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How to Use This
Encyclopedia

The Editors

I his encyclopedia contains virtually all of the informa-

tion presented in the first four volumes of the Interna-
tional Encyclopedia of Sexuality published in 1997 and
2001, with fifteen additional countries and places. The orig-
inal entries have been updated, typically by the original au-
thors or by new authors or commentators; all have had some
copyediting refinements. Some entries have been com-
pletely rewritten, as noted at the beginning of those chap-
ters. We have endeavored to clearly notate updated material
by enclosing the section, paragraph, or sentence in square
brackets, starting with Update or Comment followed by the
year it was written, and ending with the appropriate author.
In some cases, it serves to modify the existing material
when we have kept the original information in context for
historical comparison; at other times, it expands the infor-
mation. In most chapters, some sections were written by
specific authors (or one of the editors), whose name or
names appear at the beginning of the section.

The information on each country in this encyclopedia is
organized mostly according to the standard outline below.
The thirteen major headings are also listed on the first page
of each chapter with the appropriate page numbers for that
country. The reader interested in drawing comparisons on
specific issues between different countries will find page
references for specific topics and refinements, beyond the
major headings, in the index at the end of this volume.
Checking this index under a specific topic—premarital sex,
teenage pregnancy, puberty rites, or sexual harassment, for
example—the reader will find page references that facili-
tate comparisons among the five-dozen countries included
in this volume.

Demographics and a Brief Historical Perspective
A. Demographics
B. A brief historical perspective

1. Basic Sexological Premises
A. Character of gender roles
B. Sociolegal status of males and females
C. General concepts of sexuality and love

*In Section 8, Significant Unconventional Sexual Behaviors,
we consider coercive sexual behaviors (rape, sexual harassment,
and child sexual abuse), prostitution, pornography, paraphilias,
and fetishes. As a general rule, sexologists and the general public
tend to view heterosexual relations between consenting adults in
an ongoing relationship, such as marriage, as the norm. It is true
that such sexual relations are the modal pattern or norm in every
culture. However, the earlier reviews of premarital sex, extramar-
ital sex, alternative patterns of marriage, homosexuality, and bi-
sexuality in Sections 5 and 6 serve to illustrate that, in any coun-
try, variable percentages of people engage in sexual behaviors
which depart from this assumed “conventional” norm. Sexolo-
gists have struggled for some time to develop acceptable termi-
nology to describe these “other” sexual practices. “Unconven-
tional behaviors” appears to be the least judgmental and restric-
tive label for “other behaviors,” and definitely preferable to other
labels such as “sexual deviance” or “sexual variance,” which

2. Religious, Ethnic, and Gender Factors
Affecting Sexuality
A. Source and character of religious values
B. Character of ethnic values

3. Knowledge and Education about Sexuality
A. Government policies and programs
B. Informal sources of sexual knowledge

4. Autoerotic Behaviors and Patterns
A. Children and adolescents
B. Adults

5. Interpersonal Heterosexual Behaviors

A. Children

B. Adolescents

C. Adults
Premarital relations, courtship, and dating
Sexual behavior and relationships of single adults
Marriage and family
Cohabitation and monogamy
Divorce, remarriage, and serial monogamy
Extramarital sex
Sexuality and the physically disabled and aged
Incidence of oral and anal sex

6. Homoerotic, Homosexual, and Bisexual Behaviors
A. Children and adolescents
B. Adults

7. Gender Diversity and Transgender Issues

8. Significant Unconventional Sexual Behaviors*

A. Coercive sex
Child sexual abuse, incest, and pedophilia
Sexual harassment
Rape

B. Prostitution

C. Pornography and erotica

D. Paraphilias

9. Contraception, Abortion, and Population Planning
A. Contraception
B. Teenage (unmarried) pregnancies
C. Abortion
D. Population programs

10. Sexually Transmitted Diseases and HIV/AIDS
11. Sexual Dysfunctions, Counseling, and Therapies

12. Sex Research and Advanced Professional Education
A. Graduate programs and sexological research
B. Sexological organizations and publications

13. Important Ethnic, Racial, and/or Religious Minorities

References and Suggested Readings

convey a sense of pathology, dysfunction, or abnormality to such
behaviors.

The social meaning of a specific “unconventional behavior” is
defined by its situation and social context. Exhibitionism, for ex-
ample, has one meaning when engaged in by a couple in private, a
different meaning when engaged in on the stage of a “go-go” bar
for patrons of that bar, and a third meaning when engaged in on a
public street. Second, some of these behaviors are, in fact, quite
common. Serious estimates cited in the United States chapter sug-
gest that 10% of adult Americans engage in sadomasochist or
bondage sex play, 15% of Americans have a foot or related fetish
and three million Americans engage in “swinging.” Although the
number of individuals who engage in any particular form of “un-
conventional behavior” may be small, it seems clear that in most
countries, taken together and added to the forms of nonmarital sex-
ual expression, that rather large percentages of people do partici-
pate in some “other” “unconventional” form of sexual practice.



Foreword

Robert T. Francoeur, Ph.D., A.C.S.

Someone said, “Never tackle anything that is not a
challenge.”

In 1991, a publisher invited me to edit a 350-page single-
volume International Encyclopedia of Sexuality (IES). The
plan was to invite 20 sexologists in 20 countries to prepare
20-page chapters on sex and love, marriage and family in
their countries. It seemed like an easy project to tackle after
editing the 766-page Complete Dictionary of Sexology.
Having attended national and international meetings of
sexologists for 30 years, I could easily recruit 20 colleagues
to write 20 chapters on their countries. The problem came
when my recruits fell so in love with describing sex and
love, marriage and family-and much more-in their coun-
tries, that they completely ignored my “15,000- to 18,000-
word limit.” As the word spread, other sexologists offered
to write about sex in their countries. After five years work,
we published three volumes covering 32 countries. With
even more countries already in the works, we published a
fourth volume, with 17 additional countries, in 2001.

At that point, despite very enthusiastic and glowing re-
views, despite international acclaim and the endorsement of
Library Journal, Choice, and the World Association for
Sexology, we decided not to publish a fifth volume of /ES
with even more countries. Libraries cannot afford the shelf
space or the cost of a five-volume /ES. Instead, we thought
it best to update all 49 countries in the original four volumes
and add a dozen new countries, all in a single, large-format
volume.

Now, after 11 years of work by 270 authorities on six
continents, we have a truly unique up-to-date Continuum
Complete International Encyclopedia of Sexuality (CCIES)
with in-depth studies of sexual attitudes and behavior in
five-dozen countries. It is a far richer resource and refer-
ence work than we could have imagined when we started
this project 11 years ago.

Looking back on this adventure, I would like to share
some thoughts and ruminations with the reader. Creating
this Encyclopedia has been a long and complex process. Ifit
is a monument of sexual knowledge, its importance and
usefulness are solely because of the magnificent contribu-
tions of 230 experts from five-dozen nations around the
world. Their work, far more than mine, makes this Com-
plete Encyclopedia an unequaled repository of scientific
and scholarly information about human sexuality.

To be sure, many works of undeniable importance have
claimed to speak about human sexuality, but in the CCIES we
hear the voices of many nations and cultures. With voices
from more than a quarter of the nations of the world, I believe
we can speak of this volume as a true encyclopedia of human
sexuality. Ultimately, the subjects who have provided the
data are not college students, as has been so commonly the
case in academic studies of sexuality in, for example, the
United States. Don’t get me wrong. The sexual attitudes and
behavior of college students are interesting, and their sexual-
ity should not be ignored. But in this volume, we are hearing
from a far wider and richer sample of human beings than col-
lege-aged students. Our authorities come from almost every
discipline and worldview imaginable.

