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MERLE HOFFMAN
ON THE ISSUES

November, 1985 did not come
quietly for me. It was a month of
immersion in violence and confer-
ences. It was also a month for Quiet
Heroines.
© CHOICES, Women's Medical Center. Inc. 1986

The first two days find me in
Amherst, Massachusetts at the
"First Annual Nursing Conference on
Violence Against Women" presenting
a workshop on "Abortion: The Poli-
tics of Violence."

The opening session of the con-
ference sets the tone for two days
to come. The audience is hushed and

silent, the room dark. Familiar
images rush past on the screen—
click-click—a breast—a crotch-
leather—guns—knives—little
girls—sex and violence—Playboy and
Hustler one after another. It goes on
for almost an hour—the presenter's
voice overriding—calling our atten-
tion to the subliminal and not so sub-
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liminal sexism in the cartoon images.
Seeing this for the first time, the
woman behind me moans and groans
audibly. Later, she makes it a point
to tell me she has two small children
and from now on will be ever vigi-
lant, ever careful—insuring her chil-
dren's eyes be protected. For myself,
I had seen this show many times
before. It could be a pornography
workshop, battery, rape, child
abuse—take your pick. It could actu-
ally f i t in just about anywhere in a
feminist conference.

At lunch, I make it a point to
tell the two academic women beside
me that I had recently purchased
Hustler and Playboy. They are
aghast. "You mean you actually
bought those things?" I recount the
story. It occured in a small delicates-
sen beside a picturesque country
road in upstate New York. They sold
homemade lasagna, luncheon meats,
detergents, cigarettes and newspa-
pers. A little country store, open till
10 p.m. to give the houses nearby
access to necessities. The magazines
were kept behind the counter. You
could just make out their titles. The
cashier was blonde, young, and ner-
vous. I bought three magazines—he
could barely conceal his blushes. He
started to put them in a brown
paper bag. "That won't be neces-
sary", I said, as I picked them up
along with my newspaper. "Have fun
tonight" he murmured as I walked
out.

Going through those magazines
was an adventure—something akin
to reading Popular Mechanics. No
real sensuality or sexuality—merely
descriptions of events, orifices and
mailing addresses. It occured to me

"ON THE ISSUES"
IS ON THE AIRI

Beginning February 9th, Merle
Hoffman brings feminist issues
to TV on her weekly cable talk
show "M.H. On the Issues',' Sun-
days, 11 a.m. on Manhattan and
Group W Cable Channel J.

For more information or for
taped copies of "On the Issues"
contact Anderson Productions,
51 West 81 Street, New York, NY
10024. Telephone: 212/769-2501.

that this expression of sexuality was
a particular genre of male mental-
ity—didactic, dualistic and mechanis-
tic. S
WRIT LARGE.

The evening conference enter-
tainment is a showing of issue films.
There are only about eight women
attending—mostly 50 and older—
they sit quietly, watching shadows
of young girls describing molesta-
tions—no comment, very engross-
ing. One of the videos doesn't fly. It
depicts two women arguing while a
man lies quietly on the couch seem-
ingly impervious to them. The audi-
ence's impatience grows—"When is
he going to get off the couch and do
something?" "Change the tape—not
enough action." This becomes
extremely disturbing to me. It seems
as if even in the study of violence
and its devastation there is an
underlying sense of excitement.

A particular image remains in
my mind. It is the final day of the
conference and I am standing in a
long hallway. There is a TV. camera
and a reporter interviewing a
woman. She is somewhat nervous.
"Do I look all right? This is the first
time I'll be on television. Don't ask
me hard questions." He is reassuring.
The assistant helps fix her hair. "Roll
Cameras." Question. "Why are you
attending this conference on vio-
lence? Answer—"I'm here because
I'm working in the field and I wanted
to network with other professionals
to find out what everyone else was
doing." Question—"Is it successful?"
Answer—"Yes, so much so that I
hope there will be one next year and
the year after that."

I feel myself getting that famil-
iar anxiety in my stomach—the anxi-
ety I get when my reality directly
conflicts with the collectives; Now, I
thought, violence against women
will be thoroughly institutionalized
academically and professionally.
There will be university programs.
Ph.D.s in violence, and a new profes-
sional journal to house increasing
research on the issue. There is, it
seems an unspoken assumption that
violence against women will con-
tinue, is an accepted part of our
social reality and will be here today
and for many tomorrows.

