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Introduction 

This is the conference report from 
the fifth Glasgow Healthy City Project 
Community Conference which was 
held in the Parish Halls in Glasgow on 
the 7th of May 1994. 

The Glasgow Healthy City Project 
is one of the four United Kingdom 
pilot cities of the World Health Organi
sation's European Healthy Cities 
Project . This project is attempting to 
implement the "Health for All Philoso
phy" within an urban setting. In Glas
gow this has led to much innovative 
work between the partner agencies 
(Glasgow District Council , Greater 
Glasgow Health Board and Strathclyde 
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Regional Council) and the community. 
One element of this has been the 
project's commitment to develop and 
support work that is identified as im
portant by the wider community. 

The theme for this conference 
arose from asking those who attended 
the Project's fourth Community Con
ference (Food Poverty and Health) for 
suggestions and from the exemplary 
work of the Project 's Women 's Health 
Working Group in developing a range 
of work around the issue of women 's 
health in the city . 



A small group of experienced and 
interested activists and project staff 
took the suggested theme of gender 
and health and after a series of strug 
gles produced a successful conference 
on this issue. This group comprised of; 
• David Black, Glasgow Healthy City 

Project, 
• Larry Butler, consultant on men's 

health issues, 
• Susan Laughlin, Women's Health 

Policy Officer, GGHB, 
• Rod McNamara, Co-ordinator Com

munity Support Unit, Glasgow 
Healthy City Project 

• Margaret Reid, Senior Lecturer, Glas
gow University, Department of Pub 
lic Health and Social and Economic 
Research 

Work on the social, medical, politi 
cal and personal elements of women's 
health issues has been developing in 
Glasgow and the rest of UK over the 
past 15 years and there are many indi
viduals and projects that the team 
could have drawn on to provide an 
interesting and informative part of a 
conference. For men's health there is 
much less work and analysis taking 
place, indeed this was one of the rea
sons for having the conference on this 
theme, but it made the task of the 
planning group much more difficult . 

It was decided that this conference 
would have a slightly different empha 
sis to past ones. A recurrent theme in 
past years has been to provide exam 
ples of local projects that could be 
replicated in other areas. As the area of 
gender and health(particulary the male 
side) was so unexplored and there were 
far fewer examples of local projects to 
draw upon it was decided that this 
conference would act as a starting 
poin t for discussion. The keynote 

speakers gave broad overviews of the 
male and female dimensions in relation 
to health, and the audience were then 
split into three groups to discuss broad 
theories . After lunch a series of small 
groups addressed a number of specific 
topics relating to gender and health. 

The concensus was that the day 
had been a successful 'starter ' in raising 
the issues around men's health and a 
good reinforcer of the need to contin ue 
developing further work around wom 
en's health. 

-



HOW DOES BEING A WOMAN AFFECl 
Dr Amanda 
Amos 
Department 
of Public 
Health 
Sciences, 
Edinburgh 
University 

Introduction 
I have been asked to look at the 

question 'How does your sex affect your 
health' from the point of view of wom
en's health. On the face of it this seems 
a simple and straightforward question 
which could be answered quite easily. 
However the more I thought about this 
in preparation for today, the more I 
started to realise how both the way 
people think about this question and 
the way they might answer it has 
changed considerably over the last few 
decades. Indeed it's only in the last 15-
20 years that we have started to ask this 
question about women's health and 
even more recently about men's health. 
Not only do I think that the types of 
answers that people would give have 
changed, but that this will also be 
influenced by who you ask, depending, 
for example, on their views about what 
it means to be a woman, or how 
broadly or narrowly they define health. 
This in tum will be affected by their 
sex, age, education, job, experiences of 
health/ill health, wid er social back
ground, culture and where they live. 

At this conference we have an 
opportunity to reflect on our own 
views and experiences, and the ways in 
which we can move forward on the 
issue of gender and health . I thought 
therefore it might be useful to look 
briefly at how mainstream views on the 
question of women 's healt h and health 
issues have changed, why they have 
changed, and some of the issues facing 
us today in Scotland. Because of the 
limited time, and also because my own 
area of in terest is hea lth promotion and 
health education, I thought I would 
focus on what women have been told 
by professionals, especially health 
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professionals, about which health 
issues should be important to them, 
what determines their health and how 
they should address these factors. To 
do this I will draw on some research I 
have been doing on health education 
approaches over the last 50 years (1). 

1944 
I would like to take you back in 

time and imagine that we are sitting 
here in this room 50 years ago and we 
have come for a public meeting on 
health. It is war time: a time of change 
especially for women's roles both in 
families where fathers are absent and 
in the types of occupation they have 
taken up. Many younger women have 
new freedoms to move away from 
home as 'land girls'. While it is a time 
of changing attitudes about certain 
behaviours, there are also many con
straints on people's lives including 
rationing and high levets of poverty, 
poor housing and general deprivation. 
There is no NHS, no welfare state. 

As a speaker, I would be restricted 
as to the Audio Visual and educational 
materials that are available, but I would 
have posters and leaflets from the 
Central Councils of Health Education 
in London and Edinburgh to inform 
my talk and give out. The CCHES were 
set up by doctors in the 1920's to 
provide materials for use in the daily 
work of public health departments. So 
what materials are available that are 
relevant to women's health, and what 
conclusions can be drawn from them 
about mainstream concepts of women's 
health? 

As can be seen from the publica 
tions list (Figure 1) there were five 
main health topic s: infectious diseases, 



YOUR HEALTH? 
VD, sex instruction, maternal and child 
health, and general health. On the face 
of it many of the topics were relevant 
to women, indeed women appeared to 
be the main target audience for most of 
the leaflets. In addition to those leaflets 
which explicitly focused on women's 
sexual and reproductive development 
and maternal health, most of the leaf
lets on infectious disease control and 
child care also implicitly addressed 
women, or rather married women with 
families. For example the leaflet 'Par
ents! Diphtheria is DANGEROUS -
protect your child' whose title suggests 
that is was aimed at both mothers and 
fathers starts off 'Dear Madam'. Simi
larly the leaflet 'Beware of BUGS' states 
that 'The householder is the Home 
Guard'. He and she (especially she) 
must guard the home with increasing 
vigilance'. In a similar vein the leaflet 

'Death to Flies' concludes 'Housewives 
in town and country must therefore 
carry on a never ceasing war against 
flies'. 

