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I've been shocked at the comments. A physician recently said to me, “You know how your
women are. They can’t understand the information of informed consent.” That's totally
dishonorable and ridiculous. They just don’t want to take the time to explain women’s
options to them.

—Charon Asetoyer, Executive Director,

Native American Women’s Health Education Resource Center

Physicians are here because they want to serve the patients and would therefore not be out to
harm them or deprive them of knowledge, information, or choice.

—Timothy Ryschon, M.D., Clinical Direc.tor,

PHS Indian Hospital Rosebud Service Unit




CONTENTS

CHAPTER 1
A Push to Control the “Oversexed” Gender:
Physicians, Women, and the United States Eugenics MOVEMENL. . . . . ... .ovveueonrnnnn

CHAPTER 2
From Sword to Scalpel:
Uncovering Sterilization Abuse: e, sbaie . sonssnt., {iniwel Sraan . Doy, Soun. 43,

CHAPTER 3
A Shot in the Dark:
Depo-Provera and Mentally Retarded Native Americans. . . . . ... ......ooeeennnmen.

CHAPTER 4
“It’s About Pregnancy Prevention Altogether”: 48
Depo-Provera and Norplant inthe 1990s.-, ©4e 4 .o oz, 2l S Jinl sonn &, ¥ s




CHAPTER 1

by A Push to Control the “Oversexed” Gender:
ysicians, Women, and the United States Eugenics Movement

Writing to the Medical Tribune in 1978, obstetrician David Priver, M.D., sought to
convince his medical peers that they should ignore the fervor that the Department of Health,
Education, and Welfare (HEW) had raised over its revised sterilization guidelines.' Based on
charges that a federally-funded family planning program had sterilized teenage sisters Mary
Alice and Minnie Relf without their consent, United States District Court, in Relf v.
Weinberger, ordered the HEW to tighten its regulations on sterilizations. Priver resented this
change in policy which limited the power of physicians to make individual decisions
according to the financial status of their patients. He argued for a return to looser control,
asserting that “poor women, be they black or Indian, will have little chance to escape from
the poverty cycle if they do not have complete, unhampered access to fertility control.”
Priver urged readers of his letter to support his ideology, hoping “that all physicians who are
concerned for the welfare of poor women will speak out on this issue.” Otherwise, Priver
lamented, “It will be a cold comfort for the impoverished Indian or black mother, unable to
adequately care for her existing children, to be told that in order to protect her ‘Rights’, she
can’t have the fertility control that is readily available for the rest of society.””

Priver’s letter represented the latest strains of a debate that had begun when
prosecutors in Relf v. Weinberger presented evidence that federally-funded family planning
programs had sterilized 100,000 to 150,000 low-income citizens annually during the early

1970s—possibly against their wills.” In the late 1960s, after Congress authorized funding for

! Either men or women may undergo surgical sterilization, a procedure that disrupts part of the reproductive tract
so sperm cannot unite with an ovum. Sterilization provides permanent and generally irreversible contraception
(today, physicians are experimenting with reversal procedures). In males, the procedure is termed a vasectomy.
Five procedures are performed on women, all grouped under the heading “tubal ligation™  laparotomy,
minilaparotomy, colpotomy, laparoscopy, and culdoscopy. These different methods block contraception by
cutting, tying, crushing, or burning the fallopian tubes. On occasion, chemicals or occlusive devices may be used
to block the tubes. Thomas M. Shapiro, Population Control Politics: Women, Sterilization, and Reproductive
Choice (Philadelphia: Temple University Press, 1985), 7.

2 David M. Priver, M.D., “Letter to the Editor: Sterilization Debate,” Medical Tribune, 12 April 1978.

3 Relf v. Weinberger, 372 F. Supp. 1196 (1974). At the time of the Relf decision, the Supreme Court had already
determined in Skinner v. Oklahoma, 27 L. Ed. 2d 444 (1971), that “the power to sterilize, if exercised, may have
subtle, far-reaching and devastating effects. In evil or reckless hands it can cause races or types which are inimical
to disappear. There is no redemption for the individual whom the law touches. Any experiment which the State
conducts is to his irreparable injury. He is forever deprived of a basic liberty.” This decision determined that a




sterilizations in family planning clinics and the medical establishment abandoned its age-
parity sterilization eligibility requirements, the number of poor, minority women undergoing
sterilization procedures dramatically increased. By expanding these poor women’s access to
birth control, offering them the option of sterilization rather than forcing them to undergo
involuntary - sterilization, the government and medical establishment appeared altruistic.
However, hidden beneath the excitement over technological advances and emphasis on
women’s new choices regarding contraception lay the inevitable dilemma that physicians
could use sterilization to control women’s reproductive freedom. Physicians such as Priver
believed that they should use their medical expertise to better the lives of poor, minority
women whom they often assumed did not have the intellectual capacity to make autonomous
decisions regarding contraception. While physicians may not have acted maliciously in
sterilizing these women, female and minority group advocates questioned their behavior,
suggesting a paradox existed between the intent of physicians and the consequences of their
actions.

While historians have told the stories of African-American and Mexican-American
women sterilized during the 1970s, few accounts investigate in-depth the Native-American
experience and the role of physicians in it. Like the Relf sisters and other victims of
involuntary or coercive sterilization, the majority of Native-American women relied on the
public health care system—specifically, the Indian Health Service (IHS)—to monitor their
reproductive health and provide them with contraception.” When Native-American physician
Constance Redbird Uri, M.D, discovered that some IHS hospitals were sterilizing as many as

one out of every four women admitted each year during the early 1970s, she demanded a

statute mandating the sterilization of “habitual criminals” (convicted two or more times of felony crimes) in
Oklahoma was unconstitutional. Although the court case dealt with the issue of criminals, primarily male
criminals, it nonetheless articulated the danger to personal liberty that sterilization posed to all vulnerable

citizens.
* Shapiro, Population Control Politics, 87. To meet the age-parity requirement when it existed, a woman’s age

multiplied by her current number of children needed to equal 120.

5 The Indian Health Service, an agency within the United States Department of Health and Human Services
(formerly known as the HEW), currently provides federal health services to approximately 1.5 million Native
Americans belonging to more than 557 federally recognized tribes in 34 states. The IHS staff consists of nearly
850 physicians, 380 dentists, 100 physician assistants, and 2,580 nurses. Most Native Americans receiving care
from one of the 12 regional service areas live on or near reservations.




government investigation.® Although the Government Accounting Office (GAO) produced a
1976 report that confirmed the alleged abuses, its limited scope led Uri to examine the
situation more thoroughly herself. By interviewing over one thousand Native-American
women, Uri concluded that only 100,000 women of child-bearing age remained fertile in
1977, if the IHS had continued to sterilize Native-American women at the rate it had
maintained during the 1973-76 fiscal years, all pure-blooded races would have ceased to exist
within 15 years. Most shocking was Uri’s discovery that physicians convinced most women
to undergo the procedure. “Doctors have assumed a God-like authority, and think they are
helping women by sterilizing them. Very few Indian women ask to be sterilized. In almost
every situation, the woman is talked into it in a very authoritarian, or coerced manner,” Uri
explained.”

Without question, the permanence of sterilization procedures adversely affected
Native American women who underwent operations involuntarily; however, other forms of
birth control more subtly threatened their reproductive freedom. Beginning in the 1980s,
Depo-Provera, a provider-controlled hormonal injection that had gained Federal Drug
Administration (FDA) approval only as treatment for endometriosis and endometrial
cancer—not for contraception—presented IHS physicians with an apparently innocuous
alternative to sterilization.® Because federal law gave physicians the authority to prescribe
Depo-Provera for unapproved indications, THS physicians dismissed reports of Depo-

Provera’s dangerous side effects and evidence that researchers had proven Depo-Provera

Indian Health Service, “Comprehensive Health Care Program for American Indians and Alaska Natives,
Introduction,” ihs.gov/AboutIHS/IHSintro.asp and wysiwyg://323/http://www.ihs.gov/AboutIHS/ThisFacts.asp,
(22 September 1999).

6Constance Redbird Uri, M.D., Indians and medicine sterilization and genocide, Pacifica Tape Library, 1974,
cassette. At the time of her study, Uri claimed that the IHS had sterilized every pureblooded woman of the
Oklahoma Kaw tribe. John Elliott, “Genocide Charged by Indian M.D. Investigator,” Medical Tribune, 24 August

1977.
7wThe Theft of Life,” Akwesasne Notes, September 1977, 30.
® Upjohn Company manufactures Depo-Provera, a synthetic progesterone given in injection form. Unlike oral

contraceptives, Depo-Provera does not contain estrogen. A health care provider gives the injection four times a
year in the buttocks or upper arm. For birth control purposes, it is 99.7 percent effective in preventing
pregnancy.

Pharmacia and Upjohn Company, “About Depo-Provera,” http://www.depo-provera.com/about/index.htm (26
October 1999). Endometriosis is a disease that causes endometrial tissue (tissue that lines the uterus) to migrate
and form growths in other areas of the body. It can cause extreme pain and eventually result in infertility.
Endometriosis Association, “What is Endometriosis,” http://www.ivf.com/endoassn.htm (26 October 1999).




highly carcinogenic in animal testing” IHS physicians found Depo-Provera particularly
appealing for use on mentally retarded patients because it stopped menstruation and therefore
made personal hygiene easier for women who could not care for themselves. In a 1987
United States Congress hearing on the “Use of the Drug Depo-Provera By the Indian Health
Service,” evidence surfaced that IHS physicians had possibly misused their medical authority
by administering Depo-Provera to mentally retarded Native Americans. While the alleged
IHS misuse of Depo-Provera occurred more as an isolated incident than as a reflection of
nationwide trends, it nonetheless raised questions also asked during the 1970s sterilization
controversy. The debate over Depo-Provera focused on whether the IHS was at fault for its
lack of oversight regarding the drug, or whether it acted appropriately in allowing individual
physicians to practice autonomously according to their own medical discretion.

When the FDA approved Norplant in 1991, proponents of the long-term, implantable
birth control method claimed that it offered the most significant improvement in women’s
contraceptive options since the 1960s introduction of birth control pills.'’ Although Norplant
initially cost over $500 per insert, family planning advocates successfully lobbied Congress to
lower the price of Norplant so poor women could enjoy the same access to it as more
prosperous women did. In 1992, increased pressure from drug manufacturers led the FDA to

approve Depo-Provera for contraceptive purposes; together, Depo-Provera and Norplant

Congress, House, Select Committee on Population, The Depo-Provera Debate: Hearing before the Select
Committee on Population, 95th Cong., 2nd sess., 8, 9, 10 August 1978, 336. In 1960, the FDA approved Depo-
Provera as a treatment for endometrosis and in 1972 as treatment for endometrial cancer; the FDA did not approve
the drug for contraceptive purposes until 1992. In the United States, a physician does not violate the Federal
Food, Drug, and Cosmetic Act if he or she wishes to prescribe or dispense an FDA drug “under conditions of use
not specifically described in the FDA approved labeling for that drug (The Depo-Provera Debate, 21). On August
15, 1972, the Federal Register provided notice of proposed rule-making on the “Legal Status of Approved
Labeling for Prescribing Drugs; Prescribing for Uses Unapproved by the Food and Drug Administration.” This
statement made clear that although drug manufacturers could not ship a prescription drug in interstate commerce
for an unapproved use, once the drug arrived, physicians, by law, could prescribe it for an unapproved use. Charles
C. Edwards, Commissioner of Food and Drugs at the time, said, “the Food and Drug Administration [did not intend]
to interfere with medical practice . . . [and] regulate the practice of medicine between the physician and the patient.
Congress, Senate, Subcommittee on Health of the Committee of Labor and Public Welfare, Quality of Health
Care—Human Experimentation, 1973: Hearing before the Subcommittee on Health of the Committee of Labor and
Public Welfare, 93rd Cong., Ist sess., 7 and 8 March 1973, 18.

10 Garah Samuels and and Mark D. Smith, eds., Dimensions of New Contraceptives: Norplant and Poor Women
(Menlo Park, CA: Henry J. Kaiser Family Foundation, 1992), ix. Wyeth-Ayerst laboratories manufacture
Norplant; the Population Council developed it. Norplant is a synthetic form of progesterone that provides
protection against pregnancy for five years. It is administered in implant form; in a minor surgical procedure, a
physician inserts six thin, flexible capsules in a woman’s upper arm. Population Council, “Population Council




would provide THS physicians the option of administering long term, provider-dependent

irth control to ive- : ;
birt Native-American women.  When anti-welfare activists and several state

governors began advocating compulsory Norplant for welfare mothers, the possibility that

Depo-Provera and Norplant could restrict rather than expand the reproductive rights of

minority women such as Native Americans became apparent. This question intensified when

contraceptive researchers discovered that poor women used Norplant at a much higher rate
than middle-class women, many of whom filed lawsuits against its manufacturer after
suffering devastating side effects from the drug. Still, IHS physicians continued to prescribe
both drugs for Native-American women, disregarding health risks and charges from Native-
American rights organizations that the agency was violating women’s control over their own
bodies. With physicians succeeding in their efforts to promote the drugs and groups such as
the Native American Women’s Health Education Resource Center (NAWHERC) protesting
the IHS’s lack of informed consent policy, a heated battle raged.

The Native-American struggle to maintain reproductive freedom in the aftermath of
widespread sterilizations and administration of long-term hormonal contraceptives involves
complicated issues of physician responsibility. While the THS failed to protect women by
never establishing a clear-cut policy regarding sterilizations during the 1970s, or long-term
hormonal contraceptives during the 1980s and 1990s, the agency also relied on its physicians
to make ethical decisions according to their own medical discretion. Physicians did not
respond to specific orders from the IHS headquarters to sterilize women permanently or
temporarily. Instead, they considered nationwide concern that welfare mothers needed
increased access to contraceptive technologies; they listened to medical colleagues who urged
that as physicians, their practice could not only better the lives of patients, but society as well.
However, activist groups and individuals such as Uri responded to the behavior by suggesting
that physicians abused their authority to restrict the reproductive freedom of Native
Americans. The ensuing debate revealed that because Depo-Provera and Norplant were
provider-dependent drugs that eliminated users’ control over their own reproduction,

physicians needed to be especially careful in properly obtaining informed consent from their

NORPLANT Implants Briefing Sheets,” http://www.popcouncil.org/thpdev/norplantfag.html (9 September




patients. Otherwise, their decision, whether conscious or unconscious, to coerce Native-
American women into using Depo-Provera or Norplant, demonstrated misuse of a drug
intended to increase female reproductive freedom.

* * *

Justification for investigation of the 1970s sterilizations and Norplant and Depo-
Provera as potentially dangerous contraceptive devices lay in the early to mid-20th century
eugenics movement, during which sterilization as a form of social control took root. The
United States eugenics movement, which advocated race improvement through the control of
human reproduction, sought to remedy social ills that “degenerate” citizens created in the
rapidly industrializing country." Although the eugenics movement did not rely solely on
sterilization to achieve its goal of improving the American gene pool, involuntary sterilization
survived and thrived when other strategies—marriage laws, sexual segregation in institutions,
and limits on immigration—failed.” Between 1907 and 1964, the government mandated the
involuntary sterilization of 63,678 Americans.” Eugenicists targeted immigrants, the poor,
and mentally retarded persons, labeling many sterilization candidates “feeble-minded,”
“insane,” or “imbeciles” in order to justify eliminating their ability to procreate.
Eugenicists utilized the term most effectively to arouse fear of “feeble-minded” women

whose alleged low intelligence posed a threat to society at large. Although males accounted

1999).
' Allan Chase, The Legacy of Malthus: The Social Costs of the New Scientific Racism (New York: Alfred A. Knopf,

1975), 12. European Francis Galton, who coined the word “eugenics,” inspired the American eugenics movement.
In 1869, he published Hereditary Genius: An Inquiry into Its Laws and Consequences, which explained his belief
that only parents deemed to have the “most positive” qualities should be allowed to reproduce. The constant
inbreeding of talent would gradually eliminate defective genes from the human genepool. Edward J. Larson, Sex,
Race, and Science: Eugenics in the Deep South, (Baltimore: The Johns Hopkins University Press, 1995), 20. In
addition, the rise of evolutionary science and theory of natural selection subtly reinforced white beliefs that the
black race was inferior to and had arisen out of degeneration from the white race. Social Darwinist Herbert Spencer
first promoted these “scientific” theories on survival of the fit in his 1850 Social Statistics. In 1859, Charles
Darwin published Origin of the Species, forcing society to consider that his “theory of evolution was universal”
and that “the human species had evolved under natural selection.” Philip R. Reilly, The Surgical Solution: A
History of Involuntary Sterilization in the United States (Baltimore: Johns Hopkins University Press, 1991), 2
and 4; Chase, 2 and 90.

'2 Larson, Sex, Race, and Science, 22. A study of the 1880 census asserted that although an “idiotic population” of
76,895 existed, public institutions only provided for 24, 29. Thus, not only did eugenicists realize that these
institutions strained the budgets of state governments, but they did not have the capacity to serve the entire
“feeble-minded” population. “Feeble-minded” persons subject to marriage restriction laws simply ignored them.
Eugenicists believed they could never fully thwart degeneration of the gene pool through immigration restriction.

Reilly, 13.




for 53 percent of the sterilizations prior to the 1930s, increased efforts to secure funding for
female sterilizations shifted the gender imbalance during the 1932-1934 period to 60 percent
female and 40 percent male."

David Priver M.D.’s 1978 perspective on sterilization echoed the views of earlier
physicians who practiced medicine during the eugenics movement and thought that they
should use their medical expertise to help remedy social ills. Because the eugenics movement
coincided with the rise of Progressivism, it generated many of the same reform impulses
aimed at controlling the effects of urbanization, industrialization, and massive immigration.”
Thus, the response of physicians to cries for reform did not necessarily represent intentional
efforts to persecute immigrants, the lower classes, mentally retarded persons, or women.
Instead, physicians thought their practice could help maintain societal order; this belief
demonstrated that because sexism and racism ran so subtly through medical rhetoric,
physicians often viewed their reform efforts not only as innocuous, but helpful. One
physician urged, “we owe it not only to the adult imbecile herself, but to humanity and the
world at large to guard in every possible way against the abuse and increase of this class [the

low class].”"

Such statements reflected the belief among physicians that their actions as
individuals and agents of modernity could affect the nation as a whole.

Because the eugenics movement never seized the entire nation as an issue of central
concern during the early 20th century, physicians exercised significant authority in the
debates. Although four different groups promoted the eugenics movement (scientists, non-
scientific eugenicists such as judges, scientific eugenicists, and physicians), historians agree

that eugenics primarily succeeded due to the role of physicians."”

Historian Carole McCann
theorizes that eugenicists looked to physicians for leadership because they believed that
“rational intervention and management of social processes were needed to ensure the order,

stability, and efficiency of society. . . . [Americans] had an abiding faith in the value of

'3 Chase, The Legacy of Malthus, 16.

' Reilly, Surgical Solution, 98. A sample of the trends revealed the striking sexual bias. From 1916-1932,
Wisconsin institutions sterilized 364 females and 18 males; from 1927-1937, Virginia sterilized 609 women and
301 men; from 1928-1937, New Hampshire sterilized 364 women and 62 men.

SLewis Gould, The Progressive Era, (Syracuse: Syracuse University Press, 1974).

.'S Reilly, Surgical Solution, 98.

7 Ibid., 89.




scientific methods to identify and eradicate the root causes of social ills.”'® Physicians used
their authority on a local level to push for the passage of government legislation and
influence court cases, leading many judges to make rulings based on the testimony of
physicians who possessed medical expertise.” In addition to the ability of physicians to
educate the population and influence government, they performed the actual sterilizations
and literally translated social rhetoric into medical practice. Physicians had direct contract
with patients affected by eugenic theories, and thus accepted personal responsibility for the
care of patients who trusted them to exercise their medical discretion sensitively.

The 1927 Supreme Court decision, Buck v. Bell, provided the most compelling
evidence of the influence physicians exerted in the legal aspects of sterilization. An
illegitimate child herself, Virginian Carrie Buck was raped at age 17 and gave birth as a result.
A. S. Priddy, M.D., superintendent of the Virginia Colony for Epileptics and Feeble-minded,
said that because Buck and her offspring burdened the community, he strongly
recommended her sterilization so she could not reproduce again. He effectively
demonstrated to the State Board that she should be sterilized; on September 10, 1924, the
State Board recognized his authority in the matter and approved his request. Buck appealed.
For her appeal, the state named R. G. Shelton her attorney, who had no witnesses for her case.
In contrast, state officials secured testimony from J. S. DeJamett, M.D., superintendent of the
largest institution in Indiana, and Arthur Estrabrook, M.D., eugenics advisor to the state of
Indiana—both of whom strongly argued that she be rendered unable to reproduce.
Ultimately, in a 1927 decision delivered by Justice Oliver Wendell Holmes, Jr., the United
States Supreme Court upheld the constitutionality of the sterilization ruling, claiming that the

State had already supported “three generations of imbeciles” from which Buck had

descended, and could not support anymore. Holmes wrote,

18 carole R. McCann, Birth Control Politics in the United States 1916-1945 (Ithaca: Cornell University Press,
1994), 8.

19 Between 1907 and 1913, legislatures in 16 states passed sterilization legislation. Of 12 states that enacted
laws, both private care physicians and those who worked in public health voiced some of the strongest pro-
sterilization opinions. They single-handedly led the movement in Pennsylvania. In California, Dr. F.W. Hatch
drafted the legislative bill himself. The opinions of Dr. B. Owens-Adair of Oregon, who believed only
sterilization could prevent the “pollution of germ tissue by alcohol,” revealed the concern for social control that
ran a dangerous undercurrent in the sterilization movement. Reilly, Surgical Solution, 32 and 39.
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nmonwealth:is supporting in various institutions many defective persons who if

gizh:r:::aﬁz W(;uld become a menace but if incapable of procreating might be

society C safety and become self-supporting with benefit to themselves and to

%) [Tl;l;sj -Sheame Buck is the propz?bly potential parent of socially inadequate offspring.

h : If may be Sex‘?a“)’ St'erlllzcd without detriment to her general health and that
er welfare and that of society will be promoted by her sterilization.?