It comes to me that the wom-
en's movement is in therapy. The
constant verbal and literary analysis
that pervades much of the politics of
the current feminist movement can

be dangerous in its seductiveness.
There is a possibility that the con-
sistent collective expression of our
oppression in prose and verse may
obviate our individual responsibility
for changing it. Anger, frustration
and rage turned inward becomes
depression. There is a pervasive
sense of helplessness—augmented
by media propaganda proclaiming
the death of the women's movement
that seems to permeate women's
consciousness. The comeback of
tight dresses, high heels, the touting
of a "style wars" as if it really mat-
tered. The inescapable reality of the
long duration and difficulty of the
struggle. The realization that things
may never change in your lifetime,
the fear of growth, the anxiety of
change, the loss of dependency, the
challenge of responsibility, the pain
of knowing you are alone. The com-
ing of age and aging, the lack of con-
crete answers and the monotony of
the same questions results in the
movement too often reflecting on
itself and diffusing its own energy.

It is a measure of the times
and the social reality that makes for
Quiet Heroines. She says she is 24
years old—very small, short dark
hair worn in a punkish style—she
had sat silently during the two hours
of my presentation on abortion clinic
violence; meeting my eyes for short
intense moments. When she speaks,
she is barely audible. The story she
tells is not unique. She was 19 years
old when she found herself preg-
nant, living in a small Catholic
town—no one knew—not her par-
ents, not her lover and certainly not
the priest. Alone, all alone, she made
an appointment at the nearest abor-
tion clinic. She had no transporta-
tion, no support, no "significant
other". After her abortion she had to
walk alone for 10 miles to get back
to her house. Alone, afraid, but not
pregnant. She walked. And today at
Amherst, in this small classroom—
here with 15 other women—she
speaks about it for the first time.
She speaks, and I listen. Listen as her
words break the silence. A Quiet
Heroine—enough courage to put her
life on the line—enough guts to go
through the abortion alone. Walking
through darkness, but unable to
speak about it. Unable till this
moment to say the words "I had an
abortion." As if the words verify the
act—as if not speaking about it
makes it go away.
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THE NUCLEAR THREAT
A Woman's Perspective
By Betty G. Lall

Where are the women? It is an
interesting fact that women have
been shunted aside when high-level
discussions turn to issues of arma-
ment—especially interesting since
women have been at the forefront
as activists where nuclear arms con-
trol is concerned. Yet when push
comes to shove, we are the ones
being shoved—away from the nego-
tiating table.

For many months the United
States and the Soviet Union have
been negotiating on three separate
armament issues, but on the large
negotiating teams of each side,
there were no women at the policy
level. At the Summit meeting last
October, one female policy maker
appeared from the U.S., Ambassador
Rozanne Ridgway, Assistant Secre-
tary of State for Europe and Cana-
dian Affairs. There was none from
the Soviet Union.

Why? After all, women repre-
sent over half the populations of
these two large, heavily-armed and
mutually hostile powers. Can it be
men are afraid of us? Afraid that
women might be less inhibited in
overcoming almost 70 years of
mutual hostility and suspicion and be
willing to negotiate reductions in our
nuclear arsenals? Afraid that we
would opt to cooperate peacefully to
avoid the possibility of a world-wide
holocaust?

President Reagan's Chief of
Staff, Donald Regan, puts down
women by claiming we are not inter-
ested or knowledgeable about ways
to avoid war and achieve a more sta-

ble peace. He told the press at the
close of the Summit conference:
They're not going to understand
missile throwweights or what's hap-
pening in Afghanistan or what is
happening in human rights. Some
women will, but most women...
believe me, your readers for the
most part if you took a poll... would
rather read the human interest stuff
of what happened."

Women care deeply about pre-
serving the values that are funda-
mental to the achievement of a
more peaceful, secure, and just
world, but we have not been given
effective opportunities to inject our
views into policy-making decisions.
We have not been given choices.

Considering the facts, our par-
ticipation certainly couldn't hurt.

In the past 13 years, not a sin-
gle arms control agreement between
the Soviet Union and the United
States has been ratified by our gov-
ernment though there have been
three important ones signed: the
SALT II Treaty, the Threshold Nuclear
Test Ban Treaty, and the Treaty on
Underground Nuclear Peaceful Explo-
sions. A fourth, a Comprehensive
Test Ban Treaty, was in the final
stages of negotiation before being
abandoned by the United States.