In contrast a series of six leaflets 
on aspects of mental and physical 
health, though apparently intended for 
both men and women, are illustrated 
exclusively with drawings of men. Thus 
while women appeared to be the in
tended target for most of the leaflets 
very few related to women's own 
health problems. Most focused on their 
role as protectors of the health of their 
families, and assumed that a mother 
carried the full responsibility for moni
toring and protecting her families' 
health. She was expected to take on 
multiple roles as the 'Home Guard', 
fighting 'a never ceasing war' against 
infectious diseases, a protector of her 
baby and children's health remember-

-



ing when pregnant 'that we had to feed 
two persons, not one' in order to 'pre 
vent serious consequences' (Infantile 
Paralysis) and, an educator teaching her 
daughter to accept the experience of 
growing up simply and sensibly' (Moth 
ers of Growing Girls) . Her role did not 
stop with her family but extended to 
taking responsibility for health of her 
neighbours, communi ty, and nation. 
Thus 'to ignore or neg lect the presence 
of bugs in one's house is 
unneighbourly' while failing to prevent 
the spread of scabies would have 'ill 
effects on health and war production'. 
Thus women were expected to play a 
major role in promoting health but 
their health was generally ignored or, 
even worse, dismissed or downgraded . 
For example in one of the few leaflets 
to address an issue con cerning women's 
own health, the menopa use, the clear 
message was that the needs of her 
family were more impo rtant than her 
own: 

'The Right Way to Look at it: Women 
sh ould try to face this change in as 
ma tter of fact a way as pos sible. if they 
brood over it and feel ill-used they will 
tend to take it out on their famili es, and 
soon everybody will be irritable and 
init at ing. Th ey will find that they get 
far more aff ection and symp athy if they 
avoid comp laining and mak e everybody 
else misera ble'. The Change of Lif e 

Thus altho ugh women were th e 
main targe t for most of the leaflet s little 
at tention was given to women's own 
hea lth pro blems or their experienc es. 
Not only were m any women invisi ble, 
such as tho se who were childless, les
bian , old er, or single mothers, but 
women's own experiences, knowledge 
and circum stances in which th ey lived 
were generally ignored. 

-

What about messages about 
women's sexuality? 

The themes of responsibility, duty, 
self-control and self-sacrifice also per
meated the sex instruction leaflets 
aimed at younger women. Young 
women were told not only that they 
had lower sex drives than men but, as 
women were more able to control their 
sexual impulses, they had to take 
responsibility for the sexual behaviour 
of prospective 'mates' as well as their 
own . 

'Women's Power: Girls know that they 
are both able to attract and influence 
men, but they must always remember 
that the power of attraction carries with 
it the responsibility to use this influence 
in the right way . Many women easily 
arouse in men the desire for physical 
contact and the expression of sex, 
although they may themselves remain 
calm and have no diffi.culty in keeping 
their self control ... a man whose 
desires have been excited wi thout being 
sa tisfied may be driven to tha t type of 
woman who merely gratifi es the man's 
sex hunger which has been so unfairly 
aroused ... o~en they do give him 
venereal disease'. 

Women in the War/Post 
War Years 

A fundamenta l conce rn of these 
sex instruc tion leafle ts seems to hav e 
been to direct women away from pro
miscuity towar ds marriage and mothe r
hood . The focus was on prevention of 
pre-marita l sex rather tha n the promo
tion of optimum sexual development. 
Conc ern abo ut con trolling female 
sexualit y was no t n ew, but h ad previ
ously been heightened in the Edward
ian era where dev elopments in science, 



especially genetics, and concerns about 
the poor level of fitness among men of 
fighting age had led to the emergence 
of social Darwinism which focused 
attention on improving the nation's 
health through optimal breeding. 
While it was recognised that young 
women needed some sexual knowledge 
in order to protect themselves, instruc
tion was directed towards preparation 
for marriage and the promotion of the 
ideal of motherhood as the 'embodi
ment of selfless love' and 'the guardian 
of the race'. Concerns about the 'pro
miscuous woman' were rooted not only 
in moral concerns but in anxiety over 
the nation's health. This anxiety had 
spread to alarm during World War I 
with the increase in rates of illegiti
macy and VD among civilians and 
troops, and is again apparent in many 
of the 1943/4 leaflets where men were 
not only warned against the profes -

sional prostitute as 'brothels are 
hotbeds of disease', but also the 'ama
teur' as 'any girl who gives her favours 
freely will sooner or later become 
infected, and will pass on disease to 
those who have intimate relations with 
her' (For Men on the Sea). But how 
could such behaviour be explained 
within the dominant image of the 
'chaste ' woman without raising the 
possibility that ordinary women might 
choose to behave in such a way? The 
solution was to highlight the unnatural 
wartime conditions, and women's 
essential caring but at times foolish 
nature: 

'Women at these times are anxious 
to show their admiration and gratitude, 
especially to those who are actually 
fighting for the preservation of free
dom and democracy. it is for the man 
to show that he does not expect this 
gratitude to be expressed in lax sex 
behaviour'. (Facts on Sex for Men) 

Health Propaganda 
The final point I would like to 

make is about the style and tone of the 
leaflets. Health propaganda and in
struction rather than health education 
most accurately describes the dominant 
approach, with the human body being 
regarded as a machine whose working 
would be optimised if the right things 
were done to it. It was consistent with 
this model to give a mother a pamphlet 
with some instructions on it, expecting 
her to accept the instructions and 
behave accordingly. To instruct by 
means of a pamphlet was like adjusting 
a machine, the adjustment would 
produce a beneficial effect. The doctors 
were 'body engineers' and the experts 
who both determined the issues that 
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women needed to know about, and the 
instructions that were required. That 
most women needed such instruction 
was rarely questioned, indeed an article 
published at that time encouraged 
educators to assume 'that the woman 
has no knowledge whatever of the 
physiological and structural changes 
pertaining to childbearing and no 
understanding their purpose' (2) and a 
1943 article by the Chairman of the 
Parentcraft Committee, National Asso
ciation of Maternity and Child Welfare 
Centres, identified the 'many bad, 
unstructured, lazy parents' as the main 
cause of the low standard of child 
welfare (3). While acknowledging that 
'th e mother is usually chronically tired' 
he ascribed this as due not to poor 
housing or poverty but to mothers 
because 

1lacking the knowledge required to 
organise her day and save herself work, 
to prevent waste and to make good use 
of the family income, she never ceases 
to be busy from early morning till last 
at night'. 