The testimony of the physicians and Holmes’s ensuing decision had far-reaching
consequences. Not only did the decision condone the attitude that women posed a danger to
society, but it allowed states to pass legislation that violated women’s reproductive freedom.
Between 1927 and 1942, the number of states with sterilization laws grew from 17 to 30.”
Throughout the eugenics movement, physicians responded to conclusions that fervent
eugenicist Henry Goddard had reached in his 1912 reports, The Kallikak Family and Feeble-
Mindedness: Its Causes and Consequences, which traced the life of Martin Kallikak and his
offspring. These reports helped inspire physicians to sterilize “feeble-minded” females so
they could not pass their “defective” genes onto their children. Early in his life, Kallikak
had a relationship with a poor girl and fathered her illegitimate son. He later married a
“respectable” young woman and produced a successful “line” and family. Mental health
experts eventually committed a descendant of Kallikak’s illegitimate son to Vineland
Training School, which was dedicated to the study of “feeble-mindedness.”  Goddard
determined that the different fates that befell these two offspring of Kallikak correlated to the
quality of the two different women with whom he had procreated. Goddard sought to prove
that defective genes passed through females, not males. His theories laid the foundation for

pushes to control “oversexed” females, which disregarded the reality that males necessarily

contributed to procreation as well.”

Historians Philip Reilly and Edward Larson have uncovered evidence that reports such
as Goddard’s influenced the behavior of physicians throughout the United States. At two
different New York state hospitals during the 1910s, physicians decided to sterilize nearly
fifty mentally ill women. To justify their actions, they claimed that these women could
achieve a normal standard of living “without the burdens of pregnancy”; sterilization would

also protect them against unintended pregnancy if a nonretarded male raped or seduced

2 Buck v. Bell. 71 L. Ed. 1000 (1927).
2! Reilly, Surgical Solution, 87.

e — |



them.” Institutions often temporarily admitted women who were “at the most mildly
retarded,” solely for the purposes of sterilizing them. Once the institution officials deemed
them appropriately unable to reproduce, they discharged them. Both Florida’s Children’s
Home Society and State Prison Farm/State Insane Hospital urged policy makers to focus on
admitting females to institutions where they would be sterilized. Representing the institutions,
eugenicist Hastings Hart claimed that “feeble-minded” girls posed a “vastly more
dangerous” threat to society than boys and represented the “most acute and pressing social
problem at the present time.”* H. H. Ramsey, superintendent of the Mississippi School and
Colony for the Feeble-minded, in 1923, seized upon Governor Theodore Bilbo’s eugenic
interests and earned money for the erection of new institutions. He sought to arouse fear of
“feeble-minded” females, claiming that not only would they fail to achieve in life, but they
menaced society: “many a young boy is made immoral and his life ruined at the threshold
of manhood by the sex advances of feeble-minded girls and women.””

At the same time the eugenics movement was finding its niche among groups that
wanted to control rapid urbanization, industrialization, and immigration in the United States,
the birth control movement was gaining appeal among white, middle-class feminists during
the 1920s and 1930s. Drawing inspiration from Progressives who had instituted the ideology
of reform in early 20th century society, these women fought to achieve new reproductive
freedom for themselves. However, their efforts often resulted in the paradox that poor,
minority women experienced a restriction, rather than an increase, in control over their
reproduction. As Gwendolyn Mink explains in “The Lady and the Tramp: Gender, Race,
and the Origins of the American Welfare State,” only white, middle-class women held
responsibility for social improvement and legal achievements, particularly regarding labor
and maternity legislation. Thus, their goals reflected their desire to engineer reforms that
benefited their class and race, rather than their gender as a whole: “Gender interests . . .

expressed anxieties about the purity and perpetuity of American democracy. They tied the

2 Henry Goodard, The Kallikak Family (New York: Macmillan, 1912).

» Reilly, Surgical Solution, 50.
2 1 arson, Sex, Race, and Science, 59 and 68.

» Ibid., 92.
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future of American democracy to the demographic and political hegemony of the people
who founded it.”?

As Edward Larson discovers, eugenics provided opportunities for developing
women’s organizations to join in national political discourse and therefore gain credibility.
Larson explains how a male physician articulated the attitudes that attracted male eugenicists
and female reformers to form a symbiotic relationship in the eugenics movement: “the ‘first
step’ to a comprehensive eugenics reform program was the recognition ‘of their [women’s]
intuitive perception, of their inspiration, of their power, and our solicitation of their active
cooperation with us in the work.’”” Margaret Sanger, the leader of the birth control
movement, published works such as Pivor of Civilization that reflected eugenical impulses. In
order to advocate increased reproductive freedom, Sanger used eugenics for support and
ironically helped restrict the freedom of many low-income and minority women whom
eugenicists targeted for sterilization. Historian Carole McCann explains that eugenics gave
the birth control movement “an authoritative language through which to legitimate women’s
right to contraception. By situating birth control within the eugenic terrain of racial
betterment, Sanger appropriated the authority and prestige of eugenics to birth control as a
tool of racial health.” Facing charges that birth control might make the dominant race die
out, Sanger argued that birth control would allow the most fit women to produce better
offspring. She said that if the most fit women continued to have more children than that for
which they could properly care, their offspring would not be given the attention or
opportunity needed to maintain their dominance. If fit women could exercise control over
the number of children they wanted and the time at which they wanted to have them, they
could collectively contribute to the sustainment of their strong race.”

% * *
Early debate over the eugenics movement focuses primarily on Mark Haller’s

Eugenics and Kenneth Ludmerer’s Genetics and the American Society, which represent the

2 Gwendolyn Mink, “The Lady and the Tramp: Gender, Race, and the Origins of the American Welfare State,” in
Linda Gordon, ed., Women, the State, and Welfare, (Madison, Wisconsin: University of Wisconsin Press, 1990),

93.
%" Larson, Sex, Race, and Science, 79.
2 McCann, Birth Control Politics in the United States 1916-1945, 100.
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first extensive inquiries into how the movement reflected and shaped early 20th century
America.™  Since the mid-1980s, scholars have added contemporary perspectives to the
discussion, synthesizing the arguments of Ludmerer and Haller with new research on the rise
of federally-funded family planning programs and sterilizations during the 1970s. These
historians demonstrate the correlation between the eugenics movement and later events in
United States history, suggesting that eugenic impulses never died, but instead gained new
strength in different forms under changing scientific, medical, and social circumstances. They
have sought to reexamine the eugenics movement by considering issues they believe
traditional historiography neglects: the targeting of women for eugenic sterilizations, the role
of the medical profession and state-sponsored mental institutions, and regional experiences
outside the northeastern United States. Thomas Shapiro’s Population Control Politics, Philip
Reilly’s Surgical Solution, and Edward Larson’s Sex, Race and Science, provide context for
entering the late 20th century discussion of eugenics and its current implications.

Focusing on women whom eugenicists aimed to sterilize, Shapiro argues in
Population Control Politics that the transition from early 20th century involuntary
sterilizations to voluntary sterilizations under family planning programs during the 1970s did
not eliminate potential for abuse. Shapiro views eugenics “as an ideology that was nurtured
by prosperous, Anglo-Saxon, Protestant Americans . . . [offering] a robust view of society
that would protect their status, prestige, privilege, and property.” He believes the 1970s

' The prosperous upper class used the popularity

represented a continuation of this pattern.’
of family planning to accomplish its goal of preventing “unfit” women from procreating.
To justify his claim, Shapiro presents evidence that the rate of minority women sterilized in
family planning clinics during the 1970s far surpassed that of white women (all of the women
who sought reproductive care at public clinics were poor).” Shapiro’s argument that elites

manipulated the expansion of contraceptive freedom to restrict choices for poor women of

color challenges Ludmerer’s theory that eugenicists attempted to achieve goals similar to

29 G
Ibid., 107.
3 Mark H. Haller, Eugenics: Hereditarian Attitudes in American Thought (New Jersey: Rutgers University Press,

1963). Kenneth Ludmerer, Genetics and America Society: A Historical Appraisal (Baltimore: The Johns Hopkins

University Press, 1972).
3 Shapiro, Population Control Politics, 34.
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oals of Progressiv ] :
g g es. This debate raises the question of what motivated eugenicists to

sterilize certain groups of people and whether physicians working in family planning clinics
during the 1970s reflected similar motivation in sterilizing poor women.”

Rather than focusing on females, in Surgical Solution, Reilly seeks to understand the
experience of institutionalized mentally retarded persons and men in prisons. Although
Reilly only examines involuntary sterilization and therefore lacks Shapiro’s perspective on
why “voluntary”  sterilization arguably became more dangerous and insidious than the
blatant sterilizations of the early 20th century eugenics movement, he instead offers a more
in-depth analysis of how justification for involuntary sterilization developed. Reilly traces the
development of the belief that intelligence could determine an individual’s value and the
impact his or her procreation could have upon society. In doing so, Reilly illustrates how
social and medical rhetoric became interconnected during the eugenics movement. He also
takes a step back from the situation, theorizing that physicians who supported involuntary
sterilization did not subscribe consciously to elitist, sexist, or racist values: “[They] believed
that they were acting on behalf of a noble cause that would benefit humanity. They believed
that medical and scientific knowledge, combined with new technology, had reached a point in
time in which the eradication of inherited defects was possible.”*

In Sex, Race, and Science, Larson reaches many of the same conclusions as Reilly
regarding physician motivation during the eugenics movement, but also offers the first
extensive examination of sterilization practices through a regional, rather than national, lens.
By focusing specifically on the Deep South, Larson determines that eugenicists often were not
concerned solely with preventing African Americans from reproducing; they feared that the
Caucasian race would not reproduce effectively and therefore lose its strength. Although the
eugenics movement rooted itself in an ideology of reproductive control, Larson suggests that
another dimension—a rallying cry for whites to procreate freely—existed as well. In

additic;n, Larson looks closely at upper-middle class feminists’ efforts throughout the early

32 .

Ibid., 97. : ; : ;
33 Ludmerer claims that eugenicists, like progressives, “turned their attention and energies toward correcting the
social, political, and economic ills they saw in society. . . . they attended to the problems of the poor, the slums,

and social injustice.” Ludmerc.r, 15;
* Reilly, Surgical Solution, Xi.
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20th century to promote eugenic policies in the South. Using evidence from those studies,
Larson introduces the idea that the fledgling feminist movement often scapegoated poor
women of color in order to achieve midd]e- and upper-middle-class goals. Finally, Larson
acknowledges the parallels between eugenic sterilization and compulsory Norplant in the
1990s, noting that proponents of both believed medical technology could help solve social
problems. Thus, Larson opens questions of how surgical sterilization intersects with non-
permanent but potentially coercive forms of modern contraception.

The contradictions and similarities among these historians’ arguments raise questions
regarding the impact of eugenics’ legacy on Native-American experience during the late
20th century. Shapiro’s belief that eugenicists sought to further elite goals possibly can
coalesce with Reilly and Larson’s idea that eugenicists responded to progressive calls for
reform. Physicians might have represented the elite class (rather than middle class) which
believed it should, out of moral obligation, use its education and technology to raise the living
standards of those less fortunate—not protect its own prestige, as Shapiro theorizes. Like the
mentally retarded persons and imprisoned males Reilly studies, Native Americans depended
on a single institution, the IHS, that possessed sole responsibility for providing them with
health care. Because Native-American reservations typically were located in rural areas,
potential for abuse similar to that of mental institutions existed. The IHS often functioned as
distant regulatory agency, allowing its individual physicians in isolated service areas to act
according to their own medical discretion.

Building from the foundation these scholars established, the historiography now can
explore the Native-American experience, telling a story that has remained absent from the
discussion of eugenics and late-20th century allegations of reproductive control. The
intricacies of the Native-American story offer an opportunity to explore why Native-
American women experienced involuntary sterilization and took Depo-Provera or Norplant
without fully understanding the drugs’ risks. Research through a Native-American lens also
helps understand how IHS physicians developed the belief that they could aid Native
Americans as well as society at large by giving Native-American women provider-dependent

birth control; the research demonstrates how the beliefs of physicians that they shouldered
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responsibility for bettering individyal women’s lives played out in the physician-patient
relationship.  Giving new voice to Native-American organizations and women’s advocates
reveals a striking contrast between their perspectives and that of governmental agencies and
the medical establishment. These additional components of the debate allow a deeper

investigation into the paradox that measures aimed at increasing the reproductive freedom of

white, middle-class women often resulted in the reproductive control of poor, minority

women.
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CHAPTER 2

Fron.l Sword to Scalpel:
Uncovering Sterilization Abuse

While interviewing over 1000 Native American women during her 1970s
investigations, Native American physician Constance Redbird Uri, M.D., uncovered shocking
allegations of IHS physicians coercing women into undergoing sterilization procedures. One
story involved a Native-American woman who moved to the Los Angeles area in the late
1970s and sought medical treatment at a city clinic. She asked a physician for a “womb
transplant,” believing that if people could receive kidney transplants, they could also receive
womb transplants. An IHS physician had performed a complete hysterectomy on this woman
six years earlier, when she was 20, single, and an alcoholic with two children in foster care.
When the woman asked for a womb transplant from the Los Angeles clinic, she had recovered
from her alcoholism and planned on marrying. Uri claimed that because the woman could
not regain her fertility, her marriage disintegrated and left her emotionally devastated. Like
many other women who discovered that IHS physicians had coerced them into sterilization,
the woman lost her sense of self-worth. Uri explained, “when they [Native-American
women] do realize they can’t create life, they feel castrated and psychological problems
result. It dawns on different women at different times. . . . They often have a total nervous
breakdown, try to commit suicide, go into prostitution, or become an alcoholic.”  Uri
labeled such sterilization as “genocidal” because, “as the Cheyenne will tell you, the strength
of the Indian nation is in their women. No matter how straight your arrows, no matter how
strong your bows, no matter how brave your warriors, no nation is defeated until the hearts of

the women are on the ground. When the women give up, you are in trouble.™

Uri charged that late 20th century abuses of Native American reproductive freedom

stemmed from the federal government’s traditionally paternalistic attitude toward her race.

She explained, “They have enough pressure on them that they are giving us health care. We

prepaid our health care. . . . We paid for it with our land and our lives. We paid for it at a

* Gail Marksjarvis, “The Fate of the Indian,” National Catholic Reporter 13, no. 31 (27 May 1977): 2.

* “Theft of Life.”
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great cost.””

While United States policy in mediating problems between white settlers and
tribes during the 1800s might have Tepresented efforts to better the lives of Native Americans,
governmentzlgroform it only threatened the Native-American way of life, but devastated
their health. Of more than 350 treaties the government signed with tribes between 1784 and
the late 1800s, none provided tribes with more than five to twenty years of health care. This
initial failure to offer Native Americans adequate care established a destructive cycle of poor
health that Native Americans would never escape entirely. As whites settled their land,
exploited their natural resources, and introduced infectious diseases against which Native
Americans had no natural immunity, the Native- American population steadily decreased in
strength and size.*

After Congress transferred the Bureau of Indian Affairs (BIA) from the War
Department to the Department of the Interior in 1849, the government first seriously
addressed the issue of poor Native American health. The BIA made physician services
available to Native Americans through a “corp of civilian field employees”; then, the newly
established Indian Medical Services built the first reservation hospital during the 1880s in
Oklahoma, employing 83 physicians and 25 nurses by 1900. In 1908, Congress established a
system for supervision of medical activities and made the first appropriation for health
services in 1911, though it offered no conditions for long-term funding. Unable to ignore
pressure that Native Americans needed continued support to improve their poor health,
Congress passed the 1921 Snyder Act, creating a system of regular appropriations for “relief
of distress and conservation of health” of Native Americans. The Synder Act also resulted in
the development of the IHS and BIA Health Division, designed to monitor the activities of its
12 regional service areas.” The 1954 Transfer Act (PL 83-568), which shifted responsibility

for Native American health from the BIA to the HEW, established new goals of increasing

¥ Ui, Indians and medicine sterilization and genocide.

** Indian Health Service, “Non-Medical Prograrr}ls,"/ i Rt
http:// .ihs.gov/NonMedicalPrograms/Profiles/protilelntro. 5 :
htlg'//rvvvv:\:'v 1lhsS ggov/NonMedicalPrograms/Profiles/profileChrono.asp and “Comprehensive Health Care Program

for American Indians and Alaska Natives, Introduction” (9 September 1999).
* Ibid.
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S staff support, facilities. ; i
H pp cilities, intensive treatment for the seriously ill, and preventative

programs.®

Despite th islati
P ese legislative efforts, the government still failed to give the IHS the

ial assistance i : ;
are fice 1t needed, leading Uri to charge that as a “carry-over from the frontier

days, the IHS has been underfunded, neglected for years. . . . I think only nine [of 51

hospitals during the early 1970s] meet the minimum_ specifications for the accreditation of

1541

hospitals. Finally,

the federal government passed two significant measures aimed at
protecting and improving Native-American health. Through the 1975 Indian Self-
Determination and Education Assistance Act (PL 93-638), Congress sought to give Native
Americans the opportunity to strengthen their roles in the health care delivery system.” The
1976 Indian Health Care Improvement Act (PL 94-437) supplemented the Self-
Determination Act, as it hoped “to provide the quantity and quality of health services which
will permit the health status of Indians to be raised to the highest possible level.” Despite
these efforts, the government overlooked Native-American women. In Title II (Health
Services), section (c) of the Act, the government authorized no specific funds for maternal

health care, though it did for other services such as dental care, mental health, and treatment

of alcoholism.”

Although involuntary sterilization programs faded after World War II due to concerns
over Nazi genocide and the declining scientific credibility of eugenics, many laws that

authorized them remained intact.* Female sterilizations continued to occur under

** Public Law 83-568.

“' Uti, Indians and medicine sterilization and genocide. L

“2 public Law 93-638. Although this law stated that the Secretary of HEW may “make .grants to any Indian tribe or
for the development, construction, operation, provision, or maintenance of a@equate health
facilities or services,” few tribes initially sought to secure a gran.t. When tribes dld. §e§k to establish gcontract
facility, they simply did not have the man power necessary to mzlumtam.at‘iequate f.aClllthS. Although tribes have
begun to develop more of their own health programs today, this statistic remains larggly unchanged. As of
October 1, 1996, tribes only operated 12 hospitals and 134 health centers nationwide. United States Department

of Health and Human Services, Trends in Indian Health, 1997 (Washington, D.C:. GPO, 1997), 23.

43 o

o gl;lﬁlll;,L;:;;i-a‘?:/g.olmion‘ 148-149. At the beginning of the 1970s, .21 sta.te.s s}ill had laws fiuthorizin.g

sterilization. Even as late as 1975, West Virginia enacted a new 'eugemc sFerll:izatlon law, ng“:;:g thlat it

represented a “tax-saving measure.” As an example of how Stel‘lllza.t{OUS lc or}tmeje . nto atl)lc cuerd;m ::l dlese t;:ivsd

Reilly cites a decision by the Nebraska Supreme Court in 1968 to sterilize Gloria Cavitt, allegedly mildly retarde
To earn her release from the Beatrice State Home for the retarded,

and the mother of eight illegitimate children.

tribal organization
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“voluntary” circumstan . . : .
y €€s, as physicians in the 1970s stressed that voluntary sterilization

could raise the livin iti .
& conditions of the poor without violating the rights of patients as

involuntary sterilizations had done. Physicians replaced the term “feeble-minded,” which

unctioned justificati :
had fi as a Justification for Involuntary sterilization during the eugenics movement,

with a new concern for " b ’ io s
poor”  women, many of whom were minorities. This shift in

rhetoric actually strengthened the ability of sterilization advocates to achieve their goals
because it reunited the sterilization movement with the birth control movement and medical
establishment, . thus reestablishing the validity of sterilization as a medical procedure.
Physicians who worked in publicly-funded family planning clinics were able to present
sterilization to their patients as a positive procedure, miscommunicating information or
neglecting to educate their patients prior to the surgery. Out of the vision of public scrutiny,
physicians often did not feel pressured to seek consent whatsoever. Historian Thomas
Shapiro theorizes that “the same changed status of sterilization that has benefited so many
women may well have left the floodgates to abuse wide open for others,” creating an
environment in which a new, quieter form of eugenics would thrive. *

Influenced by leaders such as President Richard Nixon, who strongly supported
population control measures, certain government agencies helped shape the trend that allowed
physicians to perform “voluntary” surgical sterilization procedures during the 1970s.%
Although the Office of Economic Opportunity at the time of its establishment had forbidden
that funds be used for family planning services, it accepted a family-planning grant in mid-
1960; soon after, lawmakers amended the terms of Aid to Families with Dependent Children
(AFDC) so that at least 6 percent of its funds would go to family planning assistance. In

addition to new state level efforts to offer family planning services to poor women, the 1970

Congress, aiming to make services available to all poor women, passed the Family Planning

The court ruled that “the order does not require her sterilization. It does

. ot . h .
e eced b el that she shall not be released unless she is sterilized. The choice is hers

provide, in accordance with the statute,
[emphasis by the court].”
** Shapiro, Population Control Politics, 89.

* Curtis H. ¢ hanging Trends in Voluntary S : an .
(197??; leogec::;ef 1a97g0 gNixon vetoed $225 million in funds that would support the training of family

i »  President Nixon’s
i illion to “control population growth.
doctors; authorized $382 million . ! .
Commnrs;sjon thePsamleat?gz a::; the American Future asserted that population growtgwwﬁ::s axsmr ;Oir(;%;ra;npg;:i &‘;bh ¢
interest °f0trll1: I;Jn?tzz States and the country should strive toward zero population gr p ,

terilization,” Contemporary Obstetrics and Gynecology

19



Services and P?pulanon Research Act. These legislative efforts sharply increased the number
of women seeking reproductive services from the government, giving them the opportunity to
choose services such as sterilization rather than being forced by the government into receiving
them. In 1965, when the government first committed itself to funding family planning
clinics, it served 450,000 individuals; in 1975, numbers grew to more than 3.8 million; by
1979, the clinics saw 4.5 million patients.”

The Family Planning Services and Population Research Act of 1970 did not establish
sterilization regulations, thus allowing physicians to exercise significant freedom in making
decisions to sterilize their patients. This lack of regulation proved problematic. In July 1973,
when the National Welfare Rights Organization (NWRO) charged that an Alabama physician
sterilized teenage sisters Mary Alice and Minnie Relf without their consent, it filed a class
action lawsuit to ban the use of federal funds for sterilization. By doing so, the NWRO
influenced the HEW to impose a moratorium on sterilizations of mentally retarded persons
and minors under 21 and release its first “Notice of Guidelines for Sterilization under HEW
Supported Programs” in 1973. When the NWRO attacked the guidelines for still failing to
provide adequate safeguards against coercive or involuntary sterilization, the organization
ignited a debate over the alleged abusive behavior of physicians.” The court eventually
declared when delivering its opinion in favor of Relf that physicians, unchecked by legislative
guidance, could make “the dividing line between family planning and eugenics
murky.”” When the NWRO filed suit against another party in 1975, United States District
Court agreed that the HEW needed to revises its regulations again, stating in Relf v. Mathews
that “safeguards must be developed to prevent abuse, such as those that might occur through

over-zealous physicians.”™ Charging that physicians could act unethically if left to their own

discretion when treating poor women, the Court demanded that the HEW institute more

stringent regulations to police the behavior of physicians.