Why do we tolerate our govern-
ment spending so much of our
money for destruction—over $300
billion dollars this year alone? Both
sides insist on utilizing at least half
of their best scientific and engineer-
ing talent to develop, test and pro-
duce weapons. Since 200 to 500
strategic nuclear warheads are
enough to destroy most of the popu-
lation and industry of each side, why
are billions of dollars and rubles
spent to produce over 10,000 such
warheads each? Why don't we com-
plain that we are borrowing far into
the future, saddling generations to
come with this enormous Federal
debt, to wage a wasteful and dan-
gerous military competition with the
Soviet Union?

The answer in part stems from
the fact that we tend to trust the
pronouncements of our government
in Washington—a government that
is populated predominantly by white
males. When they describe our main
adversary in the worst possible
terms, we believe our leaders and
tend not to question their "facts" or
their judgment—to say nothing of
whether or not our President and his

advisers are telling us the full story.
It is a mad mad race. And it can

be stopped; but not unless women
are able to participate along with
men. Women and men generally are
socialized differently. There is no
question that throughout history,
with a few exceptions, it has been
men not women who prepare for
and wage wars.

In this nuclear age, we women
have been frightened by our respec-
tive governments whose leaders con-
trol most of the information about
the intentions and capabilities of the
adversary. If we thought the other
side genuinely wanted to reach
agreements to stop building stock-
piles, would we agree to support the
expenditure of hundreds of billions
each year for weapons and prepara-
tion for war? Did Soviet leader,
Mikhail Gorbachev, stop the testing
of nuclear weapons and anti-satellite
weapons because he wanted to lull
the United States into a trap or
because he decided this might
improve chances of reaching an
agreement for both sides to stop the
arms race? Wouldn't our two coun-
tries be more secure if we stopped
testing these weapons?

Despite the claim of the White
House, data available from the U.S.
Department of Energy and the
Swedish National Defense Institute
show that there was no sudden
acceleration of Soviet nuclear tests
in the months before the Soviet
leader announced a unilateral Soviet
moratorium and invited the United
States to follow.

The Republican Chairman of
the Senate Intelligence Committee,
David Durenberger of Minnesota,
remarked: "If the United States and
the Soviet Union could not test their
nuclear devices, neither country
could make potentially destabilizing
qualitative improvements in their
nuclear weapons...A comprehensive
test ban treaty would stop menacing
Soviet developments while preserv-
ing the technological edge the United
States enjoys in their nuclear war-
heads." (Bulletin of the Atomic
Scientist. October, 1985. page 9).

Should we believe our present
President who claims such agree-
ments cannot be verified or should
we believe our past arms control
negotiators who, under both Repub-
lican and Democratic Presidents,
negotiated for such agreements?
When we have such enormous over-
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MASSACHUSETTS EMPLOYMENT
AND TRAINING CHOICES PROGRAM-
an ON THE ISSUES exclusive interview
By Naomi F. Chase

Massachusetts Governor Michael S. Dukakis and Cheryl Liberatore, the 13, OOOth ET Choices Graduate.

Massachusetts' phenomenally
successful Employment and Training
Choices Program (ET) provides job
training, career planning, job place-
ment and critical support services
such as day care and transportation
for people on public assistance. Intro-
duced in October 1983 by Governor
Michael S. Dukakis, ET is particularly
notable for the route out of poverty
it has given single mothers.

As of June 1985, ET had placed
16,000 participants, 77 percent of
them women on Aid to Families with
Dependent Children in full-time and
part-time jobs which pay at least
twice, often three times, their pre-
vious welfare benefits. In May, 1985,
the program received the Public
Service Excellence Award from the
Public Employees' Roundtable, for
saving Massachusetts taxpayers
nearly $48 million in welfare bene-
fits, and for demonstrating, as Gov-
ernor Dukakis says, that "good
management and compassion can be
allies in the administration of gov-
ernment programs."

For On the Issues, Naomi Chase,
author of A Child is Being Beaten,
interviews Cheryl Liberatore, ET's
13,000th placement, about her new
life; Department of Public Welfare
Commissioner Charles Atkins, who
administers the program; and
Division of Employment Security
Director Kristin Demonq, whose
department provides job placement.

Chase: What is the premise of
ET?