The obvious solution was therefore 
to provide girls with appropriate in
struction in 'mothercraft'. However 
such victim blaming approaches were 
not without their critics. in a hard 
hitting article ' Are mothers as black as 
they are painted', a former housing 
ma nager criticised the patronising 
approach of the average health educa
tionalist to mothers where 'he assumes 
too readily that non-cooperation comes 
from indifference instead of trying to 
understand the difficulties with which 
she may be faced or to appreciate that 
she may be looking at the problem 
from an entirely different point of view 
... The working -class mother is con -
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stantly criticised for not taking full 
advantage of the advice and facilities 
that are offered to her. it is much rarer 
to find any attempt being made to 
discover the reasons why she does not 
doso'(4). 

So if we had been looking at this 
question SO years ago we would have 
found that it was accepted that a wom
an's sex did influence her health, and 
in ways that differed to that of men, 
but: 
• Health was viewed in a very narrow 

way that related primarily to biologi
cal function and reproduction. Many 
other health issues were ignored. 

• A woman was expected to put her 
health second to others, especially 
her family. 

• A woman was perceived as being in 
control of her own and others health 
and blamed if she did not act on the 
instructions she was given by medi
cal experts - irrespective of how 
difficult it might be for her given her 
social and living circumstances. 

1994 
Moving forward to the present day 

how much has changed? Clearly there 
have been considerable changes in 
attitudes about and priorities given to 
women's health. There has been a 
broadening of our conceptualisation of 
health to include physical, mental and 
social well-being not just the absence 
of disease. This is ably illustrated by the 
many women's health activities and 
initiatives in Glasgow such as the 
Glasgow Women's Health Policy and 
the work of health projects at the 
community level. How have these 
changes come about? Primarily it has 
been through women claiming a voice 



of their own, demanding that their 
views and experiences be listened to 
and taken into account. This activism 
had its roots in the women's health 
movement of the 1970's where, in 
particular, the negative experiences of 
many women through the increased 
medicalisation and technalisation of 
pregnancy and childbirth led to a 
questioning of the dominant biomedi
cal, mechanical model of medical 
practice. In this model the 'experts' ie 
the professionals, delivered medical 
technologies which they had decided 
were in the best interests of the patient, 
who was expected to be a grateful 
passive recipient. Some women argued 
that as it was their bodies and their 
health, they had a right not only to 
play an active role in any decisions 
which might affect them, but also that 
their needs, expertise, knowledge and 
circumstances should be taken into 
account in the planning and delivery 
of services . 

At the h eart of th e wom en 's he alt h 
mov ement was, and is, a recogni ti on of 
the need for wome n to gain kn owledge 
about the ir own bodies not onl y from 
biomedicine but also through the 
sharin g of their personal experience of 
health and illnes s. Books and materials 
have appeared in which information is 
produced by and for women . These 
draw on women's own experiences, 
both positive and negative, and em
phasise women's rights and responsi
bilities to make decisions about their 
own health and health care. The aim is 
to empower women through providing 
relevant information which also ac
knowledges and addresses structural 
factors which might restrict their 
choices. There has been a blossoming 

of self help groups, education and 
consciousness raising which validate 
women's own experiences, promotes 
the personal as political and takes 
appropriate action. Through this activ
ity, and the findings of the increasing 
amount of research on the determi
nants of health, it has become more 
widely accepted in the 1990's that 
women's health is not solely deter
mined by heredity and biology, or by 
the quality of health services but also 
crucially by the circumstances in which 
women live, their status, their power, 
their position within the family and 
society, and the resources that they 
have. While it is true that social factors 
also influence men's health, I would 
argue that research has shown that 
social factors are particularly important 
influences in women's health and there 
is still a long way to go in terms of 
action to address these factors. I would 
like to end with some facts and figures 
relating to women's health in Scotla n d 
to illu strate th is po in t. 

Mortality and Morbidity 
Women have a longer average life 

expectanc y than men. In 1990/92 in 
Scotland this was 77.0 years compared 
to 71.3 years for men . Life expectancy 
has increased by nearl y 10 years since 
1950/52 but is still on average 2 years 
less than for women in England. Thus 
being a woman in Scotland is more 
damaging to a woman 's health than 
being a woman in England. Women in 
Scotland have one of the lowest life 
expectancies of women in all industr
ialised countries . One of the main 
reasons for this is the high levels of 
deprivation found here. British figures 
show that women classified as social 
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class V (manual unskilled) have twice 
the death rate of women in social class 
I (professional). 

However, while women live longer 
than men they paradoxically experi
ence more ill health than men, though 
this is a complex relationship which 
varies with age and social class. To 
illustrate this I would like to look at 
two indicators of ill health which were 
collected in a large survey of the British 
population. One measured physical 
symptoms, the other mental health 
problems (Figures 1 and 2). Both figures 
show that the number of reported 
symptoms were higher for women than 
men at all ages, and there was a clear 
social class gradient which appeared to 
be stronger in women than men. the 
people who had the worst health were 
older, working class women. While 
these data relate to ill health for a fuller 
picture we also need to look at statistics 
which relate to factors which we know 
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affect levels of health, especially pov
erty. Various statistics show that 
women are much more likely than 
men to live in low income households, 
and that when household income is 
unequally divided among members, 
women are more likely to be the poor 
relations. In addition women today, 
just as fifty years ago, are still expected 
to undertaken the double burden of 
paid employment and caring for the 
family. While many people are trying 
to address these issues we still clearly 
have a long way to go and, indeed, 
given current changes at the national 
level with respect to health and social 
policy, it could be argued that we may 
even be going backwards. For example 
many of the changes in community 
care are based on the assumption that 
women will be willing and able to 
provide unpaid care for dependants. 
We are starting to see an increasing 
number of older women caring for 
elderly relatives with little or no state 
support. 