113. Title XIX of the Social Security Act (“Medicaid”) provides that
nning services may receive them; Title V states that these services

dual to whom such services are offered.”
Procedures under HEW Supported Programs. 38 Federal Register

‘7 Shapiro, Population Control Politics,
eligible individuals who desire family pla
“shall be voluntary on the part of the indivi
“ HEW notice of Guidelines for Sterilization
20930.

* Relf v. Weinberger.

% Relf v. Mathews, 403 F. Supp. 1235 (1975).
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* * &
Nationwide, physicians responded to the beliefs of policy makers that poor women
needed permanent contraception. Led by medical activists such as Curtis Wood, M.D.,
physicians articulated their view that they could better the lives of welfare women while
helping to control broader social problems. Wood urged physicians that “we have a
responsibility in the problems of population control. . . . We have obligations to our
individual patients, but we also have obligations to the society of which we are a part.”
Wood also suggested that physicians had the power to grant a lifelong desire of many women:
“Since time began, women have probably wished in their hearts for some kind of sterilization
method.” In general, Wood hoped physicians could use their authority to persuade women
to accept sterilization, thereby achieving permanent birth control in a voluntary manner; he
said the most effective strategy would be to offer postpartum sterilization to every woman
who gave birth in United States hospitals.*
Citing statistics from March 1971, which showed 10 million Americans received
AFDC funds—a 50 percent increase since August 1969—Wood asserted, “the welfare mess,
as it has been called, cries out for solutions, one of which is fertility control. How many of
these children [receiving welfare] were wanted by their mothers, and what chance do they
have of developing into happy, useful, self-supporting citizens?” In response to a study
which showed 85 percent of Chicago welfare mothers did not want their most recent child,
Wood chided, “yet, it is still not unusual for some of these women to have a child every
year—year after year.”“ In their 1971 study of a small Southern community, medical

researchers Anthony R. Measham, Robert A. Hatcher, and Charles B. Arnold corroborated

Wood’s claims, concluding that although physicians generally favored voluntary sterilization,
they thought the government should mandate compulsory sterilization for welfare mothers

with three or more children. Fifty-one percent of physicians favored voluntary sterilization

* 39, Wood claimed that overpopulation among welfare

' Wood, “Changing Trends in Voluntary Sterilization,’
d marriages, and lowered the quality of life in

recipients contributed to the destruction of the environment, straine

the United States.

% Ibid., 31.

%3 Shapiro, Population Control Politics, 55.

5% Wood, “Changing Trends in Voluntary Sterilization,” 39.
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for a mother on the AFDC rojs with three illegitimate children; 46 percent favored
compulsory sterilization.*

Physicians often experienced success in their attempts to convince poor women that
they-needed permanent contraception. In their 1958 study of physicians and 457 women
who had undergone sterilization at the Ohio state MacDonald House, Allan C. Barnes and
Frederick P. Zuspan revealed how physicians influenced their patients into accepting a
sterilization procedure; they also showed how female patients consequently regretted their
decision. In 60 percent of the cases they studied, the physician first had suggested the
sterilization procedure; 14 percent of patients who had undergone tubal resection after having
had a cesarean section “unequivocally regretted” their decision and felt that physicians
‘talked [them] into’ the procedure. If the physician had suggested the procedure to a
woman, she was twice as likely to regret it and four times as likely to feel ambivalent. In
contrast, more than 90 percent of patients who desired sterilization before a physician
mentioned the procedure felt happy about their decision.® Pedro Poma discovered in his
1980 study of 163 women at the Chicago Mount Sinai Hospital Medical Center that
physicians had “adopted an increasingly liberal attitude toward sterilization” due to the new
technological ease of the procedure. Poma’s results showed that 30 percent of Mount Sinai
physicians convinced women to undergo sterilization and 17 percent made the decision
without consent from the patient. Poma explored the term “tubal ligation” and concluded
that when a patient heard a physician speak optimistically about “tying” her tubes, she
assumed the physician could also “untie” her tubes.”

Aside from regret, women suffered other emotional and physical consequences

because of coercive sterilization. In his 1968 investigation of the emotional reaction of

women to abortion at the London Grosvenor Hospital, David R. McCoy also researched

55 Anthony R. Measham, Robert A. Hatcher, and Charles B. Arnold, “Physicians and Contraception: A study of
Perceptions and Practices in an Urban Southeastern United States Community,” Southern Medical Journal 64, no.

4 (April 1971): 502. . . ' 18 bl :
% Allan C. Barnes and Frederick P. Zuspan, “Patient Reaction to Puerperal Surgical Sterilization,” American

Journal of Obstetrics and Gynecology 75, no. 1 (January 1958): 65. During the late 1960s, surgeons perfected
This operation, also known as postpartum tubal ligation, increased the acceptance of

uerperal sterilization. ; : :
e consented to the procedure after a difficult delivery process; it also

sterilization because women more eagerly
reduced total hospitalization time.
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atient reaction to sterilizat;
p 1zation.  He concluded that sterilization particularly affected the

mentally ill, as nine out ;
y of 42 mentally ill women who underwent a sterilization procedure at

i f thei i :
{heft Io IOt borion suffered emotionally; 27 percent expressed varying degrees of

regret and 9 percent “bi » ) p
g P had “bitter regrets. Researching abortion and contraceptive practices

at/London Hospital:inthe:late 1970s, Wendy Savage discovered the case of a woman whom a

physician sterilized concurrently with her third abortion at the age of 19; the woman finally

had to undergo a complete hysterectomy, “as her chronic infection, which appears to date

from the combined abortion and sterilization procedure, has made her life a mise:ry.”58 After
noting an increased prevalence of menstrual problems following sterilization during the
1970s in Scotland, A.A. Templeton and Susan Cole found that sterilized women had an
increased rate of hysterectomy in the four years following their sterilization procedure.
Studies released by the Baltimore City Health Department/Johns Hopkins University and
Morbidity and Mortality Weekly Report reached conclusions that fewer sterilized women than
nonsterilized women had ever used condoms and sterilized women reported having had pelvic
inflammatory disease more often than nonsterilized women.” In a study of women who had
been diagnosed with ectopic pregnancies in Puget Sound hospitals during the early 1980s,
Victoria Holt concluded that sterilized women had 3.7 times the risk of ectopic pregnancy

and a higher incidence of pelvic inflammatory disease or gonorrhea than nonsterilized

women.

* * *

In this atmosphere of support for physicians to utilize sterilization as a tool for

bettering the lives of individuals and controlling population growth, Constance Redbird Uri,

57 Pedro Poma, “Why Women Seek Reversal of Sterilization,” Journal of the National Medical Association, 72,
no. 1 (1980): 41-45. i :

%% Wendy Savage, “Taking Liberties with Women: Abortion, Stenhzau?n, and con[raceptlon,” International
Journal of Health Services 12, no. 2 (1982): 293-94. For additional information on the effect of physician
behavior on women’s choices of contraceptives, see “Staff Influence on Choice of Hormonal Contraceptives in
» presented at the National Public Health Association’s 123rd Annual Meeting, 29
October-2 November 1995. San Diego, CA. Investigating concerns that ph)fsicians could influence young,
minority women with limited education into choosing irreversible contraception, the researcher§ found that
indeed, physicians strongly influenced the women’s’ cboices. For more mformfmon on secondary side effects of
sterilization, including pelvic pain, orgasmic dysfunction, and 'heavy menstruation, see Poma. ; :

% “HIV-Risk Behaviors of Sterilized and Nonsterilized Women in Drug-Trez}‘tmenF Prograrp_s—?hlladelphxa, 1989-
1991, Morbidity and Mortality Weekly Report 41, no. 9 (6 March 1992). “Surgical Sterilization Among Women
and Use of Condoms—Baltimore, 1989-1990,” JAMA 268, no. 14 (14 October 1992): 1833-34.

Family Planning Clinics,
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e that. the THS sterilized so many Native American women during the 1970s that
e a.gen.cy corf1m1tted genocide. Until the late 1960s, when the government began investing
heavily in family planning Programs, the Native American population had been growing. Uri
e i B perfectly logical. They have massacred us in the past. So, this
[sterilization] is very clever, very sophisticated, and using the vehicle of health care as a way
of [carrying out] genocide. We are not like other minorities. We have no gene pool in Africa
or Asia. When we are gone, that’s it.” When Uri traveled to the Claremore, Oklahoma IHS
hospital in August 1974, to assist a protest against employee discrimination practices, she also
“uncovered a sterilization factory.” Her subsequent investigation yielded evidence that the
Claremore  physicians had = sterilized 132 Native American women of reproductive
age—including four teenagers—in 1973.  Of those, 32 had undergone complete
hysterectomies; assuming that physicians performed the hysterectomies out of medical
necessity, Uri said 100 “were purely for the reason of stopping their [the women’s]
reproduction.”®

Uri used her discovery to push for a more comprehensive government investigation
of IHS sterilization practices. The Government Accounting Office (GAO) eventually
responded to her request, probing the records of four Western IHS service areas and
publishing its findings in a 1976 report on the “permanent sterilization of Indians at Indian
Health Service facilities and contract facilities. *  The GAO reported that IHS physicians
targeted women for sterilizations, as only 142 men underwent a vasectomy procedure, while
thousands of women had tubal ligations. The GAO placed responsibility for the 3,406 female
sterilization procedures, which included 3,001 women of child-bearing age, on the IHS as an

agency.” Although physicians performed the procedures without obtaining proper consent

% Uri, Indians and medicine sterilization and genocide.

' GAO, Letter to Senator James G. Abourezk from the Controller Gen
on medical research involving American Indian subjects, research on the control of trachoma, and permanent
cilities and contract facilities (Washington, D.C.: Controller

eral of the United States presenting findings

sterilization of Indians at Indian Health Service fa

General of the United States, 1977). ¢ i
It is interesting to note that Federal Tort Law protected (and continues to protect) IHS physicians from

malpractice suits, transferring responsibility for malpractice charges from individual physicians to the United

States government. Because IHS physicians therefore did not suffer direct consequences of their actions as medical
$ ; oldly in their performance of controversial procedures such as

i ore b
professionals, they arguably ey Code Title 28, 1346, United States as Defendant, “the district courts . . .

sterilization. According to United States : ; ; A
shall have exclusive jugrisdic[ion of civil actions on claims against the United States . . . for personal injury or
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i patl.ents, the GAO justified the physicians’ lack of understanding as the fault of the IHS,
which failed to provide direction for area offices when it did not create a consent form to
comply with revised HEW standards or properly inform physicians of the new regulations by
revising the THS manual.® The GaQ also said that because the IHS did not require contract

physicians to adhere to the regulations, contract physicians were not at fault. ® In reaching

such conclusions, the GAO elucidated how the IHS established its support for physicians to

act according to their individual medical discretion.

The GAO devoted a significant portion of its investigation to reporting on the THS’s
lack of proper consent forms for sterilization, focusing on agency policy rather than
individual physicians as a cause of the sterilizations (see appendix A). Although the GAO did
not condone the behavior of IHS physicians, the GAO offered its tacit pardon by using the
explanation of miscommunication and misunderstanding on all structural levels. While the
IHS did act inappropriately in failing to prepare a form that would comply with HEW
regulations, evidence reported by the IHS revealed that physicians acted unethically, as well.”
The IHS Deputy Director of Program Operations testified that physicians believed they could
perform sterilization on minors or mentally retarded persons if they acquired 72-hour
informed consent.® Despite this argument, the GAO found that 13 involuntary sterilizations
occurred precisely because physicians failed to wait the required 72 hours before performing
the procedure.” Furthermore, the GAO uncovered evidence of IHS physicians simply
misusing consent forms (physicians most commonly used consent forms designated for

patients undergoing medically required sterilization, rather than voluntary sterilization). When

three physicians sterilized three women under the age of 21, the IHS again explained that

these physicians misinterpreted HEW policies.”

1 act or omission of any employee of the Government while acting within
der circumstances where the United States, as a private person, would be
law of the place where the act or omission occurred.”

death caused by the negligent or wrongfu
the scope of his office or employment, un
liable to the claimant in accordance with the
“ GAO, 25.

% Ibid., 18.

% Ibid., 24.

% Ibid., 22

 Ibid., 24.

.Ibid,;; 23,
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Several ﬂa'w.s'emsted in the GAO Teport that gave the IHS the opportunity to
challenge the credibility of the report.” Most obviously, the GAO only probed the records of
four areas—Aberdeen, Albuquerque, Oklahoma City, and Phoenix—though the THS operated
(and continues to operate) 12 areas nationwide. The GAO also did not investigate THS
contract facilities, but simply stated that they were under no requirement to adhere to
regulations.”  Second, the GAO did not interview any women or physicians, failing to
understand the experience from a patient’s perspective and disregarding what motivated
physicians to perform the sterilizations.”!  And in preparing the report, the GAO did not
demand complete information from the service areas, admitting that the IHS could not supply
the GAO with “complete and statistically reliable data” on the ages of the patients and
whether the physicians performed voluntary or therapeutic sterilizations.”  Settling for a
record of the number of sterilizations procedures physicians performed, the GAO overlooked
how details such as age and previous births would have provided critical leads to why the
sterilizations occurred. The GAO’s suggestions for reform also fell short of appropriate, as
they focused on preventing future negligence in IHS policy rather than suggesting how
physicians should respond as individual federal employees to charges of sterilization abuse.
Although the GAO recommended that the HEW assure all IHS facilities were using proper
consent forms, training their physicians to understand sterilization of minors and obtaining
informed consent, and developing monitoring procedures of both area and contract facilities,
the GAO did not explain whether physicians should consult headquarters or colleagues if
future confusion arose. This oversight reinforced the idea that the IHS should not threaten
the ability of physicians to make autonomous decisions, whether they were based on accurate

assumptions or not.
Disappointed and angered by the inadequacies of the 1976 GAO investigation, Uri

launched a larger-scale investigation in 1977 and interviewed over 1000 Native American

women herself; she wanted to understand the story from the perspective of women rather than

% “Alleged Sterilization of Indians is Denied,” New York Times, 24 November 1979, S A, p. 12, jI't.le Times
reported in a short newbrief that Frank Clarke, M.D., and Robert Vanderwagon, M.D., geniea bt plysicimabisd
sterilized patients without their knowledge.

" GAO, 26.

" Ibid., 24.
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fror'n. the perspective of the IHS, Uri estimated that during the 1970s, IHS physicians
sterilized 25,000 women—?2() percent of the child-bearing population—at a rate that would
have destroyed pure-blooded Native-American races within 15 years.” As she did in her
localized report which prompted the GAO investigation, Uri examined the idea of physicians
attempting to manipulate Native American women not only because of their ethnicity, but
because of their class. In 1973, Native Americans living on the Claremore Reservation earned
an average income of $300 to $700 per year. Uri believed this environment of “hidden
poverty,” tucked in a rural setting away from the vision of urban social advocates, posed
particular danger to Native Americans. Physicians practicing medicine in isolated areas felt
they needed to prevent children from further burdening mothers financially. Uri theorized
that physicians’ attitudes reflected the disrespect physicians had developed for women of
non-Anglo origin while completing their medical training in teaching hospitals that
experimented on poverty-stricken minority populations. “It’s mixed in with this whole
concept of well, my taxes are helping to support this woman’s kids and I think she ought to
have her tubes tied,” she explained. “So, [physicians ask] ‘Why should I be paying for her
kids?>""

Although Uri often articulated fierce anti-government rhetoric, she believed the
sterilizations resulted from the actions of malicious physicians rather than a government-
sponsored official extermination plan. She said that “the women have great faith in their
doctor—they do as they’re told.”™ Of the more than 1,000 women she interviewed, only

one woman made an independent choice to have the procedure done. Uri said that

physicians coerced women into sterilization by threatening to discontinue their welfare
benefits or take their children, suggesting sex would be more fun without the threat of

pregnancy present, or providing no alternative birth control options. They labeled very

young mothers as “polluters” and thus justified performing complete hysterectomies on

them. One physician suggested sterilization to a woman who suffered severe headaches; he

“said her head hurt because she was afraid of getting pregnant. . . . She later learned she had

™ Ibid., 19

™ Elliott. ;
™ Uri, Indians and medicine sterilization and genocide.
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: 3376
a brain tumor. Other women s;
si . . R
gned consent forms Just prior to or following childbirth,

ile under the i : :
s mfluence of sedative painkilling drugs. Often, physicians simply did not

allow women adequate time to consider their decisions. Uri reflected, “You spend more time
deciding whether to buy a house or a car than the mandated 72 hours women have here to
mull over permanent sterilization. Confused people can shoot their whole future in a
moment. I ask you, what harm is done . . . if you let a woman have more time to think?””

* % *

Uri’s objections to the actions of [HS physicians and ensuing investigations coincided
with the rise of nationwide social protest and reform impulses. A strain of protest in the
Native-American community developed out of attitudes similar to those that characterized the
Civil Rights Movement, Women’s Liberation, and anti-Vietnam demonstrations. Established
by Clyde H. Bellecourt in 1969, the American Indian Movement (AIM) sought to utilize the
“connectedness” of Native peoples to “turn the attention . . . toward a renewal of spirituality
which would impart the strength of resolve needed to reverse the ruinous policies of the
United States government.”” The movement gained strength during the early to mid-1970s,

when members occupied Alcatraz Island and the Washington, D.C., Bureau of Indian Affairs

Office (BIA) to symbolize their new fight for “red man’s liberation.” Red Power, the

general term for the insurgent Native-American activism that AIM had inspired, began to
adopt more drastic measures for making its voice heard. For 70 days in 1973, 300 Native

Americans occupied Wounded Knee, South Dakota, a small village where the United States

military had killed several hundred members of the Sioux tribe in 1890. On a less radical

front, AIM helped alleviate legal problems for Native Americans, offered culturally-based

education services to children, and established adult-education programs. In 1978, Women

of All Red Nations (WARN) grew out of AIM and articulated the need for an arena in which

i . h 79
to address issues specific to Native-American women and their families.

’5 Elliott, “Genocide charged by Indian M.D. investigator.”

’® Marksjarvis, “Fate of the Indian,” 3.

77 . PR ) 272 7
Uri, Indians and medicine sterilization an ; . % o
™ Bellecourt remains the leader of the movement today. American Indian Movement, “A Brief History of the

: : " ‘ i cment.org/page3.hlml (23 November 1999).
ﬁrlr;;e'l;candh"}‘dlan }1\14 O,Ze?erggn h;;z'/%‘ij:r}:m;d the Sixties: Protest in American from Greensboro to Wounded
id. and Terry H. Anderson,
Knee (New York: Oxford University Press, 1995), 335 and 407.

d genocide.

28

T R T e



In dl9715, aCtl\.”St.physwlans founded the Association of American Indian Physicians
(AATP) and along With it the Association of Native American Medical Students (ANAMS).
Because fewer than 75 Native-American physicians practiced medicine in the United States
during the 19705, the AAIP sought to increase Native-American representation and
encourage physicians to pursue a career in the IHS. The organization developed a mission
statement “to pursue excellence in Native American health care by promoting education in
the medical disciplines, honoring  traditional healing practices, and restoring the balance of
mind, body, and spirit.” The groups held regular meetings and a nationwide annual
conference; they used newsletters to encourage exchange of information regarding Native-
American health issues.” Uri supported the efforts of the AAIP, claiming that it could help
influence the Bureau of Indian Affairs (BIA) to provide more adequate funding for Native
Americans to attend institutions of higher education and increase Native-American
representation on minority admissions committees. Uri lamented that in 1973, 25,000 Native

Americans applied for BIA scholarships, but only 14,000 received them; she believed that the

AAIP could improve this statistic.”
Uri used her investigations not only to give voice to women, but to inspire protest

both within and beyond the Native American community. Rather than labeling women

helpless victims, Uri seized the opportunity to empower women in the role of advocates for

their gender and race. “We don’t need white interpreters anymore,” she said. “We’ve been

to the white men’s schools, we know what good medicine is, so we have to be part of the

health delivery system for our own people.” She called for a renewal of Native American
sisterhood, encouraging women to form teams which would speak to tribes about coercive
behavior of IHS physicians and file class action lawsuits against the government. She

proposed a moratorium on all [HS sterilizations, then insisted that the government address
factors contributing to Native American poverty, create jobs for women, and provide daycare.

% Association of American Indian Physicians, “Who We Are,” http:// www_aaip_com/whoweare/mission.htm =

E‘Jovember 1999).
"' Uri, Indians and medicine sterilization and

2 Ibid.

genocide.
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If the government failed to :
g heed her suggestions, Uri warned that “the doctors will continue

sterilizing women who just g0 back to poverty,”®

Alwesasne Notes, the official publication of the Mohawk Nation at Akwesasne (New
York), undertook significant efforts to publicize government abuses and call for reform. Like
Uri, Akwesasne Notes adopted a radical tone, elucidated in article titles such as “The True
Mission of the FBL: A few of the FBI's ‘dirty tricks’ on the Native people’s
movement—once again, a definite pattern of subversion” and “Racism: an American
ideology—racism is not an overnight phenomenon. Its roots are deeply intertwined in the
history of conquest.”  Continually updating its readers on the progression of Uri’s
investigations, the publication especially devoted itself to educating Native Americans about
coercive sterilization. In 1977, Akwesasne Notes attempted to show how the government
denied that the GAO’s findings regarding Native-American sterilizations were accurate.
“Killing Our Future: sterilization and experiments” reported that the U.S. Information
Agency sent news releases to foreign countries, asserting that Native-American women had
consented to the sterilization procedures. This article illustrated parallels between the Native
American experience and the experiences of other minority groups, suggesting that the
government had carried out a calculated effort to persecute their populations. A writer of a

Native-American journal lamented, “they took our past with a sword and our land with a pen.