Without in the least minimizing the other essays in our
CCIES, let me single out first the contributions about sexu-
ality in China and in India. Together, these two nations com-
prise some 40% of humanity. When, next, we consider the
contributions about other Asian nations, the Muslin nations,
Africa, South America, and Europe, we begin to see a truly
international picture of human sexuality. And it has been the
immense patience and skill of the contributors to the Ency-
clopedia that have created such a worldwide scope. It has
been a collaborative, and incredibly challenging adventure.
Among my inspiring experiences, I include the following:

¢ One day I had a question about some data in the Bot-
swana chapter. Five minutes after I emailed Dr. lan Tay-
lor, he emailed me back with the clarification I needed.
A question to Alain Giame at INSERM in Paris brought
a return cellular communication from Dr. Giame on
some rain-forest tributary of the Amazon River.

In 1995, while touring France, a fellow American I had
just met quizzed me about the books I write. My rather-
vague mention of /ES prompted Julanne McCarthy to
ask if I would like a chapter on Bahrain. Without know-
ing where Bahrain was, I said, “Of course,” never think-
ing anything would come from a casual, “Of course.”
Months later, a FedEx package appeared in my mailbox,
sent the day Julanne and her museum-director husband
returned to the U.S. “The information in this chapter was
gathered and written by Julanne McCarthy and 28 Bah-
raini professionals and expatriates who are not to be
identified in any way.”

While trying to recruit Radhouan Mhiri, M.D., president
of'the Arab Institute of Sexology and Somatotherapy, to
write a chapter on Tunisia, he mentioned Abderrazak
Moussaid, founder of the Moroccan Society of Sexolo-
gy and a physician at the University of Casablanca. Sev-
eral emails and a month later, on my first night of vaca-
tion in Morocco, Dr. Moussaid whisked me out of a ho-
tel lobby, assuring my wife he would bring me back safe
and sound. At dinner, a vehement discussion erupted
as Moussaid cajoled four colleagues—in Arabic and
French, of course—to join him to write a chapter on
Morocco. Very little English was spoken, but I re-
ceived their chapter a few months later.

Along the way, I have learned about many different
customs, and more importantly, about the social context
that surrounds these customs. To name a few customs that
are very foreign to my Western mind: widow inheritance,
“adultery hoots” in Ghana, Hijra in India, living apart to-
gether (LAT) in Germany and Sweden, transgendered
kaneeths in Bahrain and kathoey in Thailand, temporary
marriage (mut’a) in Iran, the Virgin Mary’s influence in
Ireland, very different constructs of male homosexuality
in the Islamic cultures, hymen reconstruction in South Ko-
rea and Greek Cyprus, fazendo tudo (“try everything”) ad-
vice given to both Brazilian boys and girls, taboos on sex-
ual communications between males and females, even
husbands and wives, in many cultures, and the subordinate
role of women in many cultures, where female orgasm is
either unknown or feared as a prelude to insanity.

Despite my pride in initiating and editing the four vol-
umes of /ES, and now the comprehensive updated CCIES,
I have to admit that this Encyclopedia is only a beginning.
As we read through the essays, we learn how very little we
really know about human sexuality. We have only begun to
touch the surface of this hugely complex and ancient phe-
nomenon. Much work remains to be done. Yet, I feel that
the contributors to these volumes have eased the way for
future scholars. Our contributors have blazed new path-
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ways. In the process, I have learned some lessons [ would ing before marriage? No holding hands? Or all of these,
like to share: plus no visual contact before marriage?

e Whenever we talk about any sexual attitude, value, or
behavior, we are talking about a cultural snapshot. Think
of'a tour bus stopping at a scenic lookout. Camera-toting
tourists rush off the bus, flip off their lens caps, squint
through the viewfinder, scan the site, and take a snapshot
or two. Unlike the casual tourist, our CCIES authors are
very familiar with their own landscapes. As professional
researchers and sexologists, their snapshots are more
skillfully composed, more perceptive, and more alive to
the cultural context and meaning of the observations
than any casual observer could present.

The snapshots created by the 270 contributors to CCIES
are as true to reality as possible. But we should never
forget that each snapshot is also flavored by the gender,
education, and professional training of the sexologist
presenting it.

Likewise, we should not forget the social/economic/po-
litical/religious/historical context in which each sexual
pattern, value, behavior, or attitude developed and is
now supported.

Although we can observe many commonalities in the
values, attitudes, behaviors, and trends reported in this
volume, idiosyncratic variations exist within each more-
general variation within any culture, and between cul-
tures. The richness and diverse flavors of human sexual-
ities can be fascinating.

The English language is rich in its nuances, but often in
these chapters, the reader will find descriptions of sex-
ual concepts and constructs, such as homosexual iden-
tity versus men having sex with men, transgendered,
paraphilias, and sexual satisfaction, harassment, and
dysfunction, which do not translate into Western pat-
terns of thought. Does premarital virginity and sexual
abstinence, for instance, simply require no vaginal inter-
course? Or does it include no oral or anal sex? No kiss-

While editing, I also became aware of some worldwide
problems we face:

¢ How can we deal with sexual health issues—not just the
obvious issue of HIV/AIDS, but also access to afford-
able contraception and STD diagnosis and treatment, as
well as general medical care?

* How can we promote the reality of gender equality and
equal legal rights for all, regardless of sexual identity,
role, and orientation?

* How can we provide basic comprehensive sexuality ed-
ucation for all, even in countries where the traditional ta-
boos, the government, or religious tenets restrict or pro-
hibit comprehensive and timely education?

e How can we promote recognition of the sexual rights
and needs of all humans—children, adolescents, adults,
the elderly and those disabled, whether male or female?

* What strategies do we need to address issues of popula-
tion growth and decline?

¢ And finally, what steps do the nations of the world need
to take to help immigrants adjust when they find them-
selves living in a very different and foreign culture, with
very different traditions, values, and attitudes?

I happily end this Preface by repeating my sincere
thanks to everyone who has given so generously of their
knowledge, time, and energy to produce what my good
friend and long-time editor/adviser, Jack Heidenry, de-
scribed as a “Herculean effort.” This Complete Encyclope-
dia and the four earlier volumes of /ES are the product of a
wonderful team of colleagues, my fellow editor and skillful
designer/typographer, Ray Noonan, our associate editors,
and many new and old friends, with whom I have had the
truly exciting and great pleasure of working. They join me, [
am sure, in the hope that scholars around the world will find
CCIES a rich and useful resource and reference.
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Preface

Timothy Perper, Ph.D.

s " 2 hat can a modern reader make of a book calling it-
self Continuum Complete International Encyclo-
pedia of Sexuality? In the past, it could have been a Baede-
ker s—a Guide Michelin—to the sexual hotspots of the
world, or a swinger’s and sophisticate’s tourguide to the su-
per-sexy clubs of the international sex scene. It might well
have contained addresses and ratings of brothels in far-
flung places. Or perhaps it was a seriocomic autobiographi-
cal tale of a young person turned loose on the world of sex.