Today at this conference one of 
the most interesting questions facing 
us is how far should we continue to 
develop gender specific approaches to 
women's health and how much effort 
should we put into developing gender 
sensitive approaches which recognise 
that, while our sex does indeed affect 
our health there may be common 
issues, such as poverty, which influence 
both men and women's health, 
through their impact on health may 
differ according to your sex . 
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Table 1 : Titles of leaflets published 
by the CCHE in 1943 - 44 
Infectious Diseases 
Diphtheria 
Bugs 
Typhoid Fever 
Infantile Paralysis 
Death to Flies 
Scabies and Impetigo 
Measles 
Summertime Health 
Health and Cleanliness in Summer 
Whooping Cough 
Stop those Droplets 
Influenza 
Protect your Child Against 
Diphtheria 
Diphtheria is Deadly 
Diphtheria Birthday Card 

Venereal Diseases 
Men on the Sea 
What are Venereal Diseases? 
Facts on Sex for Men 
War on Disease 
Men on the Road 
Women in Wartime 

Maternal and Child Health 
Sleep (For Children) 
Food for Expectant Mothers 
Food for Toddlers 
Health for Mother and Child 
Sleep (For Parents) 
Rheumatism in Children 

General Health 
Health for the Worker 
Change of Life in Women 
Care of the Feet 
Be Kind to your Stomach 
Rest and Relaxation 
Just Nerves 
Advice to Dyspeptics 
Right Dress for Health 
Rheumatic Aches and Pains 
Health Education in the School 

Sex Instruction 
From Boyhood to Manhood (Youths) 
Manhood (Young Men) 
Yourself and Your Body (Adolescent Girls) 
Approach to Womanhood (Young Women) 
What Shall I Tell My Child (Parents) 
Advice to Mothers of Growing Girls 
The Hygiene of the Monthly Period 
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Figures 1 and 2: Physical and 
psychosocial problems reported among 
adults in the British Health and Life
style Survey, 1985 

Source: Blaxter M (198 7) Evidence 
of inequality in health from a national 
survey . Lancet, ii, 30-33 

FIGURE 1. MEAN NO OF SYMPTOMS REPORTS AS 
BEING EXPERIENCES IN PAST MONTH 

Social Class 
Males Females 

Age(yr) 11/11 IIIN IIIM IV /V 1/11 IIIN IIIM IV /V 
18-29 1.5 1.5 1.6 1.6 1.9 2.1 2.3 2.4 
30-44 1.8 1.9 1.8 1.9 1.9 2.4 2.3 2.6 
45-59 1.5 1.6 2.1 2.4 2.5 2.7 2.9 3.4 
60-69 1.7 2.3 2.5 2.6 2.6 2.3 3.0 2.9 
70+ 2.2 2.5 2.7 2.8 2.8 3.0 3.4 3.7 

FIGURE 2 : PERCENTAGE OF PEOPLE DECLARING HIGH RATES OF 

PSYCHOSOCIAL MALAISE 
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David 
Morgan, 
Dept of 
Sociology, 
University of 
Manchester 

MEN AND HEALTH: SOME SOCIAL 
INTRODUCTION 

Two very general considerations 
have influenced me in the preparation 
of this talk. In the first place, I wish to 
stress the need to avoid gender stere
otypes. We are all familiar with the 
"Stop, in the Name of Love" television 
campaign designed to encourage men 
to take care of their hearts and women 
to support their men in this aim . Here, 
we were presented with the image of a 
beer-swilling, chip-eating, chain smok
ing couch potato, the very essence of 
unhealthy manhood. One of the dan
gers of this kind of image is that it may 
lead those men who do not conform to 
this stereotype (which would include 
most men in this room) to conclude 
that they have little to worry about. 

It is partly in recognition of the 
dangers of these, or other, stereotypes, 
that some writers have begun to talk 
about "mas culinitie s" rather than a 
single "ma sculinity". If we wish to 
understand men in modern society, we 
need to appreciate the variety of mod
els of masculinity that are available, 
some negative and some positive. 
Further, in thinking about these com
plexities, it is important to recognise 
the many areas of overlap that exist 
between the characteristics and experi
ences of both men and women. Hilary 
Graham's recent work on women and 
smoking provides one reminder of this 
but in the areas of health there are 
many other examples . 

In the second place, it is imp ortant 
to recognise that men are not simply 
the "victims" of particular adverse 
health conditions such as prostate 
problems or testicular cancer. We also 
need to consider men, as occupying 
positions of power and dominance in 
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many areas of social life, as causes of 
adverse health for others, women as 
well as men. Thus , the leaflet on 
"Women's Health Policy for Glasgow" 
highlights the fact that women have 
particular health needs due to "risk of 
domestic and sexual violence"; the 
chief source of that risk, of course , is 
the men with whom these women are 
living or related. Similarly, in thinking 
about stress, we need to think not 
simply of the strategies which we, as 
individuals, might adopt in order to 
minimise stress for ourselves; we also 
need to ask about the extent to which 
we might be the source of stress for 
others within the organisations within 
which we work. 

Such considerations can be of 
global significance. Organisations 
which are often dominated or run by 
men and, it is often argued, run ac
cording to masculine principles of 
control and dominance may be major 
sources of risk and hazard in the mod
ern world. Men, directly and indirectl y, 
must bear a lot of the responsibility for 
the unhealthy environments in which 
we live. 

MEN AND THEIR BODIES 
To understand issues of men and 

health is to explore the complex rela
tionships between men and their 
bodies. Here, we may identify two 
extremes. In the first place, men may 
seem to deny their bodies, or at least 
take their bodies for granted. Men see 
themselves as rational beings con 
cerned with things of the mind, with 
abstract processes seemingly far re
moved from lower bodily considera 
tions . Another variation on the same 
theme is the identification of sickness 



CONSIDERATIONS 

with weakness and the resulting ten
dency to brush off possible threats to 
health; "it's just a scratch". This denial 
of the body is a manifestation of one 
kind of masculine power, the power of 
reason over the body, the dominance 
of culture over nature. 

At the other extreme we have the 
celebration of the body and of bodily 
pleasures and functions. This is clearly 
manifested, for example, in sport. In 
health terms, sport in modern society 
has a double edged significance . On the 
one hand, sportsmen are held up as 
models of disciplined fitness. On the 
other hand, sport may be associated 
with abuse of the body or with expos 
ing the body to life-threatening risks. It 
does not need stressing that while 
women are increas ingly competing in 
all kinds of sports, the identificat ion of 
sport with the ma le body is still very 

strong as any survey of the sports pages 
of our n ewspapers will demonstrate. 

This celebration of the male body 
and its appetites may also be mani
fested in various forms of "indulgence". _ 

"Nearly one -fifth of English 
men(20%) have admitted to being 
"very drunk at least once" in the 
previous three months, according to 
a government survey" 
(Independent, 18.3.94) 

The corresponding percentage for 
women was ten per cent . Talk about 
drinking someone under the table 
forms an important theme in competi 
tive conversations between young men . 

Hence, men have complex, and 
contrasting, relationships with their 
bodies. All these relationships have 
something to do with themes of male 

• 



power and dominance, rational and 
physical. Many particular issues to do 
with men and health can be traced 
back to these deeper assumptions about 
how men relate to and regard their own 
bodies. 

