic surveyed, the women inter-
viewed, stated that they would be w1i1ing and able to pay between $3 and
$5 per visit, if necessary?é The implications of a steady source of
income for women's clinics may contribute to the overall stability of
these services. To a larger extent than they are now able, women's
clinics can be autonomous and not wedded to the guidelines established
by their funding sources.. This frees a clinic to engage in the range
of activites that they choose rather than to comply with the regulations
of the funding agent. If additional income can be generated in the cli-
nics, moré of the staff could be salaried. This would free many of

the health workers who are volunteering their time at the clinic and

working on the outside for salaries. Such changes might enable clinics
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to be open more than just 2 or 3 nights or afternoons per week, since
there would be an adequate staff to provide services.

Returning to the reality situation, these clinics which are
based on volunteer help and donated supplies are faced with increasing
demands for sefvicés’with Timited supply. Volunteerism is very diffi-
cult to sustain over time. Thus, without cbntinued funding, they, Tike
other experimenté] ventures, may be consumed by the constant corcern. for
funding to maintain their cljnic operation. Consequently, they run the
risk of diverting their energies from engaginyin the activities for which
vthey vere creéted t6 ones promising survival,

Direct Service Vs. Institutional Confrontation

The cpnflict of goals between proyiding direct service and
pressuring institutions is a frequently raised’issue with regards to
those settings which profess to be alternatives to the established
strdctures. Is the focus of their operation, service benefits for a
se]eét few or system chénge for the benefits of all? Whether there can
be an alliance between these activif}es is debatable. Allegations have
been made that women's clinics are complementing rather than attacking
the system. Furthermore, that by providihg stopgap medical care, they
are actually takingkpressure off that larger health system. Another
criticism of women's c11niés is that they have become so immerséd in the
day-to-day routine that there is limited energy to focus on broader
iséues of change, such as institutional.confrontation. These critics
adhere to thekbelief that the power and resources of the American health
system 1ie in institutions. Therefore, they add, these clinics should
play a role in he]ping‘to shape the policies and practices of those

institutions whose power and potential for generating proaressive change
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, 69
extends far beyond the local level.

 Future of Women's Clinics

These prob1emsustemming from the lack of funding, volunteer
nature of the staff; limited resources in the face of excessive demands
for services, and dépendénce on physicians; have contributed in some
way to threatening the operation of women's clinics. Yet, the fact
thatythege clinics have not yet resolved the complexities of their
existence should nét,blind Qs to the positive outcomes which have grown
out of these alternative medical settings. To a large extent, women's
¢Tinics have fared wé11 in their attempts to transform their goals into
practice. The emphasis‘on health educafion, prevention, self-help,
transfer Qf ski11s;kand}sharing ofvinformation fn the medical encounter
have giveh‘many more women the opportunities to become active participants
in their health care than Qas'previouSIy possible in traditional health
settiﬁgs. By informing women about medical procedures and the health
sysfem and by having the staff share,responsibi]ites in the care of the
patiénts, women's clinics are moving toward their goal of demystifying
and deprofessionalizing medical care. |

Their efforts to personaiize’the medical encounter has credited
women's clinics with treating women as responsible andkadult‘individuals
rather than as passive objects that must be céntrol]ed by others. The
concern with female hea]th_prob]ems among the predominantly female staffs
has demonstrated that the mistreatment which women have had in their fre-
quent confrdntations with the hea]tﬁ system can be ameliorated.

}For the patients and providers, the impact of the clinic ex-

perience has most probably affected their attitudes toward, and future
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use of medica] services. It has also enlisted the participation of more
women in.the concerns of the women's health movement and has thus broad-
ened its base of support. As has occurred in other alternate settings,

a growth of an external constituency can be anticipated. This constitu-
ency is of those people not getting the services themselves, but who know
enough about women's clinics to want similar services to be offered else-
where. This is 1likely to lead to placing pressure on the system to pro-
vide services similar to those offered by women's clinics, for increasing
numbers of women. The opportunities for women to become providers of
health care within the context of women's clinics has led to the increase
inthe number of women seeking advanced;training in medical careers.

