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“The best women’s health reference book I’ve ever seen.”

—Julianne Moore

“This flawlessly updated edition does justice to the legacy of Our Bodies, Ourselves, which has been synonymous with women’s empowerment for the past forty years. Incredibly detailed, empowering, and enriched by the extremely diverse opinions and positions of its collaborators, this should be on the bookshelves of women young and old worldwide!”

—Nancy Redd, author of Body Drama and Diet Drama

“The new edition of Our Bodies, Ourselves offers a relatable voice to help make the very confusing reality of health and sexuality as a girl easier to navigate. In a world that doesn’t always offer girls such honesty, the new edition of OBOS makes me optimistic about the awareness and attitude of this generation of women and girls. My brain was fist pumping the whole way through.”

—Tavi Gevinson, thestylerookie.com and editor in chief of Rookie magazine

“This revamped edition of Our Bodies, Ourselves shows just how far we’ve come in the women’s health movement. The level of inclusiveness of my community—those of us who are queer, trans, or gender nonconforming—is remarkable. If this had been the edition that my mom gave me as a preteen, my life and coming-of-age would have been so different and much less confusing. It also artfully lays out the reality of women’s health as a political issue—one that goes way beyond simply understanding how our bodies work. The fortieth-anniversary edition proves that education is a radical act and that sharing our struggles, triumphs, and stories can ultimately change the world.”

—Miriam Zoila Pérez, editor, Feministing.com; founder, Radicaldoula.com; and recipient of the Barbara Seaman Award for Activism in Women’s Health

“OBOS is the most important resource on women’s health ever written by and for women. It teaches every woman how to take charge of her own body and helps us all become well-informed health care consumers.”

—Loretta Ross, founder and the National Coordinator of the SisterSong Women of Color Reproductive Health Collective

“This is truly the bible on women’s health! It has been completely revised and updated for a new generation of women who will need its guidance more than ever as they attempt to take control of their health.”

—Susan Love, M.D., author of Dr. Susan Love’s Breast Book and Dr. Susan Love’s Menopause and Hormone Book and coauthor of Live a Little!

“If only every little girl were born with a copy of Our Bodies, Ourselves in her hands, we would raise a society filled with healthy, confident women. And if women could have only one book on their shelves, let it be this classic tome filled to the brim with practical and empowering information.”

—Toni Weschler, M.P.H., author of Taking Charge of Your Fertility
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In loving memory of our close colleagues and women’s health advocates Esther Rome, Pamela Morgan, Helen Rodriguez-Trias, Mary Howell, Jose Barzelatto, Allan Rosenfield, Rachel Fruchter, Barbara Seaman, Rita Arditti, Pat Cody, and Rosetta Reitz



INTRODUCTION [image: images]


We are delighted to present Our Bodies, Ourselves—an in-depth look at women’s sexuality and reproductive health, from the first gynecological exam to sexual health in our later years.

Since its first newsprint edition published in the early 1970s, Our Bodies, Ourselves (OBOS) has enabled women to learn about their bodies, gain insight from the experiences of other women, and consider how best to achieve political and cultural changes that would improve women’s lives. This completely revised and updated ninth edition, released on OBOS’s fortieth anniversary, covers topics ranging from sexual anatomy, body image, and gender identity to pregnancy and birth, perimenopause/menopause, and navigating the health-care system.

This edition reflects the perspective and voices of a wide range of women, and their stories are told through new formats. At our invitation, more than three dozen women of all ages and identities participated in a monthlong online conversation about sexuality and relationships; we found their honesty and forthrightness so compelling that the conversation itself became the foundation of a new “Relationships” chapter.

Other new voices include women’s organizations around the world that have created their own resources adapted from Our Bodies, Ourselves. Throughout the book, you will meet members of the Our Bodies Ourselves Global Network and read about their work on issues such as abortion, infertility, HIV education and prevention, and social activism. From distributing posters via canoes in rural Nigeria to setting up interactive websites in Israel and Turkey and reshaping health policy in Nepal and Armenia, their efforts exemplify movement building and the power of voices raised in action.

This edition focuses on the core health issues—reproductive health and sexuality—that first brought the Boston Women’s Health Book Collective together. Some topics added over the years—such as nutrition, emotional health, and medical conditions that disproportionately or differently affect women—have been omitted this time, in part because information is now more readily available elsewhere. This has given us room to expand on issues such as reproductive rights, violence against women, and environmental health, which not only are centrally related to women’s sexual health and well-being but also are areas where, despite decades of advocacy and activism, women still face enormous challenges and obstacles that prevent them from leading safe and healthy lives.

Our Bodies, Ourselves is both a text dedicated to factual information grounded in the best available evidence and a resource about health-care inequities and the work of those dedicated to ending social injustices. The many contributors to this book did not always agree on how to analyze the social, economic, and political forces that affect women’s health or how to characterize a medical controversy. When a conclusion remains uncertain, we have shared their questions and concerns so readers can make their own decisions in the absence of the kind of evidence we ultimately hope will be available. Our website (ourbodiesourselves.org) contains additional content, references, and useful links on women’s health topics not covered in this book.




OUR BODIES OURSELVES GLOBAL INITIATIVE

Ever since Our Bodies, Ourselves became a best seller in the United States, it has inspired women in other countries to adapt it—in part or as a whole—to their unique cultural needs. Through the our Bodies ourselves Global Initiative, we support more than twenty-two women’s organizations as they develop materials based on Our Bodies, Ourselves and use their resources in wide-scale outreach to advance the health and human rights of women and girls in their countries. Although the earliest projects were located primarily in Europe, we have since collaborated with organizations across Africa, South and Southeast Asia, the Middle East, Latin America, and Europe to bring culturally meaningful and reliable information to communities where it is most needed. As a result of our partnerships, resources based on the book are now available in more than twenty-five languages and in print, digital, and other socially interactive formats. You will read about our partners in the “In Translation” sidebars and we invite you to visit ourbodiesourselves.org/programs/network to learn more.





As always, we recognize how the personal is often political and thus underscore when individual solutions are not possible or not lasting. Throughout the book, women who have joined with others to bring about change share their stories. The combination of practical information with political critique and women’s lived experiences has long been the hallmark of Our Bodies, Ourselves and is one of the reasons the book has remained one of the most enduring legacies of the women’s movements that grew out of the late 1960s and early 1970s.

Much has changed in the United States since the first edition, when abortion was illegal, birth control was not widely available, and the few available texts on women’s health and sexuality—almost all written by men—discounted women’s experiences and perspectives. Today, information is abundant, but it is still difficult to find reliable information that encompasses the diversity of women’s experiences and teases apart the conflicts of interest inherent in many issues that affect women’s health. Far too often, corporate and pharmaceutical interests influence medical research, information, and care, and contribute to the unnecessary medicalization of women’s bodies and lives. This not only wastes money and poses avoidable risks but also can discourage women from questioning the assumptions underlying the care they receive and from valuing and sharing their own insights and experiences. The need for a book like Our Bodies, Ourselves remains as strong as ever.

Changing the medical system, organizing for better care, and altering the larger social, political, and economic forces that limit women’s lives require creative and concerted efforts over a long period of time. We believe that enhancing reproductive health and sexual pleasure can play a significant positive role in all our lives and strengthen us as we work toward sustaining a vision of a world that will better nurture all women, men, and children. We encourage you to explore this book with curiosity and vision.

OBOS Editorial Team: Kiki Zeldes, Christine Cupaiuolo, Wendy Sanford, Judy Norsigian, Amy Romano, June Tsang, and Ayesha Chatterjee Spring 2011
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CHAPTER 1 Our Female Bodies: Sexual Anatomy, Reproduction, and the Menstrual Cycle [image: images]


Learning about our sexual anatomy and observing and exploring our bodies are good ways to become more comfortable with ourselves and our sexuality. These are also good ways to learn what is normal for each of us and to become aware of changes and potential problems. Understanding the way our sexual and reproductive systems work, how they interact with other body functions, and how they are influenced by our lifestyle, environment, and general well-being can help us enhance sexual pleasure, reduce the risk of some health problems, and make informed reproductive decisions.

We are often far less familiar with the appearance and function of our sexual and reproductive organs than we are with other parts of our bodies. This chapter aims to change this. The first part discusses female sexual anatomy, including reproductive and sexual organs both inside and outside the body.* It names the body parts and explains where they are and what they do.

The second part of the chapter covers menstruation and fertility awareness. It explains how the menstrual cycle works; the commonalities, differences, and variations in women’s cycles; and the physical and emotional changes some women experience. It also addresses how reproduction occurs.

SEXUAL AND REPRODUCTIVE ORGANS: ANATOMY (STRUCTURE) AND PHYSIOLOGY (FUNCTION)

The following descriptions will be much clearer if you look at your genitals with a hand mirror while you read the text and look at the diagrams. Make sure you have enough time and privacy to feel relaxed. Try squatting on the floor and putting the mirror between your feet. If you are uncomfortable in that position, sit as far forward on the edge of a chair as you comfortably can, separate your legs, and put the mirror between them. If you’re having a hard time seeing, try aiming a flashlight at your genitals or at the mirror.

The appearance, shape, and size of genitals vary from person to person as much as the shape and size of other body parts. There is a wide range of what is considered normal. By observing your own body, you will learn what is normal for you.

First, you will see your vulva—all the female external organs you can see outside your body. The vulva includes the mons pubis (Latin for “pubic mound”), labia majora (outer lips), labia minora (inner lips), clitoris, and the external openings of the urethra and vagina. People often confuse the vulva with the vagina. The vagina, also known as the birth canal, is on the inside of your body. Only the opening of the vagina (introitus) can be seen from the outside.

Unless you shave or wax around your vulva, the most obvious feature you will see is the pubic hair, the first wisps of which are one of the early signs of puberty. After menopause, the hair thins out. Pubic hair covers the soft fatty tissue called the mons (also mons veneris, mound of Venus, or mons pubis).† The mons lies over the pubic symphysis. This is the joint of the pubic bones, which are part of the pelvis, or hip girdle. You can feel the pubic bones beneath the mons pubis.

As you spread your legs, you can see in the mirror that the hair continues between your legs and probably around your anus. The anus is the outside opening of the rectum (the end of the large intestine, or colon).

The fatty tissue of the mons pubis also continues between your legs to form two labia majora, the outer lips of the vulva. You can feel that the hair-covered labia majora are also fatty, like the mons. The size and appearance of the labia majora differ considerably among women. In some, the skin of the outer lips is darker. The labia majora surround the labia minora (the inner lips of the vulva). The labia minora are hairless and very sensitive to touch.

As you gently spread apart the inner lips, you can see that they protect a delicate area between them. This is the vestibule. Look more closely at it. Starting from the front, right below the mons you will see the inner lips joining to form a soft fold of skin, or hood, over and covering the glans, or tip of the clitoris. Gently pull up the hood to see the glans. The glans is the spot most sensitive to sexual stimulation. Many people confuse the glans with the entire clitoris, but it is simply the most visible part. Let the hood slide back, and extending from the hood up to the pubic symphysis, you can now feel a hardish, rubbery, movable rod right under the skin. It is sometimes sexually stimulating when touched. This is the body or shaft of the clitoris. It is connected to the bone by a suspensory ligament. You cannot feel this ligament or the next few organs described, but they are all important in sexual arousal and orgasm.
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THE VULVA

At the point where you no longer feel the shaft of the clitoris, it divides into two parts, spreading out wishbone fashion but at a much wider angle, to form the crura (singular: crus), the two anchoring wing tips of erectile tissue that attach to the pelvic bones. The crura of the clitoris are about 3 inches long. Starting from where the shaft and crura meet, and continuing down along the sides of the vestibule, are two bundles of erectile tissue called the bulbs of the vestibule.

The bulbs, along with the whole clitoris (glans, shaft, crura), become firm and filled with blood during sexual arousal, as do the walls of the vagina. Both the crura of the clitoris and the bulbs of the vestibule are covered in muscle tissue. This muscle helps to create tension and fullness during arousal and contracts during orgasm, playing an important role in the involuntary spasms felt at that time. The clitoris and vestibular bulbs are the only organs in the body solely for sexual sensation and arousal.
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DETAILS OF THE CLITORIS

(Dotted lines indicate areas inside the body.)

The clitoris is similar in origin and function to the penis. All female and male organs, including sexual and reproductive organs, are developed from the same embryonic tissue. In fact, female and male fetuses are identical during the first six weeks of development. The glans of the clitoris corresponds to the glans of the penis, and the labia majora correspond to the scrotum.




In some cultures, there is a practice of female genital cutting—removing a girl’s clitoris and sometimes even sewing the labia together. For more information, see “Female Genital Cutting.”





The Bartholin’s glands are two small rounded bodies on either side of the vaginal opening near the bottom of the vestibule. They secrete a small amount of fluid during arousal. Usually you cannot see or feel them.

If you keep the inner lips spread and pull the hood of the clitoris back again, you will notice that the inner lips attach to the underside of the clitoris. Right below this attachment you will see a small dot or slit. This is the urinary opening, the outer opening of the urethra, a short (about an inch and a half), thin tube leading to your bladder. Below the opening of the urethra is the vaginal opening (introitus).

Around the vaginal opening you may be able to see the remains of the hymen, also known as the vaginal corona. This is a thin membrane just inside the vaginal opening, partially blocking the opening but almost never covering it completely. Vaginal coronas come in widely varying sizes and shapes. For most women they stretch easily—by a tampon, as well as a finger, a penis, or a dildo. Even after the hymen has been stretched, little folds of tissue remain.




VAGINAL CORONA (OR WHAT YOU MAY KNOW AS THE HYMEN)*
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The vaginal corona—generally known as the hymen but renamed by a Swedish sexual rights group in an attempt to dispel many of the myths surrounding hymens—is made up of thin, elastic folds of mucous membrane located just inside the entrance to the vagina. The vaginal corona has no known function; it is probably a remnant of fetal development.

Many people wrongly believe that the vaginal corona is a thick membrane that entirely covers a woman’s vaginal opening and ruptures when you have intercourse or any kind of insertive vaginal sex the first time. The myth goes like this: If a bride doesn’t bleed from a ruptured hymen on her wedding night, this means that she has had sex and isn’t a “virgin.” This is not true.

* Content is adapted from The Vaginal Corona, a booklet created by the Swedish Association for Sexuality Education, rfsu.se/en/Engelska/Sex-and-Politics/Hymen-renamed-vaginal-corona.

The mucous membrane that makes up the vaginal corona may be tightly or more loosely folded. It may be slightly pink, almost transparent, but if it is thicker it may look a little paler or whitish. The vaginal corona may resemble the petals of a flower, or it may look like a jigsaw piece or a half-moon. It may be insignificant or even completely absent at birth.

The vaginal corona may tear or thin out during exercise, masturbation, tampon use, or any other form of vaginal penetration. Because of this, no one can look at a woman’s vaginal corona and know whether she has had vaginal intercourse, or even whether she has masturbated.

In rare cases, the hymen covers the entire vaginal opening. This is called an imperforate or microperforate hymen. Young women with an imperforate hymen will experience monthly cramping and discomfort without the appearance of menstrual blood. In these cases, the hymen can be surgically opened to release accumulated menstrual fluid and to permit tampon insertion or other forms of vaginal penetration. More commonly, a hymen band may be present across the vaginal opening, allowing menstruation but preventing tampon insertion. If the opening is very small or partially obstructed, minor surgery can correct this.

Since the vaginal corona isn’t a brittle membrane, the sensation when you first stretch out the mucous tissue folds—whether you’re inserting a tampon, masturbating, or having insertive sex—is a highly individual experience. Some women feel no pain at all, while others, with a thicker or more extensive vaginal corona, have some pain. There may be minor tears in the mucous folds that hurt, and sometimes there may be a little bleeding.

The Swedish Association for Sexuality Education (RFSU), the sexual rights group that coined the term vaginal corona, notes, “The mythical status of the hymen has caused far too much harm for far too long,” and the hymen has wrongly been “portrayed as the boundary between guilt and innocence.”1 For more information, see “Virginity.”





If you’re comfortable doing so, slowly put a finger or two inside your vagina. If it hurts or you have trouble, take a deep breath and relax. You may be pushing at an awkward angle, your vagina may be dry, or you may be unconsciously tensing the muscles owing to fear of discomfort. Try shifting positions and using a lubricant such as olive or almond oil (not perfumed body lotion). Notice how the vaginal walls, which were touching each other, spread around your fingers and hug them. Feel the soft folds of mucous membrane. These folds allow the vagina to stretch and to mold itself around what might be inside it: fingers, a tampon, a penis, or a baby during childbirth.
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The walls of the vagina may vary from almost dry to very wet. Some women naturally have wetter or drier vaginas. Wetness increases with sexual arousal. How wet your vagina is also changes during different parts of your menstrual cycle and over your lifetime. The vagina is likely to be drier before puberty, during breastfeeding, and after menopause, as well as during that part of the menstrual cycle right before and after the flow. Wetter times occur around ovulation, during pregnancy, and during sexual arousal.

Push gently all around against the walls of the vagina and notice where the walls feel particularly sensitive to touch. For some women this sensitivity occurs only in the area closest to the vaginal opening; in others it occurs in most or all of the vagina. About a third of the way up from the vaginal opening, on the anterior (front) wall of the vagina (the side toward your abdomen), is an area known as the Gräfenberg spot, or G-spot. Many women experience intensely pleasurable sensations when this area is stimulated. There are differences of opinion over whether the G-spot is a distinct anatomical structure or whether the pleasure some women feel when the area is stimulated is due to its closeness to the bulbs of the clitoris. (For more information, see “The G-Spot.”)

Now put your finger halfway in and try to grip your finger with your vagina. You are contracting the pelvic floor muscles. These muscles hold the pelvic organs in place and provide support for your other organs all the way up to your diaphragm, which is stretched across the bottom of your rib cage. Some women do Kegel exercises to strengthen the pelvic floor muscles (to learn more, see “How to Do Kegel Exercises”).

Only a thin wall of mucous membrane and connective tissue separates the vagina from the rectum, so you may be able to feel bumps on the back side of your vagina if you have some stool in the rectum.

Now slide your middle finger as far back into your vagina as you can. Notice that your finger goes in toward the small of your back at an angle, not straight up the middle of your body. If you were standing, your vagina would be at about a 45-degree angle to the floor. With your finger you may be able to just feel the deep end of your vagina. This part of the vagina is called the fornix. (Not everyone can reach this; it may help if you bring your knees and chest closer together so your finger can slide in farther.)

A little before the end of the vagina you can feel your cervix. The cervix feels like a nose with a small dimple in its center. The cervix is the part of the uterus, or womb, that extends into the vagina. It is sensitive to pressure but has no nerve endings on the surface. The uterus changes position, color, and shape during the menstrual cycle as well as during puberty and menopause, so you may feel the cervix in a different place from one day to the next. Some days you can barely reach it. The vagina also lengthens slightly during sexual arousal, carrying the cervix deeper into the body.

The dimple in the cervix is the os, or opening into the uterus. The entrance is very small. Normally, only menstrual fluid leaving the uterus, or seminal fluid entering the uterus, passes through the cervix. No tampon, finger, or penis can go up through it, although it is capable of expanding enormously for a baby during labor and birth.




WHERE TO BUY A SPECULUM

Plastic speculums are relatively inexpensive and easy to buy online. The Feminist Women’s Health Center (fwhc.org/sale3.htm) sells a self-exam kit for $25 that includes a clear plastic speculum, handheld mirror, small flashlight, lubricant, and “Get the Inside Information” brochure.





CERVIX SELF-EXAM

If you want to see your cervix, find a private, comfortable place with good lighting and gather these supplies: a flashlight, a speculum (a metal or plastic tool used to hold apart the walls of the vagina; see “Where to Buy a Speculum,” above), a lubricant such as such as olive or almond oil, and a hand mirror. Wash your hands, then sit back on a couch, a comfortable chair, or the floor, with pillows behind your back for support. Bend your knees and place your feet wide apart.

Familiarize yourself with the speculum. Different styles work slightly differently. All have two bills and a handle. Use the lever to open the bills until the lock clicks. Be sure you figure out how to release the lock before you insert it.

Put some lubricant on the speculum or your vulva. Hold the speculum in a closed position (with the bills together) with the handle pointing upward. Slide it in gently as far as it will comfortably go. If it hurts, stop. Pull it out and try inserting it into the vagina sideways, then turn it. Experiment to see what feels most comfortable for you. Keep in mind that your vagina is angled toward your back, not up toward your head. You can put your finger in your vagina to feel where your cervix is and how to direct the speculum.

Once the speculum is inserted, grasp the handle and squeeze the lever toward the handle to open the bills. Some women find that placing the speculum and finding the cervix take some effort. Breathe deeply and manipulate the speculum gently while looking into the mirror. You will be able to see the folds in the vaginal wall, which may look pink, bulbous, and wet. The cervix looks like a rounded or flattened knob about the size of a quarter. If you don’t see it, allow the speculum to gently close and shift the angle of insertion before reopening it, or remove the speculum and reinsert it. Focus the light source on the mirror to help you see better. If you want, a friend or partner can help by holding the flashlight and/or the mirror. If you still can’t see your cervix, wait a few days and then try again. The position of the cervix shifts during the menstrual cycle, so it may be easier to see at another time.

When you find your cervix, lock open the bills of the speculum. You will see some cervical and vaginal discharges. Depending on where you are in your menstrual cycle, your cervical fluid may range from pasty-white to a clear and stretchy egg-white texture. The cervix itself may be pink and smooth, or it might be uneven, rough, or splotchy. All of these are normal. If you are pregnant, your cervix might have a bluish tint; if you have reached menopause or are breastfeeding, it may be pale. If you are ovulating, the cervix will appear open with clear stretchy mucus sitting in it. The slit or opening in the center is the os, the opening to your uterus.




Recommended Resource: Beautiful Cervix Project (beautifulcervix.com) was founded by a twenty-five-year-old woman who took photos daily for a month to see how her cervix looked throughout the menstrual cycle. The site grew to include photos submitted by women from age twenty to past sixty. There are images of cervixes during pregnancy and after orgasm. You can also view photos of a Pap test in progress.





You may see small, yellow/white fluid-filled sacs on the cervix that look like little blisters. These are Nabothian cysts and are quite common and do not need any treatment. They are caused by a blockage in the fluid-producing glands of the cervix. Some women have them for years; in other women they come and go. You may also see polyps, pink outgrowths of cervical tissue that dangle on a stalk, looking like a little tongue sticking through the os.

When you are done exploring, unlock and remove the speculum. Some women prefer to remove it after the lock is released but while it’s still open; others close the bills first. Clean it afterward with soap and water or rubbing alcohol (isopropyl alcohol) before storing for later use.

Observing the color, size, and shape of your cervix and the changes in your vaginal discharge and cervical fluid during the different stages of your menstrual cycles allows you to learn what is normal for you and can help you recognize when something is wrong. You can do cervical self-exams regularly or during certain phases of your fertility cycle—or maybe just once to check things out.

What’s Not Normal

It is normal to have vaginal and cervical fluid, or discharge. However, any of the following found during a self-exam may indicate an infection or another problem.

• Green, gray, or dark yellow discharge

• A significant change in the amount or consistency of discharge

• Any strong odor unusual for you

• Foamy discharge (from gas-producing organisms)



If you find anything that concerns you, see a health-care provider. (For more information, see Chapter 2, “Intro to Sexual Health.”)

Internal Organs

The nonpregnant uterus is about the size of a plum. Its thick walls are made of some of the most powerful muscles in the body. It is located between the bladder, which is beneath the abdominal wall, and the rectum, which is near the backbone. The inner walls of the uterus touch each other unless pushed apart by a growing fetus or an abnormal growth. The top of the uterus is called the fundus.

Extending outward and back from each side of the fundus are the two fallopian tubes (also called oviducts; literally, “egg tubes”). They are approximately 4 inches long and look like thin ram’s horns facing backward. The connecting opening from the inside of the uterus to the fallopian tubes is as small as a fine needle. The outer end of each tube is fringed (fimbriated) and funnel shaped. The wide end of the funnel wraps partway around the ovary but does not actually attach to it. The fallopian tubes are held in place by connective tissue.
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Female pelvic organs (side view)

The ovaries are organs about the size and shape of unshelled almonds, located on either side of and somewhat behind the uterus. They are about 4 or 5 inches below your waist and are held in place by connective tissue. The ovaries have a twofold function: to produce germ cells (eggs) and to produce sex hormones (estrogen, progesterone, testosterone, and many others). The functions of these hormones are only partly understood. The small gap between the ovary and the end of the corresponding tube allows the egg to float freely in the abdominal cavity after it has been released from the ovary. The fingerlike ends (fimbria) of the fallopian tube sweep across the surface of the ovary and wave the egg into the tube after ovulation.

The uterus, fallopian tubes, and ovaries are draped in peritoneum, the thin membrane that lines the inside of the abdominal cavity.

BREASTS

Our breasts make us mammals. Their extraordinary glands produce milk with an incredible capacity to nourish babies’ oversize human brains and to fight infection and disease in newborns. Breasts are secondary sex characteristics, which are features that distinguish the sexes but are not directly related to reproduction. Most women think of them as a key component of our sexual selves.

Self-image is often affected by our own and others’ reactions to our breasts. Our feelings, both positive and negative, are reinforced by society’s obsessive fixation on breasts and the way they are used to sell everything from cars to whiskey. This may make it difficult to think about our breasts as functioning parts of our bodies, especially in a culture that heavily markets breast enlargement/augmentation.




IN TRANSLATION: REDEFINING WOMEN’S BODIES
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The logo for Women and Their Bodies, OBOS’s partner in Israel

Group: Women and Their Bodies

Country: Israel

Resource: Materials based on Our Bodies, Ourselves in Arabic and Hebrew

Website: ourbodiesourselves.org/programs/network/foreign

In many cultures, the words and images used to describe female bodies and sexualities are negative, derogatory, and oppressive.

This negative discourse reinforces attitudes that endanger the health of women and girls and silences their voices. It also allows a community to justify or ignore practices that are disempowering and prevent women and girls from fully exercising their rights.

Many of Our Bodies Ourselves’ global partners encounter this language problem. Here are two examples of women’s organizations that effectively changed the tenor in their communities by coining vocabulary that honors women and girls and affirms their sexuality and life experiences.
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The cover of a Japanese adaptation of Our Bodies, Ourselves

Group: shokado Women’s Bookstore

Country: Japan

Resource: Materials based on Our Bodies, Ourselves in Japanese

Website: ourbodiesourselves.org/programs/network/foreign

The Jewish and Arab women who together founded Women and Their Bodies, OBOS’s global partner in Israel, note that both cultures prize a woman’s ability to bear children, and the end of fertility is often seen as bringing despair. Though this attitude has deep historical and political roots, Women and Their Bodies is concerned about the pressure it places on women to increase the size of their ethnic community by having children. The group is also concerned about social attitudes that affect women who are unable or choose not to have children or are past childbearing age.