There was also a time that an International Encyclopedia
of Sexuality would have recounted “the curious erotic cus-
toms” of people native to Borneo, Upper Nepal, and the tribu-
taries of the Amazon, with a chapter (once obligatory in such
works) about footbinding among the Chinese, crammed be-
tween strange stories about marriage rites among Polish vil-
lagers, African pastoralists, or Paraguayan landholders. And
the illustrations—old-style black-and-white photographs—
would have shown a peasant wedding in the Tyrol, a bride in
Hindustan, the groom’s party in Southern Russia, or any-
where else older times believed dwelt “primitive” or “sim-
ple” people.

Each of these has been a genre in sexual writing, as are
dry-as-dust treatises of solemn university professors awash
in jargon, incomprehensible tables of statistics, and deadly
dull theorizing. Any and all could fill a book called Contin-
uum Complete International Encyclopedia of Sexuality.

One value of the book you now hold is to reveal how
much Western sexological writing has changed over two or
so centuries. The essays here were each written by a person
or persons native to the land and culture described or familiar
with it through years of life and study there. Each of the au-
thors is trained in one or another academic discipline, from
cultural anthropology to medical sexology. The language is
international scientific English, stylistically straightforward
and uncomplicated. And thanks to the Editors’ foresight, the
chapters all follow a common outline, covering similar top-
ics in similar orders—which ought to facilitate comparisons
among cultures. After a brief introduction, each chapter
deals with a single society, discussing religious and ethnic
sexual values, gender roles and the sociology of men and
women, relationships between sexuality and love, sex educa-
tion formal and informal, autoeroticism, heterosexuality and
marriage and the family, homoeroticism, gender conflicts,
and “unconventional” sexual behavior—including rape,
prostitution, pornography, and erotica—followed by mate-
rial on contraception, abortion, and population planning, and
ending with a discussion of sexually transmitted diseases and
sex counseling/therapy. It is quite a palate of topics.

And you will notice that it is a serious list of topics. Per-
haps nothing else so well illustrates how Western and West-
ernized writing on sexuality has refocused over two centu-
ries. Today, we “moderns”—which means only that we
Westernized intellectuals proudly call ourselves modern
and, by implication, think others primitive—disdain older
modes of sexological writing and publication. For many
years, a primary form of “sexological” writing was the illus-
trated book—please, to be sold only to medical profession-
als!—with titles like Femina Libido Sexualis, and contain-

ing a mish-mash (to our modern eyes) of “medico-scien-
tific” material on female anatomy, circumcision practices,
phallic worship, all ostensibly published for “the advance-
ment of knowledge,” but actually printed as erotica and hid-
den from the censor’s vigil by their Latinisms and their faux-
science. But the mainstay of such works—definitions, dis-
cussions, and depictions of “female sexual beauty”—is ab-
sent in modern sexological writing, and is equally absent
from this International Encyclopedia of Sexuality. Gone are
the black-and-white photographs of nude women, steel en-
gravings of Arab weddings, and suggestively titled but oh-
so-innocent tales of life in the Turkish seraglio.

Today, sexuality has become the focus of intense con-
cern, often outright anxiety. Topics that we today consider
“sexologically appropriate” border more and more closely
on psychological, medical, and social pathology. We are
concerned with the criminality of sexual acts, their moral-
ity, their capacity to index—if not to stir up—social de-
struction and vehement conflict. Furious debates over por-
nography and deep concern about child sexual abuse illus-
trate how much, for us, sexuality no longer focuses on
sexual beauty, be it male or female, but on sexual ugliness,
disease, and crime.

To a large extent—though it varies by author—this fo-
cus on sexological pathology and problems is shared by all
the chapters in the International Encyclopedia. No wonder,
either we live in a world of sexual change and rearrange-
ment, where politics, more than nudity, seems the proper
companion of the goddess of love, Aphrodite herself. For
us, sexuality represents the body in flux: not a Heraclitean
flow of all things growing and waning, but embodied future
shock and upheaval. Books celebrating “sexual beauty” or
regaling the reader with “odd and curious marriage cus-
toms” of foreign people could be written only in days that
themselves had firm and clear sexual guidelines—a sexual
culture—to shape readers’ behavior and assure them that
they were culturally normal by the standards of their own
Western societies. But—rota fortuna—things change.

There is a story told—apocryphally, I am afraid—of an
Indian tourguide at the temples of Khajuraho, famed for
what Westerners perceive as highly erotic sculptures. A
woman ethnologist, primarily interested in these sculpted
images of the most variegated forms of copulation imagin-
able, continued to ask to be shown those portions of the tem-
ple grounds. The guide steadfastly refused, saying only,
“But they aren’t interesting, miss.”

The point is not the tourguide’s recalcitrance. Instead,
let us wonder where he obtained the phrase he used to de-
fend his efforts at censorship: “They aren’t interesting.”
Partly, to be sure, he expressed a personal emotion, but we
can readily imagine British tourists in the days of the Indian
Raj expressing dismay and anxiety by saying precisely the
same—"These statues are not interesting.” In those days—
that is, for many years indeed—sexuality was not interest-
ing to the normal Westerner outside the bedroom and those
all-male soirees with which folklore bedecks the 1890s and
similar eras of “sexual excess.”

So Continuum Complete International Encyclopedia of
Sexuality reveals a fascinating aspect of how our own—
Western or Westernized—visions of sexuality have shifted.
Today, we find sexuality much more openly important,
even if public and media attention often focuses on its less-
pleasant sides, e.g., exploitation of women in pornography.
Unlike our recent ancestors, we find sexuality interesting to
extents that would have deeply shocked and troubled both
the British visitors to Khajuraho and its Indian tourguide.

Over the intervening century, sexuality has slipped loose
from its originally tight moorings in Western and Western-
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ized societies. Today, it touches all aspects of life: certainly,
it seems to touch everything in the media! One can plausibly
argue that these are not deep social or psychological
changes, but merely that previously dominating masks and
disguises have fallen away to reveal what probably was al-
ways there—widespread interest in sexuality among many
people indeed.

In this newly unmasked interest, we all need good, solid
information—not rumor, hearsay, travelers’ tales, and secret
books celebrating female pulchritude across the globe—but
good data, compiled with serious intent and presented with
serious purpose. Such intentions and purposes Continuum
Complete International Encyclopedia of Sexuality achieves.
I do not perceive its seriousness of outline or topic as
antisexual so much as I see it as antifrivolous. We do not
trivialize sexuality nowadays and we live in an era of “seri-
ous works about sex.”

We cannot escape the solemnification of sexuality, not
because solemnity is foisted upon us by prudes, but because
we understand that sexuality is dangerous as well as plea-
surable. Yet we also carry within ourselves a desire to worry
about sexuality—an echo from older days when sexuality
was taboo for polite discussion and a matter only of whis-
pered gossip, something to worry about. In our modern
world, sexuality is legitimated partly by surrounding it by a
veil of worried concern, e.g., about pornography, child sex-
ual abuse, sexual Satanism, and the like. Knowledge has
been bought at the price of thinking that sexuality ought to
be studied and worked at. Whatever instincts exist (modern
sexological scholarship denies them), they do not operate
easily or comfortably today. If sexuality no longer wears the
obscuring masks of the past—the opaque black garb that
once clothed the body—then instead it wears translucent
gauze, not erotic so much as disinfectant. In modern sexolo-
gy, sexuality inhabits the forums of research, and Contin-
uum Complete International Encyclopedia of Sexuality is
quite modern.