This influx of women is predictéd to have an impact on the nature of
academic medicine in the future.

Women's clinics are also providing direct services to a Timited
number of women. ‘Unti1‘thé éfigma fs removed from many female health
concerns, such as abortion, birth control, feminine sexuality, vaginal
infections, many women contiﬁue to be .reluctant to seek medical help
from traditional settings. Yomen's health concerns are very personal
issues that resonate with a woman's identity and self image. The ac-
cepting and supportive environment of a women's clinic is less threaten-
ing to many women who would be reluctant to seek such services in other
health settings.

" In their entirety, women's clinics involve new ways to recruit,
train,Aand utilize women in the service of other women. They challenge
the assumptions and the accepted procedures of traditional health settings.
They represent efforts to humanize health servies; to revitalize the

doctor/patient relationship and show its relevance in modern medicine:
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to widen access to the ranks of those who are deemed quélified to ren-

der service. Many of these reforms imply new forms of delivering ser-
vices to women; they reduce status differences between those who already
possess knowledge and those who seek to acquire it and put it to use.

They have pioneered the use of paramedical volunteers and staff workers

in a country faced with a shortage and maldistribution of health pro-
fessionals. -In some cases, women's clinics have succeeded in meeting
their stated goals; in others, they have fallen short of their expecta-
tions. The complexities of their existence as alternative and innovative
medical structures raise several serious points that should be considered
in appraising their viability and future roles. If we accept the positive
aspects'of the clinics and recognize their limitations, several alternatives
can be formulated for their future direction.

Institutionalizing Goals and Practices -

- One alternative is to seek varied ways of inculcating the goals
and practices of the women's clinics into the broader health system. Some
of the concepts and practices advanced by women's clinics have been ab-
sorbed on aﬂ1imited scale by the health system. For example, some gyn-
\eco1ogists have begun to allow their patfents to watch their own exami-
nations. Various public health departments are investigating self-help
concepts with the intention of teaching women how to perform self-examin-
~ations. Menstrual extractions are being performed in several abortion
c1inics?o‘The importance of counseling, a fundamental component of the
health programs of women's clinics, has been recognized and instituted by
some established medical settings in their abortion activities. In a

variety of locales, such as hospitals, free standing abortion clinics,
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and Planned Parenthood clinics, abortion counseling has been practiced

by a wide range of individuals possessing a variety of skills and ex-
periences. Possibly through'the success of the counseling component

in women's clinics, the need for help, advice, and follow-up in resolving
the ‘problems of unwanted pregnancies has been recogm’zed:7I Another ex-
ample has been the increased use of paramedics and client advocates in
community health programs. - Finally, women have now joined the ranks of
other new health vorkers to press for changes in licensing laws that
would broaden the responsibilities they are able to assume. There should
be a note of caution, howevgr, sfnce absorbing a practice into larger
health ipstitutions'does not necessarily imply that it will be delivered
in the same manner as it was in the women's clinics. Yithout changes

in values, attitudes of étaff, and what constitutes health care, it is

questionable that patients will be treated differently than they were

before the new practice was instituted.

Multiplier Effect
| A second alternative for women's clinics is to maintain their
present range of activities for as long as possible to allow for increased
numbers of women to flow through their service system over time. To this
end, efforts should be made to enhance and stabilize their present opera-
tion and capitalize on their strengths, :‘rather than overextend themselves
and dilute their potential impact on clients and providers alike. As
has been previously described, the positive aspects of women's clinics
have somewhat of a multiplier effect.