Cultural values are often reflected in language. For example, common Hebrew terms for menopause translate to “age of wilting” or being “worn out,” and an Arabic term means “years of despair.” While developing the Hebrew and Arabic adaptations of Our Bodies, Ourselves, Women and Their Bodies was determined to use terms that are respectful and celebratory. With support and help from women in the community, the group ultimately settled on the Hebrew “Emtza Ha’hayim,” or “midlife,” and the Arabic “San’ al Aman,” which means “years of security or safety.”

In Japanese, words for body parts like vulva, pubic hair, and pubic bone were written using Chinese characters that conveyed “shame” or “shadiness.” Shokado Women’s Bookstore, OBOS’s partner in Japan, revised these negatively nuanced Chinese characters to create neutral or positive terms for the Japanese adaptation of Our Bodies, Ourselves.

Since publication, at least one of the terms, “seimo,” which translates to “sexual hair,” has been integrated into some of the latest Japanese dictionaries. There is also a growing tendency in Japanese society to avoid the Chinese characters that convey “shame” or “shadiness.” Instead, the language now increasingly uses neutral characters or “katakana-go”—foreign words turned into Japanese—when talking about male and female bodies. The changes translate into a major improvement, in any language.





Look at your breasts in the mirror or feel them. Like fingerprints, no two breasts are alike, and there is no “perfect” pair. Breasts come in all sizes and shapes: large, small, firm, saggy, lumpy. Your breasts may be slightly different from each other in size or shape. Nipples may lie flat, stick out, or retract (be inverted). The areola (the area surrounding the nipple) may be large or small, darker or lighter, and it usually has little bumps just under the skin. These bumps are the sebaceous glands, which secrete a lubricant that protects the nipple during breastfeeding. Sometimes there are hairs near the edge of the areola. Some women have one breast noticeably bigger than the other. Breast size is not related to the sexual responsiveness of the breast or to the amount of milk you produce after giving birth; small-breasted women are able to breastfeed just fine. Weight gain and loss also affect breast size.

Breasts usually become droopier over the years as skin becomes less elastic and milk glands get smaller. This happens even faster after childbirth (when breastfeeding is completed) and again after menopause, when the milk glands are no longer stimulated to grow.




DISORDERS OF SEXUAL DEVELOPMENT

Disorders of sexual development (or DSDs) are conditions in which a person is born with sex chromosomes, external genitals, or an internal reproductive system that is not clearly male or female. The clitoris may be larger than usual, or the vagina may be small, lack an external opening, or be absent altogether. DSDs are not always visible by looking at the outside genitals; for example, a person may be born with external female genitals but with male chromosomes and internal testes (male reproductive glands) rather than ovaries.

For many years, the term “intersex” has been used by and about people born with genital or reproductive anatomy that is not clearly or exclusively male or female. Recently, concerns about the stigma sometimes associated with the term “intersex,” along with advances in treatment and diagnosis, have led to the use of the term “disorders of sexual development” in its place.*

When DSDs are detected in infants, most are surgically assigned a female or male sex at birth, and many discover that their internal organs are different only when they reach puberty. They may not mature physically in the way a typical girl or boy would at that age; for example, those assigned female may not menstruate.

* There is also some controversy over the choice of “disorder” rather than “difference” or “divergence.” See, for example, Elizabeth Reis, “Divergence or Disorder? The Politics of Naming Intersex,” Perspectives in Biology and Medicine 50 (2007): 535–43.

The traditional medical model of treatment for babies born with DSDs, developed in the 1950s, involves using surgery to alter a baby’s genitals to look clearly male or female. This practice is based on the assumption that altering the genitals to look as typical as possible and keeping the condition hidden are the only way these babies (and their parents) can avoid emotional trauma and live a “normal” life.

There is growing controversy over the practice of surgically altering babies born with DSD. Often the surgeries themselves create health problems, impair sexual functioning later in life, and contribute to emotional trauma. Angela Moreno, author of the essay “In Amerika They Call Us Hermaphrodites,” describes her experience.

When I was twelve, I started to notice that my clitoris (that wonderful location of pleasure for which I had no name but to which I had grown quite attached) had grown more prominent. Exactly one month later, I was admitted to Children’s Memorial Hospital in Chicago for surgery. They told me a little bit about the part where they were going to “remove my ovaries” because they suspected cancer or something like that. They didn’t mention the part where they were going to slice off my clitoris. All of it. I guess the doctors assumed I was as horrified by my outsized clit as they were, and there was no need to discuss it with me. After a week’s recovery in the hospital, we all went home and barely ever spoke of it again. I’m now twenty-four. I’ve spent the last ten years in a haze of disordered eating and occasional depression. Four months ago, I finally got some of my medical records from Children’s Memorial Hospital in Chicago. They are shocking. The surgeon who removed my clitoris summarized the outcome as “tolerated well.”2

Many people with DSDs and their advocates now believe that cosmetic genital surgery should be performed only when a child or young adult is old enough to make his or her own decisions. Organizations such as the Accord Alliance (accordalliance.org) and the Androgen Insensitivity Syndrome Support Group (aissg.org) are fighting to end the secrecy and shame around DSDs, to develop better approaches to health care, and to create support for healing emotionally from well-meaning but misguided or involuntary medical interventions.

One woman in her twenties talks about the healing this movement brought her.

At the age of eighteen, a workshop on intersex changed my life. I was finally able to get angry at the way I had been treated by doctors, about the assumptions that had been made about me and my body, and about the pressure put on me by doctors that I need to be “fixed.” I made the decision that I would keep my body as it is and have finally learned to love and enjoy my sexuality again.

I really believe that the stigma or shame that is used to justify operating on intersex people is a result of this being kept such a secret. The idea that those of us outside the “norm” must conform to the status quo is absurd! If we were all raised with the understanding that not all people are male or female, it would not be so traumatic for those of us outside of the sex binary.





Because breasts react to sex hormones produced by the ovaries, you may notice pronounced changes during the menstrual cycle—your breasts may be bigger and fuller right before you menstruate. This fullness can produce tenderness in some women and can be felt up into the armpit in the part of the breast called the tail. During pregnancy and breastfeeding, breasts often enlarge considerably. They may also swell during sexual arousal. Your breasts may have areas of hardness or softness, different textures, and varying areas of sensitivity.

In girls, around the time the ovaries begin producing estrogen (a year or two before menstrual periods start), the breasts respond by growing. At first, a firm mass develops directly behind the nipple. This is called the bud. As puberty progresses, the ductal tissue in the bud grows out into the fatty tissue, forming branches and lobules to make up the glandular portion of the breast. The fatty and fibrous tissues that support it (stroma) also increase during puberty. Most of this growth happens early, but slower growth continues during the teen years. One breast may develop more quickly than the other, and it’s not uncommon for breasts to be different sizes.

With the great increase of sex hormones during adolescence, the milk-producing glands in each breast start to develop and increase in size. During the reproductive years, breast tissue consists of the glandular breast lobules, which are supported by connective tissue ligaments that anchor breast tissue to the skin and to the connective tissue covering the underlying muscles. Variable amounts of fat fill the spaces between the breast lobules and the supporting ligaments. After menopause, the glandular breast tissue is gradually replaced by fat. The amount of fat in the breast is determined partly by heredity. This fat causes breast size to vary.
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Parts of the breast

Breast Self-Exams

For years, experts advised women to perform monthly breast self examinations (BSEs), believing that doing so would allow women to find potentially cancerous lumps and get diagnosed and treated for breast cancer more quickly. Unfortunately, scientific studies designed to measure the efficacy of BSEs have not found that women who perform BSEs are any less likely to die of breast cancer than women who don’t perform them. For this reason, many medical guidelines and health organizations no longer recommend monthly BSEs. However, exploring your breasts is a good way to get to know your body and become familiar with what is normal for you.
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Breast changes over a lifetime

STAGES IN THE REPRODUCTIVE LIFE CYCLE

Puberty is the transition from childhood to physical maturity. In women, puberty is characterized by growth of the breasts and pubic and armpit (axillary) hair, and a growth spurt that results in increased height and weight, followed by the end of bone growth. Menstruation starts near the end of puberty, about two years after breast development, on average at about age twelve, though any age from nine to sixteen is normal.

Menstruation continues until age fifty-one on average, but stopping anytime between forty and fifty-five is normal. Menopause technically means the time of the last period, but because periods can be irregular in the last few years, menopause can be identified only retrospectively, after a year of no bleeding. The body changes that occur between the reproductive and postreproductive phases of our lives—a period of time called perimenopause—often take place over as many as fifteen years.

This entire reproductive process is regulated by hormones, chemicals in the bloodstream and in the brain that relay messages from one part of the body to another. The levels of sex hormones are low during childhood, increase tremendously during the reproductive years, and then become lower and differently balanced after menopause.

During the reproductive years, monthly hormonal rhythms determine the timing of ovulation and menstruation. This cycle, the menstrual cycle, regulates our fertility, allowing for the possibility of pregnancy a few days every month. Many women experience signs of this rhythm—changing emotions, changes in breasts, changes in sexual arousal, and even variation in foods we enjoy eating at different times over a month.

MENSTRUATION AND THE REPRODUCTIVE CYCLE

My cycle. My red friend. The curse. Aunt Flo. On the rag. Many different terms—most commonly, my period—are used to describe menstruation. You may have created your own slang, known only to family or friends. This section covers the wide range of experiences with, and feelings about, menstruation.


Menarche (First Period)

The first period may come as a surprise, and negative attitudes from friends or family can color the experience, but most of us find a way to cope and may even look back in humor.

In class, I got up to go to the bathroom. Inside, I noticed that my panties had a funny discharge on them. Then suddenly it hit me: I’d gotten my period! I was so excited and could hardly wait to tell my friends.

The beginning of menstruation is a major marker in the transition from girl to woman. The age of menarche (MEN-are-kee)—when a girl first begins to menstruate—varies, depending on many factors. Some factors are biological; for instance, body fat must be about one quarter of a girl’s total weight in order for her to menstruate. Diet, weight, race, environment, and family history also affect when menstruation begins.3 Women in different countries may have different average ages for entering puberty.

In the United States, the average age of girls’ first period has fallen over the last century from around age sixteen to around age twelve, with some girls beginning to develop breasts as early as seven years old. The reasons girls are maturing earlier are not completely clear. Some pediatricians and other medical experts are convinced that childhood exposure to plastics, pesticides, and other environmental endocrine disruptors plays a role. (Endocrine disruptors are chemicals that often act like estrogen and interfere with genetic or hormonal signals, causing changes to the body’s finely tuned hormonal system.)

Other possible causes include better nutrition than in the past, obesity, inactivity, premature birth, and formula feeding.4 A major concern about early puberty in girls is that it increases the odds of developing breast cancer later in life, since longer exposure to sex hormones is a risk factor for breast cancer. Once a girl starts to menstruate, her estrogen levels rise and don’t drop off until menopause. All other factors being equal, the more years a woman menstruates, the more years she is exposed to higher levels of estrogen, and the higher her risk of breast cancer.

Some medical conditions affect reproductive development, and not all women have periods. If you haven’t seen signs of puberty by age thirteen, or haven’t started your period by age sixteen, see a health-care provider.

A twenty-five-year-old woman who does not menstruate says she has discovered how much menstruation is connected with normality in people’s minds.

I don’t menstruate, and have actually always felt kind of alienated by the way in which female experiences are sometimes centered around menstruation—the idea that menstruating makes someone a “real” woman, for example, or that menstruation is such a quintessential experience that if you haven’t menstruated, you don’t know what it’s like to be a woman.

What Happens During the Menstrual Cycle

As you read this section, you may want to refer back to the drawings and descriptions of sexual anatomy in the first part of this chapter.

The Ovaries and Ovulation

When a girl is born, her ovaries contain about 2 million balls of cells, each with an immature egg in the center. These are called follicles. The ovaries absorb more than half of these follicles during childhood. Of the 400,000 follicles still present at puberty, three hundred to five hundred will eventually develop into mature eggs.

During our reproductive years, follicles develop throughout the cycle, but each month, under the influence of hormones, usually only one follicle develops fully. (Sometimes two or more follicles develop fully, in which case a twin or other multiple pregnancy can result.) Some of the cells in the developing follicle secrete the hormone estrogen. The follicle with the maturing egg inside moves toward the surface of the ovary. At ovulation, the follicle and the ovarian surface open, allowing the tiny egg to float out. About this time, some women feel a twinge or cramp in the lower abdomen or back (called mittelschmerz).

I never knew the word “mittelschmerz” until I was in nursing school. I thought it was such a cool word but was sure I wasn’t one of those women who actually experienced it. A year or so later I began tracking all of my fertility signs when I decided to try to get pregnant. I felt a funny cramp on my left side that was a familiar sensation but I had never put two and two together to recognize that it was my body ovulating. I actually exclaimed out loud, “Mittelschmerz!”

A few women experience headaches, stomach pains, or sluggishness at the time of ovulation. Other women feel especially well.

The Egg After Ovulation

After ovulation, the fingerlike ends (fimbria) of the nearby fallopian tube sweep the released egg into the tube’s funnel-shaped end. Each tube is lined with microscopic hairlike projections (cilia) that constantly move back and forth. As the egg begins its several-day journey to the uterus, wavelike movements of the muscles in the tube (peristalsis) and the movements of the cilia help it along. If sperm enter the vagina, pass through the cervix, and travel through the uterus into the fallopian tubes, the cilia propel them toward the egg.

If the egg and sperm meet, they may join. (This is conception, or fertilization, when the sperm “fertilizes” the egg.) The fertilized egg then travels the rest of the way along the fallopian tube to the uterus. Whether or not fertilization takes place, the empty follicle that just released the egg from the ovary becomes a corpus luteum (Latin for “yellow body” because of its color). The corpus luteum continues to make estrogen and also begins making progesterone.

If a fertilized egg implants into the uterus, it sends a signal to the ovary to keep making progesterone, which will help sustain a pregnancy by keeping the uterine lining thick and nourishing. If no pregnancy occurs, the corpus luteum is reabsorbed into the ovary after two weeks and the hormone levels drop; this is the trigger that causes menstruation. (See “The Endometrium.”) The egg disintegrates or flows out with the vaginal secretions.

The Cervix

The kind of mucus or fluid produced by your cervix changes throughout the cycle in response to fluctuations in estrogen and progesterone. While there are general patterns of fluid secretion, each woman’s pattern is unique. (See “Fertility Awareness Method,”, for more.)

The cervical fluid is a kind of gatekeeper for the uterus. At ovulation, the cervical fluid becomes slippery and thin, like egg white. It coats the vagina and protects sperm from the vagina’s relatively acidic environment. The cervical fluid also nourishes the sperm and changes their structure to prepare them to fertilize an egg. Sperm can live up to five days in midcycle cervical fluid. After ovulation, as progesterone levels increase, cervical fluid thickens into a kind of plug that makes it difficult for sperm to enter the uterus. The vagina gradually becomes drier, too.

If you look at your cervix with a speculum or feel it with your fingers, you may notice that at about the time of ovulation, the cervix is pulled up high into the vagina. It may also enlarge and soften, and the os (the opening to the uterus) may open a little.

The Endometrium: Lining of the Uterus

The lining of the uterus, called the endometrium, thickens and then thins over the course of a menstrual cycle and thickens considerably during pregnancy. Embedded in this lining are glands that can secrete a fluid that will help nourish a pregnancy until a placenta is formed. In a typical menstrual cycle, estrogen made by the maturing ovarian follicle causes the glands to grow and the endometrium to thicken (partly through an increased blood supply). This thickening of the uterine lining is called the proliferative phase of the menstrual cycle. It can vary in length, generally lasting between six and twenty days. Progesterone, made by the corpus luteum (ruptured follicle) after the egg is released, stimulates the glands in the endometrium to begin secreting their nourishing substance. This is the secretory phase of the cycle and is the only time when a fertilized egg can implant in the lining. In women who have irregular periods, it is the proliferative phase that is variable; for example, a woman with twenty-eight-day cycles ovulates on day fourteen, while a woman with thirty-five-day cycles ovulates on day twenty-one.




It is possible to have what may appear to be a menstrual period even if you haven’t ovulated that month. These are called anovulatory cycles and they are common when menstruation starts and your cycles are getting established. Anovulatory cycles become more common again as menopause approaches.





If conception does not occur, the corpus luteum produces estrogen and progesterone for about twelve days, with the amount lessening in the last few days. As the estrogen and progesterone levels drop, the tiny arteries bringing blood supply to the endometrium close off. The lining, deprived of nourishment and oxygen, collapses and breaks off starting about fourteen days after ovulation. This is menstruation: the menstrual period or flow.

During menstruation, most of the lining is shed, but the bottom third remains to form a new lining. Then, as a new follicle starts growing and secreting estrogen, the uterine lining thickens, and the cycle begins again.

Menstrual Periods

Women’s menstrual cycles vary widely. Counting from the first day of one period to the first day of the next, most cycles last between twenty-three and thirty-six days. For teens the variation can be even broader, from twenty-one to forty-five days. Often we think of periods as occurring once per month (in fact, the word “menstruation” is from the Latin word mensis, for “month”). While some women have periods that do occur exactly every month, other women have cycles that are longer or shorter. Some women have consistently regular cycles (bleeding every twenty-eight or thirty-five days, for instance), while other women’s cycles vary in length from one cycle to the next. Hormonal contraceptives or breastfeeding may alter the length of our cycles or even stop them altogether. After we have been pregnant—whether we have an abortion, a miscarriage, or give birth—our cycles may change.

Most women’s periods last between two and eight days, with four to six days being the average. The flow stops and starts, though this is not always noticeable.




WHAT MENSTRUAL CYCLES REVEAL ABOUT YOUR HEALTH

Your menstrual cycle provides important information about your sexual and reproductive health. For example, if you suddenly stop getting your periods (but are not pregnant), have much heavier bleeding, or experience very irregular spotting, those symptoms may indicate a gynecological problem.

The menstrual cycle also provides important information about a woman’s overall health. Just as blood pressure and heart and respiratory rates are described as “vital signs” key to the diagnosis of potentially serious health conditions, recognizing menstrual patterns may also provide information that leads to the early identification of possible health concerns. Marked changes in menstrual cycles may signal problems with the blood’s ability to clot, significant weight change, emotional stress, thyroid disease, autoimmune conditions, hormonal imbalance, diabetes, Cushing’s disease, primary ovarian insufficiency (POI), late-onset congenital adrenal hyperplasia (CAH), or even cancer. Menstrual changes can also indicate pregnancy or perimenopause (the years leading up to the final menstrual period). Throughout our reproductive years, when we have medical concerns, the evaluation of the menstrual cycle should be included along with an assessment of our other vital signs.





Menstrual Fluid

The fluid that flows from the vagina during the menstrual period includes much of the uterine lining that has built up during that cycle. In addition to blood (sometimes clotted) and endometrial cells, menstrual fluid contains cervical fluid and vaginal secretions. This mixed content is not obvious, since the blood colors the fluid red or brown. A usual discharge for a menstrual period is about two to five tablespoons, though it often looks like more.

What to Do with the Menstrual Flow

Across time and cultures, women have used and continue to use a variety of products for catching menstrual flow. The choice often comes down to comfort, availability, convenience, and price. You might find the perfect match right away, or you might try different options, looking for more comfort or a better fit.

TAMPONS AND PADS

Many women use commercial tampons or pads (also called sanitary napkins) to catch menstrual blood. These are the products most easily available. Whether you use a product worn outside your body (such as a pad) or a product worn inside your body (such as a tampon) is a personal choice.

COMMON QUESTIONS ABOUT TAMPONS

Will a tampon get lost inside me? No, absolutely not. The vagina is a closed space, and the opening of the cervix is far too small for the tampon to get inside. It is true, though, that a tampon can be forgotten and may slip into a vaginal fold, becoming difficult to find and remove. This can result in a strong odor and brown discharge after a few days. If you have trouble finding the string, you can squat down and reach the tampon with your fingers. For a funny and informative video about this, see “The Lost Tampon” at docgurley.com.

Will tampons make me sick? No. You may have heard that tampons cause toxic shock syndrome (TSS). TSS is a serious but rare condition caused by bacteria. Keeping tampons in longer than eight hours can increase the risk of TSS. If used according to the directions on the package and changed regularly, though, tampons are safe.

If I use a tampon, does that affect my virginity? No again. Virginity generally refers to whether or not someone has had sexual intercourse, not to menstruation or tampons. Tampon use may be one of the factors that play a role in the disintegration of your hymen, but whether you have a visible hymen says nothing about whether you have had sex. For more information on hymens and virginity and “Virginity.”

MORE OPTIONS

For many reasons, including comfort, environmental concerns such as a preference for reusable products, and worries about chemical residues, many of us use modified or alternative products to collect menstrual blood. These include all-cotton (sometimes organic) chlorine-free tampons, chlorine-free disposable pads, washable cloth pads, and devices that collect rather than absorb the menstrual fluid. All-cotton and all-organic cotton, chlorine-free tampons are often sold in health food stores and online, and increasingly at some drug and grocery stores. Also, you can make your own cloth pads. There are make-your-own sites online, showing very economical alternatives.

Some women use natural sea sponges that work like tampons. These are also available in health food stores and online. They are reusable and relatively inexpensive. Unfortunately, many pollutants are dumped into oceans and it’s possible that sponges may absorb some of these pollutants and cause problems. Therefore, some users boil a sponge for five to ten minutes before using it for the first time and between uses. Doing so, however, shrinks and toughens the sponge and reduces its lifetime.

Some women prefer products that collect rather than absorb the menstrual fluid. The Keeper, the DivaCup, and the Mooncup are three examples of menstrual cups—elongated cups made of rubber or medical-grade silicone that are held in place by suction in the vagina. They can be worn during swimming and other physical activities but not during intercourse or other insertive sex. Some women use a diaphragm or a cervical cap in the same way as a cup. A disposable device called Instead is worn in the upper vagina to collect menstrual flow. The rim softens in response to body temperature and creates a seal to protect against leakage and slipping. (For more information on these products, see youngwomenshealth.org/alternative_menstrual.html.)

It’s Your Period—How Do You Own It?

In mainstream Western culture, menstruation is largely taboo. We may hear jokes about it on television, or we may see advertisements for menstrual products, but rarely is menstruation talked about in honest terms. When’s the last time you heard menstrual blood even mentioned? Being “fresh” or “clean” is emphasized, and the fact that we menstruate is hidden. Until recently, most menstrual product advertisements tried to be subtle, showing women staying fresh and wearing white while practicing yoga or dancing on the beach. Kotex came out with an ad campaign in 2010 making fun of the genre—to which Kotex readily acknowledged contributing. (Older ads used to include a strange blue liquid representing menstrual blood.) But honesty could go only so far, as none of the three major television networks would allow the word “vagina” to be used.




BLOOD IN THE BOARDROOM

i ask her if she’s got a tampon i could use she says

oh honey, what a hassle for you sure I do

uou know i do

i say

it ain’t no hassle, no, it ain’t no mess right now it’s the only power that i possess

these businessmen got the money they got the instruments of death but i can make life i can make breath

—Ani DiFranco,
“Blood in the Boardroom”5





“Fem-care advertising is so sterilized and so removed from what a period is,” Elissa Stein, coauthor (with Susan Kim) of Flow: The Cultural Story of Menstruation, told the New York Times. “You never see a bathroom, you never see a woman using a product. They never show someone having cramps or her face breaking out or tearful—it’s always happy, playful, sporty women.”6

Indeed, we often feel obligated to apologize when discussing menstruation. For many women, there is much more to the menstrual experience than bleeding. Our experiences, both physical and emotional, range widely and sometimes are connected to our religion or culture.

We may have certain traditions around menstruation, passed down through our families—even if the tradition is as simple as what kind of product to use or how best to wash out a bloodstain.

I don’t have any bad feelings about it or get upset when I get my period. It’s a sign that I’m not pregnant, which makes me happy, because I’m in college right now and I’m not at the stage where I want any kids yet.

Physical and Emotional Changes Through the Menstrual Cycle

The menstrual cycle is governed by hormones that rise and fall in rhythmic patterns. These hormones influence the physical and emotional changes you may experience during your cycles. Some women notice few changes; some experience increased energy and creativity; others experience mood changes (some positive, some negative) and body changes (swollen breasts, for example). Some women have cramps, while others do not. One woman reports happily:

I wasn’t the biggest fan of my period, but then I discovered that I have the most incredible orgasms while I’m menstruating!

Premenstrual Changes

Women can have a variety of physical sensations and emotional experiences for several days before menstruation and sometimes during the first few days of menstrual flow. These are caused by the normal hormone fluctuations of the menstrual cycle and are not a sign of a hormone imbalance. Among the more negative changes are mood swings, fatigue, depression, bloating, breast tenderness, and headaches. Sometimes these premenstrual experiences are mild, but sometimes they disrupt our lives significantly.

PREMENSTRUAL MOOD CHANGES AND DEPRESSION

I get upset—sad about simple things—when I get my period.

Some of us experience mood changes before our periods, including some level of depression and emotional irritability. Some of us find that issues that have been with us all along become more pronounced at this time. Others see our moods as authentic expressions of feelings we don’t usually feel able, comfortable enough, or secure enough to show. Some women are able to cope with premenstrual mood changes, while others find the intensity of the symptoms and frustrations intolerable.

For some women, certain self-care and nonmedical techniques can help with mood changes. Approaches that have proved useful in a few studies include exercise, calcium, vitamin B6 supplementation (although too much B6 can have serious side effects), and the herb Vitex agnus-castus (chasteberry). Approaches that have worked for some women and are still under study include dietary changes such as limiting salt, sugar, caffeine (especially coffee), red meat, and alcohol; massage; reflexology; chiropractic manipulation; biofeedback; yoga; guided imagery; photic stimulation; acupuncture; and bright light therapy.7

A small but significant number of women do experience extreme premenstrual depression that interferes with work, social interactions, and general well-being. In these instances, recognition and care are critical. If premenstrual depression interferes noticeably with your daily life (you don’t want to get out of bed, you miss work, or you have suicidal thoughts) and nonmedical approaches are not helpful, seek advice from your primary care provider, your ob-gyn, or a mental health professional.

Medical treatments for premenstrual depression include using hormonal contraception continuously, so that there is no menstruation, or taking antidepressant medications called SSRIs. However, there are questions about the effectiveness and safety of SSRIs. (For more information, see “Depression and Other Mental Health Challenges During Pregnancy.”)