Its importance—considerable, I think—exhibits an-
other change in sexological discourse, to use a revealing
and portentous word made popular by academic sexolo-
gists. In older days, only one officially sanctioned form of
discourse existed about sex: the language and meanings of
moralists, churchmen typically, that upheld certain visions

of how we should write about sex. Though he had prede-
cessors, Kinsey changed all that permanently, in effect
substituting technicalisms for a dying moralism in sexual
language. A curious consequence is that sexology no lon-
ger speaks to the masses about matters they understand
and know. As modern life fractalizes, sexology has
sprouted many officially sanctioned discourses, such as
postmodernist criticism, feminism, conservative rhetoric,
biomedicalese, all antipopulist, all above the heads of the
man and woman in the street (or bedroom). Indeed, it
sometimes takes an expert to understand that the topic is
sex. Nonetheless, adherents of these different discourses
spend much time examining each other’s prose with the of-
ficiousness of churchmen hunting out sinful thoughts. Sex
remains a charged, powerful topic, and its significance
will not diminish soon. Its powers radiate outwards from
an embodied center to touch arenas of disagreement, like
politics, that nonetheless remain more comfortable than
open sexuality, at least for many people.

And so this International Encyclopedia raises a curious
question: Will there come a time when sexuality can display
itself nude? Or is nude sexuality still “not interesting”?
Judging from public worry over Madonna’s Sex, with her
deliberate evocation of nudity, we still share a great deal
with the Indian tourguide. However, the authors of the chap-
ters in this book are closer kin to the woman ethnologist who
wished to examine those statues. For her and her modern
scholarly descendants, sexuality is interesting, even if still
garmented in sociological, psychological, and biomedical
gauze. Whereas we Westernized intellects still feel that
Aphrodite must be partly covered, nonetheless many layers
of wrapping and disguise have been removed. To the prude,
itis all to the bad (even if “not interesting”). To the scholar, it
is an important step towards understanding sexuality itself.
To the modern reader, Continuum Complete International
Encyclopedia of Sexuality will be more interesting than a
Baedeker to the world’s sex clubs or an autobiography of a
reprobate or even a lusciously colored edition of the once
banned Thousand and One Nights: It provides a thoroughly
scholarly examination of what is still not fully exposed even
in an enlightened modern world—or, judging from the
temples at Khajuraho itself, the partly enlightened and
partly interested modern world.
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An Introduction to the
Many Meanings of
Sexological Knowledge

Ira L. Reiss, Ph.D.

s N 2 elcome to this treasure chest of sexological knowl-

edge and understanding. You will find in this vol-
ume a wealth of information concerning sexuality in a very
wide range of human societies. To introduce this extremely
rare and valuable Continuum Complete International Ency-
clopedia of Sexuality, | will not review the fascinating reports
of'these authors. Instead, what I shall do is to try to afford the
reader some perspective on the many ways that this knowl-
edge can be understood and used. I will focus on three con-
troversial aspects of cross-cultural work where scientific fads
and fashions have tended to limit how that knowledge is pre-
sented. Having a broader view of these three aspects of cross-
cultural studies should help the reader to utilize the accounts
of sexuality in this Encyclopedia more completely.

[ will first deal with the question of how our personal val-
ues and other assumptions about the world enter into the way
we do our scientific work on sexuality, and what we can do
about it. Secondly, I will deal with the current emphasis upon
stressing the uniqueness of each society and the criticism of
the search for cultural universals. And thirdly, I will deal with
the important question of taking the “insider” and the “out-
sider” perspective when studying a society’s sexual customs.
By discussing these three controversial areas and suggesting
possible resolutions, the reader should be better prepared to
make his or her own judgments on what is valuable in
sexological knowledge.

Issue One: Science, Values,
and Assumptions

There are those who still perceive of science and society as
properly separated by an impenetrable wall. In this “positiv-
ist” view, the scientist is protected from “bias” by his or her
withdrawal from taking sides on any of the basic value dis-
putes in a society. As a result, we supposedly get a “value-
free” and “pure” form of knowledge rather than a “biased” or
“value-laden” point of view. That is still a popular view con-
cerning science and society. Nevertheless, I contend that that
sort of sharp separation of science and society is based upon an
erroneous view of the way science really operates in society.

In my view, science cannot be separated from society, for
it is an institution existing in a human society and conducted
by human beings. Science, and its practitioners, can no more
avoid the influences of the broader society than can the mass
media, corporate business, government, religion, education,
or the family. Further, the very support of science by a soci-
ety depends on people’s believing that science is useful to the
solution of the problems of that society. The high value
placed upon physical science emanates from the advances it
has produced in valued areas such as health, industry, and
warfare. Denying this connection to society does not pro-
duce a lack of bias in science. Instead, it may produce an in-
ability to be explicit about one’s values to others, and perhaps
even to oneself.

Most obviously in the social sciences and in sexual sci-
ence, where we seek to understand the way humans behave
and think, there can be no meaningful separation of science
from society and its values. But this does not mean that we
cannot avoid bias in our scientific methods. Rather, if science
is to maintain its claim to being fair, reasonable, logical, pre-
cise, and cautious, then it must acknowledge the possible val-
ues of the scientist and learn how to prevent them from over-
whelming our scientific methods. Scientists cannot prevent
bias in their work by simply claiming to be value-free. Rather,
as I shall seek to illustrate, scientists must do it by demonstrat-
ing that they are value-aware. Let me illustrate my meaning
with a research project I was involved in not long ago.

In 1988, a colleague, Robert Leik, and I set out to develop
a probability model that would compare two strategies for re-
ducing the risk of an HIV infection (Reiss & Leik 1989). The
two strategies to be compared were: (1) to reduce the number
of sexual partners or (2) to use condoms with all partners. Al-
though utilizing both strategies simultaneously is clearly the
safest way to reduce the risk of HIV, a great many people
seem to choose to do one or the other. The model we built
compared the risk in these two strategies using a very wide
range of estimates of several key factors: (a) the prevalence
of HIV, that is, the likelihood of picking an infected partner;
(b) the infectivity of the HIV virus, that is, the likelihood of
becoming infected with HIV if one picked an infected part-
ner and had unprotected sex with that person; (c) the failure
rate of condoms, ranging from a low of 10% to a high of 75%;
and (d) the number of partners ranging from one to 20.

What we found was virtually unqualified support for the
greater probability of avoiding HIV infection by using con-
doms rather than by reducing partners. In almost all cases,
even if one had only one or two partners over a five-year peri-
od, if one did not use condoms with them, one had a higher
risk of HIV infection than someone with 20 partners who did
use condoms. This was true even if condoms were assumed
to have a failure rate between 10 to 25%. Our conclusion was
that those giving advice and counsel should recommend con-
dom usage as the more effective tactic.

Now this project with its probability model was surely a
scientific project, and the results of testing our models
seemed unequivocal. Nevertheless, although the great ma-
jority of the scientific community fully endorsed and used
our findings and suggestions, a few scientists did not accept
our interpretation of our results. We received criticism from
scientists who said that people will not use condoms to pre-
vent HIV infection and so our findings were meaningless in
the real world. There were others who said that publishing
our results would encourage people to increase the number of
partners and that would lead to more HIV infections. Some
other critics raised the question whether having more than
one partner and using condoms was worth even the very
small increased risk that we described.