Another option for women's clinics is to allign themselves to
established health settings and work toward building-in the principal

components of their clinical practice. One possibility for achieving
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this arrangement is to work out a reciprocal plan with the existing fa-
cility whereby its women patients would be referred to the clinic, in
exchange for the use of supp1iés and other resources. If there is an
agreement as to the aims and practices of the women's clinic, it is not
unfeasible to expect that a mutually beneficial arrangement can be created.

Sti11 another alternative direction for some women's clinics
is to shift théir focﬁs.from providing direct service to working with
health institutions in ordér that the latter begin to recognize their
régponsibi1ity to serve women as they deserve to be treated. This tact
is probably best described as institutional confrontation to make the
responsible health institutions provide those services which they are
mandated to provide. These confrontations can also be directed at fund-
ing sources. Especially Qith regards to public agencies and different
levels of government, efforts can be made by women's clinics to provide
appropriate funding for these legitimate and alternative health settings,
since they are pfoviding much .needed services.

The direction which a woman's center will follow in the near
future depends largely on the success it has had to date in actualizing
its goals and objectives, the efficacy with which it is meeting women's
health needs, its financial situation, client needs, and philosophical
orientation. In that women's clinics are not isolated phenomena, their
relationship to the larger health system is important in discussing its
future direction. Since, as Alford has stated, "traditional planning
methods and attempts at health reform have resulted in a situation charac-
terized by 'dynamics without change;'" our health system should be

encouraged to court the kinds of change that will enrich and strengthen
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it. Individuai health reformers who maintain that innovation may in-
- crease the chances of improving our health system which is faced with
numerous and complex problems have stated that:

", . . communities must hot bind themselves toacherence ,
to traditional methods of providing care...the delivery of
health services requires flexibility and experimentation

in method. No system of organization or administration
‘should be considered permanent; new ones must be devised,
tried, discarded, or developed, to keep pace with changing
needs. Communities will reach their goal of comprehensive
health services by many different paths and no alternative
route should be hlocked."7#
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Appendix A
Results of Cambridgeport Patient Survey
Number of %
1. Age Respondents
15-17 3 16%
18-20 11 58%
21-24 3 16%
25-29 2 11%
2. Marital Status
Single 17 94%
Divorced or Separated 1 6%
Married
3. Are you presently in High School?
Yes 2 11%
No 17 89%
4, Are you presently in college?
Yes 3 16%
No 16 84%
5. Are you employed?
Yes 12 63%
No 7 37%
6. Do you live in Cambridge?
Yes 10 53%
No 9 47%
7. How far did you travel from your residence! to Cambridgeport?
less than 1 mile 9 47%
1-2 miles 5 26%
3=5 miles 2 11%
more than 5 miles 3 16%
8. Approximate income level
0-1000 7 39%
1-2000 5 28%
2-5000 6 33%
5-10,000
9. How did you learn about Cambridgeport?
newspaper 4 21%
friends 6 32%
referred from other agency 4 21%
other 5 26%
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_Tﬁ___
10. Is this your first visit to Cambridgeport Women's Night?
Yes 8
No 11
1ll. Wwhat is the reason for this visit?
cold 1l
G.I. -
GYN 9
birth control 8
urinary symptoms -
VD -
Other
12. If not a first visit
return for an old problem 4
visit for a new problem 5
both 2

42%
58%

5%
47%

42%

5%

36%
45%
18%

13. If you have been here before, approximately how mamy times before?

b WN -
[NS I ST SR R

-5
-7
l4. When was the first time?

0-1 month
2-3 months
4-6 months
8-12 months
li{plus years

[ SV

15. Why did you choose CP for your problem?

free 1
convenient hours

physical environment

attitude of staff

afraid of hassles

don't know other facilities

closest

AOWwWNhOUJWWLM

16. Where would you seek care if CP did not exist?

Cambridge City Hospital
other hospital

Student Health Service:
private M.D.

other free clinics
would not seek care
other

HEHONMDbDWI

45%
18%
18%
18%

9%
27%
36%

9%
18%

26%
11%

43§
5%

5%
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17. If charged, what would be a reasonable fee?

zero
$3
$5
$7
$10

18. How much would you be able to pay?

zero
$3
$5
$7
$10

I YWY

N W

47%
47%

5%

16%
37%
37%

5%
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Appendix B Interview Guide for Women's Clinics
Background
l. How did the center get started?