Severe Cramps (Dysmenorrhea)

Women experience many different levels of menstrual-related cramping, from no cramps to severe ones. A particular constellation of symptoms, including cramping and often nausea and diarrhea, may be caused by excess production and release of prostaglandins.8 (One form of prostaglandins, which are hormonelike chemicals found throughout the body, causes contractions of both the uterine and the intestinal muscles.) With too many prostaglandins, the usually painless rhythmic contractions of the uterus during menstruation become longer and tighter at the tightening phase, keeping oxygen from the muscles. It is this lack of oxygen that we experience as pain. Anticipation often worsens the pain by making us tense up. It’s not clear why some women have more uterine prostaglandins than others, but this sort of menstrual cramping is actually a sign of normal hormone cycling and ovulation.

I’ve always had cramps during my period and sometimes they made me pretty miserable. When my periods returned after I gave birth, my attitude toward cramps changed. Having felt labor contractions, I had an awareness that the cramping was actually just my muscle contracting. I still have moments when menstrual cramps suck (yay for ibuprofen), but I also have moments when I feel them, tune in, breathe, and feel powerful.

There are two types of dysmenorrhea (dismen-or-EE-yah): primary dysmenorrhea is painful cramping (with or without nausea and diarrhea) not associated with any other pelvic disorder; secondary dysmenorrhea is pain associated with another pelvic problem such as endometriosis, pelvic inflammatory disease, or fibroids. Primary dysmenorrhea is more common and typically starts in the teen years; the pain resolves after a few days of bleeding.




TERMS FOR PREMENSTRUAL CHANGES

The term “PMs,” which stands for premenstrual syndrome, is often used with words like “symptoms” and “treatments,” as though premenstrual changes are an illness. Some women do experience debilitating discomfort, pain, or mood changes in the days before menstruation. But the label PMS suggests that most women must suffer a “syndrome” each month. This does not reflect the real and significant variation in women’s experiences.

Similarly, there is debate about the term and diagnosis “premenstrual dysphoric disorder” (PMDD), which is used to describe a severe form of premenstrual depression. Some critics argue that the term, created by the American Psychiatric Association in 1993, pathologizes menstrual changes by giving women the label of a specific psychiatric “disorder,” and reinforces the idea that women are “crazy” once a month and should not be in positions involving great authority or stress.

“When you start calling PMDD—and by extension PMS—a psychiatric disorder, what are you saying about the women of this world?” asks Nada Stotland, a past president of the American Psychiatric Association and professor of psychiatry at Rush Medical College in Chicago. “This reinforces prejudices people already have about women being moody and unreliable.” According to Stotland, the majority of women who go to PMS clinics have symptoms that are not, in fact, related to their periods. “Most suffer from depression every day. Others have anxiety and personality disorders. Some are in psychological pain because they are being abused.”

Severe premenstrual depression is rare. Pharmaceutical companies whose medications are approved by the FDA for anyone with a PMDD diagnosis sometimes create marketing materials that encourage overuse of this diagnosis. The Bayer pharmaceutical company had to run corrective advertisements to make up for ads that implied that simple irritability and other common premenstrual discomforts were PMDD and should be treated with its birth control pill, Yaz.9 Its corrective ads explained that PMDD is both rare and severe. In another instance of the possible overuse of a PMDD diagnosis, the European Medicines Evaluation Agency refused to approve drugs for PMDD, raising concerns that women “with less severe premenstrual symptoms might erroneously receive a diagnosis of PMDD resulting in widespread inappropriate short-and long-term use of fluoxitine [Prozac].”10





Nonmedical approaches that help some women include Chinese herbs provided by an experienced practitioner of Chinese medicine, applying wet or dry heat over the abdomen, taking omega-3 fatty acids, learning to self-apply acupressure points, and taking ginger supplements.11 If these methods do not work, consider seeing your health-care provider. Prescription-strength nonsteroidal anti-inflammatory drugs (NSAIDS) such as ibuprofen, birth control pills, other forms of hormonal contraceptives, and the Mirena intrauterine device can diminish severe menstrual cramps for most women.

Very Heavy Periods (Menorrhagia) and/or Irregular Bleeding

You may experience a very heavy period if you did not ovulate during a cycle. This happens to all women occasionally and occurs more often in the teen years, during perimenopause, during times of stress, and after any pregnancy. Heavy periods can also occur if you have fibroids, are using certain IUDs for birth control (the Mirena IUD actually reduces cramps and bleeding), or have an inherited bleeding disorder. The most common inherited bleeding disorder, von Willebrand disease (VWD), affects about 1 to 2 percent of the U.S. population and runs in families. While it is often difficult to diagnose, and there is no cure, VWD can be treated. (For more information, see “Von Willebrand Disease.”)

Irregular bleeding—off-schedule menstrual flow—can also be caused by recurrently not ovulating, which can be age-related (again, more common in early teens and perimenopause) or from some health problems or severe stress. Bleeding in early pregnancy, which may or may not progress to miscarriage, can sometimes be confused with a menstrual period and can be light or heavy.

If you have heavy periods and/or irregular bleeding, it’s a good idea to talk with a health-care provider, because these can signal serious health problems. (See “What Menstrual Cycles Reveal About Your Health.”) Keeping a menstrual calendar can help you develop awareness of what a typical flow is for you. (See “Charting Your Menstrual Cycles,” below.)

No Periods and Very Light or Skipped Periods

Primary amenorrhea is the condition of never having had a period by the latest age at which menstruation usually starts (sixteen). Secondary amenorrhea is missing periods after having had at least one. Oligomenorrhea is infrequent, erratic periods. Some causes of amenorrhea and oligomenorrhea are pregnancy; menopause; breastfeeding; heavy athletic training; emotional factors; stress; current or recent use of hormonal birth control methods; excessive dieting, anorexia, or starvation; use of some medications, including chemotherapy; obstruction or malformation of the genital tract; hormone imbalance; cysts or tumors; chronic illness; and chromosomal conditions. Sometimes amenorrhea or oligomenorrhea is caused by a combination of several of these factors.

CHARTING YOUR MENSTRUAL CYCLES

Many women find it helpful to keep a menstrual calendar or a special fertility awareness chart. By doing so, we can get to know our bodies, learn what is normal for us, and become advocates for and authorities about our own health. You can use a print or online calendar or diary to chart when you bleed, whether and when you have vaginal secretions, and whether you have a range of physical or emotional experiences (including pain or cramps, heavier or lighter flow, or changes in sexual desire, energy level or mood, breasts, or general physical health). You can find menstrual charts online at the Taking Care of Your Fertility website, tcoyf.com.

Fertility Awareness Method

One way of charting your menstrual cycles is to use the fertility awareness method (FAM). In addition to being a good tool to assess your gynecological health, FAM is a scientifically validated method of natural birth control and pregnancy achievement. It is based on observing and charting body signs such as changes in the cervical fluid and in the color, size, and shape of the cervix that reflect whether a woman is fertile on any given day.

FAM Is Based on the Following Scientific Principles:

• Your menstrual cycle can basically be divided into three phases: the preovulatory infertile phase, the fertile phase, and the postovulatory infertile phase. You can determine which phase you are in by observing the three primary fertility signs: early morning (waking, or basal body) temperature, cervical fluid, and cervical position.

• The menstrual cycle is under the direct influence of estrogen and progesterone, and the body provides daily signs about the status of these hormones. Estrogen dominates the first part of the cycle; progesterone dominates the latter. Another hormone, called luteinizing hormone (LH), is the catalyst that propels the ovary to release the egg. LH is the hormone measured in ovulation predictor kits.

• Ovulation (the release of an egg) occurs once per cycle. During ovulation, one or more eggs are released. An egg can survive for twelve to twenty-four hours. If a second egg is released in one cycle (as in the case of fraternal twins), it will be released within twenty-four hours of the first.

• The time from a woman’s period until ovulation varies, but it is often about two weeks.

• Sperm can live in fertile-quality cervical fluid for up to five days, though typically they live only about two days.

The Primary Fertility Signs

WAKING OR BASAL BODY TEMPERATURE (BBT) Before ovulation, early morning temperatures typically range from about 97° to 97.5°F (36.11° to 36.38°C), and after ovulation, they usually rise to about 97.6° to 98.6°F (36.44° to 37°C). It’s helpful to use a special basal or digital thermometer to get readings that are precise enough to track such small changes. After ovulation, your temperature usually remains elevated until your next period, about two weeks later. But if you become pregnant, it remains high for more than eighteen days.

The important concept to understand is your pattern of low and high temperatures. Your temperatures before ovulation fluctuate in a low range, and the temperatures after ovulation fluctuate in a higher range. The trick is to see the whole and not to focus so much on the day-to-day changes. Temperatures typically rise within a day or so after ovulation, indicating that ovulation has already occurred.

A sustained rise in waking temperature almost always indicates that ovulation has occurred. It does not reveal impending ovulation, though, as do the other two fertility signs (cervical fluid and cervical position). After charting a few cycles, if your cycles are consistent, you should be able to see how these three signs interact. It is often believed that most women ovulate at the lowest point of the temperature graph, but this is true for only a minority of women. It’s more common for ovulation to occur the day before the temperature rises.

Factors that may disrupt your morning temperature:

• Fever

• Alcohol consumption the night before

• Fewer than three consecutive hours of sleep before taking temperature




USING THE FERTILITY AWARENESS METHOD TO HELP YOU CONCEIVE

By charting your fertility signs every day, you can use the fertility awareness method (FAM) to avoid or to achieve pregnancy. (For more information on using FAM for birth control, see “Fertility Awareness Method and Other Natural Methods,”) Below is some basic information on using FAM to increase your chances of getting pregnant.* In order to use FAM effectively, you need more information than this book provides. You can take a class or get a book that teaches you specifically how to identify your fertility on a day-to-day basis and provides you with a special FAM chart on which to record. One excellent resource is the book Taking Charge of Your Fertility by Toni Weschler.

To use FAM to help you get pregnant, the two most important points to remember are:

1. Determine whether you are ovulating. By taking your waking or basal body temperature, you should notice a pattern of low temperatures before ovulation, followed by about twelve to sixteen days of high temperatures. If you don’t see an obvious pattern, or if your high temperatures after ovulation last fewer than ten days, consider a medical consultation to make sure that you are ovulating and that the latter phase of your cycle is long enough to sustain a pregnancy.

* Most women don’t need to be this scientific in order to get pregnant—with ejaculation or insemination into the vagina every day or two midcycle, most women conceive within six months.

You can also determine whether you are ovulating by using ovulation predictor kits, which test urine for luteinizing hormone (LH). Between twenty-four and forty-eight hours prior to ovulation, women experience a short surge of LH. Ovulation predictor kits measure LH and let you know that ovulation is about to happen.

2. Have intercourse or inseminate on all days of wet, slippery cervical fluid. The most fertile day of your cycle will be the last day that you have this slippery cervical fluid. So, for example, if you have wet cervical fluid on Monday, Tuesday, and Wednesday, you should ideally have intercourse or inseminate on each of those days. That Wednesday, though, will be your most fertile day, since it is the closest day to ovulation. (If your partner’s sperm count is marginal or low, you should have intercourse or inseminate every other day that you have wet cervical fluid. If the sperm has morphology [shape] problems, every day is better.)

If you conceive, your temperatures following ovulation should remain high, and you won’t have a period.

Women are traditionally told to wait a full year before seeking a medical evaluation if they haven’t conceived naturally. But you and your partner should both consider doing so after six cycles, if you are timing intercourse or insemination perfectly each cycle according to the steps above and still have not gotten pregnant. If you are over forty, fertility evaluation is recommended after three cycles.





• Eating or drinking before taking an oral temperature

• Taking temperature at a substantially different time than usual

• Heating your body, as with an electric blanket

• Thyroid conditions

CERVICAL FLUID (CF)

Cervical fluid is the secretion produced around ovulation that allows sperm to reach the egg. In essence, fertile cervical fluid functions like seminal fluid: It provides an alkaline medium to protect the sperm in an otherwise acidic vagina. In addition, it provides nourishment for the sperm, acts as a filtering mechanism, and functions as a medium in which to move. Cervical fluid also capacitates the sperm; this process removes the tip of the head, preparing it to fertilize the egg.

After your period and directly under the influence of rising estrogen, your cervical fluid typically starts to become wetter as you approach ovulation. After your period ends, you may have several days of nothing, followed by cervical fluid that evolves from sticky to creamy and finally to clear, slippery, and stretchy (also known as spinnbarkeit), similar to raw egg white. The most noticeable feature of this fertile cervical fluid is its lubricating quality.

After estrogen has peaked and dropped, the cervical fluid abruptly dries, often within a few hours. This is due to the surge of progesterone following ovulation. The absence of wet cervical fluid usually lasts the duration of the cycle.

A trick to help you identify the quality of the cervical fluid at your vaginal opening is to notice what it feels like to run a tissue (or your finger) across your vaginal lips. Does it feel dry? Is it smooth? Does it glide across? When you are dry, the tissue won’t pass smoothly across your vaginal lips. But as you approach ovulation, your cervical fluid gets progressively wetter, and the tissue or your finger should glide easily.

As with temperature, certain factors may mask or interfere with cervical fluid:

• Vaginal infection

• Semen (from recent sexual intercourse)

• Arousal fluid

• Spermicides and lubricants

• Antihistamines (which can dry out or decrease fluid)

• Guaifenesin cough medicine (which can increase fluid)

In addition, if you have recently stopped taking birth control pills, you may notice one of two very different patterns: Either you may not produce much cervical fluid at all, or you may tend to have what appears to be continuous creamy cervical fluid for several months.

CERVICAL POSITION

In addition to emitting cervical fluid, your cervix goes through changes throughout your cycle. These changes can sometimes be felt by inserting a clean finger into your vagina (your middle finger is usually easiest, since it’s the longest).

The cervix is normally firm, like the tip of your nose, and becomes soft and rather mushy, like your lips, as you approach ovulation. In addition, it is normally fairly low and closed, and rises and opens only in response to the high levels of estrogen around ovulation. The angle of the cervix also changes around ovulation, becoming straighter when estrogen levels are high. (For more on the cervix)

Secondary Fertility Signs

Secondary fertility signs around ovulation may include pain or achiness near an ovary, increased sexual feelings, and abdominal bloating. Secondary fertility signs do not occur in all women, or in every cycle in individual women. Still, these signs, when apparent, can offer additional information to help identify fertile and infertile phases.



CHAPTER 2 Intro to sexual Health [image: images]


A woman’s body and her sexuality have traditionally been understood and presented as the property and business of everyone but the woman herself. Many of us have been made to feel that knowledge about and care for our bodies—particularly those parts considered primarily sexual—are unnecessary, maybe even inappropriate. Yet learning how to take care of ourselves frees us to feel more comfortable in our bodies and with our sexuality, and enables us to take a more active role in monitoring and maintaining our health.

This chapter covers some steps you can take to protect your sexual and reproductive health, including what you can do for yourself and when to see a health care provider. It also describes what to expect at a gynecological visit and exam and how to advocate for the respectful, compassionate, individualized, and comprehensive care you deserve. Many of the topics addressed briefly in this chapter are covered in more depth in other chapters.




The first chapter in this book, “Our Female Bodies,” describes female sexual anatomy in depth. As you read this chapter, you may find it helpful to look back at the drawings, descriptions, and definitions included there.





VULVAR AND VAGINAL SELF-CARE

For the most part, the vulva and vagina need only basic care to stay healthy. Here are some tips to keep your vulva healthy and happy:

• Lay the groundwork. Eat well, get adequate sleep, and exercise regularly to help keep all parts of your body healthy.

• Have smart sex. Learn the sexual history of your partners and practice safer sex. (See Chapter 10, “Safer Sex”; and Chapter 11, “Sexually Transmitted Infections.”)

• Loosen up. Thongs can rub back and forth, and tight-fitting pants, spandex, and synthetic underwear can trap heat and moisture and cause irritation. Wear looser clothing and natural-fiber underwear such as cotton. Sleeping without underwear or anything tight allows some air to get to the vulvar area and helps keep the vulvar tissues healthy.

• Don’t douche. The vagina is a self-cleaning organ, so there is no need to wash inside or douche. In fact, douching can create unhealthy changes in the pH (acidity) and the balance of normal vaginal bacteria.

• Keep clean. To help prevent the spread of bacteria that could cause a urinary tract infection, wipe from front to back, reaching from behind, after a bowel movement.

• Use tampons wisely. Choose the right absorbency and change tampons every two to eight hours. (See “Common Questions About Tampons,”)

• Don’t overdo. To clean your vulva, use just warm water or a gentle, unscented soap applied with your fingers—don’t scrub. Avoid lengthy soaks in very hot water, which can dry and irritate the skin.

• Avoid common irritants. Skip the scented soaps, body deodorants, and perfumes. These can lead to irritation in some women. If you have sensitive skin, stick to unscented white toilet paper, use a hypoallergenic clothing detergent, and avoid fabric softener/dryer sheets when you dry your underwear or bed sheets.




CAN I SHAVE DOWN THERE?

Hair removal is not necessary from a health perspective and in fact can cause irritation and skin infections. If you do opt to trim or remove hair on and around the vulva, proceed cautiously, particularly if your skin is generally sensitive. An electric razor with a pop-up blade is safer and gentler than a regular razor for shaving the bikini line and the mons (the soft tissue over the pubic bone). Avoid hair-removal creams, which can burn the skin. Abrasions and ingrown hairs are common with waxing, so use wax only on the thighs, or see a professional hair remover.








IN TRANSLATION: MY BODY IS MINE

Group: Mavi Kalem

Country: Turkey

Resource: Bedenlerimiz Biziz (Our Bodies Are us), a Turkish adaptation of Our Bodies, Ourselves

Websites: bedenimveben.org, mavikalem.org

This striking badge, created by Our Bodies Ourselves’ partner Mavi Kalem in Turkey, reads, “My Body Is Mine.” Distributed by and to young women, along with a pamphlet outlining rights fundamental to health and well-being, it is part of a campaign celebrating sexual and reproductive freedom that has reached nearly twelve thousand women and girls.

According to Mavi Kalem, there are no comprehensive health resources in Turkish. Health information, when available, is shaped by conservative cultural ideas on fertility and childbearing, and focuses on pregnancy, birth control, and sexually transmitted infections. It is difficult to find a resource that analyzes the health and rights of women and girls from their points of view. This forces many to seek information through unofficial channels—friends, older relatives, and mothers—that is not always accurate.

Established in the aftermath of the devastating Marmara earthquake in 1999, Mavi Kalem is committed to the free flow of information and draws on the power of volunteers to drive social and political change. The organization delivers health resources to millions of women, girls, and men, via grassroots workshops, print materials, and discussion groups, both online and in person. Mavi Kalem’s website is a unique collaborative and lobbying tool for a growing activist network in the region. The organization also publishes a free monthly women’s health magazine, Zuhre, which is extremely popular in Turkey and Cyprus.

[image: images]

In the spring of 2011, Mavi Kalem published a Turkish adaptation of Our Bodies, Ourselves titled Bedenlerimiz Biziz. The book explores the social norms, laws, traditional practices, and religious edicts that make it difficult for Turkish women and girls to exercise their rights. The authors want readers to say, “I read a book and it changed my life.”





Vulvas have their own scent, just like other parts of our bodies and the bodies of our sexual partners. It’s normal for vulvas to smell a little musky or acidic and, during menstruation, to smell somewhat metallic. It’s also typical for vulvas to smell different at different times of the menstrual cycle. If a male sexual partner ejaculates inside your vagina, that can alter your scent, too, especially for a day or two after ejaculation. Products that scent or deodorize the vulva or vagina were not designed with our health in mind and play on women’s insecurities.

If the scent of your vulva seems particularly strong or unusual, and that change sticks around for more than a few days, it could be a sign of infection. Make an appointment with a health-care provider and, until then, avoid using any commercial vulvar or vaginal treatment or medication not prescribed to you, including over-the-counter yeast infection treatments. If you don’t know for sure what the cause is, taking the wrong medication can worsen the irritation and make it difficult to diagnose what if anything is wrong. (See “Vaginal Infections,”)

GETTING THE SEXUAL AND REPRODUCTIVE HEALTH CARE WE NEED

Throughout our lives there are times when taking care of our reproductive and sexual health involves getting help from health care providers. Many of the chapters in this book, including “Abortion,” “Sexually Transmitted Infections,” “Birth Control,” “Pregnancy and Preparing for Birth,” and “Navigating the Health Care System,” discuss the types of providers and the specific kinds of care they offer, how to find a provider, how to access care if you don’t have health insurance or your insurance doesn’t cover the care, and what to expect at a visit.




SEXUAL SELF-CARE

If you experience vaginal, vulvar, or other pain with sexual activity, stop. Find out the cause of the pain before resuming. Sex can be painful if you’re not fully aroused. Pain can also be caused by a scratch or an abrasion, sexually transmitted infections, and vulvodynia, a chronic pain condition. Sex should be about pleasure, and pleasure is connected to listening to your body and addressing your health needs.





WHEN SHOULD I SEE A PROVIDER?

Most of the time, we visit a provider for our sexual health when a particular need arises: We need birth control or are pregnant or have an unusual vaginal discharge. A gynecological health care visit is also recommended if you have complaints about or issues with your period or any part of your menstrual cycle; if you are experiencing pelvic, vaginal, or rectal pain or discomfort; or if you’re experiencing unexplained vaginal bleeding, spotting, or any unusual discharge.

It’s also a good idea to have periodic visits once you are sexually active. Since most sexually transmitted infections (STIs) have no noticeable symptoms, it is wise to be screened for STIs before and after you have sex with someone new, if you are sexually active with more than one person, or if you think or know your partner has had sex with someone else. It is recommended that you have a gynecological exam by age twenty-one, even if you are not yet sexually active.

Other reasons to see a provider include:

• You want to start or change prescription contraception.

• You miss three periods or your periods become increasingly heavy or irregular.

• You have unusual genital discharge (which you might notice on your underwear) that lasts for more than a few days or that causes itching or burns or smells bad.

• You have a lump in your breast, or any bumps, sores, swelling, or redness in your genital area.

• You have persistent pelvic or genital pain with menstruation, urination, or sex, or in general, such as when sitting or walking.

• You have unexplained pain in your lower belly or around the pelvic area.

• You have vaginal bleeding that lasts for more than ten days, bleeding at times other than during or around menstrual periods, or flow during periods that becomes unusually heavy or light.

• You are planning to get pregnant.

• You find out you are pregnant.

• You are experiencing a miscarriage.

• You have problems, pain, or discomfort following labor and birth, a miscarriage, or an abortion.

KINDS OF PROVIDERS

Many different types of health care providers offer reproductive and sexual health care to women, including nurse-practitioners, physician assistants, midwives, and doctors such as pediatricians, family practice physicians, and obstetrician/gynecologists (ob-gyns). Some of us obtain care from providers who specialize in women’s sexual and reproductive health, while others obtain gynecological care from primary care providers or internists (internal medicine doctors). Different providers have different training, styles, availability, billing practices, and expertise.




SEXUAL HEALTH CARE FOR TEENS

In all fifty states and the District of Columbia, adolescents can seek advice and prescriptions for birth control and medical care for sexually transmitted infections without parental consent or knowledge. In addition, adolescents can consent to HIV counseling and testing in most states. Consent laws for vaccinations and for abortions differ by state. It’s important to know, though, that while the visit is confidential, if you use health insurance, the policyholder (usually your parent) will likely receive a notice of services provided from the insurance company.





WHERE TO GET CARE

You can get the get the care you need in a variety of places, including private medical offices and health care clinics. Some clinics provide low-cost or free services. Family planning clinics such as Planned Parenthood that are funded by Title X (a federal funding program overseen by the U.S. Department of Health and Human Services) offer a broad range of related preventive health services, including routine physical exams; education on health promotion and disease prevention; breast and pelvic exams; cervical cancer screening; STI prevention, education, testing, and referrals; and pregnancy diagnosis and counseling. Title X clinics are required by law to see all women, regardless of ability to pay. To find a Title X clinic in your area, visit opaclearinghouse.org/search.

[image: images]

© Wendy Maeda

THE GYNECOLOGICAL EXAM

Because many health care visits related to our sexual and reproductive health will include a gynecological exam, this chapter provides an overview of what to expect.

WHAT IS A GYNECOLOGICAL EXAM?

A routine gynecological checkup generally includes an examination of your breasts and a pelvic exam, which includes an external genitals examination, a vaginal exam using a speculum, an internal exam of your uterus and ovaries, and sometimes a rectal examination.

PREPARING FOR A GYNECOLOGICAL EXAM

• Schedule on a period-free day. Since menstrual fluid can affect the results of some tests, try to plan your pelvic exam for a day when you won’t have your period. Of course, it’s not always possible to plan in advance, so if you have your period the day of your exam, call your provider’s office or the clinic and ask if you need to reschedule.

• If you have symptoms, avoid sex and tampons. If you are having an unusual vaginal discharge or other symptoms that you want evaluated, it’s best not to use any medications in your vagina, have sex, or use a tampon for a day or two before your appointment so the vaginal secretions can be seen and tested. And if it’s possible that you have a sexually transmitted infection, abstain from sex until you can get tested (see Chapter 11, “Sexually Transmitted Infections”).

• Write it down. Do you have questions about discharge, pain, contraception, or anything else related to sexual and reproductive health? It can be easy to forget important questions, even when you really want to ask them. Writing down your questions in advance can help you remember to cover everything you need during your appointment. If you chart your menstrual cycles, bring that information with you, especially if you want to ask your provider about anything related to menstruation or fertility.

• Bring support. If you think you’d feel more comfortable, ask a friend, partner, or parent to come with you into the exam room. Your provider may ask her or him to leave at some point to ask you personal questions, but you can request the person stay or get invited back quickly. Similarly, if a parent or guardian has come with you to your exam and you want privacy, you have the right to ask that person to leave.




YOUR RIGHTS AS A HEALTH CARE CONSUMER

No matter where you go for health care, you should be treated without judgment. Conversations about sex should be accurate, clear, complete, and free of prejudice regarding your sexual identity or preferences. If you have questions about contraception or STIs, your questions should be answered directly without comment on whether the provider thinks it’s appropriate for you to be having sex. You have the right to make decisions about your body. No one can force you to have a physical exam or undergo any treatment you personally refuse.

Once the exam begins, if for any reason you feel unsafe, or if your provider is being rough, dismissive, or uncooperative, you can end the exam and leave the room; you are never obligated to see an appointment through to the end. Use the word “Stop” to indicate clearly that you don’t want to continue. If you say, “Ouch,” or are crying, some practitioners may not really notice. Saying “Stop!” loudly and clearly will get their attention and remind them that “no means no,” even in the doctor’s office.





WHEN YOU ARRIVE

When you arrive at the clinic or office, you’ll usually be given forms to fill out that ask important questions about your health history and any current health issues or problems you are experiencing. Complete these as fully and honestly as possible, as your answers will help determine your course of care. The information you provide and any test results are confidential.