Now they’re trying to take our future with a scalpel.”®

Although widespread protest did not develop beyond the Native-American

community, some publications attempted to spread news of the Native-American
sterilizations. Because the New York Times only published a short article at the end of a
newsbrief section and major magazines such as Time and Newsweek entirely failed to report

only less well-known publications covered the story.® The

on the GAO investigation,
of Life interview with Uri to make its

National Catholic Reporter used Marksjarvis’s Theft
point that sterilization violated the Catholic church’s belief against birth control. In the

Akwesasne Notes (spring 1977): 4-6; “Sterilization of

* Marksjarvis, “Fate of the Indian,” 3.
in July, 1974 Alone,” Akwesasne Notes (early

* “Killing Our Future: sterilization and
Young Native Women Alleged at Indian H
summer 1974): 22; “The Theft of Life.”

experiments,”
ospital—48 Operations
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medical establishment, the Medicqr Tribune took a strong stance against the HEW

hysterectomy handouts released in 1977, running the headline, “HEW ‘Sells’ Hyster-

Sterilization Via Booklet,” i ; : 5 el
» I response to the HEW’s continual revisions of sterilization

guidelines.  The article also quoted physician John McLean Morris, MD., Chief of
Gynecology at Yale University, as saying that the booklet unethically “advocates, or at least
recommends hysterectomy for sterilization.” The Medical Tribune added that William Ryan,
M.D., Chief of Obstetrics and Gynecology at Harvard University, opposed the booklet
because it did not present information that tubal ligation often represented a better alternative
than hysterectomy for most women.*

National advocacy organizations joined the fight against reproductive control, not
necessarily concentrating on Native-American women, but seeking to inspire nationwide
discussion on the subject. The National Women’s Health Network (NWHN), “the only
national public-interest membership organization devoted solely to women and health,”
began providing advocacy for all women’s health in 1976, focusing its birth control research
on Medicaid subsidies for sterilization but not for abortion, sterilization requirements for
female workers in high-risk factories and industry, and sterilization of women without their
knowledge following childbirth.” The NWHN protested the 1977 Hyde Amendment, which
forbade the use of federal funding for abortions unless a woman’s life was in danger.® The
gag rule affected the federally-funded IHS, arguably leading to its increased focus on the

prevention of pregnancy altogether among Native-American women.

During the 1970s, the Public Citizen Health Research Group released a series of three

articles documenting sterilization policies of major teaching hospitals. ~ Public Citizen

. ; el » o i hysicians sterilizing women without
discovered “alarming sterilization abuses involving phy g

their consent, particularly at Baltimore City Hospital, Boston City Hospital, and Los Angeles

County Hospital. Seventy-six percent of 83 hospitals performing sterilizations violated HEW

' “Study Finds Many Indians Sterilized by U.S. Agency Without Ful EsplaaionEs e
November 1976, sec. A, p. 16. ; ib 24 August 24 1977. The Medical
& b Seletds s i .2 Booklet,” Medical Tribune, £i s

Allan B “ ‘Sells’ Hysterilization Via . . paghrle Y Teadfia 1
Tribun: :il:te: tlu'HEa\rt’icleealongZide John Elliott’s interview with Connie Uri am_i] 'u[;fizrna J(:Ianctic :: ;?ngong :‘h:
continui:g seeries SMedicaI Tribune is reporting on the legitimacy of curtent St 5
Nation’s medically indigent.”

* Elizabeth Suiter, letter to the author, 6 October 1999
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regtlafions, At soosperceri reported that they were completely unaware of the regulations.
Womied;that the:d, 000;intemsin training at the hospitals would develop the attitude that they
had the authority to sterilize poor patients involuntarily, Public Citizen recommended that
state Medicaid agencies fully inform physicians about the new regulations, reissue directives
yearly, and “develop judicial sanctions for non-compliance with the regulations.” If the
agencies ignored its recommendations, Public Citizen asserted that it would take legal action
against them.” Elissa Krauss of the American Civil Liberties Union uncovered the same
trends in her survey of teaching hospital policies, and concluded from an ideological
perspective that “the doctors and hospitals—and ultimately the federal government—bear the
responsibility to assure that no person is denied this fundamental human right to reproductive

freedom and voluntary choice.”

Despite the advocacy of these organizations and the release of final HEW sterilization
guidelines in 1978, which the United States Court of Appeals determined to have established
effective safeguards against sterilization abuse, the attitude that minority groups and the lower
classes needed to control their fertility remained present.”’ The Center for Disease Control
reported in Surgical Sterilization Surveillance that although female sterilizations decreased
from 12.7 per 1000 women in 1979 to 12.4 per 1000 women in 1980, sterilization rates for
black women remained higher than for white women and black women tended to be younger
when they underwent sterilization procedures.” In its 1983 report, A Growing Crisis:
Disadvantaged Women and Their Children, the United States Civil Rights Commission
“The

insinuated that excessive childbearing contributed to the woes of poor women:

continuing trend in teenage childbearing out of wedlock is cause for concern. . . . Poverty,

** Public Law 95-205.

% Ted Bogue and Daniel W. Sigelman, “Sterilization Report Number 3: Continuing Violations of Federal

Sterilization Guidelines By Teaching Hospitals in 1979” (Washington, D.C.: Public Citizen Health Research

: ; Ife and Robert McGarrah, “A Health Research Group Study of Surgical
Group, 1979); Bernard Rosenfeld, Sidney Wolfe " (Washington, D.C.: Public Citizen Health Research

Sterilizating. osed Regulation L e
o’ s Mo o e, W, O b M
Poor Linder !\:Iedicaid and Othc;' Federal Programs” (Washington, DI+ Fublio Gitiacn Healin Research Group,
1981). : .
** Elissa Krauss, Hospital Survey on Sterilization Policies (N:;szl'(;rké IQCVI;;J{,:?S;SZ&
9 : al Register 43-217, ;

Relf v. Weinberger, 565 F.2d 722 (1977), Feder g 1979-1980, (Washington, D.C.: U.S.

2 i ical Sterilization Surveillance, : :
DeC:aI;t:S forf?-;sjtslf Cznlt{r;lr,lanit;rilicctzs 1983). The report stated that its purpose in conducting the report
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icularly when lin ith <
particularly ked with single parenthood . . . and the presence of ol childrer, 152
chi :
major cause of emotional stregs,””

David Pri § o
avid Priver, M.D., argued in his 1978 letter to the Medical Tribune that “
HEW gui

I the new
delines with waiti i
Ing periods and age requirements are highly discriminatory and

t an ov i
represen erreaction by the government to a single, solitary episode of so-called

‘ : “qe »
uninformed  sterilization.””* ‘ '
His refusal to recognize that several “episodes”

occurred—the thousands of women represented in Relf v. Weinberger, the Native Americans,
the teaching hospitals—reflected the attitude among physicians that they needed to continue
exercising their own discretion as individual medical experts. Although sterilization would
remain a popular contraceptive option during the 1980s and 1990s, physicians increasingly
turned to long-term hormonal devices as alternatives to permanent sterilization. Because
drugs such as Depo-Provera and Norplant only temporarily sterilized women, physicians did
not need to adhere to any federal regulations regarding the administration of the drugs.
Freed from the burden of reporting to a federal watchdog, physicians could continue

practicing medicine as they individually deemed proper.

n trends rather than attempting to prevent future sterilization

the 1970s.
Disadvantaged Women and Their Children,

sterilizatio
he rampant abuses of
A Growing Crisis:

reflected a simple interest in documenting

?Jbuse—an interesting focus, considering t
US. Commission on Civil Rights,

(Washington, D.C.: GPO, 1983), 14 and 52. %

% J «“ . i ili i Debate-
Priver, “Letter to the Editor: Sterilization
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CHAPTER 3

A Shot in the Dark:
Depo-Provera and Mentally Retarded Native Americans

When Congress conducted its 1987 hearing on the “Use of Drug, Depo-Provera, By
the Indian Health Service” witnesses and politicians heatedly debated whether the IHS had
misused Depo-Provera on mentally retarded women. Several high-ranking THS administrators
argued as administrators had done during the 1970s that physicians—not the IHS as an
agency—had the ultimate right to determine how to treat individual patients. By explaining
that the agency did not believe it should order physicians to practice medicine in a certain
way and asserting that it trusted the discretion of individual physicians, the IHS
simultaneously exonerated itself and its physicians from blame. Because the FDA had not
approved Depo-Provera due to evidence of severe side effects and high cancer-causing
potential, several politicians questioned whether physicians acted ethically in using the
injectable contraceptive on mentally retarded women who could not understand its risks.”

Honorable Everett R. Rhoades, M.D., Director of the IHS, and William Haffner, M.D.,
Senior Clinician for Obstetrics and Gynecology, denied that any abuse of Depo-Provera
occurred in the THS because physicians effectively utilized their own medical expertise when
administering the drug. “The IHS does not prescribe the use of Depo-Provera,” Rhoades
asserted. “This represents a practice of medicine carried out by individual physicians within
the responsibility of the physician-patient relationship.” The administrators then stated that

the IHS only assured that patients received medical care equal to or better than the nationwide
standard, not prevented physicians from prescribing certain drugs. Rhoades continued,
bear the same professional responsibility afforded to physicians

“They [IHS physicians] .
in non-Indian Health Service private or group

appropriate use of an approved drug for an unlabeled use for an individual

practice when deciding or recommending the

patient.” He

d Investigations of the Committee on Interior and
ervice: Hearing before the Subcommittee on

d Insular Affairs, 100th Cong., Ist sess., 6

95 : ral Oversight an
Congress, House, Subcommittee on Geneby the Indian Health S

Insular Affairs, Use of Drug ‘Depo-Provera’ ;

4 7 Interior an
General Oversight and Investigations of the Committee on {1
August 1987.
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trusted that IHS physicians “decided under What circumstances to use this drug . . . based

upon their training and experience,”

While the 1970s THS sterilization controversy occurred alongside similar national
eventsytien 306 idcbatexover alleged Depo-Provera misuse reflected a series of isolated
incidents. Because the FDA had not approved Depo-Provera as a contraceptive, physicians
seldom promoted its use among the general population. Instead, they administered it literally
“behind the closed doors” of public clinics or institutions that served mentally retarded
women. Despite a lack of national context, questions raised over the IHS physicians’
administration of Depo-Provera to mentally retarded women represented a critical link
between sterilization and more widespread use of Depo-Provera and Norplant during the
1990s. The 1980s revealed that the attitude the IHS had displayed in promoting physician
autonomy as a defense against charges of involuntary sterilization did not disappear, but
actually strengthened, forging an ideology that would perpetuate itself throughout the 1990s.
More than any other period in the story of Native-American reproductive control, the 1980s
experience with Depo-Provera and mentally retarded women demonstrated a connection to
the rhetoric of the eugenics movement; where eugencists had argued for sterilization of
dangerously “feeble-minded” women, IHS physicians believed that they could use provider-

dependent birth control to better the lives of “mentally retarded” women.
Most significantly, the Depo-Provera controversy elucidated how IHS physicians

used—and arguably abused—their power, particularly in a situation where their patients could

not understand the risks a drug posed to them. Because the IHS as an agency had adopted a
hands-off approach to monitoring the medical practice of individuals, physicians emerged as

ecision-making process to use the Depo-Provera.. Just as

the sole authority figure in the d
ol women’s reproductive freedom, a IHS

involuntary sterilization allowed physicians to contr
fertility for a period

physician could use Depo-Provera to cease a mentally retarded woman's
of time he or she deemed appropriate. Arguing that this could increase the potential for

the FDA’s Center for Drugs and Biologics asserted, “the

coercive behavior by physicians,
are unable to give informed

i i nd
mentally retarded cannot themselves appreciate the risks a

* Ibid,, 11.
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t for the use of th v
e PR yomThisiaig threat that people who are in essentially helpless

itions, who are i .
conditions captives, are going to be treated in a way that will make them nicer to
1 The FDA :
Jlook at. Was particularly concerned with the idea that THS physicians, acting

autonomously, could manipulate the term “medichingniecoasity astirimdie - “hygienic

necessity.” Mentally retarded women at the mercy of these physicians could not understand
or protest their suffering potentially deadly side effects in order to achieve the convenience of
amenorrhea (cessation of menstruation) and contraception; instead, they had to trust that
physicians carefully would determine the costs and benefits of Depo-Provera before
administering it.

During the 1980s, the IHS also experienced a severe reduction in its funding, possibly
offering an explanation for why physicians viewed Depo-Provera as a “convenience” that
helped eliminate the need for staff supervision of menstruating mentally retarded women.
The 1982 Congressional hearing, “Impact of Fiscal Year 1982 Budget Reductions on Indian
Health Service,” detailed how the government’s decision affected IHS areas. Although areas
that submitted reports did not solely focus on women’s health and reproduction, hospitals
most likely sought to reduce complications associated with menstruation and pregnancy that
strained budgets. By promoting birth control, hospitals easily could eliminate excessive
obstetrical concerns. The Rosebud Sioux Tribe submitted a report that stated how hospitals

had to forgo necessary improvements in obstetrics and gynecology in order to address more

immediate concerns.” The Nez Perce Tribal Executive Committee testified that “since the

establishment of this goal, we have not witnessed any clear plan of implementation [to deal
enced, on the other hand, only severe reduction in

with the budget cuts]. We have experi

almost all categories on health services.” The Chairman of the Hopi Tribe, Ivan Sidney,

asserted that the $163,296 loss in the Hopi Health Department would result in a 37 percent
reduction in the overall operating budget and the loss of nine filled positions. The reduction

in funding for Community Health Representatives (CHRs
CHRs focused on maintaining a connection

), who supplemented regular

medical staffs, most severely crippled all areas.

7 Ibid, 3
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«th communities in order ;
with co to protect Native American rights and p t f
§ romote awareness O
iti ealth issues. Wi
crtical B th fewer CHRs 1o defend and educate their communities, Native
ican women surel s
America y must have been less aware of reproductive issues and the potential

for all women to be coerced by their physicians into taking a dangerous drug.”

* * %

Although Congress did not investigate the Native American experience with Depo-
Provera until the late 1980s, the question of proper usage of the drug had roots in another
isolated incident from the 1970s. During part of its 1973 Quality of Health Care—Human
Experimentation hearings, Congress addressed the conflict between FDA regulations and
physician autonomy involving Depo-Provera administration, articulating themes that would
echo into the 1980s and 1990s. Charles C. Edwards, Commissioner of the FDA at the time,
testified that he believed FDA control of medical practice would deteriorate the quality of
health care Americans received: “We cannot . . . require that a physician watch a patient’s

condition worsen because the package insert provides for only a low dose of the drug or

contains an applicable warning or contraindication. . . . We must instead increase the

physician’s sense of professional responsibility and judgment, not place him in a rigid
mold.”™ Upjohn assumed a similar view, arguing that “every medicinal agent carries with it
some risk. . . . The physician [should] inform his patient of both benefits and risks. . . . There

is always a risk that some coercion may be exerted so that the consent is not freely given, so
2101

subtle as the patient’s confidence in the therapeutic intent of the responsible physician.

Marcia Greenberger of the Center for Law and Social Policy in Washington, D.C.,
physicians often demonstrated unethical medical

argued that in exercising their autonomy,
er provided evidence from an investigation

judgment. To explain her argument, Greenberg
her agency had conducted of women who received Depo-Provera injections at the Family

Department (Tennessee). The Center

Planning Clinic of the Cumberland County Health
n informed consent, failing to warn women of Depo-

found that physicians did not obtai

eductions on Indian
21 December 1982,

Impact of F iscal Year 1982 Budget R

Affairs,
Affairs, 97th Cong., lst sess.,

Congress, Senate, Select Committee on Indian :
Health Service: Hearing before the Select Committee on Indian
511,

” Ibid., 467,

1 : i

* Quality of Health Care—Human Experimentatior, 16.
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provera’s dangers, offer them contraceptive alternatives, or advise them that the FDA had not
approved D.epo-P Tovera as a contraceptive. Because these women did not understand Depo-
Provera’s side effects, they failed to gain proper treatment for the side effects when they
occurred.  As a result of untreated side effects, two women eventually underwent tubal
ligations that resulted in permanent sterilization, Anna Burgess, one of the women forced
into accepting Depo-Provera, testified that the welfare department first told her “we would
rather feed one youngun than two,” then sent her to the family planning clinic. There, a
physician gave her Depo-Provera after performing an ordinary pelvic exam. Burgess said
“from the impression I got, if I did not take birth control, they would take the [welfare]
check.”'®

Greenberger also said that she learned of a similar situation at Arlington Hospital and
School, a state-funded institution for mentally retarded persons in Tennessee. ~Edward
Mogan, M.D., a physician associated with Arlington, claimed that 250 female residents were
receiving the drug for contraceptive and hygienic purposes (in 1987, IHS physicians would
provide identical justification for their use of Depo-Provera). He believed that Depo-Provera
was effective and safe, and offered additional information that the Tennessee Public Health
Department released statistics saying that the State administered Depo-Provera to between

1,000 and 1,500 women yearly.'” Leonard Books, M.D., of the New Woman’s Clinic in

Washington, D.C., expressed his similar perspective that Depo-Provera usage did not represent

a problem, but a solution to the “disease” of childbirth:
are not in control of their fertility. The disease is a chaotic

“Tens of thousands of Tennessee

women are suffering because they
.. Our women are sentenced

life—a life disordered by accidental and unwanted pregnancy. .
by inadvertent pregnancy to compulsory motherhood, to a loss of self-esteem, to denial of
When Senator Edward Kennedy questioned

self-actualization and to instant poverty.”
e FDA, Brooks

whether a physician should be able to place himself above the authority of th
rson’s life in some small measure, I will do it

replied, “if I have the capability to uplift a pe

M.D., Executive Vice President of Upjohn Company.

! Ibid, 103. Testimony given by W.N. Hubbard, I,

" Ibid,, 57.59.
“ Ibid,, 67

38




ith the agents at hand.”"® Like man ‘e
w Y other physicians who practiced medicine throughout

the late 20th century, Brooks wanted to help women make what he believed were positive

; e Tives . .
changes in their lives. He thought tha his responsibility was to determine for certain patients
how the benefits of pregnancy prevention outweighed suffering often severe side effects of
Depo-Provera.

% * %

The tangled relationship among the federal government, its agencies, and its
physicians often obscured accountability for alleged abuses of women who utilized services
of the health care delivery system. No situation more clearly demonstrated how unethical
medical discretion on the part of individual physicians could endanger women’s health than
the [HS physicians’ administration of Depo-Provera to mentally retarded women during the
1980s. Records showed that in 1987, four service areas—Aberdeen, Alaska, Navajo, and
Phoenix—used the drug on up to 80 women at each location. In Phoenix and Navajo, all but
one of the women using Depo-Provera were mentally retarded.'” By asserting that individual
physicians lawfully could use their medical discretion to prescribe the drug for unapproved
indications, IHS administrators refused to admit that wrongdoing at any level of the THS had
occurred. IHS physicians did not administer Depo-Provera so widely that their actions could
be considered genocidal, but the 1980s still represented a critical period in the story of
Native-American reproductive control; the same denial that characterized each level of the
IHS during the 1970s sterilization epidemic remained present during the 1980s. While the

IHS cited communication problems between the agency. and its physicians as contributing to

sterilizations, the IHS focused even more during the 1980s on protecting physician autonomy

in the right to administer Depo-Provera.

Several politicians participating in the THS Depo-Provera hearing sought to examine

the behavior of the IHS and its individual physicians, ultimately reinforcing the belief that

the THS needed to strengthen its role as a supervisory agency and revise its policies regarding
informed consent. Just as the 1976 GAO report on sterilizations faulted the THS for failing to

inst abuse, Sam Gejdenson, chairman of the

develop and enforce adequate safeguards aga

" Ibid., 78 and 80,

39



House Subcommittee on General Oversight and Investigations, asserted that he wanted to lead
a discussion on the IHS’s disregard of the FDA’s Wwarnings about potentially carcinogenic
effects of Depo-Provera. Gejdenson presented a valig argument that the THS should have
been more active in setting adequate standards of care, but nowhere in his introduction did
Gejdenson highlight the negligence of physicians in failing to consider Depo-Provera’s
dangers. While he suggested that the IHS erred by not properly monitoring the care its
patients received, Gejdenson omitted—and arguably excused—the role of individual
physicians. '

Evidence revealed that IHS physicians used Depo-Provera for two unapproved
indications which they loosely defined as medically necessary:  contraception and
amenorrhea (cessation of menstruation). By arguing that “the principal advantages of Depo-
Provera can be summarized in one word: convenience,” Gejdenson raised the issue that
physicians acted unethically in administering Depo-Provera, seeking expedience without truly
considering the needs of their patients.'” Despite his initial focus on the IHS, Gejdenson also
seemed to recognize that misuse of Depo-Provera occurred because individual physicians had
the unchallenged authority to determine how to treat their patients. The letter that Alan G.
Waxman, M.D., Chief Obstetrician/Gynecologist of the Gallup Indian Medical Center, sent to
gynecologists in his service area suggested Gejdenson’s charges might have been accurate.

In his letter, Waxman asserted that “contraceptive services excluding sterilization may be

provided to sexually active mentally incompetent patients. . . . Depo-Provera [is the]

treatment of choice when complete suppression of menses is necessary for psychological or

: : T e
hygienic reasons.”® This statement revealed why Gejdenson and others who joined his side

of the debate believed IHS physicians abusively administered Depo-Provera to mentally

retarded women. Waxman, without detailing Depo-Provera’s dangers or situations in which
encouraged physicians to administer the drug simply because it

its use was not appropriate, .
tally retarded women and providing daily

provided an easy alternative to counseling men

assistance with hygiene.

i d 36.
. Use o Drug ‘Depo-Provera” By the Indian Health Ser:w;;:?Ha; both being under the jurisdiction of the HEW.
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his testimony, G
In ¥y, George Morley, M.D., of the American College of Obstetricians and

Gynecologists, suggested that ironically, the sterilization guidelines that the federal

d en
govemment ha acted to protect mentally retarded persons actually provided physicians
with justification to use Depo-Provera. He believed that Depo-Provera could function as a

kind of “temporary sterilization,” since federal law forbade any physician from using

federal funds to perform permanent surgical sterilization on mentally retarded women:
“Depo-Provera . . . provides an alternative for those women who do not wish or cannot be
sterilized,” Morley testified."” With Depo-Provera, physicians could guarantee that a woman
would not menstruate up to 31 months after her last injection, sterilizing her for more than
two years."'" Because Depo-Provera provided contraception and eliminated the problem of
menstruation in one shot, Morley said he especially approved of the drug being used on
mentally retarded women, who could not care for themselves properly."' He echoed
Waxman'’s belief that physicians had the authority to determine whether women should suffer
the side effects of Depo-Provera in order to achieve the benefit of amenorrhea.