This difference of interpretation of our findings is not a
result of the poor scientific judgment of our critics, as much
as we might have liked to think that. Rather it was basically a
consequence of some scientists’ not sharing our values and
assumptions about the world in which we live. Specifically,
our critics did not accept our view that people will use con-
doms to protect themselves. Instead, our critics believed in a
more emotional than rational view of human sexual choices.
They held this view despite the evidence that gays have
greatly increased their condom usage and even teenagers in-
dicated similar dramatic increases in the late 1980s (Reiss
1990). Other critics rejected our assumption that motiva-
tions for having more sexual partners have very little to do
with the publication of an article like ours. Finally, unlike
some of our critics, we made no assumptions about whether
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condom-protected sex with several partners was worth the
increased risk involved.

Our critics and we clearly had different assumptions and
values regarding sexuality, and that was the reason why
they questioned our evaluation of the evidence from our
model. They did not disagree with the results of the model,
but they disagreed with our assumptions about sexuality.
The reader should note that the assumptions we make about
sexuality are not only factual assumptions, but they embody
value judgments. For example, we valued people who learn
how to protect themselves, and supported the moral right of
people to make their own personal choices regarding the
number of partners that they have.

We might not have become so fully aware of our assump-
tions if our critics had not spoken out, revealing that they
made different assumptions and had different values about
sexual behavior. The critics would never have undertaken our
study because, lacking the belief that condoms will be used to
prevent HIV infection, why should one study that strategy?
Also, as one scientific journal editor wrote to us, his values
would stop him from publishing an article that seemed indif-
ferent to the norms of sexual monogamy. These differences
in values and assumptions do not just enter into the choice of
research projects, but as is apparent here, they enter into the
very interpretation of the meaning and worth of that research.

The important point here is that no scientist can undertake
a research project without making some set of assumptions
regarding human behavior. And those assumptions also in-
fluence how to interpret the validity and worth of the find-
ings. As our critics demonstrate, our interpretation that rec-
ommending condoms is the safest path to take is not one that
inevitably follows from our probability model’s evidence.
Our recommendation of condom use follows only if you also
share our assumptions about human behavior. The great ma-
jority of sexual scientists do share our view and so they
agreed with our interpretation. Where all scientists share the
same assumptions, we are the most likely to be blind to the
fact that we are even making any assumptions. Without the
critical response, we would not have become so aware of our
own assumptions, and of those of our critics.

To believe that science operates in a vacuum devoid of val-
ues and assumptions about human behavior is to delude our-
selves as scientists. Further, unless we realize the assumptions
we are making, and put them forth explicitly, we will be un-
able to comprehend fully one basis upon which we are judging
the worth of our scientific work. Only by becoming more
value- and assumption-aware will we be able to be more even
handed and fair in evaluating and understanding the basis of
our scientific judgments. Such awareness makes the scientist
more thoughtful about what assumptions will be accepted,
and more conscious of the possibility that we must be sure not
to allow these assumptions to bias our gathering of evidence.

The recent findings concerning causes of homosexuality
offer another illustration of the point I am making here. The
1993 work of Dean Hamer published in Science created a
public storm of interest. Hamer and his collaborators re-
ported that they found on the long arm of the X-chromosome
apossible location of a special set of genes that were present
in 33 out of 40 families with two gay brothers. The support
this finding found depended in part on the background as-
sumptions of the particular scientists. Those who, like biolo-
gist Simon LeVay (1990), stress biological factors as deter-
minant of human behavior, are more willing to conclude that
biological factors are key pieces in the homosexual puzzle.
Other scientists in social science fields where nurture is
stressed more than nature, make assumptions about humans
that lead them to be hesitant to accept Hamer’s work as
anything more than mostly speculative at this point.

There are also values associated with any position on na-
ture and nurture. Whether we are a biologist or a sociologist,
if we oppose the status quo in society, we are more likely to
want to emphasize the plasticity of human inheritance. In ad-
dition, those scientists who feel that seeing homosexuality as
strongly biologically determined would lessen societal prej-
udice, may also be more likely to accept biology as defini-
tive. Conversely, those who, like myself, oppose prejudice,
but who note that prejudice continues against groups with
known biological differences such as blacks and women, do
not feel pressure to endorse biological etiology.

One very important conclusion from these and other ex-
amples is that our assumptions and values can easily have an
impact on our interpretation of research findings. But that
does not mean that we should conclude that all sexologists
are “biased” or all research on sex is “unfairly” interpreted.
Rather, what it says to me is that all members of a society, in-
cluding scientists, have values and make assumptions about
human sexual behavior. Better than pretending that we can
be neutral and value-free, we should openly assert our as-
sumptions and values so we can check each other’s scientific
work and promote a clearer, and more balanced and fair-
minded evaluation of the worth of our research results.

Bias or distortion of evidence is unacceptable in scientific
work. We seek to use the most reliable and valid measures, to
publish our results for criticism by others, and to follow rules
of careful reasoning and fair gathering of evidence. Making
our scientists more “value-assumption aware” will help us
minimize the times when these unstated assumptions over-
whelm our science. We cannot eliminate assumptions, but
we can demand that they be made explicit, and require scien-
tific rigor regardless of what assumptions are made. Then we
can, as scientists, reach consensus on which explicit assump-
tions we are willing to accept, and thereby decide what will
be accepted as knowledge in our science of sexuality. When
you read the accounts in this book, try to discern the author’s
assumptions. Finding assumptions is not by itself an indica-
tion of a flawed account. Rather, it is a way of giving you
deeper insight into the meaning of that author’s account.

Issue Two. Scientific Fads about
Cultural Universals

There is little question that during the past several de-
cades, the anthropological and sociological work on different
societies has stressed the uniqueness of cultures and criticized
attempts to find cultural universals (Suggs & Miracle 1993).
If we apply our awareness of the place of assumptions in sci-
entific work, we may surmise that this emphasis is a result of
assuming that people and societies are basically different and
do not universally share any significant characteristics. Fur-
ther, that assumption may be based on the value judgment that
stressing how different we are builds tolerance, whereas em-
phasizing universal traits among different societies encour-
ages people to criticize the society that is not like their own.

All our views are but partial views of whatever reality is
out there. If we all share the exact same assumptions about the
world, we will never become aware of what these assump-
tions are, and we will not be alert to the possible biasing of our
scientific evaluations. It is in this sense that accepting but one
narrow view of what is worth pursuing, and making that a
compulsory position, is dangerous to the growth of sound sci-
entific methods and to the careful evaluation of evidence.

In opposition to the current scientific fad of stressing dif-
ferences, David Suggs and Andrew Miracle, in their over-
view on cross-cultural sex research, point to the need to find
commonalities in societies around the world. They say:
“We need more work on sexuality from those research strat-
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egies that are specifically oriented toward seeking an expla-
nation of ‘Culture’—as opposed to ‘cultures’” (1993, 490).

They cite my 1986 book, Journey into Sexuality: An Ex-
ploratory Voyage, as one of the few attempts to find such
commonalities while not denying the importance of cultural
differences. In that book, I set out to try to locate the key areas
of our social life that, in any society, most directly shape our
sexuality. I started with the assumption that, unless the evi-
dence indicated otherwise, we can assume that, “with careful
attention to the social context, intercultural comparisons can
be made” (Reiss 1986, 7). After examining a large number of
cultures, I developed my Linkage Theory, which asserted
that sexual customs in all societies were most crucially
linked to the power, ideology, and kinship segments of that
society. This I called the (PIK) Linkage Theory.