In the United States, your health information is protected and private according to a law known as HIPAA (hhs.gov/ocr/privacy). You should be notified of the practitioner or clinic’s privacy policies in writing, and you will be asked to sign paperwork regarding your privacy, including approving to whom your information can be released and under what conditions. (For more information, see “Rights Regarding Medical Records,”)

If the reason for your visit includes vaginal pain or irritation, you may be asked to urinate into a cup so your urine can be analyzed for signs of a urinary tract infection or for a pregnancy test. (Even if you are certain you aren’t pregnant, your health care provider may require a pregnancy test before prescribing birth control or inserting an IUD, or as part of a diagnostic workup for a problem like abnormal bleeding or pain.) If you don’t need to give a urine sample, use the toilet anyway—gynecological exams are much more comfortable if your bladder is empty.

When you are brought to the exam room, the person doing the initial health assessment—usually a medical assistant, not the provider who will give you the exam—will take some basic measurements, including your height, weight, heart rate, and blood pressure. Then you will be given a gown to wear during the exam and the medical assistant will leave the room so you can undress in private. Sometimes, especially if you are a new patient, your provider may meet with you before you get undressed.

Let someone know if you feel uncomfortable being alone with the provider during the exam. You can ask to have a medical assistant or another attendant in the room. If your provider is a man, many offices do this automatically.

Once you are in the gown, your provider will come in and review your health history (the questions you answered upon arrival) and ask follow-up questions about that history or any current problems or concerns. If you have been doing regular vaginal self-exams or charting your menstrual cycle, you will be able to tell your health care provider about any changes you have noticed, or simply help her or him understand what is normal for you. If you know anything about the size of speculum that works for you or where your cervix can be found, tell the provider.

Having a gynecological exam is an intimate and invasive experience. But providers who do them over and over again sometimes forget this. If this is your first exam or you have had a negative experience with previous exams or you are feeling very anxious, let your provider know. Ask her or him to go slowly and explain each step as it happen.

Before beginning, your health care provider should wash her or his hands or use antibacterial gel. For the exam itself, your provider will wear gloves.

DURING THE GYNECOLOGICAL EXAM

Many health care providers begin by performing a clinical breast exam. This involves examining your breasts for any possible signs of breast cancer or other breast problems. Usually your provider will begin by visually inspecting your breasts, looking for skin changes or visible lumps. Then your provider will use her or his fingers to feel all parts of your breast, looking for lumps or unusual textures, and check your armpits for swollen lymph nodes.

To begin the pelvic exam, your provider will ask you to lie back on the exam table, move your bottom down to the end of the table, and place your feet in the stirrups, which are metal foot-rests on either side of the table. Bend your knees and let them relax and fall to each side. Most of us feel vulnerable and exposed in this position, but a good provider will try to make you feel safe. If you feel really uncomfortable, ask if you can sit up more. The exam can be done just as well in this position.

Your provider will first examine your vulva by visually checking to see if your anatomy is healthy. She or he will examine the distribution of your pubic hair, the size and condition of your clitoris, and the architecture of your vulvar lips and opening to the vagina. The provider will look for irritation, discoloration, swelling, bumps, skin lesions, lice, and any unusual vaginal discharge. Sometimes a Q-tip is used to evaluate the entry to the vagina for pain or tenderness.

Next, the provider will begin the pelvic exam by inserting a metal or plastic speculum in your vagina. Speculums are shaped a bit like duck bills and they come in different sizes and lengths. The speculum will hold the walls of the vagina apart so your provider can examine your vaginal walls and cervix. If your provider is using a metal speculum, she or he may warm it before inserting it. If you are not used to a speculum or what it feels like to have something placed in your vagina, it may be uncomfortable, but it shouldn’t be painful. You may feel some pressure in your bladder or around your rectum. Take deep, slow breaths and relax your stomach muscles, your shoulders, the muscles between your legs, and especially your vaginal muscles. A pinching sensation isn’t normal. If you are in pain, ask your provider to readjust the speculum or use a different size speculum.




MEDICAL HISTORY: WHAT A HEALTH CARE PROVIDER NEEDS TO KNOW*

When you see a provider for a gynecological exam, she or he will probably ask about your medical history and your family’s medical history, especially if it’s your first visit with a new provider. Questions will likely include these:

• When was your last period?

• How often do you have periods?

• How long do they last?

• Do you ever have bleeding between periods?

• Do you have any unusual pain, itching, or discharge from your vagina or vulva?

• Do you have any other medical conditions?

• What medical problems do other members of your family have?

• Are you having sex?

• Do you have sex with men, women, or both?

• Do you have any pain during sex?

• Do you have bleeding after sex?

* Adapted from content on the Planned Parenthood website, plannedparenthood.org.

• Are you using birth control?

• Do you suspect you are pregnant?

• Are you trying to become pregnant?

• What do you do to prevent sexually transmitted infections?

• Do you want to be tested for STIs?

You should also be asked about alcohol or other drug use, what medications you take (both prescription and over-the-counter), allergies, illnesses, previous pregnancies, problems holding urine, risk for infection, smoking, and any surgery you have had, as well as about health-related lifestyle issues such as diet, stress, and sleep. You can ask questions, too. You might want to ask about:

• Birth control

• Bleeding after sex

• Heavier than usual menstrual flow

• Pelvic pain or pain with sex

• Pregnancy testing

• Tests for sexually transmitted infections

• Unpleasant vaginal odor

• Vaginal discharge

• Questions or concerns about sexuality








WILL A PELVIC EXAM AFFECT MY VIRGINITY?

The short answer is: No. If you were a virgin before your pelvic exam you will be one afterward. Virginity is not a medical or physical condition. Virginity is defined differently by different people, but it most often refers to whether a woman has had penis-in-vagina intercourse. Some people define virginity based on the state of the hymen, a thin, flexible membrane located just inside the entrance to the vagina. But because hymens—also called vaginal coronas—can break and stretch during exercise, masturbation, tampon use, or any form of vaginal penetration, they do not reflect whether a woman has had sex. (For more information, see “Vaginal Corona or What You May Know as the Hymen,” and “Virginity.”)





Your provider will probably describe the process, step by step. If you want to know more about what’s happening, ask. Similarly, if it’s easier for you not to hear, ask not to be informed every step of the way. Some practitioners keep a hand mirror available. If you want to watch the exam to learn more and to see what your cervix looks like, ask for help in positioning the mirror and light source. If you want to do self-exams in the future, this is a great opportunity to ask questions about how it’s done and what to look for.

When the speculum is in place, your provider will examine your vaginal walls for lesions, inflammation, or unusual discharge and look at your cervix and check for any unusual discharge, signs of infection, discoloration, damage, or growths. A Pap test may be done to check for abnormal cervical cells (see below). Sometimes a smear of vaginal discharge is taken as well, to test for vaginal infections or certain sexually transmitted infections. The speculum will be removed at the end of the pelvic exam.

The Bimanual Exam

After removing the speculum, your provider may insert one or two gloved fingers into your vagina while pressing down on your abdomen with the other hand. This is called a bimanual exam and is done to locate and determine the size, shape, and consistency of the uterus and ovaries. Your provider will feel for any unusual growths or tender areas. Pressure on the uterus is usually painless, but pressure on the ovaries may cause discomfort (like a slightly painful electric shock). The ovaries are difficult to find, and sometimes the twinge you feel is the only way the practitioner is aware that he or she is touching them. The bimanual examination is more comfortable and more accurate if you are able to relax your neck, abdomen, and back muscles and keep your arms by your side. Breathing slowly and deeply, exhaling completely, may also help.
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A bimanual pelvic exam




PAP TESTS

A Pap test checks for cervical cell changes that can signal potential health problems, including human papillomavirus (HPV), a common sexually transmitted infection, and cervical cancer. It’s done during a pelvic exam using a small spatula or a device that looks like a long Q-tip with a tiny bottle brush on the end. This swabbing may feel unusual or even uncomfortable, like a cramp, light brushing, or scraping sensation.

In 2009, the American College of Obstetrics and Gynecology released new recommendations about Pap tests for women whose risk of cervical cancer is low or average.
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Placement of speculum for a pelvic exam. Spatula scrapes cervix for Pap test (this is usually painless).

• Women should have their first Pap test at age twenty-one.

• Women in their twenties should have a Pap test every two years (assuming prior Pap tests have been normal).

• Women age thirty and older who have had three consecutive normal Pap tests should have a Pap test every three years.

• Women who have had a hysterectomy for noncancerous reasons do not need a Pap test unless they have retained their cervix.

• Women no longer need to have Pap tests after the age of 65.

• Women who have received an HPV vaccine still need to get Pap tests, because the vaccines do not protect against all types of HPV associated with cervical cancer.

If you have had an abnormal Pap result, you should discuss with your clinician how often you should repeat a Pap test, as what is recommended and what you choose to do will depend on your own particular situation. (For more information, see “Cervical Dysplasia and Cervical Cancer,”)






The Rectovaginal exam

Sometimes a rectovaginal exam is part of the pelvic exam. If so, your provider will insert one finger into the rectum and one into the vagina to assess your internal pelvic organs from a different angle. This enables your provider to feel behind the uterus and makes it easier to feel the uterus and ovaries in women who have a tipped (retroverted) uterus. It also helps detect rectal lesions, and tests the tone of the rectal sphincter muscles. Blood in the rectum is sometimes an early sign of colon cancer. A stool test for blood at the time of the rectal exam was used in the past, although a single test at an exam is now considered inadequate compared with a three-day home test or other screening options like colonoscopy.

Some women find the rectovaginal exam unpleasant; others don’t mind it. You may feel as if you are having a bowel movement as the practitioner withdraws his or her finger from your rectum. Don’t worry—you won’t, although sometimes a little stool will leak out. The rectal exam is usually the last part of the exam.

Talking with Your Provider

If you came in for a method of birth control that was not prescribed earlier or was not inserted yet, or for any vaccines, your provider will now address those issues and offer general health advice, either in the exam room or in a private consultation. Findings from your exam will also be discussed.

Many tests, such as Pap and STI tests, do not yield immediate results. If you have had any tests done, your provider should let you know when the results will be ready and how you will be contacted. When you filled out your medical history and office paperwork, you should have been asked whether it’s okay for the office to contact you by email or phone. Check this with your provider if you’re concerned about who will see or hear the messages.

Hopefully your experience with your provider was positive. But if you don’t feel that your concerns were addressed, or if the provider was uncaring or unresponsive to your concerns or questions, ask your friends or family members for recommendations of other providers. Also consider sending an email or a letter to the provider describing your observations and concerns—sometimes clinicians need to be taught by their patients.

Specific Concerns

Some of us have specific physical needs or experiences that can make gynecological exams challenging. Some providers are committed to serving all populations; others are not as educated or sensitive, so the onus can be on us to ask for inclusion or adaptations, understanding that we are entitled to the same care as anyone else.

If you’re not certain about a provider’s willingness or ability to accommodate you, ask questions when calling to make an appointment, or consider scheduling an appointment to visit the office and meet with the provider in person, prior to an exam. Also contact groups that advocate for your specific needs; some may keep informal or formal lists of recommended health-care providers. Ask for referrals from friends, and look online for reviews.

Sexual Abuse

Many women who have experienced sexual abuse find that pelvic exams, like other kinds of genital contact, can be difficult. You may feel as though you don’t have control, and parts of the exam may trigger body memories of sexual abuse and/or assault. You do not have to tell a health-care provider that you have been abused if you don’t want to, but disclosing it may help your provider to understand your fears and take extra measures to make you feel comfortable and safe.




SHARE YOUR CONCERNS

Some people with food allergies keep a card handy to give to servers at restaurants to eliminate confusion about what they can and can’t eat. You can create a card to share when seeing a new provider that states what you need—such as slower, clearer speech; a written record of everything covered during the exam; or language/words that make you uncomfortable or that you prefer. Also, giving your provider a list of any allergies to medications you have and any medications you take (and their dose) will make your health care safer.





If participating more actively in your care would help you to relax, ask the provider to adjust the table or the pillows under your head so that you have a better view of what is going on, or ask to be informed, in advance, of each step in the exam process. Let your provider or staff person know if certain language, or where someone is standing, is potentially triggering for you. If you are being seen after a rape or sexual assault, your provider should use language that accurately reflects your experience and should not use terms like “sex” or “sexual activity” to describe the assault. (For more information, see Chapter 24, “Violence Against Women.”)

Disability and Chronic Illness

It’s too commonly assumed that sex is not important to those of us with disabilities or chronic illnesses. Your health care provider may not initiate discussions around sexuality, contraception, and sexually transmitted infections unless you bring up those topics. This is where seeing a practitioner who is experienced working with people with disabilities, especially disabilities or illnesses similar to yours, can be especially helpful.

If navigating a medical office or getting ready for an exam or getting up on the exam table will require extra time, call the office or clinic and request a long appointment.

Frustratingly, health care providers sometimes dismiss the physical discomforts of people with disabilities, pain disorders, or chronic illnesses, assuming that any problem is related to our disabilities. Or they talk past us if an interpreter or attendant is present. Our assistants are not surrogates; sensitive health care providers communicate with us directly, maintaining eye contact, and ensuring that our questions are answered.

In any health care situation, you should be treated with respect and patience, particularly if you need assistance with communication. Attention should be paid to your whole health, not just to health issues pertaining to the disability or illness. Adaptation should be provided that meets your needs, and if a provider cannot provide adaptations for whatever reason, a referral should be made to a provider who can. For more information on getting good reproductive and sexual health care if you have a disability, see “Disability Issues”, and the Women with Disabilities Education Program, womenwithdisabilities.org.

Size

When making your appointment, ask questions to ensure the office understands your needs and will treat you with respect. If you weigh more than 250–300 pounds, let the staff know, as not all providers have tables, scales, gowns, or equipment to accommodate women of size. If a given provider says something can’t be done because of size, it usually means that she or he lacks training in providing sexual health care for larger women or has not made the practice accessible.

Both subtle and explicit fat biases are common. Be on the lookout for providers who blame every symptom and problem on your being a woman of size.

Lesbian, Bisexual, or Transgender I’m so tired of being asked if I want to go on the Pill after I’ve said I only date women.

Those of us who are lesbian, bisexual, or transgendered may find that our providers make assumptions about us, from whether we’re at risk of sexually transmitted diseases to whether we need birth control.

Some staff members or health care providers who do not regularly work with LGBT communities may default to a heterosexual or gender-normative script (meaning they assume that all women are attracted to men and that if you have a vagina, then you identify as a woman). If this happens, remind them who you are and what issues are relevant and appropriate for you. You have the right to be spoken to in the way that you identify your gender, sexual orientation, and/or relationship status. For more information, see Chapter 4, “Gender Identity and Sexual Orientation,” and “Homophobia, Transphobia, and Heterosexism.”



CHAPTER 3 Body Image [image: images]


For girls and women, life can often seem like an episode of the reality TV show America’s Next Top Model. Throughout every phase of our lives, our appearance is judged and critiqued. Our looks are compared with those of our peers, our sisters, the women in the media, or imaginary ideals. No one ever asked if we want to participate in this lifelong competition; being female automatically makes us contestants, subject to constant scrutiny.

Individual experiences also affect how we feel about our bodies. Those of us who have experienced violence or abuse may feel unsafe or unworthy. If we have been ridiculed because of a disability or because of our weight or the color of our skin, we may dislike, mistrust, or even despise our bodies. The response to such hurtful experiences may be to seek what we consider to be a “perfect” body, through excessive dieting or exercising to exhaustion, buying expensive cosmetic products, or surgically changing our appearances—all in the hope that such efforts can shield us from discrimination or lead to success and true love. Sometimes the response is to treat our bodies as if they have little worth—to hurt ourselves, by binge eating or cutting.

Wanting to feel good about our bodies and our appearance is natural. Creating our own style allows us to express ourselves and to reflect our creativity and values. But there are questions most of us wrestle with: How do we nurture a positive body image while we’re constantly being judged? How do we deal with pressure to act and look sexier in order to fit in? How do we change a system that marginalizes many of us and that rewards appearances above all else?

While there are many things that divide us as women, dissatisfaction with our looks and our bodies is something too many of us share. This chapter looks at how cultural forces have encouraged us to dislike our bodies and how we each can learn to be more comfortable in our own skin.

THE CRITICISM CONTINUUM

Starting when we’re young, we watch older girls and women go through daily transformations, curling or straightening their hair, wearing uncomfortable clothes to achieve the right look, and critiquing their weight. Everywhere we look we see airbrushed models and products to improve our appearance. We internalize the message that as women, we will be defined by our looks and our size, not by our character, smarts, or accomplishments.

The expectations are set even higher now that cosmetic surgery, Botox, and other image-altering options have become normalized in the public consciousness. Not only are we supposed to spend whatever time, money, and effort it takes to look “perfect,” but we’re supposed to make it look as though perfection comes naturally—no extra effort required.

This pressure extends from when we’re very young to well into our older years. Girls just starting school critique themselves and their classmates, wondering who is pretty enough to attract praise and attention, while more older women are developing eating disorders. “I think the degree of despair we are seeing among adult women about their bodies is unrivaled,” Margo Maine, coauthor of The Body Myth: Adult Women and the Pressure to Be Perfect, told the New York Times.1 At no point, it seems, are we free from being judged or judging ourselves.

The pressures we face have social and financial consequences. Recent studies have shown that thin women earn more on average—about $16,000 a year more, in one study—than their average-size counterparts.2 Another study found that 57 percent of hiring managers agreed that qualified but unattractive candidates are likely to have a harder time landing a job, and 61 percent of managers (the majority of them men) said it would be an advantage for a woman to wear clothing showing off her figure at work.3

Many corporations and medical professionals are all too ready to help us spend our time and money trying to achieve an impossible beauty ideal. The cosmetics, fashion, and diet industries adeptly exploit the message that to be valued, women must do more and spend more to improve their appearance. Through relentless articles and advertisements, the media reinforce the message, playing on our insecurities (“What’s He Really Thinking When He Sees You Naked?”) or raising new ones (“Top 10 Trouble Spots We Bet You Didn’t Notice”).

The fantasy that we can completely transform ourselves often blinds us to the fact that a woman standing 5'4” and weighing 150 pounds will never be able to turn herself into a 5'11”, 117-pound supermodel. In fact, even super-models can’t meet supermodel standards unless their images are substantially retouched and Photoshopped. So long as the majority of commercial media aimed at women are supported by advertising revenue from the fashion, beauty, diet, and food industries, there will be no shortage of stories trying to persuade us to do more or try harder.
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PERCEPTION AND PERFORMANCE

Messages from commercial media aren’t the only ones we internalize; as social media permeate our increasingly digitized lives, the perception and performance of identity are incessant, no longer reserved for when we sit down in front of the TV or pick up a magazine or go to work or head out to a party. From sexting (15 percent of teens twelve to seventeen say they have received sexually suggestive nude or nearly nude photos or videos from someone they know via text4) to the updating of Facebook profiles, we are shaping and reshaping our image—or watching others do it—minute by minute. Access to and fluency with digital image-altering tools such as Photoshop have put the power and pressure of commercial media into our own hands.

Many of us have experienced judgment or discrimination from family, friends, and employers based on our appearance. Whether the remarks are subtle or direct, they can leave a lasting impression, as this twenty-three-year-old woman notes: “How do you love yourself when your aunt would feed you boiled zucchini for a week because you were fat?”

The perception of body image for those of us who are lesbian is further complicated. Those of us who choose more masculine markers may feel pressure to be more feminine, but some lesbians experience greater body acceptance; appearance standards within the lesbian community sometimes are less tied to traditional beauty models and allow more room for difference.

Those of us who are transgender experience many of the same pressures that all women face, but the pressures may be enhanced by the desire to present as a woman. As Lucy writes on her blog, Lovely Lucy: My Life as a Transgender Woman in Academia:

I’ve reached the point where I feel like a woman and see myself as a woman but seeing myself as a “man in a dress” hasn’t entirely disappeared. When I catch my reflection in the mirror at a certain angle or see a picture of myself, sometimes all I can see are the parts of myself that scream “man!” I know many other trans women have felt the same way.5

THE COLOR OF BEAUTY

All too often, the beauty ideal embraced by our culture is a white ideal (and a narrowly defined one at that). As early as the 1850s, skin bleaching and hair straightening were pitched to African Americans as ways to obtain the privileges of white society.6 Today, women of color around the world apply skin-whitening creams either to lighten or to even their complexions. Some contain mercury, a known toxin that blocks the melanin that gives skin pigmentation.7

In the United States, the FDA banned mercury in compounds in most cosmetics, but testing is rarely conducted. In 2010, the Chicago Tribune sent fifty skin-lightening creams to a certified lab for testing, most of them bought in Chicago stores and a few ordered online. Six were found to contain amounts of mercury banned by federal law, and of those, five had more than 6,000 parts per million, enough to potentially cause kidney damage over time.8 The Tribune made the full list of products tested available to the public.9

Two common active ingredients used in skin-lightening creams are corticosteroids (such as hydrocortisone), which can make the skin more thin and fragile over time and cause excess hair growth and skin rashes and infections, and hydroquinone, which may act as a carcinogen or cancer-causing chemical, although its cancer-causing properties have yet to be proved in humans. Hydroquinone also has been linked with the medical condition ochronosis, which causes the skin to become dark and thick.

Advertisers are now using social media to encourage the virtual whitening of one’s skin. The skin care company Vaseline launched a skin-lightening application for Facebook in India, encouraging users to lighten their skin in their profile pictures. According to a representative from the global advertising firm that designed the campaign, the response to the application has been “phenomenal.”10

The preference for lighter skin is reinforced when a woman of color appears in advertisements or on magazine covers and her skin is digitally lightened. Elle magazine came under fire for the dramatic lightening of cover models Aishwarya Rai, a star of Indian cinema, and Oscar-nominated actress Gabourey Sidibe.11 And though L’Oréal Paris—the world’s largest cosmetics maker, whose product line includes skin-whitening creams—denied digitally altering Beyoncé’s features or skin tone in a hair color campaign, the singer’s skin tone seemed remarkably different.12




IN TRANSLATION: SKIN WHITENING: AT WHAT COST?

Group: Groupe de Recherche sur les Femmes et les Lois au Sénégal (GREFELS)

Country: Senegal

Resource: Notre Corps, Notre Santé (Our Body, Our Health), inspired by Our Bodies, Ourselves for French-speaking Africa

Website: grefels.org

The use of cosmetic products to bleach or lighten the skin is a growing issue worldwide, with products heavily marketed in Africa and South Asia, as well as throughout Japan and some Caribbean countries. Lighter skin is not only portrayed as a beauty ideal but also associated with higher economic and social status.

In countries such as Tanzania, the skin-whitening industry is worth millions. Creams cost the equivalent of $4 to $10 each, a huge sum of money in a country where the average daily wage is less than $1. The products are dangerous as well as costly.

Our Bodies Ourselves’ partner in Senegal—Groupe de Recherche sur les Femmes et les Lois au Sénégal (GREFELS)—has found that many African women who lighten their skin do so despite being aware of the risks to their health. In the Our Bodies, Ourselves for French-speaking Africa, GREFELS explicitly challenges skin-whitening practices, drawing special attention to possible cancers caused by bleaching.
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The French edition of Our Bodies, Ourselves

The authors note in the preface that the book aims to provide African women with knowledge to take care of and appreciate their bodies. “An important part of the book,” they write, “is about the representations men and women have about women’s bodies, health, and sexuality, about the way women’s bodies are used, taken care of, dressed, and/or violated.”

While some countries are trying to minimize skin bleaching, specifically by bans on sales, GREFELS believes that a deeper critique of the constellation of factors that influence the health and identity of women and girls in African society is imperative and long overdue.
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Rochelle Ritchie, a reporter for WPTV NewsChannel 5, goes natural during a special report on black women’s hair. (Screenshot via WPTV.com)

“I LOVE MY NATURAL HAIR”

Hair relaxers, extensions, and wigs marketed to African-American women and others have many potential dangers, from loss of hair to permanent burn damage. Many of the products can contain significant amounts of carcinogens and allergens such as formaldehyde. The choice for many of us to “go natural” would seem to present a simple solution, but it is a testimony to the embedded white beauty ideals that the choice is fraught with anxiety. Relaxed, long hair is considered professional; wearing our hair in braids or cornrows is not. Black women have received fewer promotions and been fired from jobs (or not hired in the first place) for wearing ethnic styles.

When Rochelle Ritchie, a multimedia journalist for WPTV News Channel 5 in West Palm Beach, Florida, did a special report on going natural, she noted that when she started in TV, she was told she needed hair extensions.

So for six years she chemically straightened and artificially lengthened her hair. But she put an end to all that during her report, letting viewers watch as a stylist chopped off Ritchie’s damaged hair so she could return to her own natural style. Another woman featured in the piece did the same thing, in part because her six-year-old daughter had developed insecurities about her own natural hair. The daughter was thrilled with her mom’s new look—and her own: “I love my natural hair, it’s like my mom’s, and it’s beautiful.”13




COLORISM, BLACK WOMEN, AND CONTEMPORARY REPRESENTATION

Courtney Young (thethirtymilewoman.wordpress.com) writes frequently about the intersection of pop culture, gender, and race.

Colorism is a widely understood yet rarely challenged form of discrimination in which the lightness of one’s skin tone affords preferential social treatment to one group of people over another. Colorism is so deeply entrenched within the social fabric that there are studies available to prove that lighter-skinned blacks have higher incomes, receive preferential treatment in classroom settings, get hired and promoted at much larger rates within the corporate sphere, more often report the news, and—especially in the case of women—star in more Hollywood films, and even are executed at much lower rates than their darker-skinned counterparts. Though certainly colorism affects men of color, there are particular ways in which it is especially nuanced in the political and social lives of African-American women.

When Michelle Obama took up residence in the White House as first lady in 2009, she brought a new definition of beauty to the world. An extraordinarily accomplished and brilliant woman in her own right, Michelle, to the wide delight of many African-American women, is a dark-skinned woman. Vanessa Williams states, “If a black president represents change, a dark-skinned first lady is straight-up revolutionary…. The lingering effects of racism and sexism, coupled with a beauty industrial complex that constantly assaults our senses with images of female beauty that trend toward the lighter end of the racial color wheel, has rendered dark-skinned women nearly invisible in mainstream media.”16

Issues of colorism and visibility would no doubt be a larger part of the public discussion if that discourse paid more attention to the intersection of race and gender. As it is, the many ways colorism—along with racism and classism—affects women of color are obscured and marginalized. Yet the impacts are felt personally, professionally, and politically.





MORE PRODUCTS, LESS REGULATION

Worldwide sales of fragrances, cosmetics, and toiletries have reached $330 billion per year, with the ten biggest companies accounting for more than half of all sales.14 The cosmetics and beauty industry spends $2.2 billion on advertising everything from hair dyes to cellulite cream.15 Although the vast majority of beauty products and magazines are marketed to women, men are no longer exempt from our culture’s high expectations. Men’s worldwide spending on skin care, hair care, bath and shower products, and deodorant jumped 44 percent between 2004 and 2009.17 And body-sculpting products such as Spanx that have long been sold to women are now being made for men who want the appearance of a smoother tummy.