Atkins: ET is based on the

premise that given the opportunity,
people would rather work than be
dependent on welfare. Poverty, in
Massachusetts as in most of the
United States, is increasingly a wom-
en's problem. Sixty percent of all
poor families are headed by women.
We believe that employment training
can make a crucial difference to
them. Specifically, it's their leverage
out of poverty. It gives people,
women and men, job skills and edu-
cation. It teaches them how to look
for a job. It makes welfare a tempo-
rary, rather than a permanent solu-
tion, a permanent lifestyle.

Chase: How is ET different in
the way it serves women?

Demong: I think what makes it
different and unique is that it offers
women the support systems they
need. For example, along with job
training, it offers day care. That's
terribly important.

Atkins: It's interesting that of
the women who have gotten jobs
through ET, 18 percent of them have
children under six. Now, under cur-
rent federal guidelines, these women
with kids under six are the only wel-
fare participants who don't have to
sign up for some kind of jobs pro-
gram—yet here they are.

Chase: Cheryl, you're 22 and
your son is two and a half. You're
one of those who didn't have to sign
upforET. Why did you?

Liberatore: I hated being on
welfare. When I was a kid, I believed
all those stereotypes about how
those women really liked sitting at

continued on pg. 15

MAN-MADE
REPRODUCTION
By Dr. Janice Raymond

Within the last decade, many
new reproductive technologies have
been developed. Indeed, doctors and
scientists have claimed that a verita-
ble biomedical "revolution" is under-
way.

What are the new reproductive
technologies? The most well-known
is in vitro fertilization, more popu-
larly called test-tube babies, by
which egg and sperm are joined in a
petri dish, and the fertilized egg can
then be implanted in a female body.
Any female body can gestate the
egg, not necessarily that from which
the egg is taken. In vitro technology
depends on man-made ovulation in
which, through the use of powerful
hormones, the ovaries are "coaxed"
into producing numbers of eggs.
With the development of even newer
forms of reproductive technology
such as the artificial womb and pla-
centa, the fertilized egg can grow
entirely outside the human female
womb.

Another of these new repro-
ductive technologies is sex predeter-
mination. Techniques currently being
developed separate x and y-bearing
sperm (gynosperm and androsperm)
to determine the sex of a fetus
before conception. Sex predetermi-
nation can now take place after con-
ception using amniocentesis or the
new chorionic villus method, a prena-
tal diagnostic technique that can be
used earlier than amniocentesis. The
parent(s) can then choose to abort
the fetus if the sex of the child is
not the desired one. Research tells us
what we already know, that in coun-
try after country, preference for
male children is the overwhelming
first child choice. For example, in a
Chinese study on the Anshan aspira-
tion method of sex predetermina-
tion, 100 sex predictions resulted in
30 abortions. Of these 30, 29
aborted fetuses were female. Other
studies confirm this preference for
boy children in the West as well.

Then there are the new repro-
ductive technologies of freezing
sperm, and most recently embryos.
Possibly, in the not too distant
future, we will freeze unfertilized
eggs. Melbourne. Australia, the pio-
neering site of embryo cryogenics,
made headlines when an American



couple, Mario and Elsa Rios, died in a
plane crash leaving "their" (or what
came to be revealed as "her")
embryo in frozen storage. The
media's preoccupation became who
should inherit the Rios' substantial
estate. Should the embryo be consid-
ered the child of Elsa Rios, from
whose egg it grew? Or of the
woman who might eventually give
birth to it? Or is the embryo the
child of the man whose sperm fertil-
ized it? More important, who deter-
mines the future of the frozen
embryo?

Embryo transfer is also possi-
ble. This is usually done by flushing
an embryo out of the uterus of one
woman and transferring it to the
uterus of another. The technique
has long been used with cattle and,
in 1984, was successfully used
on women at the University of
California.

Embryo transfer may soon be
achieved with surrogate mothers or
breeder women. In 1984, there were
at least 16 American companies
engaged in selling the reproductive
services of women to couples who
wanted to buy. At present, surro-
gate mothers contribute 50 percent
of the genetic material to the resul-
tant child. It is important, therefore,
to those hiring a breeder woman
that she be screened for physical,
intellectual, emotional, and racial
traits. John Stehura, president of
The Bionetics Foundation, Inc.. a
commercial firm that helps arrange
surrogate deals, talks about the
future of "authentic" surrogates,
total receptacles, who won't even
need to be very healthy. Once
embryo transfer technology is per-
fected, the surrogate industry will,
by its own admission, search for
breeder women in the third world
where, perhaps, one tenth of the
present fee could be paid. Since the
genetic, intellectual, and racial con-
stitution of the surrogate will not be
a determining factor in choosing a
breeder woman, the monetary issue
will be foremost.