I did not ignore differences in the way individual societ-
ies create such linkages. To be sure, a class system in Amer-
ica may be very different from a class system in Kenya. But
that does not prevent us from saying they both have a class
system and examining how that class system relates to exist-
ing sexual customs. So I would say to the reader, look for the
important differences among the cultures described, but also
compare societies and see if you can detect some common-
alities among the cultures, such as I suggest in sexuality be-
ing linked to power, ideology, and kinship systems in every
society (Reiss 1989). I believe that finding commonalities in
our sexual lives can enhance our tolerance for the cultural
differences that exist. We can better identify and have empa-
thy for a people with whom we believe we share some
important similarities.

Issue Three: The Insider and the
Outsider Perspective

In the last few decades, the emphasis in cross-cultural
work has been on what Kenneth Pike has called the Emic or
“insider” approach and less on the Etic or “outsider” ap-
proach. The concepts of Emic and Etic were first put into
print by Kenneth Pike in 1954 and have since become com-
mon jargon in anthropology. Some anthropologists, like
Marvin Harris, have made modifications in Pike’s concepts
but still utilize them (Headland, Pike, & Harris 1990). Let me
try to clarify these very important terms and relate them to a
third and final issue concerning how we view other societies.

The originator of the concepts of Emic and Etic, Ken-
neth Pike, indicated his current meaning in a 1990 book,
when he said:

I view the emic knowledge of a person’s local culture
somewhat as Polanyi views bicycle riding. A person knows
how to act without necessarily knowing how to analyze his
action. When I act, [ act as an insider; but to know, in detail,
how I act (e.g., the muscle movements), I must secure help
from an outside disciplinary system. To use the emics of
nonverbal (or verbal) behavior I must act like an insider, to
analyze my own acts, | must look at (or listen to) material as
an outsider. But just as the outsider can learn to act like an
insider, so the insider can learn to analyze like an outsider.
(Headland, Pike, & Harris 1990, 33-34)

Although it is a bit of a simplification, Emic can be seen
as the insider view constructed by people in a culture, and
Etic the outsider view constructed by science seeking to un-
derstand that culture. The recent fad in social science, as I
have noted in my discussion of the emphasis placed on cul-
tural uniqueness, is to emphasize the Emic view. The possi-
bility of an Etic view that can conceptually compare and find
commonalities in different cultures is too often overlooked
and/or criticized today.

I support the essential worth of both Emic and Etic ap-
proaches and I reject the notion that we must give priority to
an Emic or an Etic view. Some of the support for promoting
the Emic view comes from those who feel that we should not
make invidious comparisons of cultures and should rather
just accept them. I, of course, share the tolerance values be-
hind such an approach. But as a social scientist, [ must be al-
lowed to compare and contrast and to develop understand-
ings that go beyond just saying all cultures are unique. I must
also add that there are societies, like the Nazi society under
Hitler and many other totalitarian reigns of terror that exist
today in our world, that I do not want to tolerate. I want more
than the insider view of a people on which to base my
understanding of a society.

Another point to be aware of in this debate is the fact that
there is much that people in any society do not understand
about their own culture. How many people in Western soci-
ety understand enough to be able to suggest workable solu-
tions to the many social problems they see in their society?
One of the major values of any science is to afford a broader
perspective on a social problem area. It is true that the out-
sider view that scientific explanation can provide will be
based on some assumptions about human beings, but the at-
tempt will still be to evaluate carefully and fairly the evi-
dence relevant to that perspective. This is precisely what
Robert Leik and I were trying to do when we compared the
two strategies for reducing HIV infection. Our assumptions
were clear, and we attempted to evaluate fairly the choices in
light of those assumptions.

If we opt only for the insider’s views and deny the possi-
bility of an outside scientific explanation that goes beyond
the insider’s views, then we are reducing ourselves to the
role of stenographers writing down what people believe, and
stopping there. I think an Etic science perspective is far too
valuable to toss away that easily. True, science has limita-
tions in its assumptions and in its fads and fashions. But sci-
ence presents us with the opportunity to arrive at a consen-
sus as to how to understand most effectively, and perhaps
change, a particular sexual problem. Such a scientific con-
sensus will never be the total picture of reality, but it will be
valuable in our search for solutions. It offers something be-
yond what the partisan person can offer in his or her Emic
viewpoint, and I would therefore reject any postmodern, rel-
ativist attempts to play down the value of an Etic perspective
in sexology or in any science.

Readers of this International Encyclopedia should keep
in mind the Emic and Etic distinction, the relative advantages
and limitations of these vantage points, and watch for efforts
by the authors to balance these views. Some authors are na-
tive to the country they are writing about. Others are not na-
tive and write from an outsider’s perspective, even though
they may have lived in the country for many years. Being
aware of the vantage point from which the individual contri-
butors to this Encyclopedia speak will help the reader make
the most advantageous use of the information presented.

Quo Vadis, Cross-Cultural Sexology?

Let me try to sum up the implications of my approach to
cross-cultural sexual knowledge and its value to you in read-
ing this Encyclopedia. First, | would suggest that seeing how
science and value assumptions interact should make us more
likely to want our science of sexuality to do more than present
abstract knowledge. We will want science to deal with the
problem areas that mean the most to us. This sort of post-posi-
tivist view of sexual science makes science a major helper in
reconstructing or reinventing ways of living that can promote
the resolution of the many sexual problems that confront us.
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True, there may well be conflicting solutions proposed by
scientists with different value assumptions, such as I encoun-
tered with my probability model on HIV infection. But we
can still examine scientifically what will best help to resolve
problems from the viewpoint of the set of assumptions most
of us in a community will endorse. Further, people with dif-
ferent assumptions can put forth different tactics to resolve
social problems. We can examine the reasoning and evidence
relevant to competing assumptions. We can choose based on
what type of world we want to create.

The scientific search for evidence to examine our solu-
tions can still be rigorous and will be scrutinized, particularly
by those who do not fully accept our assumptions. I see the
future as favoring this movement towards a sexual science
that helps us create the type of world we consensually agree
we want. [ see the problem-resolution aspect of sexology as
very important, because it will promote the value of sexual
science in the minds of the public, and that will help fund the
important research and theory work we want to do.

On the second issue of commonalities: If you accept my
position on the legitimacy of searching for cultural univer-
sals as well as for cultural variability, then we in sexology
can search for common elements in our sexual lives in societ-
ies around the world. In the over 200 societies I examined in
my 1986 book, I found universal condemnation of what that
society judged to be “excessive” sexual force and to what
that society saw as “undue” sexual manipulation (Reiss
1986, 1990). So we have at least a minimal cross-cultural
area of ethical agreement on what sexual acts ought to be pro-
hibited: sexual force and sexual manipulation. Of course,
within this area of agreement there are quite different defini-
tions of what is “excessive” sexual force and what is “undue”
sexual manipulation. But within any society, we can, as sex-
ual scientists, seek to find what changes in custom would best
avoid that culture’s conception of “unacceptable” force and
manipulation.

In Western cultures, I believe we would agree that avoid-
ing force and manipulation is best accomplished by promot-
ing preparation for sexuality that emphasizes honesty, equal-
ity, and responsibility between the sexual actors. I have de-
veloped the evidence and reasoning on this in a recent book
(Reiss 1990). Western cultures are moving towards an ethi-
cal standard that accepts a wide range of sexual acts, provid-
ing they are honestly, equally, and responsibly negotiated.
As the accounts in this Encyclopedia will reveal, there surely
are significant differences even within Western societies as
to how to define unacceptable force and manipulation, and
also on defining what is meant by honesty, equality, and re-
sponsibility in sexual relationships and how to achieve that.
But at least there is some common ground for such a dialogue
to take place, and I believe sexologists should take the lead in
examining and researching this vast area of possible ethical
agreement.