Despite its reach, the cosmetics industry is one of the least regulated in the United States—a frightening fact considering that the average woman uses ten beauty products a day.20 Nearly all of our personal care products are made with at least one and usually several ingredients that have never been assessed for safety by the government or any other publicly accountable institution.21




LESBIAN IN/VISIBILITY

Anxieties over hair can be acute for any woman who defies the long and straight ideal. Those of us who cut or shave our hair short, or color or shape our hair in nontraditional ways, especially if we are lesbian or transgender, are more prone to looks from others and even discrimination.

DIS magazine subverts traditional beauty salon imagery with an alternative salon poster featuring hairstyles usually associated with lesbians.18 “The collection of these creative and varied haircuts brings into stark relief the hyperfeminized options most women encounter at the salon,” writes Lisa Wade, assistant professor of sociology at Occidental College.19

The poster (available for purchase or free download) is accompanied online by a heady analysis of gender identity and the queer female body in the twenty-first century. It also offers some practical advice for the budget minded:
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W4W Buzz at DISMAGAZINE.COM by Marco Roso and Lauren Boyle

It started with a razor clip, followed by a scissor snip. THE W4W BUZZ features a variety of styles from close-cropped sides with more hair on top, to fades, buzzcuts and undercuts. Because of the seemingly limitless possibilities, age isn’t a factor; nor is hair texture, gender, or orientation. Whether you’re male or female, trans or sans, these conveniently priced hairstyle solutions are simple and easy-to-meme. Say so long to the salon and hello to your neighborhood barbershop.





The pursuit of beauty is often fraught with health and safety risks—some that are known and others that we’re still discovering. When blood and urine samples from twenty teenage girls from across the country were tested, the samples were found to include an average of thirteen potential hormone-disrupting preservatives, plasticizers, and other cosmetic chemicals.22 Moreover, carcinogens like formaldehyde and neurotoxins like lead are often found in trace amounts in cosmetics and personal care items.23 Check out Chapter 25, “Environmental and Occupational Health,” for more information.




WONDERING WHAT’S IN YOUR COSMETICS AND BEAUTY PRODUCTS?

Representatives Jan schakowsky (D-IL), Ed Markey (D-MA), and Tammy Baldwin (D-WI) introduced the Safe Cosmetics Act of 2010 (H.R.5786), which gives the U.S. Food and Drug Administration authority to ensure that personal care products are free of harmful ingredients. For more information, check out the Campaign for Safe Cosmetics, safecosmetics.org.





Indoor tanning is a popular pastime for those seeking the fresh-from-the-beach look, despite studies showing indoor tanning increases the risk of skin cancer.24 A recent study of college students found that among those who had repeatedly used tanning beds, approximately one-third met an addiction standard, meaning they exhibited dependency the same way others are dependent on alcohol and drugs: They missed class or other activities to tan, felt guilty about tanning too much, and were unable to cut down on indoor tanning time.25

FROM LIPSTICK TO LIPOSUCTION, BLUSH TO BOTOX

The quest for beauty and the pressure to conform apply to every body part. Bikini waxing—removing pubic hair that grows outside the swimsuit line—has been replaced by Brazilian bikini waxing, which usually removes every wisp of hair from the genital and anal areas, a painful procedure. As a result of removing all the hair from the pubic region, grown women’s bodies more often resemble those of prepubescent girls. And if going bare isn’t enough to recapture youth, there’s now even genital makeup. My New Pink Button is described by marketers as “a simple to use Genital Cosmetic Colorant that restores the ‘Pink’ back to a Woman’s genitals.”26

The days when television makeovers consisted of changing one’s hair, makeup, and clothes are long gone. Today, participants have their faces and bodies permanently altered through plastic surgery, on national TV, with little discussion of the health and psychological risks. The United States has more plastic surgeons and performs more surgical procedures than any other country—91 percent of which are performed on women.27

In 2010, more than 13.1 million cosmetic plastic surgery procedures were performed in the United States. The majority, 11.5 million, are considered minimally invasive. Among these, Botox was by far the most popular (5.4 million), followed by soft-tissue fillers (1.8 million), chemical peel (1.1 million), laser hair removal (938,000), and microdermabrasion (825,000).28




BEAUTY U

For an inside look at the beauty services industry, follow Virginia Sole-Smith’s nine months of training in the Esthetics Program at Beauty U. to become a licensed esthetician. Sole-Smith investigates the human costs of beauty labor, what really makes up makeup, waxing and other beauty routines, and how we all construct beauty in little and big ways. Read along at Beauty Schooled: beautyschooledproject.com/beauty-u.








A CONVERSATION ABOUT BODY IMAGE AND SELF-ESTEEM

This is an excerpt from an online conversation that developed into the “Relationships” chapter.

Kali: It is painfully easy for us, as women, to find reasons not to like our bodies. Because of my disability, I’ve had joint problems since I was twelve. Hating my body is something I have struggled with for as long as I can remember. It fails, it breaks, it betrays me. Add to that a few periods of sudden weight gain due to hormonal problems, and let’s just say that me liking my body is a very touch-and-go sort of thing.

The thoughts about my body and relationships aren’t pretty. “That guy must like me in spite of my appearance.” “What is wrong with him? How can he like this?” “When he finds out how easily and how often I get injured, he’s going to get fed up with this and leave.” “I wish I could hide my bulges!”

It may seem odd, but I’ve found that what helps me with my body issues is creating my own comfort with my body and pushing societal expectations aside. Standing naked in front of a mirror and looking at my body as a statue, with graceful and interesting lines. Finding clothing that actually fit, especially clothing that felt flirty and feminine, or bold and dashing! The less it mattered to me what other people—especially prospective partners—thought, the more confident I was about how other people would perceive my body. It seems utterly paradoxical, and I’m not sure why it works, but it does.

Jordan: It really is frustrating how much perceptions of our bodies play into our perceptions about worthiness for relationships. I’ve definitely experienced that “I’m so lucky to be with someone who isn’t repulsed by me” feeling and I’ve also had that exploited; people have used me secure in the knowledge that I won’t protest because I am afraid of the consequences. And, for the most part, I like my body! I am just aware that the social constructs which surround it make other people think that it is less than acceptable.

Danielle: I want to echo what Kali is saying, about how easy it is to assume someone likes you in spite of something. Just last night, I was talking with my therapist about an ex. I was saying that it was really easy to imagine that the relationship had fallen apart because I’m trans, because transitioning was so hard on both of us, because of my body issues. My therapist asked, “Okay, but what if you’d been together because you were trans? Maybe if you weren’t transitioning when you were, you never would have been together in the first place.”

That had honestly never occurred to me. All women are bombarded with media indicating why our bodies aren’t perfect enough. But I’d say trans women (and trans men, to a lesser extent) are additionally laden with messages that our bodies can’t be attractive. That my very existence is “naturally” repugnant and repulsive.

I’d agree with Kali, too, that finding things to like about your body is incredibly important. (And clothing that you actually find happiness and comfort with.) Likewise, I think doing something physical is really useful. I feel much better about myself when I’m able to say, “Yeah, I just biked those miles” (or whatever). And exercise endorphins are awesome, even if I don’t exercise as often as I’d like.

Cody: Kali, I love what you’ve written here about creating bodily comfort for yourself and pushing those ugly societal voices out of the way. This has been true and incredible for me as well! I have moments of discomfort in my body, wishing I was smaller or shaped differently, and one of the things that feels best in those moments is to look at my naked body in the mirror and appreciate what I see: broad shoulders, muscle-y arms, strong thighs. Hips that keep the frame of my body grounded and competent, rough hands.

I have to love this body because it’s what I’ve got, and it’s healthier to love my body for what it is than to wish it looked different. If I don’t love my body, appreciate my contours, find myself sexy, how can I expect anyone else to feel this way about me? Sometimes I just need to remind myself that I’m hot and perfect and it’s an act of bravery and defiance to think such things, in the face of this misogynist culture that wants me to hate myself. Then loving my body becomes political, and so much about me and so much not about anyone else or what they think of my body.

For more from this conversation, check out the “Relationships” chapter.





Of the more than 1.5 million surgical procedures considered more invasive, breast augmentation (296,000) topped the list, followed by nose reshaping (252,000), eyelid surgery (209,000), liposuction (203,000), and tummy tucks (116,000).29 No longer treating only the rich, plastic surgeons regularly target working-and middle-class women, some of whom go into deep debt to pay for their surgeries. Job losses during the recession have led more people—both women and men—to consider altering their appearance to look more youthful and, by extension, appealing to employers.

Nearly 210,000 cosmetic plastic surgery procedures were performed on people age thirteen to nineteen in 2009, including almost 35,000 nose reshapings (rhinoplasty) and 8,000 breast augmentations, the most popular types of surgical procedures. Nonsurgical procedures such as Botox injections, which help reduce the visibility of wrinkles, were once reserved for women trying to conceal signs of aging. While Botox is approved by the FDA for children as young as twelve for very specific therapeutic purposes (twitching of the eyelid or crossed eyes, for example),30 off-label uses are common. Charice Pempengco, a Filipina teenage singing phenom, publicly admitted getting a skin-tightening treatment and Botox injections before her guest appearance on the television show Glee; she said she wanted to look “fresh” for the cameras.31




ABSOLUTELY SAFE

Absolutely Safe (absolutelysafe.com), a must-see documentary examining breast implant safety, follows the stories of two women, one who wants to have her leaking silicone implants removed and the other looking to have breast augmentation. The viewer meets plastic surgeons who are for and against the surgery, women who have suffered from silicone implants (including the mother of the filmmaker, Carol Ciancutti-Leyva), and members of the FDA committee who determine whether or not to allow silicone back on the market.

“All along the viewer feels powerfully the impact pressures to be beautiful have and have had on American women,” says gender studies expert Diana York Blaine. “Breast implants clearly ‘solve’ the problem while introducing myriad new ones…. This film makes starkly clear that the female sense of inadequacy is not an individual phenomenon. Institutionalized sexism affects all of us. Destroying our health seems to be an acceptable solution.”

To learn more about health risks, visit breastimplantinfo.org, a project of the National Research Center for Women and Families.

[image: images]
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Special scrutiny is given to new mothers. The media give approval to celebrities who, just weeks after childbirth, flaunt fit figures along with designer diaper bags. The rest of us are expected to follow suit, even if we don’t have child care and 24/7 access to a staff of personal trainers and nutritionists (and even if our livelihoods don’t depend on appearance). So-called mommy makeovers offer new mothers a package of surgical procedures—breast lift, tummy tuck, and liposuction—to “recover” from what one plastic surgeon calls the “severe physical trauma of pregnancy, child-birth and breast-feeding.”32
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“I LIKE THE WAY MY NOSE MARKS ME”

LISA JERVIS

As an ethnic Jew of a very specific variety—a godless New York City–raised neurotic upper-middle-class girl from a solidly liberal-Democrat family who observed only one Jewish ritual: going out for Chinese food and a movie on Christmas Day—I’ve had a standing offer for a nose job from adolescence on. “It’s not such a big deal,” my mom would say. “Doctors do such individual-looking noses these days. It’ll look really natural.”

It’s not too late, you know,” she would add in the years after I flat-out refused to let someone break my nose, scrape part of it out, and reposition it into a smaller, less obtrusive shape. “I’ll still pay.” As if money were the reason I was resisting.

Mainly, I didn’t want to be that vain and shallow, and I didn’t want scalpels anywhere near my face. But my queasy feelings about plastic surgery aside—the risks, the expense, the frivolity, the blood, the sheer visceral creepiness—I’d have wanted to keep my prominent, bump-adorned honker anyway. Oddly, given how I’ve felt about my body at various times in my life, I’ve always been pretty happy with my (dare I say it?) God-given nose.

Of friends my own age who’ve had nose jobs, most didn’t want them but were coerced or shamed into it by older Jewish female relatives: mothers, grandmothers, aunts (an experience I’m eternally grateful my mother spared me). Though in this day and age, the lust for a button nose is more a desire for a typical pretty femininity than for any specific de-ethnicizing, when we scratch the surface of what “prettier” means, we find that we might as well be saying “whiter” or “Gentile.”

I like the way my nose marks me. The first time I met another Jewish feminist writer with whom I would end up working, she asked if I was a member of the tribe. I’ve always appreciated that there’s a part of my identity that’s instantly recognizable to those who know where to look.





Self-Esteem and Plastic Surgery

It’s commonly believed that people who are considered extremely attractive are much happier than everyone else, but research seems to indicate that this isn’t true.33 And, despite the media hype and conventional wisdom that surgery improves self-esteem, there is no research to support that.

If you ask plastic surgery patients how they feel in the months after surgery, many say they feel more self-confident, but when women are asked before surgery how they feel about themselves and then asked the same question a few months or years after surgery, there is no significant difference. They may feel better about the body part that was “fixed,” but they don’t feel better about themselves. That’s because self-esteem is a stable trait for most people, and it doesn’t change just because of a change in appearance.34

MEDIA DISTORTIONS

The body has become a mere canvas, upon which the digital-age beauty business remasters our image of what is physically possible. But since perfection is ipso facto unattainable, what is really on offer, in the world of beauty as elsewhere, is infinite discontent.35

—Ruth Brandon, Ugly Beauty (Harper, 2011)

Before mass media existed, our ideas of beauty were limited to our own communities. In fact, until the advent of photography in 1839, people were not exposed to real-life images of faces and bodies. Fast-forward to today’s digital age and an entirely new landscape in which images inundate us at every turn. Whether we’re watching TV, surfing online, or playing video games, idealized young, thin female imagery is everywhere:

I believe that every woman is utterly and completely beautiful. That said, when I find myself faced with produced images of beauty in magazines or billboards, I still can’t help but wish I looked like them.

Researchers have found that ongoing exposure to certain ideas can shape and distort our perceptions of reality. How many naked bodies do most of us view on a regular basis in real life—not counting what we see in the media? Very few. But if we’re consuming media, especially fashion magazines or pornography, we encounter more naked or seminaked female bodies than we would otherwise. One result of this pervasive imagery is that younger generations are learning what women should look like by viewing what are, more often than not, radically altered and objectified depictions of women in the media. Real women with pubic hair and breasts that aren’t perfect round orbs begin to seem unnatural compared with the altered images.




The continued objectification of women’s bodies prompts many of us to objectify ourselves, meaning we internalize the cultural expectations that assert our bodies exist only for the pleasure of others.36 One woman describes how she defied those expectations during sex:

I worried that he would see a hair here, or a flabby spot there, and be turned off. I noticed that he was never self-conscious about a skin blemish or when he gained a few pounds. So I started copying him and concentrated more on the sexual pleasure I felt. I began enjoying sex a lot more, and he noticed. He said it made him more excited, and the result? A great new circle of passion and sex.





Even if we don’t accept the images we see in the media, we are likely to believe that others accept those images and still feel we must alter our bodies to conform to them.37 Critics say these images are not only promoting a false sense of what our bodies, including our genitals, are supposed to look like, but also affecting our sexual health by encouraging body modifications that can increase the risk of sexually transmitted infections as well as reduce physical sensation and cause other complications.38

DESIGNER VAGINAS

Every inch of a woman’s body presents a new opportunity for improvement, including our vaginas.39 Much as with waxing, it’s difficult to ignore the obvious link these procedures have to pornography.

Some women have their inner vaginal lips cut and shortened to make them smaller or more symmetrical through a surgery called labiaplasty. The procedure aims to fix labia that are “too large, loose, floppy, bulky, excessive, uneven, redundant, or overpigmented.”40 Others undergo surgical tightening of the vagina, or vaginal rejuvenation, which is touted as increasing women’s sexual self-confidence and men’s sexual pleasure.41 This type of surgery has been performed in the United States since the late 1990s, but until recently it was typically performed to treat urinary incontinence in older women. These surgeries often come with major risks, including the possible loss of sensation or pain when aroused.42 The procedure may even cause some of the same childbirth problems as female genital cutting, including bleeding and tearing in labor.43

Although some people believe these procedures will enhance their sexual experiences, no research supports claims of increased sexual satisfaction. Importantly, experts say that perceived sexual enhancement as a result of genital reconstruction may be attributed in part to the psychological reaction to the surgery, rather than to physical changes from the surgery itself. The American Congress of Obstetricians and Gynecologists (ACOG) has stated that these procedures are “not medically indicated, nor is there documentation of their safety and effectiveness.” The group also has warned it’s deceptive to give the impression that any of these procedures are accepted and routine surgical practices. In addition, ACOG recommends that women considering vaginal procedures be “informed about the lack of data supporting the efficacy of these procedures as well as their potential complications, including infection, altered sensation, dyspareunia [pain], adhesions, and scarring.”44




HYMENOPLASTY

Surgical reconstruction of the hymen—more recently referred to as the vaginal corona—is also becoming more popular, particularly among women of Middle Eastern and Hispanic descent. Though the hymen, if there to begin with, can tear, break, or fade away on its own, surgery is done so bleeding will occur during intercourse, a sign in some cultures that the woman is a virgin. for more discussion of the vaginal corona.





Negative comments and pressure from a male partner can influence us to change our bodies, but often the pressure comes from within; we set standards for ourselves that we think we should meet. Los Angeles gynecologist and cosmetic surgeon David Matlock, made famous by the popular television series Dr.90210, has made a career performing and promoting his “Laser Vaginal Rejuvenation” techniques, which he trademarked and refuses to publish. According to Matlock, who claims to have performed more of the surgeries than anyone else in the country, “I can’t tell you how many pages and pages of pornographic material woman have brought in to me saying ‘I want to look like this.’ …Even young women will look at loose hanging labia as a sign of aging and want to have it done.”45

More discussion is needed to reassure women about the wide variation in the appearance of normal genitalia. Comparing pictures of normal and healthy bodies with surgically streamlined ones creates the impression that so-called aberrations are abnormal—when in reality, genital anatomy is as diverse as a person’s fingerprints. Furthermore, by promoting a narrow definition of what’s normal, female cosmetic genital surgery creates a disincentive for women to deal with cultural and personal forces shaping their body image and sexual identity. “Many women don’t realize that the appearance of external genitals varies significantly from woman to woman. As ob-gyns, we know this to be the case from years of experience,” said Abbey B. Berenson, M.D., a member of ACOG’s Committee on Gynecologic Practice.46

The New View Campaign—with the endorsement of dozens of sex educators, doctors, and psychologists from around the world—is demanding new regulations that would require the Federal Trade Commission’s consumer protection division to monitor the ads.47 At a 2008 protest outside the Manhattan Center for Vaginal Surgery in New York City, New View members called for, “More research, less marketing.” The group is also calling for a moratorium on the procedures until monitoring and guidelines are in place.48

Porn and Profit

As more websites and digital media vie for viewers’ attention, it’s up to advertisers to take a more compelling, edgier approach. More often than not, that means selling sex—or, more accurately, women’s sexuality. (For a roundup of ads that depict the influence of pornography on advertising, visit feministfatale.com.) As the feminist activist Gail Dines, professor of sociology and women’s studies at Wheelock College in Boston, told the New Left Project, “If you just turn on the television, flick through a magazine or look at billboards, you will see that porn has now become a blueprint for how the media represents women’s bodies…. Today there is almost no soft-core porn on the internet, because most of it has migrated into pop culture.”50
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The digitally altered image on the left of Filippa Hamilton, a popular longtime model for Polo Ralph Lauren, caused an uproar in 2009 when it appeared in a department store in Japan. The clothing company eventually apologized for the ad but initiated another controversy soon after by firing Hamilton. “They fired me because they said I was overweight and I couldn’t fit in their clothes anymore,” Hamilton said.49

Male activists have also been part of the movement to reshape attitudes toward body image—especially among men themselves. In Getting Off: Pornography and the End of Masculinity, Robert Jensen, professor of journalism at the University of Texas, articulates the ways traditional notions of masculinity trap men into a need for dominance in their relationships with both women and other men.

Byron Hurt, filmmaker, antisexist educator and activist, and hip-hop critic, created the award-winning documentaries I AM A MAN: Black Masculinity in America and Hip Hop: Beyond Beats & Rhymes. In both films, Hurt acknowledges the racism that helped construct black masculinity in America, but he also holds out the possibility of an alternative space in which black men can redefine themselves in opposition to the voices of misogyny, violence, and homophobia.

WHO’S MISSING FROM THIS PICTURE?

Although some older actresses such as Meryl Streep, Annette Bening, and Helen Mirren continue as Hollywood mainstays, the silver screen rarely shows women over forty except in asexual, supporting, or comic roles.51 Many of the women chosen to portray mothers in the movies are the same age as or younger than men playing their sons. And the older women we do see often look much younger, thanks to careful casting, plastic surgery, and digitally altered images.52 As a result, those of us who choose to age naturally, without the aid of plastic surgery, meticulous beauty regimes, and restrictive dieting, are sometimes seen as “letting ourselves go.”

The media’s image of perfection excludes women with visible disabilities. The almost total lack of representation means that the lives of disabled women remain a mystery to many able-bodied people. Disabled women are often portrayed as helpless victims who need protection, or as heroines who have beaten the odds. Because women with bodies that are disabled, fat, or old are seen as deviating from what is “normal” and desirable, we are often presented as stereotypes rather than as real people. The crotchety old woman, the loudmouthed fat woman, and the desexualized disabled woman with a heart of gold are widespread media clichés. Rarely is our beauty recognized or acknowledged, and we are almost never portrayed as sexual beings:

Living with a physical disability, I have learned from the dominant messages in society that I am not like other women. In fact, for the most part, I’m actually not considered a woman at all.

The percentage of women of color represented in the media has grown, but measures of success are complicated: The inclusion of women of color in some mainstream advertising is often a deliberate tactic to convey how much hipness or attitude a product has.53 And the body ideal remains the same—skinny and large breasted with long hair—leading some women of color to judge themselves by that norm. One woman notes that as a teenager, she was obsessed with “achieving the ‘white girl’ look: slim hips, perky breasts, flat stomach. I hated that I didn’t look like white models in my magazines.”

Mainstream magazines and entertainment media still rarely feature women of color as cover models or lead actors. Consider Vanity Fair’s 2010 “Young Hollywood” issue: Nine of the industry’s most up-and-coming young female actresses graced the cover—all of them white, thin, and able-bodied.54

A young Korean-American woman describes the specific pressure caused by the white beauty ideal:

When I was growing up, everyone in commercials, magazines, and movies had big, beautiful eyes. I wanted bigger eyes, too. Older Korean girls suggested using thread or tape to help the double eyelid form. I attempted it, but it never really worked. I just created the illusion with black eyeliner, but I was still really self-conscious about it and struggled with how I looked. I thought I’d get the surgery when I got older, even though my father was against it. Today, I’m thankful I never got it done. There are more Asians in the media now than when I was in high school, which helps. There are people who love the way my eyes look, just like I envied bigger eyes growing up.




AMERICAN ABLE

Media activism takes many forms. The photographer, Holly Norris, and her friend and subject Jes Sachse, who has a rare genetic condition known as Freeman-Sheldon syndrome, created the “American Able” photo series—a marvelous parody of the very specific body type (thin and able-bodied) presented in American Apparel advertising and the media in general.

“This idea of who is beautiful and what’s sexy that we see in the media all the time isn’t necessarily what beauty is to me or to you,” notes Norris.55

What began as an assignment for an undergraduate women and popular culture class became part of a group exhibit in May 2010, appearing on more than 270 digital screens throughout the Toronto subway system.

In her statement accompanying the images, Norris says, “Rarely, if ever, are women with disabilities portrayed in anything other than an asexual manner, for ‘disabled’ bodies are largely perceived as ‘undesirable.’ In a society where sexuality is created and performed over and over within popular culture, the invisibility of women with disabilities in many ways denies them the right to sexuality, particularly within a public context.”
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The series is made all the more compelling by Sachse’s obvious joy and boldness. Whether she’s wearing a little black dress or little more than tube socks, she owns each shot.

“I look confident in the photos,” she said, adding, “I look just how I feel about the work, about the idea, about my body.”56

Visit hollynorris.ca/americanable for more images from the series. For more on young women’s activism around issues of disability and sexuality.








MEDIA ACTIVISM

• If you do not see images of beauty that resemble you, look elsewhere. Seek out alternative publications, movies, books, and media sites. View mainstream advertising and media images with a critical eye and keep in mind the realities behind them.

• Examine how your own behavior reflects or supports media tactics. Would you buy a product if the woman in the advertisement wasn’t beautiful? What messages do you internalize?

• Use your purchasing power. After popular clothing retailer Abercrombie & Fitch began selling thong underwear for preteen girls, protests and threats of boycotts made it rethink its plans. Refuse to buy products from companies that exploit women and girls in their ad campaigns.

• Become a media critic. Blog, tweet, and use Facebook to call out representations of girls and women that are demeaning to all of us.





YOU CAN BE FAT ON TV—IF YOU’LL SUFFER TO LOSE WEIGHT

When larger women are included in popular television shows and movies, they’re usually portrayed in relation to weight and their efforts to be thin. Television shows such as The Biggest Loser follow the heroic efforts of men and women fighting to lose pounds and gain respect. The Biggest Loser draws an estimated 10 million viewers each week. But what does it say about our culture that we applaud these efforts, even if they include dangerous weight-loss techniques, including self-induced dehydration, severe caloric restriction, and up to six hours a day of strenuous exercise?57

At the same time, viewers are clamoring for more diverse and accurate representations on television. Though it was disheartening to see a Marie Claire columnist write of the CBS series Mike & Molly, “I think I’d be grossed out if I had to watch two characters with rolls and rolls of fat kissing each other …because I’d be grossed out if I had to watch them doing anything,” the outcry that followed was nothing short of inspiring. Thousands of comments have been left on the post, most of which condemn the snarky critique.58

When Glamour magazine in 2009 published a nearly nude photo of model Lizzie Miller in a seated position with natural belly rolls, it received an overwhelming amount of positive feedback.59 The response led to Miller’s appearance on Today, and the blogosphere buzzed about the surprising inclusion. Glamour even dedicated its November 2009 issue to honoring plus-size models and featured a group shot of seven plus-size models in the nude.60

But what happens the other eleven months of the year? Despite this welcomed inclusion, women above a size 2 are usually included in fashion magazines and advertisements only in special “real-women” issues or when being directly marketed to—which isn’t often enough: Although an estimated 41 percent of U.S. women are larger than a size 14, only 10 percent of retailers cater to them.61

Television ads follow the same trend. The clothing chain Lane Bryant stirred controversy over one of its TV ads that featured a plus-size model trying on different lingerie outfits. ABC and Fox initially refused to air it on their popular shows Dancing with the Stars and American Idol, respectively, claiming it was too “racy.” The networks later relented, but only during later portions of the shows. Lane Bryant noted that both stations happily ran Victoria’s Secret ads during the same time slots, but the stations denied any hypocrisy.63 After much back-and-forth, the question still remained: Why is the average American woman—who weighs 165 pounds and wears a size 14—so invisible?64




COMMERCIALIZED CULTURE: THE HISTORY OF WOMEN IN ADVERTISING

Jean Kilbourne (jeankilbourne.com) is an author, speaker, and filmmaker who makes the salient connection between advertising and public health.