Two aspects of the relationships 
between men, their bodies and health 
may be explored further. These corre
spond to two dominant images of men 
in our society. The first is to do with 
men as risk takers. One strong under
standing of "the real man" is of the 
man who is prepared to take risks, 
whether this be on the battlefield or 
the boardroom. Contributing to this 
are group pressures and the desire not 
to appear to be a wimp in the eyes of 
ones peers. Also, important here are 
notions of heroism. From the Illiad to 
Rambo, heroes have been strongly 
identified with masculinity and with 
the willingness to put ones life and 
body at risk. 

In more everyday terms, there are 
all kinds of manifestations of this risk
taking theme. We may see it, for exam
ple, in accidents in and out of work. 
Again sport, both as a major source of 
employment and a major leisure activ
ity, may provide illustrations here. In 
another area of life we can see the 
themes of risk and masculinity being 
deployed around issues of "safe sex". 
Men may attempt to pay more for 
unprotected sex with a prostitute for 
example. 

Another masculine theme, which 
sometimes overlaps with issues to do 
with taking risks, is that of men in 
control. Men are expected, and expect 
other men, to be in control both of 
themselves and of others . The theme is 
self-control - the famous "stiff upper 
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lip" - is closely associated with some 
ideas of masculinity and with the 
denial of the body noted earlier. Con 
trol of ones emotions, of ones body 
and of ones self are all inter-related 
around dominant ideas of masculinity. 

But this control is not simply a 
question of self-control. It is also a 
question of control over others, men 
and women. Again, we are brought 
back to issues of men's power in the 
world and the consequences, directly 
or indirectly, that this may have for the 
health of others. Just as the control 
which men are supposed to exercise 
over themselves involves, often, a 
denial of their bodies or their emo
tions, so the control that they exercise 
over others often denies the possibili
ties of sickness or weakness . For exam
ple, modern systems of "total quality 
control" seem to deny the emotional 
or bodily lives of the persons domi
nated by these systems. 

SOME SOCIOLOGICAL 
CONSIDERATIONS 

In a modern society, there are 
some specific social factors that con
tribute to the difficult and complex 
relationships that men have to their 
bodies. In the first place, there is the 
continuing importance of work and 
employment in the lives of men. This 
is not to say that these considerations 
are not of increasing importance to 
women nor is it to deny the ever grow
ing impact of unemployment on the 
lives of men and women in modern 
societies. However, despite these quali
fications, work is still seen as an impor
tant source of worth and identification 
for men. To a very large extent what 
men are is what men do, that is how 



they earn their money. 
The significance of this continuing 

importance of work in the lives of men 
for health can be seen in a variety of 
ways. In the first place, there are the 
risks or the accidents at work. Men may 
seek to deny or to minimise these risks 
with adverse consequences for them
selves and for others. Again, there is 
the much explored theme of stress at 
work. Part of this is to do with the way 
in which work pressures and perceived 
obligations seem to take precedence 
over any other considerations. And, 
again, we should also remember that 
men, perhaps in the process of reduc 
ing their own stress levels, may be 
sources of stress for others at work. 
Finally, we may consider the widely 
recognised adverse health implications 
of redundancy or enforced "early retire
ment". These effects, including depres
sion or suicide, reflect back upon the 
dominance of work and employment 
for masculine identity in a modern 
socie ty. 

Associated wit h this dominance of 
employmen t in the lives of men is the 
idea of the "male breadwinner". Re
peated research has shown this to be a 
"myth"; nevertheless it is a myth with 
particular and long-lasting pow er. The 
unequal divisions of labour between 
men and women within the home 
remains marked, despite increasing 
rates of female employment, and it 
would seem that these reflect the per
sistence of the "male-breadwinner" 
model. Part of a man's understanding 
of masculine and adult identity is 
taking responsibility for others, being 
able to support others economically. 
These others - women and children -
may be defined as weaker or more 

vulnerable. Conversely, part of the 
process of the denial of the man's body, 
noted earlier may be based upon this 
identification with the male-breadwin 
ner role . To be sick is to withdraw, 
willingly or unwillingly, from mascu 
line responsibilities. 

Another theme, again of particular 
relevance in work situations, is that of 
the iden tification of masculinity with 
competition and struggle. These are 
dominant features of a modern society 
and while women are increasingly 
affected by these values also, they 
remain closely bound up with ideas of 
masculinity. Life is a struggle; the 
sports field becomes a metaphor for all 
areas of modern living. In this struggle, 
other men may be potential rivals or 
threats. In such a context, men may 
avoid seeking help or advice since to do 
so would be to admit or to display ones 
weakness to others. This may be one of 
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the reasons why, according to some 
experts, men seem to have greater 
difficulty in disclosing their problems 
to counsellors or therapists. Or, if they 
do confide in anyone, it is with a 
woman - a wife or a lover - that is close 
to them. This has the effect of reinforc
ing the idea that women are emotional 
specialists while men exist in the world 
of things or of rationality. 

Finally, in a modern society, men 
are identified with the public sphere. 
They are more likely to be on public 
display, attending to affairs of state or 
other matters of great symbolic impor
tance. Again, as with sport, one only 
has to scan the photographs in our 
newspapers. When public figures fall ill 
- as when former President Bush was 
publicly sick in Japan - this is seen as a 
sign not only of weakness, but of po
tential threat to the countries or the 
organisations which they represent. 
Hence, in the United States at least, 
Presidents or would-be Presidents spend 
a great deal of time in jogging or other 
healthy outdoor activities. 

SOME SOURCES OF CHANGE 
This account has, given the con

straints of time, necessarily been over
simplified. Many exceptions and quali
fications have been overlooked. How
ever, it is important in conclusion to 
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consider some of the ways in which 
this rather bleak picture of men, their 
bodies and their health may be chang
ing. 

In the first place, as has already 
been noticed, the identification of men 
with their work has been challenged in 
a variety of ways. There has been the 
growth of unemployment as a perma
nent feature of our economic land
scape. All kinds of solutions have been 
proposed but many of them will neces
sarily entail a major challenge to the 
idea of an occupation as the chief 
source of a man's identity. lt is likely 
that jobs will not be for life and that 
they will occupy a declining propor
tion of a person's life. 

Another source of challenge has 
been the increasing presence of women 
in many occupations, at all levels, and 
in public life. While inequalities and 
discriminations persist, it is clear that 
increasing numbers of women expect 
to spend a greater proportion of their 
lives in paid employment. In formal 
terms, there are now few jobs which 
are denied to women. 