Although non-Western societies are pursuing the same
goal of reducing unacceptable force and manipulation, there
are many significant differences in the ways that these societ-
ies may seek to control these outcomes. Promoting honesty,
equality, and responsibility in sexuality may not be so popu-
lar in some of these societies. So clearly individual attention
to particular societies is needed. But I stress that it is in the
search for universals here that we are led to explore cultural
differences. These are not opposing goals.

Finally, in line with my position on the insider and out-
sider approaches, I encourage taking both an Emic and an
Etic approach so as to gain more complete answers to the
sexological questions that interest us. The insider view is es-
sential for any successful resolution, because it is people that
must put into action any resolution to a social problem. But

we must also go beyond individual viewpoints, for it may
well be that in unintended ways we promote the very out-
comes that we then condemn as problems. Our conflicted
and negative view of sexuality in America is a cause of the
very problems that our conflicted and sex-negative people
then condemn (Reiss 1990).

If we who have devoted our career to the study of sexual-
ity cannot state what our assumptions are and offer useful
resolutions to our shared sexual problems, then who can? A
famous American sociologist, Robert S. Lynd (1939, 186)
many years ago made this very point about social science in
general:

Either the social sciences know more than do the ‘hard
headed’ businessman, the “practical’ politician and admin-
istrator, and the other de facto leaders of the culture as to
what the findings of research mean, as to the options the in-
stitutional system presents, as to what human personalities
want, why they want them, and how desirable changes can
be effected, or the vast current industry of social science is
an empty facade.

The cross-cultural analysis of sexual customs in this en-
cyclopedia should help us to understand and to cope better
with the dramatic changes occurring in sexual customs in so
many societies today. I have discussed elsewhere other rea-
sons why we need to make our assumptions explicit and
thereby make our sexology more problem-resolution cen-
tered (Reiss 1993). All I need add here is that the more soci-
ety feels that sexology can aid in resolving our sexual prob-
lems, the more our field will be valued and will flourish. 1
hope we who are sexologists will resolve our internal dis-
putes on issues like those discussed in this chapter by taking
the broader and more eclectic view of science and its role in
society that I have presented. While doing this, we must hold
to the great value of scientific method—we must reject the
nihilistic and relativistic conclusions that some who would
dismiss science altogether promote today. I hope that as you
read the fascinating chapters in this book, the key issues and
ideas I have put forth will help you to obtain a deeper insight
into human sexuality. | wish you all: Bon Voyage to the many
societies described herein!
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This miraculous indigenous America

Made everything at a fantastic scale
Wanting to look at the sky,

she raised herself on the Andean Mountains
And her cross, instead of wood,

is made of stars.!

Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics

Argentina, the second-largest country in South Amer-
icawith 1,073,518 square miles (2,780,399 km?), occupies
most of the southern tip of the American continent. It ex-
tends from slightly above the Tropic of Capricorn to
Antarctica, on which it keeps a constant military and re-
search presence. Hence, it has a variety of climates and the
different natural resources associated with them, although
it is best known for its fertile pampas of the temperate re-
gion. The Patagonia plateau in the south is flat or rolling.
The rugged Andes Mountains mark Argentina’s western
border with Chile on the west. Bolivia and Paraguay are
Argentina’s northern neighbors, while Brazil and Uruguay
lie to the northeast.

In July 2002, Argentina had an estimated population of
37.8 million. (All data are from The World Factbook 2002
(CIA 2002) unless otherwise stated.)

Age Distribution and Sex Ratios: 0-14 years: 26.3%
with 1.05 male(s) per female (sex ratio); 15-64 years:
63.2% with 1.0 male(s) per female; 65 years and over:
10.5% with 0.7 male(s) per female; Total population sex ra-
tio: 0.98 male(s) to 1 female

Life Expectancy at Birth: Total Population: 75.48
years; male: 72.1 years; female: 79.03 years

Urban/Rural Distribution: 90% to 10%

Ethnic Distribution: Caucasian: 97%; Mestizo, Indian,
or otherwise nonwhite groups: 3%

*Communications: Sofia Kamenetzky, M.D., Postal Box 352530,
Palm Coast, FL 32135-9727 USA; mkamen@aol.com.
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Religious Distribution: Nominally Roman Catholic:
92%, with less than 20% practicing; Protestant: 2%; Jew-
ish: 2%; other: 4%

Birth Rate: 18.23 births per 1,000 population

Death Rate: 7.57 per 1,000 population

Infant Mortality Rate: 17.2 deaths per 1,000 live births

Net Migration Rate: 0.63 migrant(s) per 1,000 popula-
tion

Total Fertility Rate: 2.41 children born per woman

Population Growth Rate: 1.13%

HIV/AIDS (1999 est.): Adult prevalence: 0.69%; Per-
sons living with HIV/AIDS: 130,000; Deaths: 1,800. (For
additional details from www.UNAIDS.org, see end of Sec-
tion 10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 96.2% (1995 est.); attendance in
school is compulsory to age 14

Per Capita Gross Domestic Product (purchasing
power parity): $12,000 (1997 est.); Inflation: 4%; Unem-
ployment. 25% (end of 2001); Living below the poverty


www.UNAIDS.org

2 Continuum Complete International Encyclopedia of Sexuality

line: 37% (2001 est.). By the end of 2002, half of Argen-
tina’s population was living below the poverty line. In 2001
and 2002, the economy of Argentina went into a tailspin and
the nation came close to bankruptcy (see update at the end
of Section 1B, A Brief Historical Perspective, below).

B. A Brief Historical Perspective

Nomadic indigenous tribes roamed the pampas when the
Spaniards arrived in 1515 and 1516. The land quickly be-
came a part of the Spanish empire. By the late 19th century,
nearly all the native peoples had been killed.

The long period of disorder that followed the colonists’
declaration of independence in 1816 ended only when a
strong centralized government developed. Large-scale Ital-
ian, German, and Spanish immigration after 1880 spurred
modernization, and major social reforms were instituted in
the 1920s. Military coups were common from 1930 to the
1946 election of General Juan Perdn as president. Perén and
his wife, Eva Duarte (died 1952), effected labor reforms,
but suppressed freedom of speech and the press, closed reli-
gious schools, and ran the country into serious debt. A series
of military and civilian regimes followed Peron’s ouster in
1955. After an 18-year exile, Perén returned in 1973 and
was elected president. When he died ten months later, his
second wife, Isabel, who had been elected vice president,
succeeded him, becoming the first woman head of state in
the Western Hemisphere. Mrs. Peron was ousted in 1976,
amid charges of corruption.

The military junta that followed existed in a state of siege
with guerrillas and leftists. An estimated 5,000 people were
killed and thousands jailed and tortured. Democratic rule re-
turned in 1983 after Great Britain successfully defended the
Falkland Islands in 1982. In 1985, five former junta members
were found guity of murder and human rights violations. By
1989, the nation suffered, as severe hyperinflation and politi-
cal problems sparked looting and rioting in several large cit-
ies. Peronist President Carlos Saul Menem, elected in 1989
and again in 1995, has introduced harsh but necessary eco-
nomic measures to curtail hyperinflation, control govern-
ment spending, and restructure the foreign debt.