“Feminine odor is everyone’s problem,” proclaims an ad for a feminine hygiene spray. “If your hair isn’t beautiful, the rest hardly matters” (an ad for shampoo). “My boyfriend told me he loved me for my mind. I was never so insulted in my life” (cigarettes!).

These ads are some of the earliest in the collection I started in 1968, the year I began studying the image of women in advertising. The examples used in the first version of my documentary film Killing Us Softly: Advertising’s Image of Women (made in 1979 and remade three times since)62 seem ludicrous by today’s standards. One ad touts a deodorant that is “Made for a woman’s extra feelings” (presumably located in her armpits). A woman in a diet ad exults, “I’d probably never be married now if I hadn’t lost 49 pounds.” (In one audience, a woman shouted out, “The best advertisement for fat I’ve ever seen.”)

It’s easy to laugh at these ads and to believe that we’ve made progress. If only it were true. Certainly we no longer see as many demented housewives pathologically obsessed with cleanliness (these days it’s more likely to be antibacterial products), and we see in current ads many more women in the workplace and some (but not enough) men caring for children and even doing domestic chores without screwing them up.

In many ways, however, things have gotten worse. The ideal image of beauty is more tyrannical than ever. Even little children are increasingly sexualized in advertising and throughout the popular culture. Girls get the message very early on that they must be hot and sexy in addition to being flawlessly beautiful and impossibly thin. Women’s bodies are still used to sell everything from shampoo to chain saws, and are often dismembered into parts—breasts, legs, buttocks. Sometimes a woman’s body morphs into the product, so she becomes the car or the shoe or the bottle of beer. An ad that ran in several upscale women’s magazines featured a woman whose pubic hair had been shaved into the Gucci logo. We are encouraged to feel passion for our products rather than our partners.

As advertisers look for new ways to get our attention, they also use ever more graphic depictions of sex and of violence. Ads in the early 1960s, bad as they were, didn’t feature women’s battered bodies splayed out on the ground or stuffed into automobile trunks.

More important than images in specific ads is the rise in the power and impact of advertising in general. Nearly everything is about marketing these days, from journalism to entertainment to politics. Our entire culture is commercialized in a way unimaginable forty years ago.

I’m afraid there isn’t much good news about changes in the world of advertising. But increasingly, people understand that, far from being trivial, advertising is actually a public-health issue that affects us all. In this sense, we have come a long way indeed.





TARGETING TWEENS AND TEENS

SELLING INSECURITY

Advertisers understand the buying power of children, tweens, and teens, and aggressively market to them through every available channel. The combination of self-consciousness and spending power makes young people prime targets for corporations. Girls in particular represent an important and powerful revenue source, and savvy marketers make it a point to sell them on the same messages of insecurity they’ll hear throughout adulthood, ensuring their lifelong role as consumers.

The beauty industry lures girls when they are young—for instance, by placing variations of the same ads in Teen Vogue that it puts in Vogue. During adolescence, girls gain an average of twenty-five pounds of body fat, which is necessary for proper development.65 But in a thin-obsessed culture, it’s not surprising that most teenage girls experience body anxiety and go on diets.

A review of twenty-one studies that looked at the media’s effect on more than six thousand girls age ten and older found that those who were exposed to the most fashion magazines were more likely to suffer from poor body image.66 But it’s not just fashion magazines. The YWCA in Australia in 2010 sought a PG rating for popular tween magazines Disney Girl, Barbie, and Total Girl, saying that the publications teach young girls that their bodies need to be improved upon.67

Perhaps beyond the direct correlation question lies a simpler question: What kinds of stories are we telling young girls about what it means to be female? What ideals are we encouraging them to meet?

One of the largest marketers to children and tweens is the Walt Disney Corporation, which has crafted a $4 billion empire out of its Disney Princess marketing.68 In the world of Disney, “Sleeping Beauty” waits to be awoken (and saved) by her prince, “Beauty” falls in love with the man behind “Beast,” and Cinderella becomes transformed into a princess thanks to a makeover of hair, makeup, and clothes, despite the efforts of her “ugly” stepsisters. The recurring theme is obvious and simple: Be beautiful and have access to material possessions that help you to be beautiful.69 (for a discussion of how relationships are idealized in pop culture and what young adult and adult women remember from Disney stories.)

The real-world contradictions and consequences of Disney’s princess marketing became clear when one of Disney’s human princesses, fifteen-year-old Miley Cyrus of Hannah Montana fame, posed provocatively for the June 2008 issue of Vanity Fair magazine. Cyrus, while initially defending the intentions of the photo shoot, eventually disowned it and claimed, “I never intended for any of this to happen.”

In the book Cinderella Ate My Daughter: Dispatches from the Front Lines of the New Girlie-Girl Culture, Peggy Orenstein reflects on how Cyrus’s ambivalence (whether it was a premediated media stunt or not) reflects how the more the pressure on girls changes, the more it stays the same: “The nineteenth-century Cinderella, Sleeping Beauty and Snow White served as metaphors, symbols of girls’ coming of age, awakening to womanhood. The contemporary princesses do as well, and though the end point may be different—marrying the handsome prince has been replaced by cutting a hit single—the narrative arc is equally predictable. In their own way their dilemmas, too, illuminate the ones all girls of their era face, whether publicly or privately, as they grow up to be women—and commodities.”71




HOW TO BE A BODY IMAGE MENTOR

A 2007 global study investigated the importance of mother-daughter relationships to a girl’s self-esteem and self-confidence; one-third of teenage girls age fifteen to seventeen reported that “their mother is the most powerful influence on feelings about beauty and body image.”70 A strong bond with other older women (family members, teachers, etc.) can also positively affect body image.

While a certain amount of body angst is normal for all adolescents, parents, guardians, and mentors can take the following steps to nurture girls and model healthy attitudes about body image.

• Observe your own behavior. Our daughters often learn as much from what we do as what we and the media say. Many girls learn to hate their bodies by watching and listening to their mothers and other women diet and talk negatively about their bodies.

• Analyze media images with your children and help them to recognize when the camera is being used as a male fantasy lens.

• Teach your daughter that power is about knowing herself and about what dreams and goals she accomplishes, not about her looks. Help her define and act on her values and interests. Give her opportunities to succeed in music, sports, academic studies, or other endeavors, and praise her for those successes.

• Help girls focus on health rather than weight. Encourage fun physical activities, and cook and plan healthy meals together. Don’t talk about dieting, and be aware that terms like “healthy” and “fit” are often experienced as code words for “thin.”





DIY MEDIA

Girls and their allies are taking on the challenges of creating alternative representations of women. In magazines and websites created by, for, and about girls, such as New Moon (newmoon.com) and Teen Voices (teenvoices.com), young women are presenting their own stereotype-busting stories.

Websites such as Shaping Youth (shaping youth.org) and About-Face (about-face.org) are attempting to counter the media’s and marketers’ influence by providing stories and resources of their own. As girls get older, Bitch magazine (bitchmagazine.org) provides a critical and engaging perspective on all aspects of pop culture.

DO I LOOK FAT?

Our self-worth is often tied to the numbers on the bathroom scale. Since mainstream culture tells us that fat women are undesirable to men—and to society in general—many women will do almost anything to be thin.




NO FAT TALK ZONE

The Reflections Body Image Program sponsors a Fat Talk Free Week each year and encourages women to end fat talk and change the conversation. Visit bodyimageprogram.org for information.





Yet fat is inextricably linked to the female form; our breasts and hips are, quite simply, made of fat. Women need more body fat than men, and extreme dieting can cause serious health problems; women who are too thin do not menstruate and cannot bear children.

In the United States, one need only call an accomplished woman “fat” to put her in her place. Making women afraid to be fat is a form of social control; we must diet and live in constant terror that we’ll gain weight, lest we be ostracized from society.

Conservative radio show host Laura Ingraham dismissed Meghan McCain, an author and pundit (and daughter of Senator John McCain), calling her a “plus-sized model.” McCain responded, “What do women think when I speak my mind about politics and I want to have a political discussion about the ideological future of the Republican Party, and the answer is, ‘She’s fat, she shouldn’t have an opinion.’ What kind of message are we sending young women?

“It infuriates me,” she said. “I’m a political writer on a blog, and all of a sudden I’m too fat to write?”72

Current notions about weight are so pathological that even pregnant women struggle to not see themselves as fat. Weight-loss surgery, as well as weight-loss medications and supplements, can pose health risks. In an attempt to shed pounds, nearly half of all women are on a diet on any given day, spending almost $59.7 billion a year on diets73 that fail the great majority of the time.74 Researchers have begun to quantify the dangerous increases in stress that accompany dieting, and how dieting has a tendency in the long term to lead to more unhealthy eating habits.75 Other researchers also found that adolescents who diet put on more weight than those who do not.76

Because of the intense focus on body size, our feelings about weight often get tangled up with how we feel about ourselves. “Do I look fat?” is a mantra uttered by many women, yet beneath the surface, it has little to do with weight. Researchers have found that young women often express themselves through what is called “fat talk.” In such conversations, we use self-disparaging body talk as a way to bond with peers, with talk about weight substituted for talk about feelings. “I’m so fat” often translates to “I’m depressed,” or, “My life is out of control.” In return, friends will usually assure the girl that she is thin, thus boosting her self-esteem. Such talk can drive some girls from borderline to full-blown eating disorders.77

Because the thin ideal is promoted in the media primarily through images of white women, many believe that women of color do not feel the same pressures to be thin and must not suffer from poor body image. Some studies have suggested that the reason African-American women and girls are shown as generally experiencing higher levels of body confidence than women of other races is in part because studies often neglect to explore attitudes about skin color and hair texture.78 Other research shows that poor body image and eating disorders do in fact affect women of all races.79

African-American and Latino men seem more appreciative of bigger thighs and rounded buttocks, but beyond that, their preference for thin women seems similar to that of white men. My female peers (black, middle aged, and middle class) are all on diets. They’re all obsessed with weight and hair length and the importance of those things in getting a man.

Other women who are expected to be naturally thin are sometimes overlooked when they diet excessively. An Asian-American woman talks about the widespread belief that Asian women come in only one size: petite.

Many of my friends weigh less than 100 pounds and keep losing weight, yet nobody calls that anorexia because Asian women are supposed to be tiny. Doctors are subject to these stereotypes, too. At my last physical I weighed 112 pounds; the doctor was shocked, as if I were fat.

WHEN GOOD = SKINNY

Many of us feel stuck between our knowledge of the importance of healthy eating and our desire to accept ourselves. Conversations about feeling fat often revolve around guilt—being “good” and resisting bad-for-you foods, or being “bad” and giving in to temptation. Marketers commonly use “guilt-free” labeling on low-fat or low-carb food, reinforcing this notion, even though the food may not be healthy.

I spent so many years endlessly dieting and trying to be skinny, skinny, skinny. It was so freeing to finally stop and accept my body. As I reach middle age, I know I should eat better, but as soon as I put any restrictions on what I can eat, I feel deprived and instantly crave the very foods that are bad for me.




EATING DISORDERS AND HEALTH

Anorexia, bulimia, and binge eating are complicated physical and psychological disorders. Unhealthy nutrition, low weight, and dramatic weight loss and gain can harm major organs and compromise hormonal systems and have a long-term effect on women’s health and well-being. Women with eating disorders often suffer from underlying anxiety, depression, obsessive-compulsive disorder, and other psychiatric illnesses. Body size and shape preoccupation, distorted body image, compulsive exercising, and obsessional rituals often linger for years after an acute disorder. The most common fertility-related health problems associated with anorexia are amenorrhea (absence of periods), irregular menstrual cycles, reduced egg quality, ovarian failure, compromised uterine health, and miscarriage.80

Primary prevention of eating disorders that involves teaching girls skills for healthy nutrition and body acceptance, leadership and media literacy skills, and a range of coping skills for resisting unhealthy cultural messages can be an early jump start on preventing the long-term reproductive and psychological health issues associated with eating disorders. “Full of Ourselves: A Wellness Program to Advance Girl Power, Health, and Leadership,” a program coauthored by Catherine Steiner-Adair and Lisa Sjostrom that promotes body esteem and self-esteem as well as the prevention of eating disorders, is a recommended resource. For more information, visit catherinesteineradair.com/full-of-ourselves.php.





Though studies show that our well-being and longevity have less to do with weight than health, blatant discrimination against and ridicule of fat people are considered acceptable. In fact, studies in recent years have confirmed a significant increase in discrimination based on weight.81 One woman describes how internalizing these attitudes affected her relationships:

In my late teen years, I occasionally engaged in relationships that I didn’t particularly want to be in …because I felt lucky that somebody would be interested in me in spite of my body. Now I am with a great guy who is attracted to me for many reasons, but partly because of my body.

“Fat” is extremely relative, too—some women consider themselves fat simply because they are larger than most of their peers, or they have suddenly become larger than they were for most of their life. Our national weight obsession is often cast in moral terms, making bias against fat people acceptable. Thin people are assumed to be virtuous, while fat people are considered lazy and lacking self-control.82 Similarly, larger people are assumed to be unhealthy and unfit. The reality is that some fat people are in excellent health, while some thin people are not.

Tools such as the body mass index (BMI) are unreliable measures of health, as they fail to take into account muscle weight and individual body types. Even medical and insurance tables listing heights and weights do not take into consideration the natural variations in body size.

HEALTHY AT ANY SIZE

While there are clear health risks to being very overweight or obese, the solution most often proposed—for individuals to diet and lose weight—oversimplifies complex realities. We live in a world where highly processed, refined foods are cheap and readily available. The government subsidizes the production of grains including corn and wheat, which are used primarily to make corn sweeteners and refined carbohydrates, but not of healthier foods such as fruits, vegetables, beans, and nuts, thereby creating artificially low prices for the least nutritious options. Processed foods are far more profitable to the food industry, and ads incessantly push fast food, soft drinks, and other high-calorie, low-nutrition products. Dieting and weight loss are a multibillion-dollar industry. Yet this chronic dieting has not slowed the rise in the number of Americans classified as overweight or obese: In 1980, just under half of U.S. adults were overweight; by 2008, this figure had jumped to 68 percent.83 Dieting is notoriously unsuccessful at producing substantial long-term weight loss: the vast majority of dieters regain the weight they lost, with between one-third and two-thirds regaining more weight than they lost. Body shape is not as changeable as we are led to believe.




FAT ACCEPTANCE

Society assumes inside every fat person, there is a thin person dying to be set free. But many women are fighting the antifat forces that teach us beauty comes in only one size. For an intro guide to fat acceptance, Kate Harding’s FAQ section at (kateharding.net/faq) is a must-read. Harding and Marianne Kirby’s book, Lessons from the Fat-o-sphere, is a in-depth guide to how to stop judging ourselves and others through distorted body image ideals. For other voices in the movement, check out activists in the blogosphere such as Two Whole Cakes (blog.twowholecakes.com), The Rotund (therotund.com), and Musings of a Fatshionista (musingsofafatshionista.com).





Given these realities, an increasing number of health experts are focusing on a model of health called Health at Every Size, which encourages women to stop focusing on body size and body weight and instead:

• Accept and respect the natural diversity of body sizes and shapes.

• Eat in a flexible manner that values pleasure and honors internal cues of hunger, satiety, and appetite.

• Find the joy in moving one’s body and becoming more physically vital.

For more information and resources, visit Health at Every Size (haescommunity.org).

BUILDING A BETTER BODY IMAGE

It may seem impossible to avoid the persistent images and messages that confront us every day—and inevitable that at least some of the constant chatter will make its way into our heads. But being aware of the way media and advertising distort girls’ and women’s appearance and cultivate a body-obsessed culture can go a long way in helping to fight their influence.

Progress is also being made politically. Tammy Baldwin (D-WI) and Shelley Moore Capito (R-WV) have introduced the Healthy Media for Youth Act to promote and fund media literacy and youth empowerment programs and support research on the role and impact of depictions of girls and women in the media. It also calls for the establishment of a National Task Force on Girls and Women in the Media.84 In the wake of an alarming report by the American Psychological Association’s Task Force on the Sexualization of Girls,85 multiple advocacy groups convened the first-ever summit to campaign for change. The SPARK Summit (spark summit.com), which stands for Sexualization Protest: Action, Resistance, Knowledge, was held in 2010 at Hunter College in New York City. Younger women activists learned about media literacy skills and how to create their own media and build alternative representations.

One of the most underdiscussed issues regarding body image and our eating-disordered culture is the loss of joy and authenticity that it engenders. When we become obsessed with our weight and appearance, not only are we unwell physically; we also settle for lives less vivid and fulfilling.

When we are counting calories, overexercising in rote, uninspired ways, and/or spending so much of our mental energy on self-criticism, we forget what we used to enjoy doing, such as spending time with friends or pursuing our passions. We also have less time and energy for productive social and political activities that make our communities better places for everyone. It is totally radical for a woman in today’s society to heal her relationship with her own body. You can be a model for everyone around you.

Courtney Martin, author of Perfect Girls, Starving Daughters, offers these suggestions on how to stop settling for self-hate and reclaim your right to wellness and joy.

• Reconnect with your authentic hungers. What do you feel like eating? When are you hungry? When are you full? All of the wisdom you need lies within, not in the next diet book.

• Move in ways that make you happy rather than getting caught up in strict exercise regimens. The more diverse and joyful your physical activity, the better.

• Don’t weigh yourself. Instead ask: How do I feel in my own body right now?

• Interrogate your own self-talk and dispute it when it is either self-hating or judgmental of others’ bodies. Invite your biggest fan into your head to counter the criticism. What would your best friend say about the viciousness you just unleashed on your belly?

• Change conversations about weight to conversations about well-being.

• Speak up against fat discrimination.

• Ask yourself: When and with whom do I feel happiest and most beautiful? How can I be there, with them, more of the time? Consciously choose your community.

• Put your money where your heart is. Don’t buy products from companies that make you feel inadequate, dirty, or insecure in their advertising.

• Get involved in feminism! It offers an empowering lens by which you can understand what you are going through.

• Redefine your notion of what a successful girl or woman looks like. She’s not just a high achiever. She’s also healthy, resilient, joyful, and full of self-love.

• Make intergenerational friendships that help you see the big picture. Suddenly life may seem long and the size of your thighs might just prove irrelevant.

• Shift your priorities from achievement and appearance to fulfillment and joy at every opportunity.

• Learn to love the beauty of your own true nature.

• Say it out loud. If you tell a trusted friend or family member about your struggle, you help make it real. This creates accountability.

• Never diet. It is documented that this industry is the gateway to eating disorders.

• Get professional help, if needed, as early as possible. It’s critical that you trust your own instincts, not the medical profession’s definitions of wellness. Only you know what it’s like being inside your own head.
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Seeing an individual struggle with body image as part of a larger social and political struggle can be helpful as well. Organizations and movements, such as NOW’s Love Your Body campaign, provide a full context for understanding the role of corporations and the media in keeping women dissatisfied with their bodies and offer easily accessible ways to take action on the issue. Check out the presentation on “Sex, Stereotypes and Beauty” at loveyour body.nowfoundation.org, where you can also find other guides to help develop a critical eye toward beauty standards. Plus, there are tips on everything from staging a mock beauty pageant on a college campus to sounding off to offensive advertisers.

Altering our attitudes and behavior is only a first step in chipping away the prison bars of the beauty culture. In the long run, the only way for any of us to truly break free is to change girls’ and women’s position in society. As Rose Weitz writes in Rapunzel’s Daughters, “Only when all girls and women are freed from stereotypical expectations about our natures and abilities will we also be freed from the bonds of the beauty culture.”86

Fostering this affirmative environment for all of us is ultimately a collective project, where we join forces to educate new generations and transform our present one.



CHAPTER 4 Gender Identity and Sexual Orientation [image: images]


Our attractions and identities are powerful and intimate parts of who we are. More and more, people understand that gender identity and sexual orientation are aspects of life that don’t fit neatly into boxes. This chapter addresses these separate yet sometimes intertwined topics that affect our relationships with ourselves, one another, and the world.

CHALLENGING SEX AND GENDER

Sex? Gender? These two words are often used interchangeably, but there are distinct differences. Sex is commonly understood to be based on a person’s genitals (clitoris, vagina, penis) and reproductive organs (ovaries, uterus, testicles). These anatomical details are thought to define a person as male or female. If the person’s anatomy is not clearly or exclusively male or female, a person is said to have a disorder of sexual development, or DSD (formerly called “intersex”).*

Gender is often understood to refer to gender identity, meaning your internal sense of yourself as female, male, or other, regardless of biology. Gender also commonly refers to gender roles or expression, most often to behaviors and physical characteristics considered masculine or feminine in a particular culture at a particular time.

A shortcut way of understanding the difference between gender and sex: Sex is between your legs, gender is between your ears.

GENDER IDENTITY: WHO WE KNOW OURSELVES TO BE

In U.S. culture, gender is believed to follow directly from one’s biological sex, so a baby born with a vagina is considered female, called a girl, and expected to grow up to be a woman who acts, dresses, and talks in a manner considered by the culture and her community to be feminine. A baby born with a penis is considered male, called a boy, and expected to grow up to be a man who acts, dresses, and talks in a manner considered to be masculine. In this binary way of thinking, our genitals, not our internal sense of self, are the deciding factor.

Many people challenge the expectation that our biological sex should dictate our physical, emotional, and psychological attributes. What if being a woman isn’t about having a vagina (or not having a penis)? What if people don’t fit neatly into male/female and masculine/feminine boxes? How we see ourselves and how others perceive us in the galaxy of masculinity, femininity, and the countless points swirling between cannot always be constrained within the two simple categories of man and woman.†

Moving beyond the concept of two fixed gender identities is a new challenge for some of us, and a very personal story for others. Some of us grapple with and analyze our gender; others take it for granted, especially if our gender expression fits society’s conventions based on the sex we were assigned at birth.

Where does gender come from? Its source is not entirely understood—and may not be the same for everyone. The formation of gender identity is likely established by hormonal influences in the womb, but it may also be affected by social and cultural factors, including the messages we receive from the media and from our families and communities. Our gender identity and/or gender expression may shift over time.

An increasing number of feminists and other activists are advocating for the expansion or elimination of either-or gender norms, in order to allow for a full range of human behavior and expression. Knowing that gender is separate from sexual anatomy enables us to express ourselves in ways that may conflict with how society dictates we should look and act.

When we live in a world that leaves only the tiniest sliver of room for the least complicated among us, it’s difficult to find a place for all our complexities. I am afraid that it pushes us to leave our genders unexplored, and I am pretty sure that it does not allow us to express them in all the ways we would prefer. As it goes with many things, it’s easy to be afraid of genders that seem dangerous, unusual, or even merely new.

At the same time, some of us want nothing more than to have our gender identity respected:

As a trans woman, in a couple of my relationships with [non-trans] partners, I felt like I was being objectified—they would often talk about how “cool” it was that I was trans, like I was somehow “above” gender and this super-radical person. They even felt “subversive” for dating me. In reality, I was just being myself, and I am definitely not outside of gender, and I didn’t even really want to be. My gender doesn’t make me radical, it just is who I am. I didn’t want to be seen as “beyond gender.” I just wanted to be seen how I saw myself, which was and is as a woman.

GENDER IDENTITY: A GLOSSARY

Below are some of the terms most widely used to describe gender identities. Many originated in medical, academic, or activist settings, which might not encompass all perspectives. The terms are fluid, changing meanings over time, and used differently by different communities. A term that pleases one person may offend another. When in doubt, it’s best to ask what terms people want used for themselves.

gender identity. How one identifies; a person’s innate, deeply felt psychological identification as a woman, man, both, neither, or somewhere in between. Your gender identity may or may not correspond to your external body or sex assigned at birth (the sex listed on your birth certificate).

gender expression. How one looks; the physical manifestation of a person’s gender identity, usually expressed through clothing, mannerisms, and chosen names. Your gender expression may or may not conform to masculine or feminine socially defined behaviors and characteristics.

gender nonconforming. Refers to people whose gender expression is neither clearly feminine nor clearly masculine, or does not conform to mainstream society’s expectations of gender roles.

genderqueer. Someone who blurs, rejects, or otherwise transgresses gender norms; also used as a term for someone who rejects the two-gender system. Terms used similarly include gender bender, bi-gender, beyond binary, third gender, gender fluid (moving freely between genders), gender outlaw, pan gender. A twenty-two-year-old woman says:

I identify as genderqueer and very recently have been moving away from also identifying as a woman. I am somewhat androgynous/masculine and I like to mix it up and play around with femininity, to intentionally push myself out of my comfort zone in regards to gender presentation and also to have fun confusing other people. I am very rooted in feminism and come from a long line of feminist ancestors; so while I lately find myself shying away from words like woman and girl and have started using the pronouns they/them/theirs, I also feel very solidly invested in pushing myself and others to expand the definition of the word “woman” to include people like me.

Some genderqueer people don’t identify as male or female, and don’t consider themselves trans, either, because they’re not crossing from one to another but are existing in a third place altogether.

Recently, I have been in the process of informing others of my true gender identity. What I am is androgynous—both man and woman. What my birth sex is, is irrelevant. I’m finding that more and more people are saying things like “What sex is …he? …she?”—though always to friends, never to my face. I’m finding this very pleasing, although I wish people would say it to me. I do take it as a compliment!

transgender. An umbrella term referring to people whose gender identity and/or gender expression does not fit their sex assigned at birth. Groups often included under the transgender umbrella are transsexuals, genderqueers, people who are androgynous, and people who identify as more than one gender. Drag kings (women who perform as men) and drag queens (men who perform as women) often do so to entertain and may or may not identify as transgender. Similarly, cross-dressers (men who dress as women or women who dress as men) do not usually identify as transgender.

Transgender does not imply a sexual orientation; transgender people may identify as heterosexual, homosexual, bisexual, pansexual, polysexual, or asexual—or consider labels irrelevant or inapplicable. Transgender is sometimes abbreviated as trans or used interchangeably with gender variant.

transsexual. A person who lives and/or identifies as a different sex from the one assigned at birth. In Whipping Girl: A Transsexual Woman on Sexism and the Scapegoating of Femininity, the biologist Julia Serano writes that she uses the term to “refer to people who (to varying degrees) struggle with a subconscious understanding or intuition that there is something ‘wrong’ with the sex they were assigned at birth and/or who feel that they should have been born as or wish they could be the other sex.”1

For transsexuals, the process of changing gender presentation may range from modifying names and/or use of pronouns to undergoing hormone therapy and possibly surgery to bring one’s body more in line with one’s gender identity/affirmed gender. Owing to prejudice in some parts of the medical community, high medical costs, and lack of insurance coverage, many transsexuals are unable to afford surgery and instead use clothing, makeup, and mannerisms to live as the preferred gender.

trans. This shortened form could mean trans-gender or transsexual, and many people use it to mean both.

trans man. A person who was born biologically female and identifies and portrays his gender as male. Sometimes called affirmed male or, simply, male. Also known, especially in medical literature, as female-to-male (FTM) transsexual.

trans woman. A person who was born biologically male and identifies and portrays her gender as female. Sometimes called affirmed female or, simply, female. Also known, especially in medical literature, as male-to-female (MTF) transsexual.