However, there is little evidence 
that these changes have had much of 
an impact on men's behaviour or 
attitudes. As we have seen, there has 
been little adjustment on the part of 
men in terms of taking a greater share 
of domestic responsibilities. There has 
been some movement here, but gener
ally not enough to counterbalance the 
increasing present of married women 
in paid employment. Further, the 
impact of unemployment has been 
generally to increase levels of stress for 
the men who face redundancy. 

Another source of change, linked 
to these economic changes, has been 
the development of feminism. Wel-



come or note, feminist thought and 
practice has had important, if uneven, 
influences on may different spheres of 
life. It has, for example, put issues such 
as sexual harassment and rape in mar
riage on to the agenda. Words such as 
"sexist" or "male chauvinism" are now 
part of the everyday language. The 
responses of men to these challenges 
has been complex and various, ranging 
from indifference, through opposition, 
to various kinds of support. There have 
been signs of male backlashes as well as 
of changes in men's practices. But it is 
clear in the theme of this conference 
and in the various groups represented 
here that there is an increasing recogni-

tion that men have to change and to 
look critically at their own practices. 
Thesourcesofchange,changesinthe 
labour market and the rise of feminism, 
may bring about an increase in confu
sion and uncertainty in the short run. 
But it is likely that men will increas
ingly recognise the need for some 
change on their part and that questions 
of health, their health and the health 
of others, will be an important part of 
this growing recognition. 

• 



Debates on Gender and Health 

INTRODUCTION 

SHOULD 
WE SPEND 
MORE ON 
WOMEN'S 
HEALTH? 

In order to allow the audience to 
explore th e informa ti on from the 
speak ers and the cont en t area of th e 
confe rence the seco nd ha lf of th e 
morning was given ove r to three de 
bates. The topics fo r these we re; 
"Should we sp end more on Wo me n' s 
Health?", "Is it possib le to have a Men's 
Health Mo vement?", "How useful is it 
to talk about Men's Health and Wom
en's Health?" As would be expected this 
raised a deal of discussion amongst the 
participants . 

This debate topic raised more ques 
tions than answers but after a long 

and active discussion, the group felt 
that overall we did need to spend more 
money on women's health, but that the 
money needed to be spent on broad 
based preventative work and that 
meant that much of it would be outside 
of "traditional" health service work. 

• 

The first set of questions that the 
topic raised were to do wi th how much 
money was spent on healthcare for 
women anyway. It was pointed ou t 
th at th e bulk of Health Board spe nding 
was on h ospit al ba sed acute services 
and cur ative tr eatme n t. Skewin g of 
money within the healt h service to
wards acute services was not overtly 
about gende r but the bulk of the serv
ices are controlled by men. This led 
onto a discussion about the need to 
move the focus of health services more 
towards prevention for both men and 
women. 

The role of social and economic 
factors in relation to health outcomes 
and the effect of poverty on health was 
discussed. Women suffer more from 
the effects of poverty that do men and 
this shapes part of the gender health 
divide. It was agreed that society 
should be targeting more resources on 
people in poverty as it was felt that this 



was an effective way of tackling the 
health differential in society. 

It was felt that women were under
resourced in both health and social 
services and that while there were 
visible screening programmes for 
women (breast and cervical) and that 
screening for men cou ld be improved, 
this did not undermine the argument 
that we need better resources for all 
people in poverty. 

The idea of positive discrimination 
towards women in terms of resources 
relating to poverty was discussed, it was 
mooted that this was a better opinion 
as the benefits pass down to the family 
more efficiently this way. 

The need for change regarding 
service allocation both within and 
without the health board was dis
cussed. It was felt that there appeared 
to be a (male) mindset that shaped 
resource allocation . While some people 
in the group thought that the system 
was active ly discriminatory against 
women, others were not so sure. 

Campaigning as a way of shapi ng 
change was discussed and examples of 
good campaigns given (dementia). 

Questions about the effect of the 
care in the community legislation and 
its effect on women's health were 
raised. As were questions abo ut re
search into the cost of women's health 
at the moment and what the differen 
tial would be if we targeted more 
money into broa d based preventative 
work for and with women . 

The basic answer to the question 
was "yes", there was a unanimous 

feeling within the group that it is 
possible to have a men's health move
ment as there is for women. 

It was noted that a number of 
groups relating to men's hea lth do exist 
in the city although these te n d to 
focus on already disadvantaged groups 
such as the disabled, the une mployed, 
those with mental health difficulties 
and the ethnic minority groups . In 
general, there is no focus for men's 
health groups within the city . 

There was general agreemen t tha t 
the women 's health movement was 
driven by a commun ity act ion ap
proa ch and it was ackn owledged th at 
th is was difficult to rep licate with 

IS IT 
POSSIBLE 
TO HAVE A 
MEN'S 
HEALTH 
MOVEMENT? 

• 



men's groups as no common agenda 
existed to shape this approach and 
there was a lack of focus for men as a 
group. 

In relation to women's health it 
was noted that groups had developed 
by examining issues such as childbirth, 
menopause, cervical smears and can
cers. It was felt that for men's health 
such "medical' topics should not be the 
primary focus. For men's groups there 
are issues which require to be explored, 
these relate to relationships between 
men and women, relationships be
tween men and men, topics such as 
children and fathering, violence in 
general and that specifically directed 
towards women. 

In contrast the experience of 
Drumchapel Men's Issues Group 
showed the need for a men's group 
approach which did include specific 
health issues. Much anecdotal evidence 
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was put forward for men developing 
positively in trying to open up and 
relate firstly to other men and to ex
plore their relationships with women. 
The Drumchapel Men's Issues Group 
emphasised the importance of involv
ing women and representatives of 
women's groups in discussions to come 
to common understanding and to 
break down barriers. 

The importance of educating men 
was emphasised throughout the de
bate. The discussion centred mainly on 
how a men's health movement might 
be developed. This included; 

• the need to develop a range of issues 
rather than just individual health 

• the feeling that a Glasgow men's 
health movement should not be the 
primary goal but that there should 
be a fostering of a range of men's 
movements throughout the city and 
beyond 

• there needs to be a networking of 
existing groups to share good prac
tice and foster new and emerging 
groups. 

• there needs to be an innovative 
approach, both in content (issues) 
and in educating other men, espe
cially in positions of power, that 
these issues should concern them 
also . 