Although Rhoades explained that “strict procedure is followed for obtaining

informed consent [for the administration of Depo-Provera],” he also said that “no written
policy exists [regarding informed consent for the administration of Depo-Provera].”"”
Rhoades’s statement reflected the belief of the IHS administrators that because physicians had

the freedom to consider carefully each patient’s individual needs and therefore did not need

to follow a standard procedure when obtaining informed consent (the consent forms that did

exist often failed to educate patients properly; see appendix B).!® Morley agreed with this

view, claiming that although consent could be in written form, it did not have to be in written

form; he argued that physicians could convey information just as effectively verbally as in

writing. To demonstrate that as a practicing physician, he prescribed Depo-Provera for
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contraceptive purposes, Morley described the org] roc e
e gt i Morleyprev:dlurj he followed to obtain informed
e e aled that physicians accidentally or
rmation regarding Depo-Provera. Although
Motley said he told female patients about the side effects of Depo-Provera and the fact that
the FDA had not approved it as a contraceptive, he did not explain why the FDA had not
approved the drug. He did not stress that protection against STDs would need to be
addressed. He said that the FDA recommended Depo-Provera for “other uses” but did not
say that these “other uses” involved treatment—not prevention—of advanced uterine
cancer.™
Not only did improper administration of Depo-Provera violate Native-American
women’s right to procreate and right to refuse medical treatment, but once a physician gave a
woman the Depo-Provera shot, she would have to suffer devastating, if not deadly, side effects
until the hormone left her system.'* The FDA Center for Drug and Biologics asserted that
“never has a drug whose target population is entirely healthy people been shown to be so
pervasively carcinogenic in animals as has Depo-Provera.”"® L. Enk and his colleagues’
study on Depo-Provera’s effect on lipoprotein lipids concluded that Depo-Provera decreased

all lipid components of the high density lipoprotein (HDL) and increased low density

lipoprotein levels (LDL), which represented “independent risk factors for atherosclerosis and
w7 Because heart and liver disease and diabetes mellitus have

cardiovascular disease.
e top five causes of death in the Native American population,

consistently ranked among th

L i i - hlight critical factors that a woman or guardian
ibid, hat existed did not highlig :
i em il g The Navajo consent form mentioned that the FDA did not
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pepo-Provera usage presented a serious risk to these users."" Tim Cundy and his colleagues
showed that Depo-Provera users experienced lower bone density in the lumbar spine and
femoral neck than did controls, putting them at an increased lifetime risk of fracture by 30-
100 percent.‘19 Gary Richwald, M.D., professor at the University of California, Los Angeles
school of Public Health, testified that Depo-Provera could cause serious abnormalities in a
fetus, providing “strong reasons to have an abortion or otherwise risk the birth of an infant
with serious anomalies.”  Sybil Shainwald of the National Women’s Health Network

(NWHN) testified that in a study Upjohn conducted, one third of all women bled for more

than 10 days each month. Such excessive or irregular bleeding could lead to hysterectomies

or prevent diagnosis of uterine or cervical cancer (see appendix (o)1

Furthermore, the excessive or irregular bleeding patterns women experienced while
using Depo-Provera affected women emotionally and disrupted traditional practices of
Native-American culture. Many women experienced depression; because their health care

providers often did not explain it as a side effect, many women did not understand that the

medication caused the depression.” Like women of other indigenous groups, Native
g group

Americans believed a woman possessed special power during her bleeding cycle, so much that

she could alter the outcome of a spiritual ceremony. “Women hold the most powerful power,

We've always been aware of that,” explains Charon Asetoyer,

the life-giving forces.
e Native American Women'’s Health

founding member and Executive Director of th

Education Resource Center (NAWHERC). Excessive bleeding presented a dilemma to Native

andated that they segregate themselves W

setoyer claims that women

American women because tradition m hile bleeding

and refrain from performing ordinary tasks such as cooking. A

and Jan R. Reid, “Bone Density in
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who experienced excessive bleeding as a result of Depo-Pro
N Tl | vera often could not participate in
e 3 €ats and forbidden to engage in sexual activity.'””

: : i d-y j OI.)p.OSItlon to the IHS administrators focused on the idea that the
behavior of individual physicians represented 5 greater threat to women’s reproductive
freedom than a lack of strict THS guidelines regarding Depo-Provera. Recognizing the
dangers inherent in Depo-Provera administration, Richwald revealed that not all physcians
agreed Depo-Provera was an appropriate drug for mentally retarded women. In reference to
Morley’s testimony that he would only give Depo-Provera to women who were unwilling or
unable to use other forms of birth control, Richwald said, “I am very concerned with the term
‘unwilling’, because . . . what does ‘unwilling’ mean? I know what ‘unable’ means, where
you are medically unable to use something. But ‘unwilling’ you can basically drive a truck
through.” He recognized that physicians could coerce women into using Depo-Provera: I
could imagine that with the proper encouragement people who were in the beginning
unwilling could certainly become willing to take a drug, and I also think that the impact of
physicians in deciding ultimately what patients do . . . needs to be taken into consideration.”
Richwald believed that physicians needed to be sensitive to the authority they carried in a

physician-patient relationship. He reminded physicians that, “we are not talking about an

egalitarian relationship. We are talking about a provider and a patient, and usually there is

some distance in class, race, and other between the two.”™ .

Just as Constance Redbird Uri, M.D. and other women'’s activists in the 1970s had
focused on the role of individual physicians in sterilization, the testimony of Norma Swenson,
Boston Women’s Health Book Collective member, reinforced the notion that the greatest

responsibility for Depo-Provera misuse lay in layers beyond the top-level IHS
y by British researchers that revealed why

administration.

She presented the results of an international stud
n. The researchers found

that physicians believed Depo-Provera provided ap

tivated women, unreliable or irresponsible women, stupid
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Who have refused sterilization, un
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incompetent women, il
women, incomp retarded women, illiterate women, problem w ith probl
, omen with problem

1ies . . . [and] to aid in populati 128 “xx o
zf:trir::;es, it nonetheless eluci:ati,d i:l: ::: trzl. W}.“le e
' i ¥ have motivated IHS physicians. IHS physicians
might not ha\fe worke ?.15 puppets of the IHS, but simply acted according to their own
prejudices against poor minority women, just as these international physicians did.
Television producer Karen Branan, who created the public television documentary,
«The Ultimate Test Animal,” testified how physicians treated women according to their race
and class and presented evidence that Depo-Provera abuse went beyond mentally retarded
women. Branan described her experiences in gathering information for her documentary,
explaining how she posed as different women seeking information about Depo-Provera from
clinics. She called six public health clinics that mainly served poor women of color; then, she
called six clinics that served an opposite population—white, middle class women. Every clinic
that catered to poor women encouraged her to come in for the shot and assured her that it
posed no harmful side effects to her. In contrast, physicians who catered to middle class
women expressed shock that “No. 1, I had ever heard of Depo-Provera and No. 2, that I

would actually want to take it. My own doctor said, ‘I wouldn’t put that much hormone in
anyone.” Another one said, ‘well, it is used primarily on retarded women and women who

can’t take care of themselves.”” She conducted a more in-depth study in which she sent a

Native American woman and a black woman into clinics carrying hidden microphones. The
po-Provera, even though one of the

first type of birth control physicians offered them was De
oncluded that the “paternalism and racism

gnorant to understand the concept of

women had diabetes. Branan ¢ ” of physicians led

them to believe that poor women were t00 i
rger society, particularly

contraception. She believed their attitudes reflected those of the I
the larger society’s attitude toward Native Americans: I cannot keep to myself the fact that
2 number of doctors who administered Depo-Provera felt the urge to offer political
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Branan sent a woman with a hidden microphone to St. Paul Ramsey Medical Center, the
major provider of Depo-Provera in the Twin Cities. The conversation between a physician
and this woman revealed how physicians assumed a convincing tone, creating an atmosphere
in which women could not dare challenge his authority. In explaining to this woman that the
FDA had not approved Depo-Provera, he asserted that “we [meaning he and his colleagues]
think it is stupid. I conversationalize with the people at Upjohn about Depo because we are
sort of a mutual admiration society. We both think it is so great for birth control.” He and
other physicians that women recorded also explained away rumors of cancer in beagle dogs
as insignificant and misleading, saying that if a problem really existed, the FDA would have
notified them.” In making such statements, physicians led women to believe that because the
FDA maintained such a close relationship with the medical establishment, physicians
functioned as the women’s only appropriate source for information. This situation allowed

physicians to manipulate facts in order to suit their agenda, not meet the needs of the

individual women they treated.

* * *

Although the Depo-Provera controversy represented an isolated incident in the
nationwide history of reproductive control, attitudes that IHS employees displayed when
discussing the drug’s use on mentally retarded women remained present in subsequent
decades. IHS employees continued to promote the idea that individual physicians—not the
IHS as an agency—should have the authority to determine the most therapeutic treatment for
individual mentally retarded patients; physicians and nurses strongly believed that their
medical expertise allowed them to understand how the benefits of Depo-Provera outweighed
potentially dangerous side effects a user may have suffered. Dorothy Meyer, CNM, an IHS
employee since the late 1960s, watched the transition in emphasis from sterilization to long-
term hormonal contraceptives, and believes that Depo-Provera especially benefited mentally
retarded women who used it. Unlike sterilization, Depo-Provera could provide contraception
and amenorrhea, helping a woman maintain her hygiene. Meyer explains, “women can

easily be administered the shot four times a year...[For a mentally retarded woman] who

26 Ibid., 199.
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wears her pad on her head and runs around with bloody hands while she has her period,
Depo-Provera allows the girl freedom to not have her period.” Meyer also claims that
hormonal contraceptives can protect woman from unwanted pregnancy without rendering her
totally infertile. “You haven’t lived until you’ve seen a young [mentally retarded] lady who
has been raped,” Myer explains. “Her mentality is that of a five year old, you're trying to
deliver her baby, and she has no idea what is going on.”"*

Not only did IHS nurses and physicians continue to cite mentally retarded women as
appropriate candidates for Depo-Provera, but they also believed that they could use the drug
to improve the lives of mentally competent women during the 1990s. Meyer asserts that
Depo-Provera helped Native-American women because they were not “being subjected to
having more babies than they really want.” She also thinks that because Depo-Provera users
stopped menstruating and only needed to “walk into a clinic four times a year” to prevent
themselves from having an unintended pregnancy, the drug provided an especially good
options for often “irresponsible” teenagers. Meyer’s comments and the actions of
physicians once the FDA approved Depo-Provera for contraceptive purposes raised the same
issues present in the debate over Depo-Provera’s use on mentally retarded women. Although
physicians and nurses such as Meyer acted altruistically in touting the benefits of Depo-
Provera, they often failed to recognize that they unintentionally could control the
reproductive freedom of Native-American women. Because they held authority as medical
professionals, they needed to act particularly sensitively in properly educating their patients
about the risks of drugs such as Depo-Provera; they also needed to be aware of their
intentions in administering the drugs to mentally retarded women who could not understand
potentially adverse side effects. If physicians stopped to reconsider the risk of prescribing
Depo-Provera simply for hygienic purposes, they may have realized that better alternatives

existed.

7 Ibid., 200.

'* Dorothy Meyer, CNM, interview by the author, 2 November 1999. Meyer is the Maternal Child Health
Consultant at the Phoenix Area IHS headquarters.
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CHAPTER 4

“It’s About Pregnancy Prevention Altogether”:
Depo-Provera and Norplant in the 1990s

Just as physicians applauded the social benefits of female sterilization techniques in
the 1970s, physicians practicing at IHS facilities in the 1990s believed that Depo-Provera and
Norplant could enhance the ability of health care providers to offer comprehensive services
and better the lives of Native American women."” Timothy Ryschon, M.D., Clinical Director
of a South Dakota IHS hospital, opposes strict regulation of Depo-Provera and Norplant
distribution in the IHS."™® He argues that Native American patients can rely on the medical
discretion of their physicians to assure that they receive proper care. “Only about one
percent of medical practice is proven by scientific studies, and therefore only one percent can

be driven by some kind of protocol,” he claims. Because the other 99 percent of medical

practice involves physician Judgment and training, Ryschon asserts, “you can’t force a

physician into a certain way of treating patients or deny their ability to exercise their
Judgment. IHS physicians practice medicine as though they were in a private office. They all
have their own style and relationship with patients, so no one answer is necessarily right.”"!

Ryschon’s colleagues echo his perspective that IHS clinic workers could play a

central role in expanding Native-American women’s reproductive freedom. Dorothy Meyer,

CNM, argues that agency-wide monitoring of Depo-Provera and Norplant would de-

personalize the way THS physicians practice medicine. “The more people try to control

clinical judgment, the worse things are going to be. Because of technology, we are losing our

ability to think. We need to prevent that,” she explains. Meyer believes that by “thinking”

and responding to the social conditions of Native Americans, physicians can utilize Depo-

Provera in a positive manner. “The Chairpeople of different tribes want women to have

babies. But when you [an IHS employee] look at a poor mother with five babies, and she’s

20 years old, and she doesn’t want any more babies, you have to give her options. The

poverty cycle makes it hard to remember to take that pill [oral contraceptives] everyday,”

**” The FDA approved Norplant in December 1991;
FDA finally approved Depo-Provera as a contracepti
" The Rosebud Hospital, located in Rosebud, South
Service Area. Ryschon is the Clinical Director of the

after more than 30 years of den
ve in October 1992,

Dakota, is part of the Rosebud
Rosebud PHS Indian Hospital

ying Upjohn’s requests, the

Service Unit in the Aberdeen
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Meyer wamns."” In an article that documented how Depo-Provera usage had surpassed
traditional oral contraceptives in popularity among women on several southwestern
reservations, Cheryl Case, R.N ., of the Lac du Flambeau service area, articulated her belief that
provider-dependent Depo-Provera represented the best contraceptive option for young Native
Americans. She claimed that “teenagers make the best candidates for Depo, since they have 4
difficulty taking pills everyday. Very young women are having too many babies, too fast. A
baby in a woman’s body takes what it needs, including calcium from bones and necessary
nutrients.”'®

Prior to the FDA’s approval of Depo-Provera as a contraceptive, charges of Depo-
Provera misuse surfaced only in isolated incidents such as the 1987 Congressional hearing
addressing mentally retarded Native American women. But once physicians openly could
promote Depo-Provera, along with Norplant, as birth control for all women, the potential for
abuse multiplied. The endorsement of these drugs among politicians, government agencies,
and physicians often obscured the idea that health care providers such as Ryschon, Meyer,
and Case could restrict rather than expand their patients’ reproductive freedom. Inevitably,
IHS physicians responded to urgings that they could use their authority to better the lives of
individual women and the society at large, almost believing that in an era of sky-rocketing
welfare costs and increased fascination with technology, Depo-Provera and Norplant
represented a panacea for societal ills. And because sterilization remained a popular form of
birth control among American women through the 1980s and 90s, physicians quietly

administered Depo-Provera and Norplant to their poor patients without drawing widespread

idairy 4
criticism."

! Timothy Ryschon, M.D., interview by the author, 29 October 1999.

132 Meyer, interview.
'3 Julie Buckles, “I Want a New Drug—to Prevent Pregnancy,” Lac du Flambeau News (December 1994): 16-17.

134 The Allan Guttmacher Institute reported in 1998 that 27.7 percent of contraceptive users (10,727,000) relied
on sterilization as their form of birth control. Nearly that number, 26.9 percent (10,410,000), used birth control
pills. Three percent (1,146,000) used the injectable; 1.3 percent (515,000) used the implant. This trend began in
the mid-1970s, when use of oral contraceptives declined for the first time ever. Analysts attributed this to the rise
in sterilizations. For more information, see The Depo-Provera Debate, 369; Congress, Senate, Subcommittee on
Aging, of the Committee on Labor and Human Resources Women’s Health Care in the President’s Health Care
Plan: Hearing before the Subcommittee on Aging. 103rd Cong., 2nd sess., 9 March 1994, 49. Jeannie Rosoff of

the National Women’s Health Network (NWHN) testified that 48 percent of women in the United States were
sterilized at that time; and Linda J. Piccinino and William D. Mosher, “Trends in Contraceptive Use in the United

States: 1982-1995,” Family Planning Perspectives 30, no. 1 (January/February 1998): 4-10.

49

_



* * *

Although long-term hormonal contraceptives appear to pose less of a threat to women
than the rampant sterilizations during the 1970s did, feminist historians, legal scholars, and
the medical establishment nonetheless have generated a debate over whether the use of these
contraceptives represents a continuing trend to restrict reproduction among certain groups of
women. Aided by the activism of civil rights organizations, the scholars have sought to
explain how Depo-Provera and Norplant can eliminate poor women’s ability to exercise
control over their own reproduction.'”” While the scholars and activists engaged in the
discussion often do not consider the specific role of physicians, they generally argue that
measures aimed at preventing overpopulation in third world countries and among African
Americans and Mexican Americans represent racist and sexist policies. Their work signals a
response to the rhetoric of early feminism, which often failed to consider that advocating
unrestricted contraceptive access for middle-class women could harm poor women. The
scholars want to prove that birth control proponents cannot push for increased access without
simultaneously ensuring that women have the opportunity to make informed choices in an
environment free from coercion.

The work of Betsy Hartmann, Barbara Mintzes, and Dorothy Roberts represents the
first extensive efforts at explaining why certain groups of women used Depo-Provera and
Norplant against their wills. In Reproductive Rights and Wrongs, Hartmann approaches the
debate from an international perspective, tracing how Depo-Provera and Norplant fit into the
population control movement and other reproductive issues such as abortion; she explains
how support for reproductive control has grown out of the Western myth that unrestricted

procreation among women in densely populated countries will lead the world to self-destruct,

135 The National Women’s Health Network, the American Civil Liberties Union Reproductive Freedom Project, the
National Organization for Women Legal Defense and Education Fund, argued particularly fervently against
mandatory Norplant or Depo-Provera for welfare mothers. The ACLU reflected the views of all three organizations
when it asserted, “men are not punished for child abuse or substance dependency with vasectomies or mandatory
birth control. Nor are vasectomies often proposed as a condition of eligibility for initial or increased public
assistance for men.” The organization said that using Norplant as a condition of sentencing or welfare benefits
was unconstitutional because “it violate[s] the constitutional right to reproductive and bodily autonomy. The
incentive plans . . . are coercive. Particularly for low-income women, the offer of money to feed, clothe, and
house their families . . . may be difficult to refuse.” American Civil Liberties Union, “Norplant: A New
Contraceptive with the Potential for Abuse,” http://www.choice.org/2.norplant.2.html, 9 September 1999.
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as Paul Ehrlich’s Population Bomb prophesizes.™® Although reports contained in Mintzes’s
compilation of field research from several countries, Norplant: Under Her Skin, do not
explain Norplant in the context of the entire population control movement, they reach the
same conclusions as Hartmann about coercive tactics that population control organizations
use to restrict women’s reproductive rights.'”” Roberts focuses on African Americans,
explaining that institutionalized prejudice against their race provides justification for
scapegoating poor African-American mothers. She blames the paradox of technology for
aiding racists in carrying out their plans: “It is assumed that developing novel reproductive
technologies necessarily constitutes progress. . . . But it is not true that every new form of
birth control will ultimately benefit women just because it is more effective at preventing
pregnancy.” Adding a unique dimension to the debates of these feminist historians, legal
scholars seek to explain why implanting poor minority women with Norplant violates their
constitutional rights. They focus their attention on Norplant’s use as a widespread tool of

public policy in the intersection between law and medicine."”

The Journal of the American Medical Association leads the medical establishment’s
role in the debate over long-term hormonal contraceptives, asserting in its April 1992 Board
of Trustees Report that mandatory or coercive use of Depo-Provera or Norplant does not
demonstrate an appropriate social response to the problem of child abuse or “excessive
child-bearing.” It explained that “cultural and other bias” could influence the relationship
between physician and patient, forcing women to make decisions “in environments that lack

procedural safeguards.”® Foundations dedicated to examining the health of minority

136 Betsy Hartmann, Reproductive Rights and Wrongs: The Global Politics of Sickness (Boston: South End Press,
1995); Paul R. Ehrlich, Population Bomb (New York: Ballantine Books, 1968).
137 Barbara Mintzes, Anita Hardon, and Jannemieke Hanhart, eds., Norplant: Under Her Skin (The Netherlands:

Eburon, 1993).
13 Dorothy Roberts, Killing the Black Body: Race, Reproduction, and the Meaning of Liberty (New York: Vintage

Books, 1997), 148.

139 Garah Gill, “Discrimination, Historical Abuse, and the New Norplant Problem,” Women's Rights Law Reporter
16, no.1 (Fall 1994), 43-51; Meredith Blake, “Welfare and Coerced Contraception: Morality Implications of
State Sponsored Reproductive Control,” University of Louisville Journal of Family Law 34, no. 2 (1995-96): 311-
344; Wendy Chavkin and Vicki Brietbart, “Reproductive Health and Blurred Professional Boundaries,” Women’s
Health Issues 6, no. 2 (1996), 89-96.

149B0ard of Trustees, “Requirements or Incentives by Government for the Use of Long-Acting Contraceptives,”
JAMA 13 (11 Nov 1992): 267. Similar perspectives can be found in M.S. Thomspon, “Contraceptive Implants:
Long Acting and Provider Dependent Contraception Raises Concerns about Freedom of Choice,” BMJ 313 (30
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groups have investigated why abuses might occur, but specifically strategize how the medical
establishment can prevent or remedy problems. The Kaiser Foundation conducted an
international forum on the subject, emphasizing the need to institute clear informed consent
guidelines and educate physicians about the needs of poor patients.” After a Philadelphia
Inquirer investigative report sparked controversy when it suggested Norplant could be used to
reduce the welfare burden that developed from overpopulation among the lower classes,
Sheldon Segal, the Population Council medical researcher who created Norplant, asserted that
“Norplant was developed to improve reproductive freedom, not to restrict it. . . . I believe that
women should be able to have the number of children they want, when they want to have
them. Not just educated and well-to-do women, but all women.”"*

The historiography dealing with coercive use of Depo-Provera and Norplant is
developing alongside events themselves, so many dimensions of the debate remain
unexplored—particularly how the eugenics movement coalesces with current discussion about
forced contraception. Feminist historians, legal scholars, civil rights organizations, and
members of the medical establishment effectively argue that debate over Depo-Provera and
Norplant needs to look beyond biomedical aspects to the relationships among people and
societal attitudes toward poor women of color. However, some theories on why and how
abuses of reproductive rights occur need reconsideration. Roberts argues that white
politicians systematically have persecuted African-American women in order to perpetuate
the status quo. While this attitude certainly exists at some levels, a careful examination of the
physician-patient relationship and how p‘hysicians ultimately carry out contraceptive practices

reveals a more complicated story. The Native-American women’s experiences with

physicians, a perspective that the current political and scholarly debate entirely overlooks,

November 1996), 1393-96; and S.G. Post, “Implantable hormonal contraceptives: emerging controversy,”
Obstetrics and Gynecology 84, no. 6 (December 1994): 1055-7.