Some people question the use of MTF and FTM:

A lot of trans people have moved away from MTF and FTM, feeling that the terms tend to involve too much emphasis on the “change” part of our identity formation and too little on the “existence” part. That is, once one is defined as MTF or FTM one is left feeling that the transition is what defines our identity, rather than the existence of characteristics or traits of the internal gender, the trans person’s so-called true identity.

In other words, how can one be “in transition” from the gender one has always been?

cisgender. Refers to people whose gender identity and presentation fit traditional norms for the sex they were assigned at birth.

cissexual. A person who lives and identifies with the sex assigned at birth. Those who are cisgender/cissexual tend to experience an inner harmony between who they feel they are and how the world sees them. They also enjoy the privilege of having their legal sex and gender identities taken for granted and considered valid in a way that those who are transsexual do not.




THE ABCs OF COMMUNITY

As queer communities have become more inclusive, the language of the early gay liberation movement has expanded. The acronym LGBTQ, preferred by many, incorporates those who identify as lesbian, gay, bisexual, transgender, transsexual, questioning, and queer. The inclusions are more than semantic; they are political. They acknowledge the variety of identities and experiences within queer and trans communities.





Whipping Girl author Julia Serano explains the history and use of cisgender and cissexual—terms that are fairly new and have not been embraced by all gender activists *—on her website, juliaserano.livejournal.com:

As a scientist (where the prefixes “trans” and “cis” are routinely used), this terminology seems fairly obvious in retrospect. “Trans” means “across” or “on the opposite side of,” whereas “cis” means “on the same side of.” So if someone who was assigned one sex at birth, but comes to identify and live as a member of the other sex, is called a “transsexual” (because they have crossed from one sex to the other), then the someone who lives and identifies as the sex they were assigned at birth is called a “cissexual.”

Cisgender and cissexual are neutral terms. Using them avoids singling out those who are transgender as being different or abnormal, and affirms that the spectrum from cis to trans expression is all part of natural variation.

Other gender identity labels. Within queer communities, terms such as butch, femme, and androgynous are used to describe points on a spectrum of masculinity and femininity. Other terms include tranny boys, femme queen, and more. Within straight communities, terms such as girly-girl and tomboy are used to label gender characteristics or expressions. While some people who fit the criteria of these definitions use these terms, others do not.

Regardless of gender identity or sexual orientation, all people have the right to use the term with which they feel most comfortable—and to ask others to respect that choice. It can be painful and awkward when assumptions are made about gender identity based on appearances alone. If you’re not sure how a person identifies or what pronoun to use, ask politely. Joanne Herman, author of Transgender Explained for Those Who Are Not, explains, “We like your asking much better than if you guess and get it wrong, and we get especially unhappy if you use the pronoun ‘it.’”

In addition to he, she, her, and him, some in the transgender community use alternative pronouns such as ze and hir as descriptors. Herman notes that she finds “ze” and “hir” “a bit awkward,” but adds that she “felt the same about ‘Ms.’ at the beginning. Now I’m glad it’s the default.”2

TRANSSEXUAL EXPERIENCE

There is no doubt that from very early on I knew something was wrong. I was a girl, yet my parents named me John Joseph and insisted that I was a boy.

According to the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM), the resource that mental health providers use to diagnose mental illness, transsexuals have a gender identity disorder (GID). Some prefer the term gender dysphoria because it better describes the feeling of being born in a body that doesn’t match who you are inside. Others find both terms stigmatizing. In order to have access to the surgeries and/or hormones that some use in order to live successfully in their preferred gender, current medical practice requires a psychiatric diagnosis of GID or gender dysphoria. Insurance coverage, however, is often less available for psychiatric diagnosis.

A revision of the DSM is expected in 2013. Many activists are hard at work seeking to influence the authors to remove the designation of GID as a psychiatric condition.

Many transsexuals who can afford medical care take cross-sex hormones—either estrogen or testosterone, as appropriate to the desired female or male physical expression of gender. Some pursue one or more gender affirmation surgeries (often known by the less-favored older name, sex reassignment surgery). For trans women, surgeries can include feminizing genitoplasty: creation of a neovagina, usually from scrotal tissue (some surgeons use colon tissue); relocation of glans penis to a neoclitoris; and gonadectomy (removal of testes). Surgeries can also include breast augmentation, Adam’s apple reduction, and facial feminization surgery. Surgery to alter voice pitch is available, but the results are often disappointing and can result in permanent hoarseness.

For trans men, surgeries can include breast reduction or mastectomy; removal of uterus and ovaries; and phalloplasty, or the technically simpler and therefore less expensive metoidioplasty, both of which involve creating a penis out of the testosterone-augmented clitoris and a scrotum out of labia majora using skin grafts and testicular prostheses. So far, genital surgery for trans women has been more satisfactory in terms of physical and sexual functioning than that for trans men.

[image: images]

Jack B.Pierson

Sasha Alexander and Ana Gordon-Loebl from Pioneering Voices, a Family Diversity Projects exhibit

With or without surgery, many transsexuals go through intensive retraining on how to walk and talk and present as their preferred gender.

While cross-sex hormones and surgery can help trans people achieve a better fit between body and identity, these medical interventions are expensive and are not often covered by health insurance (see “Insurance Exclusions,”). Surgery and hormones also carry health risks, require ongoing medical surveillance, and may impair sexual functioning. (See “Side Effects and Risks of Hormone Treatments,”)

For these and other reasons, many transsexuals manage to live as their preferred gender without pursuing surgery, and some without hormones. Yet in most states, government agencies will not change identifying papers such as a driver’s license or birth certificate for someone who has not transitioned medically by means of hormones and surgery. This means that the privileges of full legal transition are frequently out of financial reach. As one trans woman says:
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“I CLAIM THE RIGHT TO CHOOSE MY ULTIMATE GENDER”

SUNEEL(A) MUBAYI

I identify as a male-to-female (or male-to-feminine androgynous) transgender or genderqueer person in a male body. I was born and raised as a straight male but started questioning both my gender and sexuality around the age of sixteen for many complex reasons…. When I was little, kids in school would make fun of me by calling me “Suneela” to characterize a perceived weak and effeminate nature. I decided to reclaim this, but in a way that would make people think and not assume my gender when they look at my name (Suneel is a boy’s name in Hindi). It gives me an androgynous quality, which I like.

Often I’m plagued by self-doubt—am I doing this just to attract attention? I answered it myself when I expressed these doubts to my friend Erica (thank god for her) and she asked me the most fundamental question of all: What does being a woman mean to you? To me, being a woman means having an identity that is feminine but without any preconceived notions, ideas, or mind-sets about what a woman is or what a woman should be—in any sense, be it in terms of looks, actions, habits, social roles, or anything else. Everybody feels like there is some kind of “ideal” man and “ideal” woman. Well, I reject that. I am a woman with no conditions and no strings attached. And no presumptions, either. You may find me rather androgynous, deviant, and gender-bending. I like to dress up, be pierced, and be effeminate or girly.

Yes, I am all those things, or rather, I possess all those qualities. But I claim the right to choose my ultimate gender beyond my traits, looks, qualities, and features, even if it is different from the sexual organs I possess. And whether that’s feminine or hermaphrodite or my desired blend of masculine and feminine is my choice. You can love it, be okay with it, be uncomfortable with it, be revolted by it, or leave it. But it’s my choice. Being a woman means being a woman.








TRANS BODIES, TRANS SELVES

The upcoming book Trans Bodies, Trans Selves promises to be a comprehensive resource for transgender and other gender-variant people. Editor Laura Erickson-Schroth says:

As a medical student I realized that my gender-variant patients and their families were having a hard time finding reliable and comprehensive information about their health and their communities. Inspired by my second-wave feminist mother’s battered copy of Our Bodies, Ourselves, I set out to gather a group of authors and volunteers who could create the same kind of comprehensive community resource, by and for transgender people, that had been created by the Boston Women’s Health Book Collective.

Trans Bodies, Trans Selves will cover health, legal issues, cultural and social questions, history, theory, and more. It will promote trans-positive, feminist, and genderqueer advocacy and be a place for transgender people, partners and families, students, professors, guidance counselors, and others to look for up-to-date information on transgender life. For more information, see transbodies.com.





Given that the legal determination of gender rides almost solely on a medical chassis, the uneven access to medical help experienced by trans people living with poverty and frequently by trans people of color means that many less-privileged trans folk have a very difficult time attaining legal recognition of our target gender.

Given the extremely high level of antitrans violence, the lack of a legally acceptable ID in one’s chosen gender can be a critical missing safety factor.

With or without medical assistance, being able to live as our true selves can mark the end of years of dissonance and inner anguish. Joanne Herman writes about having felt “the wrong primary sex hormone coursing through my body.”

I felt like a car running on the wrong kind of gas. I did not fully understand how wrong it was until I replaced testosterone with estrogen when I transitioned genders in 2002. I now have an amazing sense of well-being and harmony that I never knew before. Now my body just hums.3

A trans man says:

From the moment I realized I was transsexual, everything changed. Although I’m now legally and “aesthetically” male, I was raised and socialized female, and no amount of hormones or surgery can ever erase that. Nor should it. I have no interest in denying my past, for the years I lived as a woman make me a better man today…. I am a strong, proud, transsexual man; I love my life and my body (and am now more inclined to take good care of it); I have a wonderful wife and family; and I am working hard to make the world a better place for those who share my experience.

Becoming the gender you always identified with may seem to others like a radical, gender-transgressing act, but in many ways it is more like coming home.




Recommended Trans Resources: For many trans people, the Internet provides respite and support. Here are some good websites:

• Gay, Lesbian, Bisexual, and Transgender Health Access Project: glbthealth.org

• National Black Justice Coalition, a civil rights organization of black, lesbian, gay, bisexual, and transgender people and allies: nbjc.org

• National Center for Transgender Equality: transequality.org

• Sylvia Rivera Law Project: srlp.org

• Transgender Law Center: transgenderlawcenter.org

• Trans Youth Family Allies: imatyfa.org

As a trans woman, I’ve found the Internet crucial to me, especially reading blogs and such. I think that’s one of the only places (in media, anyway, not counting people I have met “in the real world”) that I saw relationships that at least came close to mirroring my own desires.





TRANSSEXUAL HEALTH ISSUES

Few prospective, large-scale studies exist regarding transsexual health. However, the Dutch endocrinologist Louis Gooren, founder of a groundbreaking trans clinic at the Free University Medical Center in Amsterdam, has reported on a thirty-year follow-up of more than three thousand patients.4 His good news: The trans people seen by the clinic were not at any more risk of early death than cissexual (non-trans) men and women. Although presumably the trans men and trans women at the Dutch clinic faced some of the health issues touched on in the paragraphs below, they ultimately suffered from the ills of their affirmed gender: heart disease was common in trans men, as in natal men, probably influenced by increased abdominal/visceral fat and high levels of cholesterol and triglycerides. The trans women tended to gain excess weight and were more likely to develop metabolic syndrome, a group of risk factors (including high blood pressure, high cholesterol, and insulin resistance) that occur together and increase the risk for coronary artery disease, stroke, and type 2 diabetes.5

What follow are a number of health issues for trans men and trans women in the United States.

Side Sffects and risks of Hormone Treatments

Cross-sex hormone therapy is central to gender affirmation treatment for many if not most transsexuals. At the same time, hormone therapy presents risks. The large randomized, controlled Women’s Health Initiative studied certain forms of reproductive hormone therapy in postmenopausal women and demonstrated elevated risks of stroke, blood clots, and breast cancer. (See Chapter 20, “Perimeno-pause and Menopause,” for more information.) Trans women who have not had their testes removed must take high levels of estrogen to suppress testosterone; this increases their risk of thromboembolic disease—the development of blood clots—and calls for close and regular health monitoring. Speaking of his study of three thousand patients, Dr. Louis Gooren highlighted one particular estrogen: “Use of the female hormone ethinyl estradiol [a component of the contraceptive pill but used by trans women in higher dosages] was associated with an increased rate of cardiovascular death and stroke. This was not the case in former users, i.e., those who once took ethinyl estradiol but now take another type of estrogen.”6 For trans men, methyltestosterone taken orally in high doses can cause liver damage. Taking cross-sex hormones, therefore, can create special health issues for transsexual people.7

The Endocrine Society (endo-society.org) has published an online listing of medical conditions that can be exacerbated by cross-sex hormone therapy.8 “Endocrine Treatment of Transsexual Persons: An Endocrine Society Clinical Practice Guideline” is a thorough, evidence-based 2009 guideline with risk factors and recommended protocols.9 The book Fenway Guide to LGBT Health (fenwayhealth.org) is another excellent resource. It addresses sexual functioning, observing that feminizing hormone therapy “tends to reduce libido, reduce erectile function, and decrease ejaculation,” while testosterone use is known to increase libido.10

If you are a trans person taking hormones, it is vital that you have access to medical providers who understand the implications of cross-sex hormone treatment over a lifetime, who will check regularly to identify and treat possible side effects and risks, and who will stay current with future studies that may reveal which forms and applications of the hormones have the fewest risks. Unfortunately, lack of insurance coverage deprives many trans people of this necessary care.

Insurance Exclusions

In general, because transgenderism is currently defined as a psychiatric condition, U.S. health insurance does not cover hormone treatment or gender affirmation surgeries for trans people. These are most often available only to those who can afford to pay out of pocket for medical care.

One of the many health consequences of this inequity is that a trans person who can’t access or afford medical hormone treatment may end up seeking cross-sex hormones from friends, on the street, or online without benefit of the careful screening, quality control, appropriate dosages, and ongoing health care that are so important when anyone is taking hormones. A major risk of obtaining cross-sex hormones on the street is needle sharing, which carries a risk of HIV and hepatitis exposure. Testosterone is usually given by injection, so this is an issue for trans men. Trans women who are frustrated by the presence of facial hair or by futile attempts to raise the pitch of their voices may resort to high-dose estrogen injections as well. (Another danger: Oral testosterone preparations available on the street, often taken by bodybuilders, can cause fatal liver damage.)

In 2008, the World Professional Association for Transgender Health (WPATH) issued a public statement encouraging a shift toward viewing these treatments as medically necessary. The WPATH board of directors “urges state health care providers and insurers throughout the world to eliminate transgender or trans-sex exclusions and to provide coverage for transgender patients including the medically prescribed sex reassignment services necessary for their treatment and well-being, and to ensure that their ongoing healthcare (both routine and specialized) is readily accessible.”11

Dr. Norman Spack, a longtime advocate and health-care practitioner for trans youth and adults, compares the U.S. system with international models: “In the Netherlands and Belgium, national health insurance covers all costs related to evaluation and treatment of transgendered individuals, including children…. This discrepancy in coverage across nations raises questions about U.S.health insurance policy decisions.”12


Health Screenings for Reproductive Organs

Many trans people cannot afford or choose not to have surgery to remove their reproductive organs. Long-term health, therefore, often requires screening of body parts and organs associated with a gender with which you don’t identify. Pap tests for trans men are one example. Health providers in the forefront of trans health care have worked out protocols for a sensitive and respectful approach to this crucial screening. The Sherbourne Health Center (checkitoutguys.ca) addresses trans men’s need for ongoing Pap tests and offers a tip sheet for health-care providers.13 The Fenway Guide observes that some trans men who cannot tolerate ongoing pelvic exams consider complete hysterectomy.

Breast tissue exams can be an issue for trans men as well. According to the American Cancer Society and Gender.org, there may still be risk of breast cancer even after sexual reassignment surgery such as chest reconstruction, because breast muscle wall tissue remains. Breast tissue cells might be present in the nipple area as well as throughout the chest area.14

There have been a very few reports of prostate cancer in trans females, but since estrogen is one of the treatments for prostate cancer, they almost certainly had the condition before beginning cross-sex hormone treatment.

Fertility Issues

Cross-sex hormones reduce fertility, and this reduction may be permanent even if the hormones are discontinued. Some trans women choose to bank sperm before estrogen treatment or surgical removal of the testicles, to preserve the option of having a biologically related child in the future. Trans men who are on testosterone therapy and then discontinue it may continue to ovulate, even though menstrual periods have stopped. Thus there is a reduced but not entirely absent pregnancy risk. The ovaries of trans men retain eggs. Although there is a medical procedure that harvests eggs and preserves them through freezing so a trans man could donate eggs to a partner or surrogate, this option is not generally available, and the life span of frozen eggs is limited.15




WE OPERATE FROM A PRINCIPLE OF RESPECT! A MODEL FOR TRANS-FRIENDLY HEALTH CARE

The Transgender Health Program at Vancouver Coastal Health in Vancouver, Canada (transhealth.vch.ca), has created a model for serving the health-care needs of trans people. Its model is based on the belief that all people seeking its services have the right to:

• Self-define gender identity, gender beliefs, and gender expression

• Receive services with no discrimination on the basis of gender, source and amount of income, disability, culture, ethnicity, sexual orientation, age, appearance, legal history, or mental health history

• Confidentiality and privacy

• Request that one or more partners, family members, friends, coworkers, or service providers, or anyone else, be included in discussions about care options

• Request service in language of choice (including sign language or spoken language translation)

• Have a complaint heard and know what steps were taken to address the issues raised






Medical Intervention for Transsexual Teens

Puberty puts transsexual teens at extreme risk, as their bodies develop the secondary sex characteristics—penis growth and facial hair, or breast growth and menses—of a gender that feels strange, unfamiliar, and unwanted. Trans-sexual teens are at high risk of depression, self-mutilation, alcohol and drug abuse, and suicide in part because it is difficult for people under the age of eighteen to access appropriate medical treatment.16 In the United States there are only a few pediatric endocrinology or adolescent medicine programs that work with trans teens.

Following a model developed in the Netherlands, the Gender Management Service Clinic at Children’s Hospital Boston offers a temporary hormonal treatment to halt puberty for teens who, after careful screening, are diagnosed with gender dysphoria. This fully reversible treatment gives teens an extra two years to decide whether to take the irreversible steps of cross-sex hormone treatment and surgery. Delaying the development of secondary sex characteristics can reduce social ostracism and psychological distress as well as the need later on for surgeries such as breast reduction or facial hair removal. Interviewed in 2010, Dr. Spack said, “We are beginning to see great success. Patients aren’t trying to commit suicide, they’re bullied less at school, relationships are better, and mammoplastic surgery may not be necessary.”17

TRANS EDUCATION FOR HEALTH-CARE PROVIDERS

Most medical practitioners have not yet learned how to treat trans people with appropriate understanding and respectful care. Saber, a trans man whose gynecologist feared that he might have ovarian cancer and sent him to a nearby city for an ultrasound, found that despite his home physician’s efforts, the health facility was unprepared for him:

I state my name and that I am here for the ultrasound to check my ovaries for possible cancer. She looks at me and says, “But you’re a guy.” I explain that I am transgender, female-to-male, and that I am pre-op; that I still have all my female parts. She looks at me and then my chart and says again, like perhaps I am just very slow, “You’re a guy, you don’t have ovaries.” I can tell the word transgender has no meaning for her. She says that she will be right back. After waiting at least fifteen minutes, my partner says, “I am going to go see what is taking so long.” My partner comes back in and says, “Everyone is gone. The place is empty. It’s dark.” Appalling as it was, my partner and I still laugh about the absurdity of it all.

Saber, who subsequently joined the Minnesota Transgender Health Coalition, adds:

Until I can have the surgeries I need, I will continue to be seen in the gynecologist’s office on a regular schedule so that if I were to get breast cancer, ovarian or uterine cancer it would be detected early. Unfortunately I cannot afford the surgeries, and so am stuck for now. As long as I have some female organs left in my body I will have to go in for gynecological exams looking like a male.18

Whether or not you have made legal changes or undergone surgery, you are entitled to the dignity of being referred to by the name and pronoun of your choice. You should be asked, for example, what you prefer to wear during the exam. A young trans person commented:

Whenever I encounter trans-positive sexual health resources I breathe a deep sigh of relief. I think trans men and trans women need more vocal support and accessibility in clinics and classrooms, as do those of us who don’t transition physically, but find ourselves in sexual, social, and health-related situations that are rarely addressed.

For more information on access to the health care system for LGBT people, see “Homophobia, Transphobia, and Heterosexism,”

SEXUAL ORIENTATION: WHOM WE ARE ATTRACTED TO

SEXUAL ORIENTATION: A GLOSSARY

asexual. Describes someone who does not experience sexual attraction ever, or for a period of time.

bisexual. Describes people who are romantically/sexually attracted to both men and women—sometimes, though not necessarily, at the same time.

gay/homosexual. Describes men who are romantically/sexually attracted to men, and sometimes describes women who are attracted to women. Often used to refer to men exclusively.

lesbian. Refers to women who are romantically/sexually attracted to women. “Same gender loving woman” is sometimes used in the African-American community.

pansexual. Describes someone who is attracted to people across the range of genders. Often used by those who identify as transgender or genderqueer or who are attracted to people who are transgender or genderqueer.

queer. Historically a derogatory term for gays, this word is now used positively by many lesbian, gay, bisexual, and transgender people and allies. It is sometimes used to describe an open, fluid sexual orientation and/or gender identity/expression.

straight/heterosexual. Refers to women who are romantically/sexually attracted to men, and men who are attracted to women.

Some of us have reclaimed historically negative terms, such as queer, fag, and dyke, and use them affirmatively to describe ourselves. This is a political act that attempts to reclaim the power from these slurs. Rejecting labels is another form of resistance:

I don’t identify as anything as far as sexuality goes. I was heterosexual for the beginning of high school, then I had a two-year experience with asexuality, and after that I came into a lovely and mixed-up world that resists labels.

Sexual orientation falls along a spectrum. Although people may choose the nearest applicable label, such as lesbian, they may actually have attractions and even relationships that are not in rigid accordance with that label.

CONFUSING SEXUAL ORIENTATION AND GENDER IDENTITY

Many of us confuse gender identity and sexual orientation. Gender identity is about who we are, while sexual orientation is about who attracts us. Being cisgender or transgender does not predict whether a woman will be straight, bisexual, or lesbian.

The confusion of gender identity with sexual orientation gives rise to misleading stereotypes. For example, some people assume that if a woman is a lesbian, she must have a masculine gender expression—in other words, she keeps her hair short, wears no makeup, and dresses like a man. Likewise, we might assume that because a woman appears masculine, she must be a lesbian. But being lesbian or bisexual doesn’t mean our gender looks or feels a certain way.
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The fact that I am femme (that is, traditionally feminine in appearance, with mannerisms perceived as feminine) throws people off; I’m often told I don’t “look gay.”

Transgender people can identify as straight, lesbian, bisexual, gay, pansexual, or queer. Some who transition gender find that their sexual orientation changes during the process. Gender and sexual orientation thus interact dynamically, rather than the latter being static.

When my partner began his gender transition, my lesbian identity had been central to my life and my sense of self for well over a decade, and I didn’t know what his transition made me. Some people told me I was “obviously” still a lesbian, but it was just as obvious to others that I was now straight, or bisexual. It wasn’t obvious to me at all, and I struggled with it for a long time. Now I’ve been the partner of a trans man for as long as I was a lesbian, and I’ve gotten comfortable just not having a name for what I am. I think of myself as part of the family of queers and trans people.

LESBIAN AND BISEXUAL EXPERIENCE

The second decade of the twenty-first century is a promising time for women who have intimate and/or sexual relationships with women. With issues important to the lesbian, gay, bisexual, and transgender communities increasingly in the news, more people all over the country and around the world are recognizing who we are and supporting how we live our lives. The debate over the legal recognition of same-sex marriage has engaged the nation. More and more television shows and movies attempt to portray our lives (albeit not always in the most accurate or satisfying ways). Many people in positions of power and authority—politicians, business owners, and celebrities—are out and proud. Thanks largely to activism from within the LGBTQ community and an increasing emphasis on coming out, many women who love women are living more freely and openly than in generations past.*


BISEXUALITY

Those of us who are attracted to both women and men live out our orientation in many different ways. Some of us date women and men serially, some simultaneously, and some enter relationships with women only or with men only, without acting on other attractions.

Thinking of ourselves as bi may reflect the sense that sexual orientation is a fluid aspect of ourselves that changes over the life span. Sometimes bi is a stopping place in a transition from one orientation to another.

Over time, we may find that a bisexual identity becomes less meaningful in the context of a life partnership with someone. However, for many of us, bisexual identity is lifelong, a proud and essential part of our natures. A woman in a monogamous life partnership may still identify as bi, because this label reflects her inherent capacity for attraction across genders.

I’m a woman who has primarily dated men but has had two short-term relationships with women. I’m in a committed relationship with a man. He is a wonderful, articulate, sensitive feminist whom I hope to marry; and yes, he knows of my past experiences and is open to me having continued relationships with women…. My desire for women isn’t based on the inadequacies of my current lover but rather a need for some other, some different, some similar thing—all of which I find in women.

Bisexuals are often misunderstood and maligned. Labeled as confused, or not queer enough, people who identify as bi have often been stigmatized. A thirty-five-year-old Latina writes:

I have known I was interested in both sexes since I was six or seven. But, due to the conservative Catholic home I was raised in, my family did not accept same-sex relationships. In my twenties, when I started college, I began to start to explore women, and in my thirties I started to act on it. I love being with another woman; the connection is something I can’t put into words. When I talk with my partner about being bi, he thinks it’s just a “phase,” although I’ve told him many times that I enjoy being with a woman. So now he prefers not to talk about me being bi. I can feel myself distancing myself from him for not being open to how I feel. When he said, “It’s just a phase,” it was like he was doubting who I am. It hurt.

In the last few decades, bisexual activists have engaged in ongoing education to dispel common stereotypes, including the idea that bisexual orientation is something that people claim when they are not ready to come out fully as gay or lesbian, or that bisexuals are opportunists who will quickly abandon a same-gender relationship for the greater power and privilege of an opposite-gender connection. We have also continued to contradict the stereotype of bisexuals as inherently promiscuous.

Bi activists have also fought to be included by name in the social, political, and religious organizations that we participate in. In recent years, more and more organizations have changed their names to be inclusive of bisexuals. This has sometimes happened concurrently with those groups working toward greater inclusiveness for and sensitivity to the concerns of people who are transgender. An International Conference on Bisexuality has taken place every few years since 1993, contributing to the growing organization of bi-identified communities nationwide and internationally. There are now active bi organizations in many states and most major cities, and even a bi-specific community center in Boston (biresource.net).