This debate ranged from observa 
tions on the value of abandoning 

the labels of women's health and 
men's health to discussion of the 
specific and general effects which 
socio economic factors have on health. 

Socio Economic: 
It was agreed that whilst differ

ences in social class are important -
these may be compounded by gender 
differences. For ins tance; qua lity of 
life was considered to be more impor
tant that length of life, but it was 
recognised that women face restricted 
choices in achievi ng that quality of 
life. If Housing and Income are consid
ered as determinants of health, the 
location of women in this context is 
crucial. As women increasingly take up 
tenancy's of housing , the poor quality 
of such housing will resonate in the 
poor health of women. Increasing 
unemploymen t, and the low pay of 
those in work also reflects upon the 
poor health status of women. 

To addr ess such factors Local 
Author ities an d Health Boards, sh ou ld 
as a prior ity, incr ease the inv olveme nt 
of wom en in the design and plann ing 
of services . 

Health Care 
The qu estion of stere otypical 

thinking and practic e by G Ps was 
addre ssed. Th e po int was made th at 
GPs are requ ired to make decisions 
base d on probab ility, whic h by impli 
cation en courages stereoty pica l ap 
proa ches. Howeve r it was generall y 
agree d th at such app roaches ma y also 
be rooted in the belief th at gend er 
separation allows for th e provision of 
che aper health care. 

It was also agreed th at men in 
general are onl y recentl y becoming 

aware of the requirement for personal 
responsibility for health. 

Health Promotion 
Men are often divorced from the 

realities of family health and much 
health education tends to be targeted 
at women. As health promotion materi
als tend towards gender stereotypes, 
does this encourage professionals to 
think, and establish gender stereotypi
cal practice? 

Rather than attempting to change, 
should we develop initiatives and 
practise which ensures only women 
work with women, and men with men? 

HOW USEFUL 
IS IT TO TALK 
ABOUT MEN'S 
HEALTH AND 
WOMEN'S 
HEALTH? 

• 



INTRODUCTION 

Workshops 
One theme of the day was to allow 

people to explore issues around gender 
and health and to support this a 
number of workshops were provided. 
The workshops were about practical 
attempts to address the issues of; 

• How we shape the sexes 
• Men's Health, What are the issues ? 
• Womens Health, What are the issues ? 
• Lessons to be learned from Gay 

Me n 's campaigns 
• The Zero tolerance campaign 
• The Glasgow Women's Health Work

ing Group 
• The Drumchapel Mens Group 
• The Pollokshields Ethnic Mens Project 

Delegates were able to attend two 
workshops, which were well attended 
with people participating actively. The 
three main points and any suggestions 
for action from each workshop are 
given in this section. 

DRUMCHAPEL MEN'S GROUP 
Tommy Riley - Workshop Leader 

In starting a man's group:-
• Identifying appropriate venue and a 

group facilitator are key elements. 
(Although it is often believed that a 
man would be a better facilitator for 
a man's group than a woman, in this 
case the facilitator was a woman and 
the group proved to be very success
ful.) 

• Initially, before the group was set up, 
the men interested had a brainstorm
ing session and identified issues and 
activities they wanted to look at and 
take part in. 

• 

• One of the most successful ways of 
recruiting new members is through 
word of mouth. 

• Group has to plan 12 months ahead 
so that invited professional speakers 
to the group have plenty of notice. 

Suggestions for action 
• Setting up a healthy eating cafe 

which should ideally be located 
centrally and can provide recipes 
and costs for healthy meals. 

• Look at the possibility of developing 
the men's group into a full -time 
permanent project with drop -in 
service. 

• Networking is vital so that ideas can 
be exchanged. 

• Some kind of system needs to be set 
up for men who are depressed or are 
experiencing pain. 

POLLOKSHIELDS ETHNIC MEN'S 
PROJECT 
Trevor Lakey - Workshop Leader 

After setting the Ethnic Men's 
Project in the context of the wider 
Inequalities in Health Project these 
three main points arose from the work
shop:-

• Collaborative work with other or
ganisations/agencies is essential to 
organise courses in assertiveness, 
confidence building and English as a 
second language. 

• It is important that men also take on 
the responsibility for health so 



women are not totally responsible 
for the health of the family. 

• Training needs for the Project should 
be identified and addressed. 

Suggestions for action 
The zero tolerance campaign could 

be introduced to ethnic minority men 
through this group. 

ZERO TOLERANCE CAMPAIGN 
Kate Cosgrove - Workshop 
Leader 

Three main points from the work 
shop. 

• The campaign's main aspects are 
domestic violence, child abuse and 
rape/sexual abuse. The campaign is 
asking men to take responsibility for 
abusing. Women are more likely to 
be abused by men that are known to 
them and on a familiar surrounding, 
not outside as the myths tell us. 
Most common form of violence in 
our society is domestic against 
women . 

• SRC will fund the campaign for 2 
years and possib ly after this cam
paign look at public education on 
sexual abuse for a couple of months 
per year, using the Canadian 
model.The advertising budget is 
small, considering the size of Strath 
clyde; advertising on buses 'til Dec. 
Main train stations, subway stations, 
billboards being used for 2/3 weeks 
when each poster is released and 
20,000 posters distributed through
out the region. 

• The project is planning to link into 
events held in Glasgow and other 
towns to build on the awareness of 
the campaign. 

MEN'S HEALTH : WHAT ARE THE 
ISSUES? 
Larry Butler - Workshop Leader 

Three main points from the work
shop 

• How to create an environment that 
is safe enough for men to talk, in
stead of arguing and bantering. 

• Think about how 'men actually 
become men'; what moulds them 
i.e. conformity, society, not having a 
choice, separated from females at a 
young age, not to be emotional, 
work, breadwinner. 

• Have to deal with the social aspects 
of men actually meeting together 
before health issues can be dealt 
with. 

Suggestions for action 
Everybody acknowledged that 

there s a need for more work to be 
done on men's health. 

Highlights from the workshop 
Everybody was encouraged to be 

involved and it was a very enthusiastic 
workshop . 

• 



WOMEN'S HEALTH : WHAT ARE 
THE ISSUES? 
Sue Laughlin - Workshop Leader 

Three main points from the work
shop 
• Major areas re women's health prob-

lems. 
Medical problems/Biology 
Mental Health 
Social Fears 

• Women's Social Role - "Back to Ba-
sics" attitude. 

• Equality i.e. class/race/disability etc. 