As often happens, the public's
opinion of these new technologies
has been formed by the media
orgasm surrounding test-tube babies
and other so-called medical "mira-
cles." What the public is told by the
scientists, doctors, and media is that
they are a gift to women, especially
to infertile women who otherwise
could never have children. In the
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THE LIMITS
OF CHOICE
By Barbara Katz Rothman, Ph.D.

Barbara Kat: Rothman

Choices always seemed to be
the issue. Choice and information—
the cornerstones of the women's
health and reproductive rights move-
ment. Women needed to make
choices, and to make choices we
needed information. As simple as
that.

New reproductive technology
has changed things. We are now con-
fronting the limits of choice, the lim-
its of information. There are some
choices, we are discovering, that we
may not want to make, some infor-
mation we may not want to have.

A woman can now learn that
the fetus she carries, in a pregnancy
she chose to have, will die before the
end of the pregnancy. She terminates.
There is no point to carrying the
pregnancy along until the fetus dies.

A woman can learn that the
wanted pregnancy she has will pro-
duce a baby who will die in the first
days after birth. She terminates.
There is no point to carrying the
pregnancy to term, only to have the
baby die.

A woman can now learn that
the wanted pregnancy she has will
produce the baby who will begin to
deteriorate by the time it is six
months old, be dead by five years.
She terminates. There is no point to
continuing.

The decisions these women
make—and women confronted with
diagnosis of certain kidney diseases,
of anencephalus (absence of brain
and spinal cord), of Tay Sachs dis-
ease, do indeed make exactly these
choices—are understandable to most

of us. How can one continue a preg-
nancy only to birth a baby to die?
Surely there is no point to it. But
this thinking begs the most basic
and unanswerable question of them
all: what is the point, the ultimate
meaning of life itself? How long
must a child live for there to be a
"point" to continuing a pregnancy?

Advances, or what we are con-
tinually told are advances, in prena-
tal diagnosis now allow for a far
more detailed and sophisticated anal-
ysis of the fetus resulting in a much
more sophisticated prognosis. Now
we not only know about the fetus in
utero but about the person it might
become after it is born.

All of what we currently can
learn is inherently, inevitably, ambig-
uous. Presently, the most common
use of prenatal diagnosis is amnio-
centesis for Downs Syndrome. A
fetus with Downs Syndrome will, we
can be reasonably certain, grow to
have some level of mental retarda-
tion, and some possibility of physical
problems as well. But how much
retardation, how severe the physical
problems? That we cannot know.

Diagnosis of conditions like
Downs Syndrome present us with
decisions which are difficult enough.
But we are also facing these very
troubling diagnoses of conditions
that directly affect the length of life.
Very soon we can expect to have pre-
natal diagnosis of cystic f ibrosis, a
condition which kills not in preg-
nancy or in infancy, but later in child-
hood or in early adulthood. We now
have available diagnostic tools for
Huntington's chorea, a hereditary
condition which does not begin its
killing until after the mid-point of
the life expectancy: people with
Huntington's chorea usually do not
become symptomatic until they are
in their 30s or 40s. By the time it
manifests itself, those with the dis-
ease have often produced offspring
who may. in turn, have the disease
and pass it on. Is there a point to
continuing a pregnancy which will
give the fetus only a few months of
life? a few years? a decade? half a
life-span?

This is the kind of information,
and these the kind of choices, that
face women who would choose to be
mothers in these times. It is not the
kind of information or choice most
of us in the reproductive rights
movement envisioned as empower-
ing women. In my interviews for The

continued on pg. 6 c



BLACK WOMEN
AND HEALTH
By Vicki Alexander, M.D.

Virti Alexander, M D

FACT: more than one in four
Black women suffer or will suffer
from high blood pressure

FACT: over the past 25 years,
the incidence of cancer for Black
Americans has risen by 34 percent,
compared to only nine percent in
whites

FACT: Black infant mortality
rates are twice that of whites

FACT: twenty-five to 30 percent
of inner-city Black women receive
little or no prenatal care

FACT a diabetic is most likely to
be a non-white, retired woman living
in a city

FACT Lupus is three times
more common in Black women than
in white women

In 1978, Black women reported
the lowest level of positive well
being of all groups surveyed in a
nationally-conducted Health Study.
We Black women know that we are
sicker than others, and in the words
of civil rights activist, the late Fannie
Lou Hamer, "We are sick and tired of
being sick."