RECOMMENDED BI RESOURCES:

• BiNet USA (binetusa.org) maintains listings of all the bisexual organizations and related resources in the United States.

• Bi.org links to bisexual groups and resources around the world.





SPECIAL HEALTH ISSUES FOR LESBIAN AND BISEXUAL WOMEN

Lesbian and bisexual women have a few different health concerns from heterosexual women. Research done over the past two decades has revealed a number of factors that can lead to less frequent preventive and diagnostic health care, later treatment, and poorer outcomes for women who have sex with women. More information on the health concerns listed below can be found in the Fenway Guide to LGBT Health (fenwayhealth.org).

Cancer Screening

The time interval between Pap tests (for cervical cancer) is almost three times longer for lesbians than for heterosexual women. Cervical cancer screening rates are lower for lesbians compared with heterosexual women, raising concerns that lesbians are not adequately diagnosed or treated.

Stress

Stresses that are associated with long-term concealment of sexual identity and many years of exposure to discrimination can affect health negatively. Some research indicates that lesbian and bisexual women have higher rates of heart disease than heterosexual women, and that people who have experienced discrimination based on sexual orientation or race and ethnicity are more likely to have high blood pressure. Studies also suggest that nondisclosure of sexual orientation can be associated with lower life satisfaction, lower self-esteem, depression and suicide, substance abuse, delay in seeking medical treatment, and increased risk of illness.19
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Smoking and Alcohol use

Lesbians are more likely to engage in behaviors such as smoking and drinking alcohol that put them at greater risk for certain cancers.20

Smoking

In 1987, the National Lesbian Health Care Survey of the National Gay and Lesbian Health Foundation found that about 30 percent of lesbians smoke, compared with about 23 percent of heterosexual women.21 More than a decade later, in the Women’s Health Initiative, a study of women age fifty to seventy-nine years old, twice as many lesbians reported themselves to be heavy smokers compared with heterosexual women.22

Alcohol Use

Research suggests increased rates of problem drinking among lesbians compared with other populations23 and suggests that substance use among lesbians does not decrease as dramatically with age as it does in the general population.24 Alcohol use is associated with many health problems, including breast cancer, and can affect choices about safer sex practices, putting a person more at risk for sexually transmitted infections (STIs).

Sexually Transmitted Infections

Contrary to popular belief, women who have sex with women can get sexually transmitted infections. Research shows that many women who have sex with women have current or past sexual relationships with men, and thus have all the traditional risk factors for contracting STIs from men. In addition, STI transmission has been reported in the absence of a history of sexual contact with men: HPV (human papilloma-virus) and genital herpes occur among women who have sex with women and report having had no previous sexual contact with men. Lesbians also have a higher incidence of bacterial vaginosis, and women can transmit candidiasis and trichomoniasis to their female partners. Untreated vaginal infections can make a person more susceptible to transmission of HIV and other STIs. For more information, see Chapter 11, “Sexually Transmitted Infections.”

Breast Cancer

The primary risk factor for breast cancer is age; other risks include family history, increase in body mass, and not having given birth. Despite the presumption that the latter two factors may put lesbians at higher risk for breast cancer, there is no randomized controlled study that shows an increased risk of breast cancer in lesbian women, and more research is needed.25

COMING OUT TO OURSELVES

Coming out is the process of accepting and affirming our sexual orientation or gender identity and deciding how open we will be about it. Before we come out to others, we usually come out to ourselves by acknowledging that we are attracted to people of the same sex, or that we don’t identify with gender traits considered appropriate for our sex and/or the sex we were assigned at birth.

Because we grow up in a culture that assumes everyone is heterosexual and that gender always matches sex, becoming aware of and accepting our identity is often a gradual process. Coming out can happen at any age or stage in life. One woman who fought her sexual orientation says:

Coming out of the closet as a lesbian was the hardest thing I ever did. I tried everything to “avoid” being gay. I tried to stay away from women I was attracted to, but finally, after many years, I began to feel much more comfortable with the idea.

Another woman says she couldn’t come out until she’d actually had a woman lover, “which was an annoying chicken-egg thing in that not being out made it hard to meet women.”

A twenty-nine-year-old woman remembers a similar dynamic that slowed her down:

Part of the reason my girlfriend and I took so long to connect sexually was that when we first met, she thought I was straight. I didn’t know how to correct her. As a teenager, when I developed intense crushes on girls and women I knew, I wondered whether I was a lesbian, but discarded that idea because I also had feelings for boys. I thought about identifying as bi but was at a loss about how to back up assertions of that identity with “proof,” since I didn’t have any experience with either men or women. When I found myself falling for her I felt tremendous anxiety not about how I felt, but about how I could prove to her, without any previous experience with women, that I was sexually interested. I also questioned my own inner certainty that she was who I desired, and that my desire was sexual in nature—a self-doubt I don’t think I would have had if the person I was drawn to had been a guy. I don’t think I would have thought to myself, “Oh my god, what if I find out I’m just not into guys??”




For information and guidance on finding sensitive health care if you are LGBTQ, see “Homophobia, Transphobia, and Heterosexism,”





Some of us come out to ourselves more than once. We may come out as lesbian or bisexual, for example, then later as transgender or transsexual, or vice versa.

The process of questioning our sexual orientation or gender identity can be extremely challenging, but accepting ourselves for who we are is often a relief. After attempting suicide more than once, this woman made a decision:

At the age of forty-five I declared myself female and, in a sane and sober state, worked on matching my body, soul, and spirit into one complete female. It took me five years. Today my body is mine…. My birth certificate reads “female.”

COMING OUT TO FAMILY, FRIENDS, AND THE WORLD

Letting other people know about our gender identity or sexual orientation can be challenging and life-changing. Each of us must decide individually how much we want to share with our family, friends, and acquaintances.

It took me until I was twenty-seven to decide that I am a lesbian and very proud of it. The coming-out process meant that I gained friends and lost friends. Family made choices to continue their relationships with me or not. Either way, I grew as a woman who loved women. I’m now forty years young and am enjoying being with the woman of my dreams. I cannot fathom what took me so long.

Some of us come out in relative ease and feel our families’ embrace:

I’d only realized that there were female-to-males out there about two months before. (All my life, I figured that a lot of girls wanted to be boys, and that male-to-females had so much attention, because who would want to give up being male?) But that day my mother was cooking sauce. We’re one of those Italian families, I guess, and I offer to stir …Hypnotically, stirring, I start talking, and the next thing I know, I’ve told her. She wasn’t thrilled, and almost four years later, she’s still not, but she’s my strongest ally in my family. She’s just a great mom.

Others find that even liberal family members have trouble accepting the changes:

My dad …was big into civil rights in the 1960s (as a white male), marched in Chicago and Washington, etc. But he’s had a lot of trouble being okay with my being trans and queer, even though he pretends he doesn’t because (I assume) it doesn’t fit with his worldview of himself as an educated, liberal activist.




RESOURCES FOR LGBTQ YOUTH

There are queer and trans teens across the country—we just need to find each other!

It’s totally normal to feel confused, depressed, or angry about being different and the negative ways other people often respond to difference. It’s important to find peers and adults who can understand and relate. Some schools have gay/straight alliances and promote a Day of Silence (dayofsilence.org) to bring attention to anti-LGBTQ name-calling, bullying, and harassment. Check out the videos at the It Gets Better Project (itgetsbetter.org). You’ll hear from people who have been there that life as a LGBTQ person usually improves greatly over time.

Many cities have an LGBTQ center that offers free or sliding-scale counseling, support groups, and social services. Some larger cities have centers specifically for queer or trans youth. Here are some additional resources:

• Gay, Lesbian and Straight Education Network offers support for GLBT teachers and gay/straight alliances in schools: glsen.org

• GLBT Youth Talkline is a free and confidential hotline offering peer counseling, information, and local resources. The hotline is open Monday–Friday, 5–9 PM PST (1-800-246-7743): glnh.org

• Parents, Families and Friends of Lesbians and Gays is a resource for youth as well as for families. PFLAG has been working hard to become trans-educated and ready to provide support around issues: pflag.org

• Trevor Project is a 24/7 suicide hotline for gay and questioning youth (1-866-488-7386): thetrevorproject.org





One woman warns of feeling pressured to come out:

“More people coming out will relieve the stigma” is something I see a lot. But coming out is dangerous and not possible for a lot of people because of society. For people who can come out and be open, that is great, and I do agree that it helps to diminish stigma, but the burden for fixing problematic social attitudes should not be on the victims of those attitudes!

Another has delayed telling her parents:

I am now a freshman in college and still haven’t come out to my parents. A couple of years ago, my father asked me if I was a lesbian. With much hesitation, I answered, “No,” because I was scared …He said, “Good, because I don’t want a fucking faggot for a kid.” This statement tore me apart and has delayed my decision to come out to my parents. Most everyone who knows me (including my siblings) knows my orientation. I am currently waiting to tell my parents, for fear that they will kick me out or stop paying for my college.




NATIONAL COMING OUT DAY

Whether you’re lesbian, gay, bisexual, transgender, queer, or a straight ally, you can come out for LGBTQ equality on National Coming Out Day (October 11 in the United States, October 12 in England). Many blogs and activists take part online. For more information, visit Human Rights Campaign (hrc.org/ncod).
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Some transsexuals have no choice but to come out, because the physical changes are often quite visible. The public nature of the coming-out process can be enormously difficult. The geographer Petra Doan says of her first day back on the job after gender affirmation surgery.

As I entered the building I felt I was entering the eye of a hurricane, at the calm center of a turbulent storm of gendered expectations. As I walked down the hall I could hear conversation in front of me suddenly stop as all eyes turned to look at the latest “freak show.” As I passed each office there was a moment of eerie quiet, followed by an uproar as the occupants began commenting on my appearance. Some people just stared, a few others told me how brave I was, and one person told me that I looked “just like a woman.” Another gave me a taste of what it means to be objectified by telling me proudly that I was his very first transsexual.26

MULTIPLE IDENTITIES

The experience of living as a lesbian/same gender loving woman varies greatly based on class, gender, race, religion, (dis)ability, and other aspects of our lives. Women of color, for example, are more often judged or rejected by their home communities and at the same time often experience racial discrimination within queer communities.

I was the only openly queer African-American person at my college. When I came out sophomore year, my black friends were supportive yet oftentimes more reserved around me. Many were very religious, and very socially conservative. Others had never met a queer person before. There was always something unspoken between us—Was I still as black as they were? Was my white girlfriend a sign that I had betrayed my race, black men, my friends? Who were these new white queer people that I was now spending time with? Many of my black friends became my closest allies as they learned and grew with me. Those who didn’t I lost touch with quickly. But my race will never be separated from my sexual orientation, and vice versa.

The African-American poet and activist Pat Parker wrote in Movement in Black about her dream of a society that would embrace her multiple identities:

If I could take all my parts with me when I go somewhere, and not have to say to one of them, “No, you stay home tonight, you won’t be welcome, because I’m going to an all-white party where I can be gay, but not Black.” Or “I’m going to a Black poetry reading, and half of the poets are antihomosexual,” or thousands of situations where something of what I am cannot come with me. The day all the different parts of me can come along, we would have what I would call a revolution.28




EMPLOYMENT NONDISCRIMINATION

In most places in the United States, it is legal to fire employees because they are trans, lesbian, gay, or bisexual, though some states and municipalities have enacted civil rights protections based on sexual orientation and, in some cases, gender identity and expression. At the national level, the Employment Non-Discrimination Act (ENDA), which would prohibit discrimination against employees on the basis of sexual orientation or gender identity, has been introduced to almost every Congress since 1994 but as of 2011 has yet to pass.27





Many women of color find ways to live openly in both worlds and draw support from an increasing number of queer communities of color.

Some people think that queer and trans are Western concepts and that femme equals looking like Barbie, but that’s not how I see it all, as a South Asian queer femme woman. My models for my gender are my grandmother and great-aunties who organized for independence from Britain and [for] labour and women’s rights—in short skirts and bobbed hair—in Sri Lanka and Malaysia in the twenties…. When I hold my hot-pink “Desi divas against war and racism” sign at the antiwar rally, I am continuing that tradition.

Lesbian, bisexual, and transgender people with disabilities face additional challenges, including homophobia or transphobia within the disability community. Events organized by able-bodied communities are often not fully accessible or not sensitive to everyone’s needs.

I think if I was just queer it might be easy for me to say, well, we just need to end discrimination against queer people, and we just need straight people to see that we are just like them. Whereas, because I’m queer and I have a disability, it’s like all of a sudden I’m like, Ya know what? We have this whole bullshit idea of normal that really doesn’t apply to anybody…. Nobody really fits into that anyway and I especially don’t and there is no way I’m going to even if discrimination against queer people ends.29

Fat women face size discrimination within both queer and straight communities. People may assume that we’re queer because we can’t find a man, or that we’re asexual.

I am a white, college-educated, twenty-five-year-old queer nonbinary trans person with disabilities living in Northern California. I’m also fat, an advocate for size acceptance. It really is frustrating how much perceptions of our bodies play into our perceptions about worthiness for relationships. I’ve definitely experienced that “I’m so lucky to be with someone who isn’t repulsed by me” feeling, and I’ve also had that exploited; people have used me, secure in the knowledge that I won’t protest because I am afraid of the consequences. And, for the most part, I like my body! I am just aware that the social constructs which surround it make other people think that it is less than acceptable.




BLACK LESBIANS MATTER: AN EXAMINATION OF THE UNIQUE EXPERIENCES, PERSPECTIVES, AND PRIORITIES OF THE BLACK LESBIAN COMMUNITY

In July 2010 the Zuna Institute (zunainstitute.org), a national nonprofit advocacy group for the black lesbian community, released Black Lesbians Matter, a national report based on a survey and focus groups with 1,596 black women ages eighteen to seventy.30 The report gives voice to their most important needs and concerns. Jobs/financial security, health care, and education were the top three concerns, with marriage and mental health coming next.

Highlights of the report include:

• Many women in this survey have had direct experiences with discrimination in areas of employment, with health care providers, and in creating and protecting their families.

• The impacts of invisibility and discrimination have debilitating effects in the lives of black lesbians. These effects are similar to those reported by black Americans who live in poverty.

• Although resilient in the face of extreme obstacles, black lesbians …in areas of family, health, visibility, identity, class, and aging suffer disproportionately in comparison to straight whites and blacks, as well as to the broader LGBTQ community.

• Upholding the myth of the “strong black woman” along with the lack of adequate mental health support can lead black lesbians to higher rates of suicide.

• Close to 70 percent of the women surveyed either have children or are planning to have children. The call for visibility, notes the report, is a call to be recognized as a family unit with all the legal rights and privileges granted by law through legally recognized marriages.
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Women celebrating Gay Pride, Boston, 2009.








A WHITE WOMAN REFLECTS

In U.S. society, queer discrimination, like all life experience, is seen through the lens of race by both people of color and white people. However, those of us who are white may not be aware that there are distinct differences in how we experience being queer because of our freedom from encountering racial discrimination every day.31

I am a dyke and I am masculinely gendered. I am white, I am upper middle class, and graduated from an elite college. My white privilege means that I see myself reflected in many representations of queer people, and I do not experience racism within queer communities in the ways that queer people of color experience. My class and education privilege mean that I have access to a specific language for talking about my own identity.





Some queer spaces are more accepting of fat women:

I’m a queer fat femme of Italian-American and middle-class background. How I experience my sense of self in regard to gender and sexual orientation shifts depending on the context. In straight spaces, I’m likely seen as a straight, fat girl. Since I’m fat, my sexuality is not celebrated or recognized in mainstream society, because fat people are not supposed to be sexual…. In queer contexts, however (when other queers perceive my femmeness as queer), I feel quite different. My fat femmeness is celebrated as hot and sexy. I feel motivated to wear clothes that show off my curves, large ass, hips, and breasts.

COUNTERING HOMOPHOBIA, HETEROSEXISM, AND TRANSPHOBIA

Is your school or workplace welcoming to LGBTQ people, or are sexual orientation and gender identity either completely ignored or joked about in cruel and demeaning ways? If you’ve come out, is your family supportive, or have family members made you feel unwanted unless you “change”?

Some cultures teach us to fear and hate homosexuality and gender variance in others and in ourselves. This hatred hurts all of us, no matter our sexual orientation or gender identity. It turns us against friends and family members, depriving us of important relationships. It causes us to deny attractions or identities that are right for us. And it prevents many from publicly acknowledging friendships with queer or transgender people.

Heterosexism is the assumption—in individuals and in public policy—that heterosexuality is the only normal orientation. A woman whose partner transitioned from female to male reports her mother’s response to her new “heterosexual” status:

We are literally the same two people, but after my partner’s transition, my mom started sending him birthday cards and inviting him to family events. I thought she’d have a hard time with it, but she was like, “Woo-hoo! Now my daughter has a partner I can actually talk about with my friends!”

Homophobia is fear and hatred of people who are attracted to the same sex:
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The internalized homophobia—the nagging fears of incompetence, being too different, being unlovable—are still hanging around in my head. But getting up each day …each time I do something positive, the homophobia inside me has less power. And each time we do something positive for each other, the homophobia in society has less power.

Transphobia, likewise, is fear and hatred of gender-variant people.

Heterosexism, homophobia, and transphobia lead to laws and practices that deny LGBTQ people legal, religious, and social privileges that heterosexual and cisgender people take for granted. In most places, we are prevented from getting married, filing joint tax returns, and being covered under a partner’s health insurance (except in companies and cities that allow benefits coverage for domestic partners). We face job and housing discrimination, and the media often ignore or misrepresent us. Essential safer-sex educational materials, when presented in schools, often omit same-sex relationships.

Violence, homelessness, police brutality, chronic underemployment, and poverty disproportionately affect transgender people. Many of us who don’t easily fit within the two-gender norm find it difficult to attend school, hold jobs, or even go to public restrooms without fear of rejection, harassment, violence, or even arrest.

As a female-bodied genderqueer, I choose to use the women’s restroom, but often find myself dealing with unpleasant comments or looks and, on a few occasions, verbal or physical threats/assaults. As a result, I have avoided using public restrooms, as much as possible, for seventeen years and have now developed urinary tract problems.

It is difficult for trans people to access many services such as rape crisis centers, emergency medical care, homeless shelters, group homes, and domestic violence shelters because these spaces are segregated by sex. Discrimination and harassment in the health-care system mean that we often miss needed medical care. Trans people of color and low-income trans people also are affected by racism and class discrimination that exacerbate the difficulties faced by trans people in general. Transgender and transsexual people also sometimes face discrimination within the queer community:

No one talks about the mental difficulties faced before—and especially after—the transition. Like, for instance, being a (trans) dyke. Like being referred to as “he” in lesbian groups. Like being banned from places, like the Michigan Womyn’s Music Festival.

In many places in the United States and around the world, activists are challenging homophobia and transphobia, and achieving positive change. The Think Before You Speak campaign (thinkb4youspeak.com) raises awareness of the prevalence and consequences of anti-LGBT bias and behavior in America’s schools. One goal is to get kids to think twice before saying, “That’s so gay.” The Policy Institute of the National Gay and Lesbian Task Force (thetask force.org) works to advance equality for LGBT people and trains young leaders for the future. The National Black Justice Coalition (nbjc.org) works to eradicate racism and homophobia and advocates for the unique challenges and needs of LGBT African Americans. In schools and colleges, in workplaces, in religious organizations, and in the military, LGBTQ people and our allies are mobilizing for justice while committing the radical act of simply loving each other.
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CHAPTER 5 Relationships [image: images]


In preparation for this fortieth-anniversary edition of Our Bodies, Ourselves, more than three dozen women, representing a wide range of ages, identities, and experiences, spent several weeks discussing sexual relationships. They asked and answered questions and responded to one another’s stories and reflections with encouragement, wisdom, and humor. Their words go back to the book’s roots: women discussing their bodies and their lives and learning from the experiences of other women.

Earlier editions of OBOS divided the discussion of relationships into two separate chapters—women who love men, and women who love women. In this edition, women of all sexual orientations discuss their lives, from what they enjoy most about being sexual to their experiences in relationships that span racial and other differences. They also reflect on media images and representations in popular culture that have influenced their views of dating and marriage.




MORE ABOUT THE CONVERSATION

In 2010, the Our Bodies, Ourselves editorial team posted a call for women to take part in an online conversation. The response was overwhelming; out of hundreds of submissions, thirty-seven participants were selected, ranging in age from eighteen to sixty-three. To learn more about this conversation, visit ourbodiesourselves.org/relationships.

QUESTIONS FOR DISCUSSION

• What are you looking for in a relationship?

• How do you define—and express—intimacy?

• What do you enjoy most about being sexual?

• What role has love played or not played in your relationships?

• What is it like to be in a relationship when you don’t like some or all of your own body?

• How do media images and portrayals of relationships affect your idea of an “ideal” relationship?

• How does it affect your relationships when you are with someone whom the world gives more or less power than you have, because of race, income, gender, or disability?

• What are your experiences in relationships that span racial differences?

• Have you or your partner discussed having children? If you had differing opinions, how did it affect the relationship?

• What effect do children have on dating or staying in a relationship?

• When did you realize that a relationship you intended to stay in was going to be work, and what are some obstacles that can get in the way of relationships?

• How has sexual abuse and/or physical violence affected your relationships?

• What has helped the process of healing from sexual or other abuse?

• How has growing older affected your relationships or what you look for in a relationship?

• Do you feel affected by relationship time lines?





The introductions that follow will tell you a bit about the women you’ll meet in this chapter. There’s also a list of questions selected from the many subjects they discussed (see above) and a corresponding page number, so you can choose where you want to start. Throughout the chapter, you’ll find statistical snapshots of women’s relationships and other related information.

PARTICIPANT BIOS

Alexa: I’m a twenty-two-year-old heterosexual woman, though I’ve had a few intimate relationships with women in my college years. I’m from a working-class family and both of my parents were/are struggling with multiple addictions. I am living a securely middle-class/intellectual/progressive lifestyle. I’m currently living with my monogamous boyfriend of two years.
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Ananda: I am sixty-three years old. My relationship with my life partner (married for twelve years) has been nonmonogamous for all of our thirty-two years together. We each have long-term very satisfying other relationships. My main “other” has been part of my life for thirty years; my partner has been in a relationship with a woman who is now also my good friend for fifteen years. Everyone knows about everyone else; there are no secrets. This is a very complex lifestyle and not for everyone; it has been a great challenge and brought much richness to my life.

Astrid: I am forty-seven years old, straight, a Caucasian immigrant from Europe. For six years, I have been a single mom of a daughter; I am twice divorced (once on this side of the Atlantic, once on the other). There has not been much of a dating/sex life in these last years, and it’s not only due to the fact that my time is more or less all spent on my daughter and my job. I have also just not really connected with anyone—perhaps I am disillusioned, picky?

Cathryn: I’m sixty years old, was born a hermaphrodite (tetragametic chimera or “true hermaphrodite”) and was surgically assigned male at birth. I transitioned as an adult, had surgery to restore my body to close to its original state. I’m bisexual and have a thirty-four-year-old daughter. I was married for twenty-four years to a very butch woman and I’m physically disabled.

Cecilia: I’m sixty-three years old, white, healthy, happy, married. I love men and I love women, and sex so far has been only with men. My first husband always said he was sure I would cheat on him and if I did, that would be the end of the marriage. His having affairs was all right (old story), and of course it turned out just as he predicted (old story continued). After twenty years, when Love at First Sight came along for me, I didn’t hesitate to jump into bed and find out how great sex really could be. When we got engaged, I felt committed and have been since—twelve years.

Cheryl: I am thirty-three years old, African American, heterosexual, a single mother of two sons. I am a trainer of educators in teen pregnancy prevention approaches and programs, which is great work that I feel passionately about and also is reflective of my personal journey as a young mom. My son’s father and I ended our relationship when I was in my midtwenties, and I have been on this crazy journey of dating and being in relationships as a single mom.

Chloe: I am a twenty-three-year-old queer transsexual woman. My primary partners are also trans women, though I have dated cissexual women as well.

Cody: I am a twenty-two-year-old white queer kid, looking (somewhat distantly) ahead to a career in nursing. I identify as genderqueer and very recently have been moving away from also identifying as a woman. I am somewhat androgynous/masculine and I like to mix it up and play around with femininity, to intentionally push myself out of my comfort zone in regard to gender presentation. I identify as polyamorous and currently have a primary partner (of four years) and a long-distance date.

Danielle: I’m a twenty-five-year-old pre-operative transsexual lesbian. I’m currently coming out of a long-term relationship that stretched over most of my transition. I’m really interested in nontraditional relationships, how body issues can impact relationships, and how to look toward the future while still focusing on the present in a relationship.

Efia: I’m a thirty-two-year-old black queer woman. Being raised by a father who was an army chaplain/marital counselor and a mother who was a schoolteacher—all in a very loving, nurturing, and religious (and practicing) home—meant that a lot of what I’ve come to know and own as my sexuality and sexual health was obtained through a little bit of self-discovery and a lot of rebellion.

EJM: I am a heterosexual twenty-four-year-old. I am Korean, growing up half my life in the U.S. and the other half in Korea.

Faith: I’m a twenty-two-year-old single white heterosexual and I was raised by my dad and grandparents. The environment I grew up in was fairly blue-collar, although now I’m privileged to navigate the ivory tower. At school, I’m involved in several feminist organizations and I’m working to revise the sexual assault disciplinary procedures.

Francesca: I am a fifty-year-old never-married black woman. I am the proud mother of a thirty-year-old son. I consider myself an Africana Womanist. I am not currently involved with anyone and have not been for too long! Sexually I am most often attracted to men. I believe for some sexuality can be fluid …at least it is for me sometimes.

Gemma: I am a thirty-one-year-old single heterosexual woman. I’m trying to navigate the exciting world of dating while simultaneously wondering if I’m way too picky or way too accommodating. I want very much to become a mom and have recently started to think seriously about how I may do that on my own one day.

Heidi: I am a twenty-six-year-old single mother with two children. I have been separated two years and will be divorced this month. I would define myself as queer, but to try and put it to more precise words, I seem to move between androgynous and female, and pansexual and asexual. I am currently in an open long-term nonsexual relationship but have been involved in sexual relationships with men and women in the past and probably will be again in the future.

Jaime: I’m straight, white, USA-an, more or less middle class, partnered but unmarried, childless, East Coast, atheist with a mixed Christian heritage, highly (possibly over-) educated, cisgender,* currently mostly able-bodied, twenty-five years old, underemployed, and non-monogamous. I currently live with a male partner. Thinking of heading back north to find a job soon, which would entail leaving my partner and possibly ending our relationship.
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