141 Barbara Feringa and Sarah Iden and Allan Rosenfeld, “Norplant: Potential for Coercion.” In Samuels, 63.

142 Sheldon Segal, “Norplant Developed for All Women, Not Just the Well-to-Do,” New York Times, 6 January
1991, sec. A, p. 18; Donald Kimelman, “Poverty and Norplant: Can Contraception Reduce the Underclass?”
Philadelphia Inquirer, 12 December 1990, sec. A, p. 18. The Population Council, which developed Norplant,
articulated similar opposition to coercive use of Norplant. In its statement of support for informed consent @d
voluntary contraceptive use, the Population Council affirmed, “the principle that the adoption of contraception
should always be a voluntary, informed choice, and with the decision made by the client w‘hether to use
contraception, which method to use, when to use it, and when to stop or try another method.” Population
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elucidates how reproductive control can occur so subtly that physicians actually believe they
are helping women by forcing contraception upon them.
* * *

When Congress held its 1994 hearing on the “Impact of the High-Cost of Long-
Term Contraceptive Products on Federally Sponsored Family Planning Clinics, Welfare
Reform Efforts, and Women’s Health Initiatives,” it ignored the complicated issue that
although poor women needed the same access to birth control as other women, the poor
could also fall victim to coercion by physicians. At the time of the hearing, Norplant and
Depo-Provera were so expensive that Title X clinics could not provide the drugs to poor
women ineligible for welfare. ® Judith M. DeSarno, President and CEO, National Family
Planning and Reproductive Health Association (NFPRHA), testified that Norplant and Depo-
Provera were “superior methods” to oral contraceptives, but if clinics offered Depo-Provera
and Norplant, then they would have to make a simultaneous reduction in the total number of
women to whom they provided services. Because 57 percent of United States births were
unplanned in 1993, she wanted to offer these long-term contraceptives to large numbers of
women as a way of reversing the trend." Chairman Ron Wyden also promoted the idea that

access to contraceptives gave poor women new hope for the future:

Council, “A Population Council Affirmation on Quality: Contraceptive Options and Informed Choice” (December
1990). Available from the Population Council, One Dag Hammarskjold Plaza, New York, New York 10017.
"“*Although Medicaid provided $53 million of the 56.5 million (94%) in federal funds spent for the provision of
Norplant in 1992, many clinics could not afford to offer the implant at reduced costs for women who did not
qualify for Medicaid. Of the 50 states, District of Columbia, and 12 Indian Health Service Area offices studied, no
state Medicaid agency made provisions to cover removal for women who became ineligible for Medicaid. “6 in 10
Family Planning Agencies Did Not Offer the Contraceptive Implant Almost Two Years After FDA Approval,”
Newsbrief, The Alan Guttmacher Institute (15 February 1994). “Norplant: Opportunities and Perils for Low-
Income Women” (New York: Alan Guttmacher Institute, 1993), 2. Available from AGI, 120 Wall Street, New
York, New York 10005.

'** Congress, House, Committee on Small Business, Subcommittee on Regulation, Business Opportunities, and
Technology, Impact of the High-Cost of Long-Term Contraceptive Products on Federally Sponsored Family
Planning Clinics, Welfare Reform Efforts, and Women’s Health Inititives: Hearing before the Comittee on Small
Business, Subcommittee on Regulation, Business Opportunities, and Technology, 103rd Cong., 2nd sess., 18
March 1994, 67-69. NFPRHA is a nonprofit organization founded to expand and improve on the delivery of
voluntary reproductive health care to all women. It represents all the family planning providers in the country,
including most Title X grantees. Also see Jacqueline Darroch and Lisa Kaeser, “Questions of Balance: Issues
Emerging from the Introduction of the Hormonal Implant,” Family Planning Perspectives 25, no. 3 (June 1993):
127-132; Stanley K. Henshaw, “Unintended Pregnancy in the United States,” Family Planning Perspectives 30,
no. 1 (January/February 1998): 24-29; and Congress, House, Subcommittee on Regulation, Business
Opportunities, and Technology of the Committee on Small Business, Impact of the High-Cost of Long-Term
Contraceptive Products on Federally Sponsored Family Planning Clinics, Welfare Reform Efforts, and Women's
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Ensuring that women have access to safe, affordable contraceptives can in fact, promote

individual responsibility and at the same time ensure that women have the means to

succeed. Welfare families get bigger in part because birth control is not avaJl.able and

often fails the mothers of our country. Setting up financial disincentives to havmg more

children won’t do the job. Women need health care services that allow them to gain new

control over their lives."*s
Wyden focused on the economic benefits of creating widespread access to contraceptives
among poor women. He argued that “one of the most important investments” the
government could make would involve providing contraception to young women so they
would finish school rather than become pregnant and seek welfare benefits.'*

The movement to increase access eventually met success, translating political rhetoric
into a genuine opportunity for physicians to provide poor women with long-term hormonal
contraceptive options. The Norplant Foundation, which Norplant’s manufacturer, Wyeth-
Ayerst, established in January 1992, largely aided the efforts; the Foundation would provide
the implant to women who had no private or public insurance and lived 185 percent below
the poverty level. In the late 1990s, after Norplant and Depo-Provera had been on the market
for more than five years, the Allan Guttmacher Institute released its findings that women with
a household income below 150 percent of the federal poverty level were almost twice as likely
to use the injectable contraceptive as those with a higher income, and about three times as
likely to use the implant. The government rate for Norplant had dropped from more than
$500 per insert at the time of Norplant’s FDA approval to $273 per insert in 1999; federal
subsidies would enable public clinics to purchase Depo-Provera at $20 per shot. Thus, with
little reservation about high costs, clinics could promote these provider-dependent
contraceptives as superior methods to user-compliant contraceptives such as birth control

pills. ¥

Contributing to the attitude that poor women needed equal contraceptive access, but

turning the discussion in a new direction, several politicians expressed their idea that Norplant

Health Initiatives: Hearing before the Subcommittee on Regulation, Business Opportunities, and Te
Committe on Small Business, 103rd Cong., 2nd sess., 18 March 1994,
S Ibid., 41.

chnology of the

moral suasion” to influence drug companies.
"7 “Contraceptive Use: Facts in Brief.”
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be mandatory for welfare mothers.'*® In January 1993, Maryland Governor William Schaefer
used his seventh annual State of the State address to propose what he admitted was a
“extreme” measure that women use Norplant “if they’re on welfare and have a certain
number of illegitimate children.” Just after his election as mayor of Washington, D.C., in
November 1994, Marion Barry told the Washington Post that he could reduce government //
spending and “empower” teenage welfare mothers by mandating birth control such as v
Norplant to prevent future pregnancies: “[If] you want the government to continue to take
care of you and those that may be coming, then I think the government ought to impose that
[mandatory Norplant]. Now if you don’t want the government in your business then you
don’t have to ask for money.” In May 1991, California governor Pete Wilson considered a
law that made Norplant mandatory for welfare mothers and made it free for women receiving
Aid to Families with Dependent Children (AFDC) benefits.'"” Their opinions had a far-
reaching impact; in June 1994, 12 state legislatures had introduced 21 measures involving
financial incentives or mandatory use of Norplant. Although no legislature ever enacted the
bills, the intensifying debate raised ethical considerations regarding the authority of
government to force women into using long-acting contraceptives.'”

Both activists and ordinary citizens supported the attitude of politicians, proving that
many Americans believed reproductive control provided a solution to social problems. After -
adopting four children from the same drug-addicted mother, Californian Barbara Harris

founded the organization CRACK (Children Requiring a Caring Kommunity), which offered

148 While President Bill Clinton did not join directly in the Norplant debate, he did contribute to the focus on
welfare mothers. Although Congress ultimately failed to approve Clinton’s proposals for universal health care in
1994, Clinton did succeed during his first term in eliminating Aid to Families with Dependent Children (AFDC)
benefits. While Democrats in opposition to Clinton argued that his “welfare-to-work™ reform would put undue
stress on mothers already set to lose financial support for their children, Republicans praised Clinton’s efforts as
a positive step in discouraging poor women from having additional children. Elizabeth Shogren, “Clinton
Accepts Broad Welfare Changes as ‘Last Best Chance,’” Los Angeles Times, 1 August 1996, sec. A., p. 1.

149 «Reflections of Marion Barry; The DC May-Elect on Welfare, Sex, Hillary Clinton, and Family Values,” The
Washington Post, 20 November 1994, sec. C, p. 4; Charles Babington and Richard Tapscott, “Schaefer Talks
Tough on Welfare; Forced Birth Control Measures Suggested,” The Washington Post, 15 January 1993, sec. A, p.
1; Daniel M. Weintraub and George Skelton, “Wilson Favors Use of Birth Control Implant; Family Planning:
Governor Hopes to Make Norplant Device Widely Available to Teen-Agers and Drug Users,” Los Angeles Times, 17
May 1991, sec. A, p. 1.

150 Nine states sought to offer a cash bonus to female inmates or women receiving public assistance; five sought
to mandate Norplant for pregnant drug users or child abusers. “Norplant: Opportunities and Perils for Low-Income
Women, Special Report #3,” (New York: Alan Guttmacher Institute, 1994), 4. For more information about state
bills on Norplant, see State Reproductive Health Monitor: Legislative Proposals and Action 5, no. 2 (May 1994).
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cash incentives for drug-addicted mothers to undergo surgical sterilization or take long-term,
provider-dependent birth control. Based in Southern California, CRACK generated
nationwide publicity through its website, www.cracksterilization.com, and billboard ads (“If
you’re addicted to drugs, get birth control—get $200 cash”), boasting that women in
California, Florida, Illinois, Minnesota, Pennsylvania, New Hampshire, and Michigan had
accepted CRACK s financial deal. Harris claimed that she gained inspiration for CRACK
from her children’s birth mother: “‘I thought, ‘Here’s this irresponsible woman walking
around having babies yearly, and she can do that just because she has a right to get
pregnant.’”™ A May 1991 Los Angeles Times poll revealed that 60 percent of people
surveyed thought that courts should mandate Norplant for drug abusers and make the drug
easily available to teens. Other Californians echoed this belief by arguing that Norplant did
not infringe on women’s rights because it only would be used “to ensure she not have
another [child] as long as she and the child are the responsibility of the state.” One editorial
writer concluded that Norplant could only improve a woman’s life: “The required use of
Norplant is not a punishment; it is a way to give poor women a chance to break the cycle of
poverty for themselves and their children.”'

Although the medical establishment did not express extensive support of mandatory
Norplant and often outright opposed it, some physicians and researchers presented arguments
that reflected attitudes similar to those of politicians. Abbey Berenson, M.D., and Constance
Wiemann, Ph.D., questioned young women about their satisfaction with Norplant inserts and
strongly concluded that adolescents tolerated the implants very well—apparently
contradicting their other observations that 71 percent reported irregular bleeding and only 1
percent experienced no side effects at all. Like other proponents of mandatory long-term
contraceptives, Berenson and Wiemann believed that the broad social benefits of Norplant
outweighed the negative physical side effects individual women suffered. By asserting that

“young adolescents were particularly suited for this method because of its long duration of

! Pam Belluck, “Drug Addicts Offered Sterilization Incentive,” Austin American-Statesman, 24 July 1999, sec. A,
p. 4.

'*2 Weintraub and Skelton, “The Times Poll: Most Support Norplant for Teens, Drug Addicts,” Los Angeles Times,
27 May 1991, sec. A, p. 1; Martin Berstein, “Norplant for AFDC Mothers,” Los Angeles Times, 12 July 1994, sec.
B, p. 6; Walter A. Graham, “Norplant Can Aid Mothers,” USA Today, 16 February 1993, sec. A, p. 10.
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action and lack of dependence on patient compliance for efficacy,” the authors promoted the
idea that physicians could not trust young women to exercise their own control over birth
control; adolescents needed to rely on their health care providers to assure that they acted
appropriately in preventing unwanted pregnancies that would burden society.'
* * *

The IHS world wide web homepage image, which featured a white physician standing
over a Native-American woman and her child, illustrates unconsciously that when the THS
attempted to better the lives of Native Americans during the 1990s, its traditionally

paternalistic attitude remained insidiously present.' IHS physicians continued to believe

that they had a responsibility to better the lives of poor Native Americans and help the race
escape what they saw as its doomed fate.'” Despite asserting a new commitment to Native-
American health after the 1970s and 1980s controversies, the 1990s ideology of the IHS
continued to represent a contradiction between promises and implementation of policy,
especially regarding physician autonomy in prescribing Depo-Provera and Norplant. The
1998 Reauthorization of the Indian Health Care Improvement Act stated that two of its goals
were to “reduce breast cancer deaths to no more than 20.6 per 100,000 women [and] reduce
deaths from cancer of the uterine cervix to no more than 1.3 per 100,000 women”; however,
IHS physicians ignored evidence that Norplant and Depo-Provera caused cancer, and they

still provided the drugs to Native-American women.”” Because no national tracking system

'* Abbey B. Berenson and Constance M. Wiemann, “Patient Satisfaction and Side Effects with Levonorgestrel
Implant (Norplant) Use in Adolescents 18 Years of Age or Younger,” Pediatrics 92 (1993): 257.

'** Indian Health Service, http://www.ihs.gov (22 September 1999).

'** As public and governmental opinion revealed, indigent women faced a greater chance than middle class women
to be the subject of reproductive control. This trend meant that IHS physicians often might have viewed Native
Americans, of whom 31.6 percent live below the poverty level, as especially appropriate candidates for birth
control. This poverty rate contrasts to 13.1 percent for the entire American population. (Today, the median
annual family income for Native Americans on tribal lands or reservations is $13,700). Not only was the Native-
American birth rate, 25.6 per 1000 population, 65 percent greater than the U.S. all races birth rate and 74 percent
greater than the U.S. white rate, but women under the age of 20 produced 45 percent of the births. Trends in Indian
Health, 35 and 5.

16 1998 Reauthorization of PL 93-437. In at least three different human studies, researchers proved that Depo-
Provera increased the risk of breast cancer for women under 35. The World Health Organization reported that after
four years of Depo-Provera use, a woman’s risk doubled (it is interesting to note that in many of the countries
where the WHO conducted its studies, the breast cancer rate was significantly lower than that of the United States).
In addition, some researchers link Depo-Provera usage to cervical cancer. Ellen Chen and Charon Asetoyer, A
Review of the Use and Effects of Depo-Provera on Native American Women within Indian Health Services and Other
Federal Agencies (Lake Andes, SD: NAWHERC, summer 1995), 8. The Population Council warns that warns that
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for the IHS’s use of Depo-Provera existed, physicians had the opportunity to administer the
drugs without the agency questioning their medical discretion. The IHS Patient Education
Protocols Family Planning section only coded for discussion of basic anatomy, oral
contraceptives, diaphragm, condoms, and sterilization—not for Norplant or Depo-Provera."”’
The IHS Primary Care Provider, a health newsletter targeted toward IHS health care
providers, demonstrated how highly the THS regarded the opinions of physicians and gave
health care providers the opportunities to influence their colleagues regarding contraceptives.
The comments that physicians and nurses expressed in strong support of Norplant
contradicted the THS Reproductive Policy which stated, “IHS will neither promote nor
discourage sterility or fertility. . . . Its overall policy is geared to the enhancement of life
through assuring the availability of legally, ethically, and medically acceptable information
and services that afford families and individuals the opportunity to assure that each child is a
wanted one.”™® Michael D. Brown, R.N., began the discussion by painting an unrealistically
positive picture of Norplant; rather than encouraging dialogue on the drug’s strengths and
weakness, Brown set a pattern for the continued one-sided praise of Norplant. He touted the
drug’s effectiveness, “quick reversibility,” and continuation rates (patient satisfaction)—but
he failed to acknowledge clearly that the research he presented reflected the experiences of
women in Third World countries who often had no choice to discontinue use. He highlighted

its low failure rate (75-100 times lower than that of oral contraceptives) which made it the

most effective reversible method of contraception. But Brown never discussed side effects or

the necessity and difficulty of obtaining informed consent.'”

women who have known or suspected carcinoma of the breast should not use Norplant. “Population Council
NORPLANT Implants Briefing Sheets.”

157 [ndian Health Service, “IHS Patient Education Protocals,”
wysiwyg://347/http://www.ihs<gov?M...re/ClinicalGuidelines/ProthEd.asp (9 September 1999).

William H.J. Haffner, M.D., Senior Slinician for Ob/Gyn in the IHS told NAWHERC researcher Linda Krust that
the IHS abandoned any sort of proposed tracking system for Norplant and Depo-Provera after the drugs gained FDA
approval; he said they were like other contraceptives, which the THS did not track. Linda Krust and Charon
Asetoyer, A Study of the Use of Depo-Provera and Norplant by the Indian Health Services (Lake Andes, SD: Native

American Women’s Health Education Resource Center, July 1993), 13.
15 United States Department of Health and Human Services, Indian Health Service Manual (Washington, D.C.:

Government Printing Office, 1990), 71.
159 Michael D. Brown, “Norplant: The Newest Reversible Contraceptive,” The IHS Primary Care Provider 18, no.

2 (February 1993): 17-18. Brown is the Senior Clinical Nurse Specialist at the Indian School Health Center,

Haskell Junior College (Lawrence, Kansas).
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While Brown represented localized support for Norplant usage, IHS Senior Clinician
for Obstetrics and Gynecology, William J. Haffner, M.D., expressed from an administrative
perspective how “personally delighted” the availability of Norplant made him. Although his
article in the Provider described some very basic potential side effects of Norplant, he
dismissed them as “temporary.” He emphasized the autonomy of physicians in making
decisions about how to educate patients, suggesting that “counseling can be done
individually or in a group class setting at virtually any time and the prospective user can be
given the manufacturers patient information booklet to take home with her to study at her
convenience” (see appendix D). This statement revealed that he failed to consider that
women in the Native- American community might not feel comfortable discussing birth
control in a group setting. His assumption that a woman might need no assistance in
understanding the complicated language of the information booklet also revealed how some
physicians might dismiss women’s right to informed consent. Furthermore, by suggesting
that women had the intelligence to comprehend medical terminology without assistance,
Haffner entirely contradicted the argument that poor women were “too dumb” and acted too
“irresponsibly” to use provider-compliant oral contraceptives.

Citing the high incidence of teenage and unplanned pregnancies in the Native-
American population, William L. Dienst, M.D., and Louis Billedeaux, M.D., praised how the
85 women using Norplant in the Crow Service Unit enjoyed their experience. As Brown did,
they emphasized Norplant’s safety. They cited evidence that just as Depo-Provera had
become a phenomenon among the Native-American population, so many women began
requesting Norplant that they created a staff position titled “Norplant Coordinator,” whose

job was to maintain a waiting list and educate patients and practitioners. Dienst and
Billedeaux said they gave priority to patients who recently had an abortion; sexually active
teenagers with one or more children; nulliparous, sexually active teens with parental consent;
females age 18-21 with multiple partners; and females in their 20s not ready for sterilization.
Most significantly, the article demonstrated the connection between Norplant and sterilization.

The physicians explained that one woman who could not handle the side effects of Norplant

opted for a tubal ligation upon removal of Norplant, proving that Norplant could be used in
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place of sterilizati . i
ation or to achieve a similar effect to sterilization. Dienst and Billedeaux

advocated . J
Norplant for alcoholic patients, even though the liver disease present in many

alcoholic ; :
s could lead to toxic accumulation of levonorgestrel, Norplant’s hormonal

component.” By arguing that Native-American patients could not remember to take oral
contraceptives, Dienst and Billedeaux implied that physicians should use their authority in
such a situation to determine whether the side effects of Norplant would pose less of a danger
to an individual than the individual did to society at large.'*'

In response to Dienst and Billedeaux’s article, Eric Henley, M.D., wrote a letter to the
Provider editor in which he advocated even wider use of Norplant. He suggested that the
Crow Service Unit might have limited the availability of Norplant to women by
“unnecessarily alarming” them about Norplant’s side effects. Henley explained that rather
than using the “alarming” product insert from Wyeth-Ayerst, the Crow Service Unit issued a
consent form that simply described the procedure and confirmed that patients had read a
basic fact sheet. Emphasizing that physicians played a critical role in reducing barriers to
family planning, he encouraged physicians to “minimize clinic return visits for pill
prescriptions by giving out more pill packs at a time; let adolescents who are reluctant to have
a first pelvic exam have three months of pills without an exam in order to build a relationship
that will allow the completion of the exam at a later date . . . and increase . . . accessibility to
the ‘morning-after-pill’.”'® Henley’s suggestions for liberalizing access to contraception
contained an inherent paradox that increasing Native American women'’s freedom might have
also threatened their overall health and relationship with their physicians. If physicians used
their authority solely to advocate birth control, then they would seek to achieve one

goal—reducing pregnancies—rather than consider potentially dangerous side effects that

long-term hormonal contraceptives posed to these women.

160 The Population Council warns that women with acute liver disease should not use Norplant. “Population

Council NORPLANT Implants Briefing Sheets.”

161 William L. Dienst M.D., and Louis Billedeaux, M.D., “Subdermal Contraceptive Implants in the IHS: The

Crow Service Unit Experience,” The IHS Primary Care Provider 18, no. 2 (Februa‘ry 1993): 20-313 William H.J.
Haffner, M.D., “Norplant: Comments from the Senior Physician,". The IHS Primary Care Provider 18, no. 2
(February 1993): 19. Dienst and Billedeaux practice at the PHS" Indian Hosplfal. Crow AienC)"d(Mc;r;lar::’). ol
162 Eric Henley, M.D., “Letter to the Editor: Norplant Implants,” The IHS Primary Care Provider 18, no.