Suggestions for action 
To improve women's health we need; 

• Better dialogue with decision makers 
• More decision makers should be 

women 
• Esteem of women/assurance 

improved 
• Improvements in the position of 

women 
• Political issues 
• Improvments in women's income 

Practical Action 
• Use health as a tool 
• Raise awareness of women at local 

level 
• Work at variable levels 
• Capitalise on women's strength 

Highlights from the workshop 
Persevere 
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GLASGOW WOMEN'S HEALTH 
WORKING GROUP 
Louise Fyfe - Workshop Leader 

Three main points from the work
shop 

• Need to raise awareness with Senior 
Management. Not managed to fulfil 
this. Not enough political support. 
Women's Committee should give 
strength. Important Senior Manage
ment agree policy. Recommenda
tions are quite strong. 

• How is Health Working Group tar
geting younger women? Group has 
been specific with Zero Tolerance 
campaign. Issues of violence against 
women. Need to identify more 
money. Get into schools. 

• How does an issue become a prior
ity? Women's HWG concentrated 
on own policies first. Other groups 
who are willing to work on issues 
give energy to make issues a priority. 
No real way of prioritising. 

Suggestions for action 
• Young peoples needs should be 

looked at. Use forums encourage 
young people to be part of debate. 
No forum yet, perhaps in future. 

HOW WE SHAPE THE SEXES 
Margaret Reid - Workshop 
Leader 

• Genetically /biologically there is very 
little difference between men and 
women. 

• Gender stereotypes are foisted on a 



baby by society/media/through 
expectations of behaviour, double 
standards between the sexes. 

• The variation within sexes is much 
greater than variation (in behaviour 
characteristics) between the sexes. 

Suggestions for action 
• Phew! long way to go. Keep at it. 

Recognise the importance of the 
father's role in the development 
of the child. 

AGE AND GENDER 

Lorna Alquist Workshop Leader 

The workshop focused on older 
women's health 

• Is older women's health on anyone's 
agenda? 

• Older women's health is strongly 
linked with events earlier in life 
therefore is a base for older women 
educating younger women on health 
issues, stressing the importance of 
the right kind of diet and exercise 
pre menopause on the post meno
pausal and older women .. 

• Older women are subject to severe 
stereotyping and discrimination. 
This is reflected in group policies and 
social and health care. Service pro
motion/strategies. 

Suggestions for action 
• Community health projects could do 

more to target older women's health 
issues - specially as they are 'captive 
audiences' in lunch club s/bingo 
clubs/friendship clubs etc. 

• Tap into Strathclyde Poverty Alli
ance's attempts to empower older 
women in long stay hospitals. 

LESSONS FROM GAV MEN'S 
CAMPAIGNS 

John Wilkes and Eric Kay -
Workshop Leaders 

• People have many different ideas 
about what it is like to be gay, and 
many difference experiences. There 
is an awareness of what gay oppres
sion is like. 

• These experiences are reflected in the 
lessons learned from Gay Men's 
Health Campaigns which have at
tempted to delineate the issues sur
rounding being gay and to break 
down the feelings of isolation and 
negative stereotypes that can accom
pany this. 

• The campaigns have worked on two 
levels: to those involved in cam
paigning there has been a tremen
dous positive impact to break down 
isolation, and to create feelings of 
pride and camaraderie; on the wider 
public front they have broken down 
barriers and helped to forge alliances. 

Suggestions for action 
• Although the campaigns have been 

successful in changing perceptions 
and have enhanced personal lives it 
is important to continue to work 
towards engaging the wider commu
nity, and to work for change both 
within and outwith the group. 

• 



Useful Addresses 

Family Planning Centre 
2 Claremont Terace 
Glasgow G3 

Glasgow Association for Mental Health 
58 Fox Steet 
Glasgow Gl 4AU 

Health Search, Scotland 
Woodburn House 
Canaan Lane 
Edinburgh EHl0 4SG 

Strathclyde Rape Crisis Centre 
PO Box 53 
Glasgow G2 1 YR 
0141 221 8448 

Women's Aid 
4th Floor 
30 Bell St 
Glasgow 
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Reading List Men's Health 
• Male Sexuality : The Atlantis Posi

tion, J James,Caliban Books, 1985. 
• Everyman, what everyone should 

know,D Llewellyn-Jones, OUP, 1991. 
• Iron John, a book about men, Robert 

Bly, Shafttesbury; Element Books, 
1992. 

• The Him Book: Ideas for men looking 
at masculinity and sexism, Sheffield 
City libraries. 

• The Which? Guide to Men's Health, S 
Carroll, Consumers Association, 
London, 1994. 

Resources 
Games 
• A Man's World 
• Opinion Game : both available from 

the B Team 
Posters 
• Boyswork Posters, available from the 

BTeam 

Contacts 
• National Mens Health Network, 

Resource Library, Health promotion 
Service, Scarsdale, Newbold Rd, 
Chesterfie ld S41 7PF Tel: 01246 
231255x 4280 

• Working with Men, 320 Commercial 
Way, London SE15 lQN. 

• Drumchapel Mens Health Group, c/o 
Drumming Up Health, 88/90 
Kinfauns Drive, Drumchapel, Glas
gow. Tel: 0141 211 6166. 

• West Coast Men's Group, c/o Care 
and Just ice Unit, Templeton Business 
Centre, Block 5, Unit C4, Glasgow, 
G40 lDA. 

Reading List Women's 
Health 
• Our Bodies Ourselves, A Phillips, 

Penguin, 1992. 
• Ourselves Growing Older, Boston 

Women's Collective, Fontana 1993. 
• Fat is a Feminist Issue, S Orbach, 

Arrow. 
• Well Women Handbook, Hayman, 

Penguin, 1992 
• Women, Health and Poverty, S Payne, 

Harvester, London, 1991. 

Resources 
• Glasgow's Health : Women Count, 

S Hair, Glasgow Healthy City Project, 
1994. 

• Glasgow Womens Health Book, Wom
en's Health Working Group, Glasgow 
Healthy City Project 1994. 

• Women's Health Promotion Materi
als, GGHB Health Promotion Depart
ment, 225 Bath St, Glasgow. 

• The Womens Library 
109 Trongate 
4th Floor 
Glasgow Gl 5HD 
0141 552 8345 

Contacts 
• Women's Health Working Group, 

Glasgow Healthy City Project, 229 
George Street, Glasgow, G2. 

• Centre for Women's Health, 
3 Sandyford Place 
Glasgow G3 
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