2.
3.

Who was involved at this stage?

Were you responding to some felt needs, or were you furthering your own
ideals about medical care for women?

How long has the center been operating?

Did you seek the advice of other women's groups that had created a

health center?

What kinds of contacts did you make to get started?

What were your goals and objectives?

Do you think that women have special health needs, and if so what are they

Context of Health Services

8.
9.
10.
11.
12,

What is the staff make up? Kinds of positions; Background and past ex-
periences of those filling these positions.

How did you select this staff? Did you have a preconceived notion of
what kind of staff you wanted or range of services you wanted to provide?
Did most of the staff volunteer or did you recruit them?

Are they paid or volunteer?

Do most of them hold jobs elsewhere?

What is the average length of participation of staff?

Have any participants moved into or applied for admission to medical
school or health science schools?

Do former patients frequently become providers of care?

Do you have a training program for your staff?

Do you have consultative arrangements with outside health professionals?
What do you think motivated most of the staff to join the center?

How do you feel working at the clinic?

Functions and Scope of Services Provided

l.
2.
3.

9.
10.
“11.
12,

What kinds of services do you provide at the clinic?

What is the nature of the medical enoounter?

Do you have a system of referrals to and from other human service agencies
or facilities in the community?

‘Do you have any outreach program into the community?

What kinds of contacts do you have with other health resources in the
dommunity?

How would youccharacterize your relationships with these agencies? Is there
a feeling of cooperation or are there cénflicts?

Do you feel as though any aspects of your program are unique? If so,
which ones and how?

Do you think you are providing services that are not available in existing
medical institutions?

Is there a waiting list for services?

How many women can you treat each evening?

Do you have appointments?

Are there priorities given for certain problems and women?
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13. Are there any activities whdle women wait for services?

14. Are there any fees for services?

15. Is there an educational component to your services?

16. Which health workers see which patients and what is the nature of the
care qgiven?

17. How do you involve patients in the medical encounter?

Consumers

1. How do the women patients hear about your clinic?

2. Can you characterize the type of women that use the center?

3. What are the kinds of health needs that bring the women to the center?

4. Are there any eligibility requirements?

5. Do you give preference to these women without recourse to other health
services? )

6. Do you think that these services, because they are free and run by and
for women, are treating women who would otherwise not use medical services?

7. What is the average number of visits of most women patients?

8. What impact do you think the clinic experience has on the users?

Financing

1. where do you get your funding from to operate the center?

2. How are your expenses, salaries, supplies obtained?

3. Is financing a problem for your clinic?

4. Are there any payments for third party and Medicaid arrangements?

5. Have you any reciprocal arrangements with other health agencies or depart-
ments for services, supplies, back up facilities?

6.Do any patients contribute for the services you render?

Decision Making

1. How are decisions made in the center?

2. How do you elicit the participation of the women patients and community
in the decision making process?

3. Would you characterize the center's organizational structure as being
horizontal or vertical?

Outcomes

1. Approximately how many women have you seen so far?

2. Is there any process by which the patients can evaluate or give you:
feedback on their degree of satisfaction with the care they received?

3. Do you have any formal evaluation

4. Are there any aspects of the service which you think can be imppoved?

5. What problems, if any, have you encountered in any aspect of the center's
operation?

6. How have you sought to rectify them?

Future

1. What are your feelings about the viability of your clinic?

2. What is your opinion about the quality of care of the medical services
which you provide?

3. In light of the repeal of abortion laws, do you envision the center as
playing any role vis a vis abortion services?
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