1993): 117. Henley is the THS Albuquerque Area Maternal Child Health Consultant.
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Because Depo-Provera and Norplant share the same primary hormonal component,
progesterone, they pose similar side effects to users (see appendix E). The specific health
concerns of Native-American women, particularly their problems with liver disease and
diabetes, make these drugs a particularly inappropriate choice for them. J.C. Konje
concluded that one of Norplant’s most significant dangers involves its ability to alter
carbohydrate metabolism and increase the chances that women predisposed to diabetes
eventually could develop the disease.'” Like Depo-Provera, Norplant severely disrupts
bleeding patterns; American Health Consultants reported that almost 75 percent of women
who discontinued Norplant did so because of problems with irregular bleeding.'”
Researchers at the Native American Health Education Resource Center (NAWHERC) proved
that because women who use Depo-Provera or Norplant do not deal with a threat of
pregnancy, they are less likely than other women to use condoms, which provided protection
against sexually transmitted diseases (STDs).'” Condoms provide particularly necessary
protection for Depo-Provera users, as studies of the drug have proven that it affects immune
system function, making the user less able than a person not using the hormones to fight off

the diseases with which they may have come in contact.'®

* * *
In February 1999, the Native American Women’s Health Education Resource Center
conducted a focus group of women (ages 18-37) from the Aberdeen area of South Dakota,

North Dakota, Iowa, and Nebraska; it represents the most recent commentary on the subject

of Native-American reproductive health. The discussion elucidated how Native American

women viewed contraception from an entirely different perspective than IHS physicians,

163 3 C. Konje, “Effect of Continual Subermal Levonorgestrel on Carbohydrate Metabolism,” American Journal

of Obstetrics and Gynecology 166 (1992): 15-19.
164 American Health Consultants, “Arrival of Norplant May Be Bittersweet for Clinics,” Contraceptive

Technology Update 12, no. 1 (January 1991): 33-35. Ina multi-national study, some Norplant users reported
bleeding for twenty days per month; others did not menstruate for the duration of the implant, but menstruated two
times per month after discontinuing use. Giselle Garcia and Solange Dacach, “Norplant—five years later
[Brazil],” in Mintzes, 73. : . ;

165 Natasha Lewry and Charon Asetoyer, The Impact of Norplant in the Native American Community (Lake Andes,
SD: Native American Women’s Health Education Resource Center, June 1992), 15. Of the women the NAWHERC
surveyed in this study, only 54% maintained a monogamous relationship and no women—monogamous Orf

not—used condoms.
166 Trends in Indian Health,
rate in 1987 and STDs reached epidemic levels,

mmunities, where the AIDS rate in 1994 was 7.8 times the

122. In Native-American co
er risks than ever.

women not using condoms faced great
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pointing to breakdowns in communication that threatened their reproductive freedom. Those
who had sought care in various service areas found that inconsistencies existed among the
personnel of different facilities; some physicians provided thorough examinations without
rushing, while most failed to answer women’s questions regarding reproductive health to
explain birth control options. One woman told of her experience in realizing that an IHS
“physician” who had treated her did not even possess a medical degree; another lamented
that although she had lived in the same area her entire life, she never saw the same physician
because the IHS experienced such rapid turnover in personnel. Three women agreed that
IHS staff members continually breached confidentiality issues when they gossiped about
pregnancies and left medical charts open on the counter where other patients checked in.
One explained, “I went into the clinic. I was 23, and I found out that I was pregnant, and by

the next day, so did all of Eagle Butte. That pissed me off. I could not believe it. I was still

29 167

trying to accept the fact that I was pregnant.

The discussion revealed that physician autonomy in acquiring informed consent often
proved troublesome to women who felt their physicians did not properly educate them about
Depo-Provera and Norplant. Thirty-two times during the session, women discussed their
frustration with the lack of information they received from their providers; about half of the
complaints involved birth control. Frequently, women made comments such as: “They gave
me pamphlets, but only after I started asking questions. . . . I don’t think I've ever gone to

one place where they’ve sat down and told me every option available. It seemed like they’ve

always picked what was the contemporary thing at the time, whether it be the shot . . . or

Norplant.”'® Only three women recalled signing a consent form before accepting specific

contraceptive treatment, and those who did believed that they did not acquire proper

education about dangerous side effects. Although the Provider suggested that allowing

women to take pamphlets home provided effective counseling, the women expressed their

opinion that often, physicians never gave them the pamphlets. One woman asserted, “I've

never gotten a pamphlet I could take home and read at my leisure and be on the lookout for

167 Native American Women's Health Education Resource Center, Focus Group Report Examining the Indian Health
Service’s Reproductive Health Care for Native American Women in the Aberdeen Area, (South Dakota: NAWHERC,

1999), 13-15.
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and be able to say, ‘Oh, I am experiencing these side effects . . . so I'm stuck out there in

limbo,»1®

Implying that physicians took advantage of the trust placed in them, these Native-
American women reported that IHS physicians especially adopted a casual attitude when
administering Depo-Provera. Because the Native American custom of respecting Elders and
professionals discouraged these females from asking questions, physicians encountered many
Opportunities to assume unchallenged authority regarding birth control. One woman
explained that “growing up in the IHS, you never realize that it’s okay to question, that it’s
okay to be more informed and that more [information] exists.” Another agreed, remarking,
“They [at the clinic] make it seem like we are inconveniencing them by coming to the doctor
or the clinic. . . . It’s like they don’t care, so you don’t care, so they don’t care.”™ Often,
physicians only gave women a pamphlet that Upjohn developed, not the package insert. One
woman said the pamphlet “makes it [Depo-Provera] sound all nice.” “And convenient,”
another woman added. She explained that as soon as she suggested that she might want the
shot, the physician gave it to her without warning her of the side effects. Twenty five percent
of the women said they had never been counseled about side effects of their contraceptive
devices.”' This demonstrated the danger in having no regulations mandating that physicians
properly discuss the side effects of Depo-Provera or Norplant or that physicians offer other
contraceptive alternatives.

* * *

Throughout the 1980s and 1990s, Native-American activist groups and individuals
followed the inspiration of leaders such as Constance Redbird Uri, M.D, in articulating their
claims that IHS physicians continued to control female reproduction through Depo-Provera

and Norplant. Many of these activists charged that these birth control methods represented a

' Ibid., 10.

' Ibid. Despite the fact that physicians potentially could coerce poor women of color into using Norplant,
Wyeth-Ayerst initially resisted FDA suggestions to mandate consent forms. For four years, Wyeth-Ayerst
defended its decision not to require consent by saying that consent forms often triggered women to worty
unnecessarily about a “safe” drug. But because the FDA received more than 6,500 reports of adverse side effects
from Norplant during its first five years on the United States market, women did have good reason to wOrTy;

Wyeth-Ayerst eventually complied. Keith Epstein and Bill Sloat, “Norplant distributor agrees to consent forms,”
Plain Dealer, 29 July 1995, sec. A, pp. 1 and 8.

7 Ibid., 12-13.
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new form of S
IHS sterilization. Charon Asetoyer, Executi Di
iR ' 2 1ve Director of the NAWHERC,
1ly planning for the IHS has meant sterilizatio d i i
R n, and it has meant various
to reduce a woman’s pregnancies. It hasn’t ne il i i
. . cessarily provided services
0 can’t have child 2 i :
i 1 ren. It’s not about child spacing. It’s about pregnancy
ention altogether.” :
gether.” Because drug developers did not intend for hormonal contraceptives
to sterilize wo
men  permanently—though their side effects accidentally may cause
infertility—As : -
y etoyer believes that IHS physicians could administer the drugs without facing
criticism. “O
Nnce a woman uses one of them [Norplant or Depo-Provera], she has no control.

She is at /
the mercy of her health care provider. Sterilization is not just a permanent act. We

need
to reeducate ourselves about that and broaden the definition to ‘interim

sterilization.’”'”

Along with the NAWHERGC, the Minnesota Indian Women’s Resource Center has led

the movement to encourage activism, particularly among Native-American women. The

Minnesota center promotes the idea that “the path to recovery is within all women. . . [the

Center will] assist American Indian Women so they can enjoy a better quality of life for
themselves and their families.””” Although both resource centers have used group therapy
sessions, individual counseling, and community meetings to address issues such alcoholism,
domestic violence, and AIDS, they have always focused heavily on reproductive rights.” By
publishing three reports on Depo-Provera and Norplant, the NAWHERC hopes to inspire

more extensive governmental investigation of the alleged abusive behavior of IHS physicians

in prescribing the drugs to Native-American women.”” The NAWHERC and Minnesota

Indian Women’s Resource Center also wants to use reports to encourage dialogue among

Native-American women and establish a modern-day sisterhood that once existed so strongly

in traditional culture. Asetoyer believes that giving women voice among their peers would
translate into their increased confidence with IHS physicians. She explains that encouraging

7! Ibid.

172 Asetoyer. . :
173 Minnesota Indian Women’s Resource Center, Homepage,
http://www.nnic.com/miwrc/MIWRCprograms.html (9 September 1999).
174 For more information about NAWHERC programs, se¢ 1598
gopher://gopher.igc.apc.org:70/00/0rgs/nawherc/about.

175 Chen, Krust, and Lewry.
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women to speak their minds could help destroy the pervasive attitude among IHS physicians
that Native-American women simply did not possess the intellectual capacity to make their
own decisions regarding contraception.

While some groups such as the NAWHERC maintain a more radical perspective by
suggesting that THS physicians intentionally sought to control the reproduction of Native-
American women, the Association of American Indian Physicians (AAIP) continues to focus
its efforts on creating dialogue among Native-American physicians and educating them about
new developments in health research. In 1999, the AAIP held seminars on diabetes,
osteoporosis, and the future of Native-American health. Activities aimed at attracting more
young Native Americans to the medical field included a National Native American Youth
Initiative rally and Pre-Admission Workshop at the University of Minnesota medical school.”
According to Rob Hamilton, member of the Association of Native American Medical
Students, the organization’s efforts met success in convincing him to consider medicine as a
career. Raised in rural northwest Oklahoma, Hamilton first joined the military after high
school, then eventually found his way to college as a pre-medical student. He heard one
speaker from New Mexico giving “a glowing recruitment speech about how much he
enjoyed it [the THS] and how it was not as backward as he had anticipated. It [joining the
IHS] is something to which I really give serious consideration.

To go where needed
most—that’s the goal, isn’t it?”"”’

IHS employees also responded to charges of reproductive control, asserting that as
women’s strongest advocates, they never would have allowed involuntary sterilization and
coercive use of Depo-Provera and Norplant to occur. Dorothy Meyer, CNM, argues, “it’s

like people are personally attacking me and my friends who work here for what we’ve tried to

do and tried to facilitate for other people.” Meyer explains that she admires the Native-

American way of life, and only wants outsiders to allow her to “do her job”—trusting that
she and her colleagues have good intentions: “They’re [critics of the THS] not sitting there

with the patient, trying to understand what the patient is going through. . . . People who work

176 Association of American Indian Physicians, “1999 AAIP Activities,”
http://www.aaip.com/activities/index.html (22 September 1999).
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in the THS are the same people who go to the barrios or into the Peace Corp. They’re not
here for the money.” She believes that she could not manipulate Native-American women
into taking certain types of contraceptives because Native-American women “speak their
minds, or show their minds through their actions.”"” Kathy Ray, an IHS Midwife, remains
angry at charges Uri brought forth in her sterilization reports. Ray claims the reports were “a
bunch of garbage. I don’t think there’s any force involved here because you don’t strap a
patient down and take them into surgery fighting.” She sees Depo-Provera as an exciting
option for women and is “tired of the bad publicity articles. . . . Do you want choices in your

reproductive health? I think that says enough right there. Pregnancy affects our lives

tremendously.”"”

* * *

Beginning with the eugenics movement, which a small group of activists dominated at the

turn of the century, the push for involuntary sterilization and coercive use of Depo-Provera

and Norplant occurred quietly alongside major national events. Beyond the concern of

mainstream America, certain government agencies, politicians, and physicians encouraged

birth control among poor, minority women. While debates over reproductive issues focused

on abortion during the 1970s, physicians sterilized hundreds of thousands of poor women in

family planning clinics across the country. Because the FDA did not approve Depo-Provera

as a contraceptive until 1992 and therefore loosely monitored its use, the IHS was able to give

mentally retarded women the drug during the 1980s. Mandatory use of Norplant simply

lurked in the background of 1990s debates over “welfare queens” who allegedly were

bankrupting the public assistance system. Advocates of sterilization, Depo-Provera, and

Jant for poor, minority women arguably achieved their goals because their intentions

Norp

appeared altruistic; these advocates believed that because certain groups of women could not

es regarding contraception, someone else should make the decisions for

make intelligent choic

Although feminist organizations could have generated protest against forced or

ass leaders often failed throughout the 20th century to

them.

coercive contraception, white, middle-cl

177 Rob Hamilton, University of Minnesota School of Medicine student, email correspondence with the author, 8

November 1999.
178 Meyer, interview.
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ensure tha : ;
t the reproductive freedom they desired would exist for all members of their

gender.

From this investigation of poor, minority women and their experience with
reproductive control, a pattern emerges that physicians affected women more directly than
government agencies, birth control proponents, or anti-welfare advocates. While the social
and legal influence of physicians made them leaders in debates throughout the 20th century,
their power arguably lay more in their authority over individual patients. A court could
mandate sterilization, and organizations such as CRACK could offer financial incentives for
the use of long-term hormonal contraceptives, but physicians had to perform the actual
sterilization procedures or administer drugs; their actions either could increase or restrict the
reproductive freedom of poor, minority women. As demonstrated in the Native-American

experience with IHS physicians, the actions of physicians often have resulted in negative

consequences for women. Because the IHS refused to monitor closely the behavior of its

employees, physicians had full authority to treat their patients as they deemed proper—not

always as their patients desired. Without an agency enforcing strict procedures for educating

patients, physicians often failed to consider that ultimately, women themselves should have the

choice whether to undergo sterilization procedures or take long-term hormonal

contraceptives.

Although many physicians believe that they help women by promoting permanent or

long-term contraception, the paradox that physicians also cause harm to their patients must

cease to exist. Particularly in the Native-American situation, increased agency surveillance

through the use of mandatory consent forms and tracking systems for Depo-Provera and

Norplant represents a technical safeguard against problems of reproductive control. However,
the real, less immediate solution lies in changing physicians’ attitudes toward Native-

American women and helping them believe that their patients can make intelligent,

responsible decisions regarding contraception. This strategy not only encourages physicians

to converse openly with their patients, but it allows the THS to maintain its hands-off approach

to monitoring the medical practice of physicians. Native-American women’s advocacy

179 Kathy Ray, Chief Midwife at the Rosebud PHS Indian Hospital, interview by the author, 29 October 1999.
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Wi A It 18 it SOCIAL SERVICLS Uk RTHERT
VLU TARY STERILIZATION ‘
PATIENT CONSENT FORIM

soTluk: YR DCCISTOR AT AnY TIE uOT TO BE STERILIZED WILL NOT RE ‘
WITHIRAHAL OR WITILULDING OF ANY RENEFITS FQVIDED BY Pagéég}-i; (IJg. p&fEJJEETS
/ :

" A non-therapéutic sterilization may not be perform
.10 ed until at least 72 hours
have elapsed after the exccution of the consent document.

have been counseled by -

, of

S T e e SOl the below mentioned it i i
for e voluntary sterilization: " ems in regard to @y request

1. PROCECURES FOR VASECTOMY

[ understand that sterilization for men is the surgical procedure called the vasectomy.
1n a vasectomy 3 doctor cuts and ties off the vas tube so that the sperm, produced by
the testicle, cannot mix with the semen. What the doctor Jocs is very simple. Usually
it i- done in his affice ami only Lakes about 3 half hour and he usually uses d local
anestnesia. The vasectomy is a permanent method of contraception, A doctor will not -
ysually perform 3 vasectumy unless he is sure that the man who wants it Understands

that it is permanent.

Therc are some temporary inconv

to be limited in the following
for the nest 3 moulhs, or wuntil the jphysician is able t

sperm present in the ejaculate. Sexual relations arc u

eniences following vasectoamy, normal routine may have
2-3 days and an additional con’raception is necassary
o doteraine that there are no

sually not humpered.

Also, with the male vasectumy, as with any other surgical prccedure, there are poten~
tial-side effects. Any tiowe one makes an jncision in the hwman budy, there is 3
possibility of jmmediate or delaved bleeding and/or infection. With vasectomy, these
side offects are very rare ond wuch less frequent than similar side effects of the
sterilization procedure for women, From the physiological point of view, there is
‘no difference in the soxunl relationship of a wan and a woman hefore and after
vasectomy has been performed. Sezual excitement, soxual intercourse, and orgasm
remain totally unaffected. fhe nature of the ejaculate is thinner and less opaque.

. The amount is fractionally reduced.
11. PROCEDURE FUR TUBAL LINATION
wwed to block the path of the reproductive cells

[ understamd this operal ion io porle k
-« fertilization occurs.

so they camot reach Ll utcrus whey
) This operation

does not affect either menstrual
at which change of 1ife occurs

Addressograph or [.D. periods or the age
The ovarics and uterus are unchanged by the
operation, the ovary conlinues o release 3n -
eqy each manth and tying the tubes werely prevesnt

being fertilized by the sperm.
by the ovaries
t interrupted by

the eqg fvom
Production of female hormones

that determine feminity is no

ST-007 ( pom )
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ENCLOSURE..IV

I1. PROCZDURE FOR TUBAL LIGATION (CCNTD) /

cutting and tying the tubes. As with male vassc’nmy, no reduction of sex drive or
ica occurs. Also as with the male vasectowr; and with any other surgical

procedure, there are potential side effects. Any time one makes an incision in

the human body, there is a possibility of immediate or delayed bleeding and/ar

infection.

© A, TUBAL LAPAROSCOPY

The physician mkes two small incisions about a half inch long in the abdomen.
Through one incisfon is insertsd a laparoscope, an instrument that combines a
high intensity.light and magnifying lenses. Carbon dfaxide gas is then pumged -
in to distend the abdomen, thus allowing the physician to see the Fallopian
tudes zore cleariy. A second instrumant, comining a tiay forcep and 3 cauter-
1zing device, is inserted into the other incision. Grasoing the Fallcofan tude
wita the forcegs. Lae pnysician fuses Tne tube ShuT witn 3 OFIEF OUrSI <7
electricisy. This oracecure is done an bat3 swher, Lagarsscopy IS orzirzrily
performed under general anesthasia, In m2av cases the woman is able In Teave
she hospita! the séma day, altnougn an Qvermigat 3Tay may Ve N2Ces3ary. ~3
with any surgical procedure, tnece are scme cotantiai sice efTecTs; Agwarer,
with this grerstine, they are :wieieal. Sez:-avy cnly zases 3 Yas days wih

some slignt discomfort in the abdominal area.,

8. ABDOMINAL TUBAL LIGATION

The physician makes an incision Just 2bove the pubic hair 1{ne about ‘4-5 inches
long. Tne pnvsician will expose the Fillopian tuoes and <ut a small piecs out
of bath tubes, tying and cauterizing the ends of the tubes. The abdominal tuzal
ligation is usually performed under genaral anesthesia and frequently in com-
#e=zins fn the hospizal

Junctise with other abdcminal surgery. The wozan usually se=ii
The abdominal mescles will feel sore, and it may take a faw days

for 2-3 days. Th
5 walk aasiiv. iormal activity zay ba resused arter 10 32ys, Or <nensver tnz

gnysician advises.

€. VAGIHAL TUBAL LIGATION

This procedure is performed through an incision about one inch Icr;g in the
vaginal wall. The patient is in the same position as when having a pap smear,

ind generally has nad a general or.spinal anesthetic.

The physician inserts an instrusent called culdoscope through the incision to

locate the tubes, Tha culdoscope has a tiny forcep attachment and cautarizing

device which cuts and cautarizes both Fallopian tubes. After he has cut and

cauterized the tudes, the physiclas closes the incision with suture which dis-

solve in about 10 days. The procedure usudlly Jasts about 3 half hour, byt

woman wsually remins in the hospital overnight. This has a .
1 discomfort in tia

the
slightly higher risk of infection, and the patient may fee
After 5 days she may resume normal activities,

Tower sbdomen for & few days.
but the physician should be consulted 2s to when she my resume intarcourss.
Tampons should not be used for at least 4 weeks aftar surgery.
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ZNCLOSURE IV ENCLQSURE IV

I11. 1 UIRS?STAND THAT THE [NTENT OF THIS PROCED i€ is to make ae ster{Je and urtole .
2 have adcitional caildren. 1 have been 1 formed that this proceGure is non-
reversible and that it must be considered i< such prior w oy consenz. [ 2=
iware that on occasion some people have psvinolagical depression after tubal
ligation or vasectomy. It was pointed out that the intasnse counseling performed
prior to surgery is an effort to minimize this depression. [ understand that
this procadure will in no way intarfere with my normal sex habits aftar recovery
and may decrease sexual tensions caused by the fear of unplanned pregnancy.

IV, METHODS OF FAMILY PLANNING -

/

Ouring the counseling session(s) prior to my surgery I have been 1nstmcted"ln ather

nethods of Yamily planning: <

1. PIUS: [ was tol? how the pi1l works and that the effective ra2z2 was

tne nighest availivle among non=surgical mathods. [ was informed that

30E e Cthard epiiesion

MM P g Mamytiyyn 1T ohin leme Ton=y pZsme bl

ugon the needs af tne inaividual.

2, I'0: The intrauterine device was exnplzinad and Zsmonstratad incluci=a
approgriate efrective rates and the fact that this method rzauires ad
caily pills or sther finction to bDe rememcared daily. The discenfor—s
wnich sczmatioms accampany insertion were explifned is were the niserdus

types of IUD's.

2. DIAPHRAGN: This method w&s explained ta me starting with the method of
Deasurezznt. [ was instructed oa how to {nsert the device properiy and
the ibsolute requiremant to use proper lusricants, [ w23 informegq that -

the diaphrass aust be used each time intercourse scours. -

4, CONDOM: Condoms were explained is an effective mathcd, especially when
used in conjunccion with spermactdal foam. ! was told that when used
azcording t3 directions, these twe mezhizs {n’comdination shouid o2
considered as 2ffective 1s the birth control 2ill with rawer sidz efFec:s.
I was alss inrnrmed that some pregnancies occyr «hen only Qne OF Ina2se
rathods is used, and that an interruption in the Joveraxing process i<
necessary to insure proger contraceptive protection «hizh scxe individuals

deem undesirable.
5. FOAM: Foam and other cheamical spermacides such as jellies and creams
were explained as an effective method, especiaily when used with a
condom. . [ was told that when used accarding to dicections, these 2wo
methods in comtination should be comsidered as effictive as the dirth
control pi1V with fewer side effects. [ was 1150 cold that pregnancies
may result when foam, cre:a or jelly is used by itself. I understand
that to use foam there may be an intgrruption in the lTovemaking process
which some people find undesirable.
TURAL: Katural family planning was explained as a method {avolving
selective abstinence. [ was told that anly on certain days could I
get pregrant and was told how to predict when these days were. I was
informed that this was a highly participatory method and cooperation
(from sex partner) was an absolute necescity besfore any contraceptive

protection was avaflable.