Some in this country have said
that all these ills have a "genetic"
base, that there is an inherent weak-
ness or inferiority of minority peo-
ples. Black women disagree. Such a
train of thought belongs more appro-
priately to a system such as South
Africa's apartheid where illness is
clearly related to oppression and eco-
nomic exploitation. Your color deter-
mines whether you are "inferior" or
"superior".

In the U.S.. as elsewhere, the
poor health status of Black women
cannot be viewed as genetic or as an
individual's fault. It is a systemic
problem, not in the medical sense of
"total body", but in the social sense
of "total society".

A person's race, class and sex
determines their life, health, sick-
ness and death experiences.

The poor health of many Black
Americans is due primarily to pov-
erty. Access to health care is depen-
dent on income level. When we
consider female-headed families liv-
ing below the poverty level, we see
that 71 percent are headed by Black
women. Indeed, in the U.S. one's race
determines their class status. When
a woman is forced to live in poverty
by conditions out of her control, we
can predict a poor health outcome.

CASE IN POINT: Access to Health Care
Prior to the legalization of abor-

tion, in one year alone, 94 percent of
the deaths in New York from illegal
abortions were of Black and Puerto
Rican women. In Georgia, during the
years 1965-1969, the Black maternal
death rate due to abortion was 14
times the white rate.

These appalling figures are an
example of the fact that white
women had access to abortion proce-
dures by better-trained personnel,
even if illegally performed; or were
able to stretch the law and obtain
"therapeutic" abortions; or had the
financial resources to travel to other
countries to obtain legal abortions. In
all these cases, the stratification of
women along racial and class lines
literally made the difference
between life and death.

In 1973, the Supreme Court
ruled abortions to be legal and fed-
eral funding was set aside to aid the
poor. But, in 1976, just three years
later, funding was discontinued-
affecting poor and minority women
most. In a situation where existing
birth control is not always effective,
the availability of abortion means a
chance to continue school, to w o r k -
to build a quality life. Without a
choice—it means no chance.

CASE IN POINT Infant Mortality
An important indicator of the

health status of women is infant
mortality. A high infant mortality
rate is the direct consequence of lack
of prenatal care, poor maternal
nutrition resulting in low-birthweight

continued on pg. 10

Limits of Choice com. from pg. 51
Tentative Pregnancy (Viking, 1986)
with women who chose amniocente-
sis for prenatal diagnosis in pregnan-
cies medically defined as "at risk"
(most commonly because the woman
was over 35), and with women who
faced bad diagnoses, I was struck by
how trapped these women sounded.
Far from gaining more freedom by
their new choices, these women
often appeared to me to be incapaci-
tated by both the choices and the
increased knowledge. They had con-
sciously sought information to make
rational decisions and ended up feel-
ing caught, without choices.

Consider the case of Deborah.
She was told when the amniocente-
sis results came back, which is at
approximately the middle of the
pregnancy (20 weeks), that the fetus
was a female with an extra X chro-
mosome. The doctors did not have
much information to give her, and
the several days she spent doing
research in the medical library added
little. There was some possibility
that Amanda (as Deborah had named
her) would be retarded. She would
be sterile. And according to one
study, there was some chance that
Amanda would become schizo-
phrenic. Deborah was told not to tell
anyone the diagnosis, for fear of
stigmatizing Amanda: the informa-
tion was considered too dangerous.
But how could it not harm Deborah?
She was overwhelmed. The retarda-
tion was frightening, but manage-
able. The potential sterility was sad,
most especially to learn it now. while
Deborah and Amanda were held
together in the very experience
Amanda would never have. But the
schizophrenia—to have a child grow
up to become schizophrenic—is
tragic. To wait for it to happen is tor-
ture. Deborah could not handle all of
it. She terminated the pregnancy.
She grieved greatly the loss of her
baby—for to her, feeling this wanted
baby grow and stir inside, Amanda
was her baby, and Deborah felt her-
self to be her mother.

In her next pregnancy, Deborah
carried twins, and because the doc-
tors were able to extract amniotic
fluid from only one sac, they could
give her information about the con-
dition of only one twin. Deborah was
relieved, strangely happy. She could
continue the pregnancy no matter
what the diagnosis on the one twin
they could test, for the sake of the

continued on pg. 17