K]




Appendix A

ENCLOSURE 1v i ENCLOSURE IV

]

Iv. MTaaos oF FRAILY PLAmING (C35Tot f

o STERILIZATICN: This surgiz:l procedure . 1s explained to ze As a Tazace
to make my body incapable cf becoming prragnant/cr =3king a n oregnant.
[ was informed that some individuals acsidentally become pregnant/impregrata
after this procedure because the camal wnich is cut during the operation
grows back. I was told that this is rare. [ was also informed that some
individuals have periods of depression following this procedure. 1 am fully

dware that | may, at any time oefore surgery, retract my consent to have
this procedure performed. I am also aware thzc my decision will not in

iny Way affect any other benefits or privi'leges which are available to me

or fy family froa this or any other organization.

| have recefved counseling as described above and have been given an
oppartunity to ask additional questions about any and all metnods, procedures,
risks, benefits, or aother concerns wnich [ may nave.

[ uncerstand that there muss pe 2 72 hgur waiting ceriod Setween the

tize ! receive counseling 2aa sign :nis consent form, ars zhe time =y
stariiizatisn surgery is aczually performed.

surgica!

I ~Cw nereSy vei.ntiril, szzsent I3 2

sterilization procadure.

(SIGNATURE QF PAVIERT)

(CIGATGIE UF PElen GBSl TS wohslie )

(316iATURE CF SFCUST] - (17 ARRis9,

L) YY)
» was designated by

as her/his auditor-witness, an2 was

present when sn2, he received her/his counszling and information on steriiizaticn
sirgery and birth cortrol Zsthos. Everything Jdescribed Dy this consent form was
Jiscussed and :;nre were opportunities for adgitional questians.

“(STgnature of auditor-witness designated By

patient) e

(Time) (Cate)

32
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MCdroxyprogesterone acetate injectable suspension, Usp.

Pharmacia
&Upjohn

muhu—-ﬂml&mu—mu’—-mmm—*-—q
m—ad $isareoe.

ummwu Cormacmve Fycion Conuanm mAkOmsomInone e, 4 owvatve of s rre. A0 I proe 1 Mecreraroos.

‘ware Couae r Xin Iy € LaER 31 (VA V4 AU 4 3 W O e, YV Y et e e oo e

e Iemeren 2" € et 10" 1 6 Imaly ok o) OMVORIT, ke 1) PV 0 (ML Py <O 1 ATITE et ey ey
N i ¥ FIY vl ERoRdde W e

oy 1% ChemICal ame (0 medioTYIN 00N Ine acetate 15 1 s one. ] 20.cione
Go Tlacrtyney) bt (6a)- [he SN hrmias m 5 loliows.
ot APO-PROVERA Ciroxcaytnve yechon ke AMEQLN (M) vgmon £ avuiaie v vy,
’vﬁ'o'; el el ares sach avsneg 1 o DRV rITre acatae s aypenr,
[ anumon 140 mym
Lach L ureans
MmO e st 150 mg
“hettrviers ghyend 1150 9y
oot ) 20m
15 e crkeeee 488 m)
y Mt 137my
Ao aen niso
medroryprogesterone aetate i) e o .

AP VORGP, pH 1S X e wh Scxium I Foa® of hyrechione acad, o [om

CLMCAL PRARMACOLOGY

JEPO PROVERA (Lr@acryine EWion (MRYOTMIOLPATIP ¥ NA#) WYVl ATWYIRTR) 2 e (scommenund come 1o wewren vy 3 o,
0ty 1 TN o (YOO, W 11 1AL 4TS L5104 MAFXN 0¥ WA ¥ (RS W MEOTTOd Py 1vme renn
ronce I IRV

Apperdix ¢

TR AT 6 100 05 G o 10 00 s (' it 17, #u, 4 11 8 pr 00,000 sevven por e |
L NN rRapeHt crne n €1 i of eve 4 e Crees e e ecsocmm we P e f DCPO-PIOVERA
o yane 1WIXTI 1 ST W0 w# 10l e I 79w f 1S vy R 127 ) 20 31 95% 00 931 | 0 | e ovaret, ceveapeicary
ot o L VA8 GV YT 1 e w0 e i PO PREVERA (i@ cagve e wes e 70 8 1 1 1) (5% (3
TMnin "‘"llnl"l-\vu'm:hﬂn'——\uumu’NIWWI-"“M
< Prevoerrie Oxmmy
bt b LT L LIS P SE VPSS —— HAOry TEE o8 e P o
[T PYOTIO) Yeuad amy f feme O F 10 wrgrrd. e ey vousd e te v,
i atr Loy
v IOVK1 14 18 maireonid (prvey ecreston § Ywe = 3 e v Compiee v of wsem ¥ ¢ Peve % 3 rtm omet of
[N EUR § MRPAP § PO e (e of (M SACAS R, TROCHTER <Soul] rel he e v
© Uverost  vnroey
"~ wmmwurn-ummnm.ww-mmwm-:-\'-'-vvynn-\-'n--flu*\"~
WIS e 4 e i et oy e b S R et e g, a0 { mOAsser reed eere, OMLY & e
T RIS wee (v LOSAGE AND ACMN | 241 OM)
“"'"""‘llwuur'mmm\-lwn-mudummr‘a-n—“mml a rowesd e o
T AL UL 1 RIS AR ) ) SR (7 ol rona ey | e o ecane -
A AndCHt nTrre 1 reriver o johyrecivy v ¢ wraes w otmared amorq wiwes of users o DEPO-PR0 ViRA
LIS SN 10 KT 1) MU O 0w Lo 1) s f . [ (gt e f e e P  f YRR
e M e L mare e reee 19 000 PAARA Corgaopive ymcion, i e Cures #iacs (e B mutpie SEmCs
[TVNOUR Y ) 0 ReCCaton iy
TR Dt 19 rRORT SN Te e A D )
AN P A st sl 1f 00 (veworee |
SO A ©» LS 0 G e of regranc Y e gaeel Srormeseey
| VG I MRS (19 14 (F I (e 5 p e ) () e (49 1 e prerl (OCUEINY ey e XXX oty (DL
TR IO TS AR 18 e S E I 3 ey P 17 1 o e Ad | eCase e o Pwe (TS AOMCE SV e iTOn of
‘-mv"-.all”Mlmlﬂlmﬂ"m.ﬂdimﬂ”ml"‘h‘llllh.l-_"\ﬂﬂw
07 W v
} AR T CLPO-PROVERA Camacrye yecian 1ot Airemieed naensrey © 4 et somen, € sgOReT e P e rpcion e
P ON LU0 19 (0 § oy iy T o of H Ll dewcre) bt
0

10 ATRCITEr. SO 10 PRCTCE f 2 KR dicts, o0 Twe Tewi

e U LHONIS, eu ) 18 o 15 T oAy (8 30 MO FRTCY HTOTG w1 U4 PO-PROVRA Coreacrumwe | rgacion w0 |ecome.
NP (6 Oy of ey dxiomee pan
1 Levoon

eI ATCLETS o (M) 19 (oo cot e 1 e R o e oy O PO-PROVERA Corwaceume Iecion. n rrs ) moers Fsted wen
ilmmuh'mmmmmnmnmm“ R ) PSP O D TGO
OO VO (Y2 YU it [ SO (0 OIS v e 3 R YO AT RO aOheTe sfecs P hee ot

! AIascs el Aot Anacson

UMUNIA (1 IACOU 1 R Lo e w te se of :{mu Cormacnine rpcon § n sephia i fmcon oo
LI T O] | # TIRARL YOS FUGIYACIE IR 1L SR YTy PR Vet

e |
rosse )-\nmm|u|w-mumt|nmmlruhw; Ten arrene Froren.
“aty 111 Ty Lrcrme (pciemcai (< 10 ) rvwewn 1201 200 by o] eveion (A 20 e raced racommm n caxsay proceass fo e
Y mnTpETe c v v TP AuNmE b by cxtme i N o OLPO-PROVERA
yection ey 50
rm;::: et l-::::'m CONCIIve (XYY T MOTIY w1 1Y (XU W /65 aher (icrvrvws) O PO-PROVERA Corwaceew » Inpcien
"1~ (F hAUIC KT 141 (FS/Be () T [/TCDL IS (4 DEPO-PROVERA Conraceutve iipction s (smnown.
‘mm'w TIeCTON 1% NICARI ¥y K04 T (¥ T (o [XRTanCY. [0 erise It OLPO-PROVERA Coreacrus v inetn ot
PANPTYY 10 3 LIRGNETE Oman. T (e T e aued e ven 0MLY (g (4SS 1hrys of 3 vl merrrua pert: OMLY il
7 103 St GOSALR 1Y Larg-ie, 1§ PICAGNY -l OMLY ¥ e St j<aum wert. The iy of OEPO.PROVEEA
CIXRIR v 10N (R 00 &SR 1 TP (TN (P ke (<28 DOSALE AND A IRATION) 1 5 4 lor-t rom wctaon
Cxwacr e 1 serren whvm e 3 -7 (13 we) 44V (XN (OFS 1 P © L g 0 ey e
n tve gl < Ly DEPO-PROVERA (s artve Wty e 12T Lainse (e 10f M (foup of wormen oseed w an DEPO-PROVERA
WA Snetion s D 10 LAY 7Ly Lt Pregrancy rae. 0 e My Irponn
‘og Crwy e BT yeur of use % “hown 1 idve | §xOt Iof vwaeree (vvers (1UD), imolares, sumikzaoon, 11 DPO-PR OVERA Corwaeutrve inmchon
" pat = 4 DEPO-PROVERA Cr® acectve inecton s croeei.

e -
S cxtmare) 1 o 150 g O (D@ f DLPO-PROVERA (2 e xrvive mcoer.

ANCRAL Q
1 Ty Comnecn

1R, 4TI AT e A, S Careca koY
{1 ISAVAT VOOV 10 TN AT o I A4 el e ST LS SO0 be Lok 1D e
MW CY v wen 4 werg v O o e s ce

2 A iterten

NS UCILICHA (IS (Y L e e 1 P T v 5 pT
AT 410 CYOC O 18V DPLCN. 1myaes Y cemeneen

1 Meure Cumay

Ao by e OO UCh 7 My Smpare.

P ALY K AP0 (40 e e O Ty e PO AOVERA Coriacruine inecion §iom an recal verag ¢ ey st of 136 01
WO AN (CTURNL | e Tery e (EP0-PI0VERA Ca @ recon e o aecap of 54 D Atmen w0 comges d 1 wws of
RN Al e R 0

TP 40 MU 4 s ared e 4 110 0 WO w6 L & s e an aerap A 185 B Jwo uwort of somen
AV 100§ 20 1 AR A PicES e P e

e efexy ol 4 oum o Forvi
U 00 e panest 1Pnag ey 3 mones (1] werts) i rerueaion i APT-PANEA Conacrpine necion 1 3 (F0OnED coracmow wwc 4 e (S Ay of somen who ancontrued e of DEPO-PROVERA
Lowsst £ rpected -:lyp-ui Faikre Ratws* RISV 1IN 10 DRI /MTRL LI NP Ml 1 61, of e, S o L L st of e G 4 15 ppmcnd el S of wormn
40110 MR LMY Ty ConCone wehi 12 VB, 435 Ty Crceee witen 1S AORER. 70 TT% mey Crcewe e 14 morew “om e G
Exaressed a3 Percent of Women £ rparencing an Actidensal Pregnancy LN 12 TN M8 10 ONCRUON 1o PO W D RO 1 10 ATV I S Lt eveciem we 8 v of § 0 1 morew, 4  cromseg
1n e First Year of Contirues Use 17 G0N o L 10 G ¥4 Mot o 7% 4 19 TS w0 Srcarirn ) 50 PROVERA Corwacr nechon © hecome st w1 wo
AP TR0 w1 (¥ e e et
£ 5. CNS Caonasy ang Comumons
Mecrod L . B S, el $ees wro one 4 resary o : o 0w g et e v sn s
“pcame i psazm o 2 mvvnvm;hrmmmmnm--—rm-cnuom«urmnw--m AS ocuton e
” B o
20 PORS C.rvocre Mevocicsm
o ‘ a3t $ RS 1) ICD% R ANCE VI PP v 11 o s 1 (EPO-PROVERA Crtracysees imechon Tamert. (Ve s nem of s (RO e
“ryare (6 caries) UIREIP 7 TV (SO, GHIE S Xaikd e LAl (TR i (o) ) T T
| psc——— 22 7. Lwr Fucon
ke SrOTY e 11 : . no L “
3 3 TRTN Ayt Senody Inrsmany Dy
Ll a SIS L U TV TS LOOOTE (O 1 et 'HNWIMA“)J‘HM"‘&'W(’(‘M
Tomtmed ) CRUG INTERACTIONS
ANorpacop ity as - AT AT COrCImUY Y et T 6P POOVERA Corm e e o t
w0 v NI PING P X0 R of DEPO-PYOVERA Cveneve « e IO P TV (6 TR Sy of PO ATCKY D T 50 1
(e ) A oy o .
oy 1AW 2 - P TEst
Corerm : 2 1 SPOOON VO] 1 AN of OO TV afen P ST e st
Surram 5 ] RO SN I Y 1 Ay P 4 OUONG L PO-FHOVERA Crracnuive o
> 0 0 U T ST U SO N 0 (RO (Y] LTOmTOne. A a0, AR Tl s, corec)
T T | T e ve dnaed
Spumeens i ]
e now e o I oo
w5 aren 9 un L U, ey TR
. i ) TALLON W vk fof rogvomben (acor i, and baorns VL VIR, (X and X mey oo e
) n n ‘nvmmum’mlmnummnm
Pwoac arvency " - i Te ey of meTongrapEITDNe Xt (Ko TeLYDINM e e, B nCIPE 2 (RO 1 OGN oSOl TONCT R,
Nercyaed . L] Rty Hur o (LOU) chomemo, 4 J ) howsiml have: nRow
o mesnd A i) 98
. D4 oo HARNNGS tecnon }
Source Insssel @ o PREGNANCY
* Lowed epeced - wiwn sed rucny & oveowd ey Camary C Sre “AARNAGS” ‘mon &
Iyl + wChues those nat losowrg dercoons rualy NURSING MOTHERS
T ¥om Mot packae e o NAINAGS' oxaon §
CONTRAMDICATIONS PEDATRIC USE -
LAY 4] RTINS, ) UG (S v 1R v i S WARNINGS” “extion &
‘L muum;luq-:yunlu-mxﬂhw-yw“ INFORMATION FOR THE PATIENT
1 Krow of wspeced mescrercy of ey 10T L,
‘ - LI 5 KRR wlh AT S e vl e Sre of DEPO- PROVERA Civ
s ::m::.w"um""“""""m"‘"umm' ¢ 7T LAGAR T (RCOMIMTIN T (SEGRINE (£ 1 (A TG W] 1 8 R o e 18IS, 370 berefEs 45 Socmd e e e f
& Cown Ingarsamanty b OEPO-PROVERA C, yciun xctae o 2y o €8 cther vegeOES) AD-PROVERA CordXcrutve yection, 45 Comuued wh o v - awy s o

1. Bloecsey; Irecubantes
Mot women sang OEPO-PROVERA Corwacmsve Yo erpmvce eyig00n of memsinad |

euire) paerTe. Alered meredrad b leecwy pansm
OF OINY) (F 1AMy, vy OF COrvois Dlescny, f docrmad |seec) [erusts o s Severe, quioride

TCLOY €A O rpriciatie Liveory)
espion shoud e evigd 0 e . the ossdey o 1 peroioy, av! houkd be 5 X
~wmmmmnwvm~mmmnmnmmm. morth

¥ $5% of mcmer, vt by u y % of 1 DEPO-PROVERA Carwacayr ve wyecton

2 Bone Mareral Cwges

Une of € O- PROVERA Cortaceptove vyachcn ey [ q facsrs bos e e of bere oss 5 (e

Yy years of L J o g (viated .
1 Canor Rty

. of DEPO-PROV Com vyt o of et Crear’ wd 10
-lm-.mdun'b-.‘vmmwmavmmmdmnmdm'wnnmd
ey

A pooled awiyis” fom Rk, the Workd o Shudy and the New {ealard Sacly", reporied e seiatve (1A (RS) of
e Cnca ol waren who e v s O PO-PROVRA Coxtr v i 5 1.1 39% confren servel (010971 14 ) O e s 0
beagaroduipe 9 o e of DEPO-PROVERA (4 ryection. The RR of breeet Canca kv wormen of o8 ages who had vl

§ ury 20%A15028
) e pooled rwlyses* cescribed showe, showed i rcrwesed 1R of 2,19 (5% 01 123 0 109) o
Iv-uu-un--nu-dMumm-m-“mhwiaq-ﬁmn‘mu';m
ot Mo, Ve Over sl RR o ver-wrsers of DEPO-PROVERA e orwy 12 -
mmuﬂ‘m:--... o eyl ':-.-..nn-qqnn

W PAELEE (ORI (PUINOR (0 T e abe TEM ¥ Te hprve) f THETRE T e marsus Qe mey e e g

ALY AR TURICE [y of 00N (R, 5 0T Usily (RO 10 e Lowt of aTenonTes 2 Tammert DEPO-PROVERA
e et aw 9
ADVERSE REACTIONS

0w e e Tl wen O PO-PROVERA Corwacruive inpecion, over 1900 wown, w0 weve yewnd o 1 © ] yewrs, Tepored e bliowng
MR (FCON, WA i of Y 1K e rated 10 e e of OFPO-PROVERA Corvaceyeve nsechon.
11 ioviowY] ZMeTSe (RIS were fepored Ly v T §% of Uy
Feaiacre

T e O Ounewss
hiewcny of amerorives, o e Nrvousess Ashersa femsress o Bangue)

Mgt Alromew jan of dscormon
umr-nmuuuuh’Itnudutyqullwmumrnwwvm-l

Oreasad lwin of worgem Uniartes Sodng

dacracte Aoe Rash

L uamyy Vs, e

Orprsaon Prtvec pan ot e

Nusea Bt pan Atvage

- N N (yomeh o aopeca

4 2 o e, 100 OySTEAA facial bisecing,
.ummwmusmu-mmummm\-um“m-_

g
One of e Spopuemon weh o R of 218 e 9% O 6 by wae 2 choes et rchae o vekae of | 0, #0s wrvg an
™ e i bxprup redave 1 rerusars. The vaie of 719 e ot v g W s

“-l-ldv'-llllvh-miuln-!;m-v—mdmmm.m The el ol Comcar st rrporss
"‘!mmun—mummlnq!-u-\dlly 100000 A RR of 118 #um, incweses e

84

RN —

-~ huism o
o awon Y impon dmt-v-‘nlp-




\' Patient Information

Provided by your family physician and the American Academy of Family Physicians.

Norplant Birth Control: Questions and Answers
What is Norplant? /

Norplantis a new form of birth control that lasts up to five years at atime. Sixsmall cap-
sules filled with the female hormone levonorgestrel are placed under the skin in the
upper arm. A small amount of hormone is released at a steady rate into the body, pre-
venting pregnancy. I..evonorgestre] is a synthetic progestin (female hormone) used in
many birth control pills. Norplant can be removed at any time if pregnancy is desired or
another form of birth control is preferred. 5

Who can use Norplant? >

Anyone who wants a long lasting but not permanent method of birth contfol may use
Norplant. Unlike birth control pills that contain the hormone estrogen, Norplant is safe
in older women, women who smoke and women who have high blood pressure.

Who should not use Norplant?

Norplant should not be used in women who may be pregnant. Women who have abnor-
mal vaginal bleeding or women who may be pregnant should not use Norplant until fur-
ther examination by their physician. Women with liver disease, breast cancer or blood
clots (such as in the leg, lung or eye) should not use Norplant.

How does Norplant work?

Norplant prevents ovulation (the release of an egg by an ovary). The mucus at the open-
ing of the uterus (womb) also becomes thicker, preventing sperm from entering the
uterus. In addition, the lining of the uterus becomes thinner, making it less receptive to
implantation of an egg. ‘

How effective is Norplant?

Norplant is the most effective method of birth control available today. If pregnancy is
desired, Norplant can be removed at any time. '
How soon is Norplant effective?

Norplant is usually inserted within the first seven days of the menstrual cycle, allowing
Norplant to become effective within 24 hours.

Does insertion of Norplant cause pain?

Although there is some pain from the needle used to inject local anesthesia, the pro-
cedure itself is usually painless. Insertion of Norplant takes about 10 to 15 minutes, and
removal takes about 20 minutes. An incision about /s inch in length is required for
insertion.
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Can Norplant be seen in the arm?

Since Norplant is placed in the inner part of the upper arm, it is barely detectable. '.I'he
capsules may look like small veins, and they may be felt below the surface of the skin.

What can be expected immediately after Norplant has been inserted?

After Norplant is inserted, the arm will appear bruised for about sevento 10 days. How-
ever, the arm will not be very sore and all regular activities can be resumed. The b§n-
dage should be left on for two to three days, and the arm should be kept dry. Nqnpresmp—
tion pain relievers like acetaminophen are usually all that is required forany discomfort.
If there is any redness, swelling or drainage, contact your doctor immediately.

What side effects may occur?

Most women will have irregular menstrual periods for several months. Periods may last
longer than usual, and bleeding or spotting may occur between periods. Some women
go several months without a period. Others may have a combination of these changes.
However, these changes are not serious. Periods usually return to normal within six
months to one year. Less common effects include weight gain or weight loss, headaches,
depression, acne, excessive hair growth or, occasionally, mild pain or itching at the site
of the implant. Ovarian cysts may occur but usually do not require treatment.

Is any special medical care needed after Norplant has been inserted?

Three months after Norplant is inserted, a follow-up visit to the physician’s office is
required to have the blood pressure checked and to discuss any problems with men-
strual periods. After that, a check-up once a year is necessary.

What if a woman who uses Norplant wants to become pregnant?

Ability to become pregnant returns quickly after Norplant has been removed. About
half of women desiring pregnancy become pregnant within three months, and 86 per-
cent are pregnant by one year after Norplant removal.

Can a woman continue to nurse her infant if she uses Norplant?

IfNorplantis inserted six weeks after delivery, it does not affect the mother’s milk or the
baby's growth.

For more information, contact your family physician.

Permission is granted to reproduce this material for nonprofit educational purposes. Written permission is required for other uses
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