[Update 2003: The presidency of Carlos Menem that
started in 1989 with hopes of a long period of stabilization
and prosperity ended with the deepest economic crisis
known since Argentina organized itself as a modern nation
by the end of the 19th century. Neither the International
Monetary Fund, nor the World Bank or the Interamerican
Development Bank, explained clearly to the world how
such a profound economic deterioration took place.

[Just a few years ago, Argentina was largely a middle-
class nation with the highest per-capita income in Latin
America. The Gross National Product (GNP) per capita that
was $9,950 in 1997 is estimated to have fallen in 2002 to
less than $4,700, which is the threshold above which the
country becomes a contributor to international organiza-
tions rather than being just a borrower (World Bank Devel-
opment Report 1999; Executive Board UN Development
Program 2002).

[Foreign public debt started mounting and reached $132
billion by the end 0f2001. At the same time, unemployment
is estimated as being as high as 25%.

[The absence of political leaders with a clear vision of the
future, and the cynicism and greediness of those in power
who dispose of government revenues as their private prop-
erty, led to disastrous policies. Bank assets were stripped,
leaving the average citizen without access to their deposits,
while rich Argentines and foreign enterprises timely sent
their money to foreign accounts. The Argentine peso that re-
mained pegged to the dollar since the early 1990s was deval-

uated, and is above three pesos to a dollar at the time of writ-
ing this update. As The New York Times reports, the situation
of most Argentines has dramatically changed:

According to the most recent statistics, issued in January
2003, at least 60 percent of the country’s 37 million peo-
ple now lives in poverty, defined as an income of less than
$220 a month for a family of four. Even more alarming,
more than a quarter the population is classified as ‘indi-
gent,” or living on less than $100 a month for a family of
four (Rohter 2003).

[Every day children and old people die of hunger. Peo-
ple in the affluent neighborhoods of Buenos Aires put left-
overs from their meals in separate garbage bags to provide a
concentration-camp ration for the survival of night scaven-
gers.

[Survival, a powerful human force, is originating other,
more-positive initiatives as a response to the economic and
social chaos. One creative scheme is the organization of
bartering networks where people can exchange goods and
services. Professionals, farmers, health service workers,
homemakers, teachers, and people from all occupations
participate in these exchanges. (End of update by S.
Kamenetzky)]

1. Basic Sexological Premises

A/B. Gender Roles and Sociolegal Status
of Males and Females

In Latin American socicties, the sexual behavior of
women is always much more conditioned by norms, rules,
regulations, and taboos than the sexual behavior of men. Ar-
gentina is no exception. Women were supposed to reach
marriage in a virginal state, and then take care of the home,
go to church, bear and educate children, and support their
men in political, professional, and economic activities.

For a long time, this double standard was accepted with-
out open criticism. But since the late 1940s, women have
taken steps towards equal rights and independence from par-
ents, spouses, and lovers. Of course, the first steps were taken
by women with college degrees and businesswomen. They
started painfully opening spaces in Argentina’s political,
economic, legal, and educational arenas. The governments
have also opened opportunities for them in political and ad-
ministrative positions. Today, we see women in university
chairs, legal benches, large corporations, research laborato-
ries, journalism, medicine, and all fields of art. However, it is
still possible to observe discrimination against women and
privileges given to men, not because of their excelling in a
job or profession, but simply because they are males.

C. General Concepts of Love and Sexuality
Virginity is no longer a condition for marriage. On the
contrary, before deciding to engage in a permanent relation-
ship, most women want to know their future spouse in bed.
Argentine women are exercising their new roles in markets
and societies with a flexible mental attitude that tries to inte-
grate all aspects of their complex new situation. They know
that it is not easy to balance their responsibility as mothers
and lovers with their workplace obligations; they need to
walk a tightrope and compromise, giving, when needed,
more visibility to their men. They do not want to renounce
breastfeeding their babies, because they know its impor-
tance for healthy development; hence, they are fighting to
increase the availability of daycare facilities close to their
workplace. Accepting now their share of responsibility in
maintaining a healthy sexual life, they take the initiative in
foreplay and learn techniques to introduce variety in sexual
intercourse, while at the same time, they try to increase both
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depth and scope in the emotional and intellectual commu-
nications within the couple.

For males, it is sometimes difficult to internalize these
changes in the patterns of family life. However, most are
starting to perceive that they enrich the relationship and are
beneficial for both partners. The advantages of sharing two
incomes, and participating in the rearing and education of
the children, awakens emotions and provides a joy never
felt before. Men are also learning to relax when making
love, enjoying alternate passive and active roles, and ac-
cepting the fact that they can also be seduced and excited.

Women'’s liberation from submission to parents, broth-
ers, and spouses is slowly harmonizing male and female en-
ergies and leading to a win-win situation for both, although
the way to this end is not yet free of obstacles that will take
pain to remove. Most of the population still believes in a
double standard, but increased dissatisfaction with their
sexual lives shows that their rigid positions of the past are
cracking.

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality

A. Source and Character of Religious Values

The influence of the Catholic Church was and is hege-
monic. Ninety percent of Argentina’s population identify
themselves as Roman Catholic, although the percentage of
active churchgoers is much less.

A very conservative interpretation of Catholic dogma
shaped life during colonial times. The powerful grip of the
Church in Argentina’s life was not relaxed after independ-
ence from Spain in 1810, nor when the country was finally
organized as a modern state towards the end of the 19th cen-
tury. Throughout the history of Argentina, secular powers
have had to battle against a Church determined to maintain
its hold on the institutions of civil life, like education, the
availability of contraception and abortion, and even the reg-
istration of major events in the lives of the people, like
births, marriages, and deaths.

The values and beliefs of Catholic doctrine have been
inscribed in the minds of the Argentine people in a way that
has proven difficult to delete. Outstanding among these are
the Church’s views on the social roles of males and females,
its insistence on seeing the body as a root of evil, the need to
free the spirit from the urges of the flesh, and sexual inter-
course viewed as a curse brought upon humans with no
other objective or justification than the preservation of the
human species.

The influence of this dogma has led, as one might expect,
to a dichotomous, often-schizophrenic pattern of behavior.
Recently, three Catholic women in Uruguay, Argentina’s
neighboring country, investigated Catholic women’s ideas
on and practices of sexuality and maternity. Their sample in-
cluded hundreds of women from Argentina, Uruguay, and
Paraguay, countries which share a similar historical and cul-
tural evolution. The women commonly expressed dissatis-
faction with their sexual lives, and had developed the strat-
egy of “not feeling” or “getting used to putting up with it.”
Others were oppressed by the idea that sex is sinful and felt
bad after each sexual encounter. While many of the women
interviewed felt God as a close friend, they viewed the
Church as distant, disciplinary, and controlling.?

B. Source and Character of Ethnic Values

Before the arrival of the Spaniards in 1516, Argentina
was inhabited by fierce, indomitable tribes that valued their
freedom and had learned to survive by adapting to the cli-
mate and resources of the different regions of the country.
Except for the Northwest, which was conquered by the Pe-

ruvian Incas, the indigenous populations of Argentina did
not develop the complex, and, in some aspects, advanced
civilizations whose remains can still been seen in Mexico
and Peru. The indigenous people who inhabited the pampas
were mercilessly condemned to extinction by the thirst for
land of the Spanish conquerors first, and the new South
American nation later on. A few still survive in small re-
serves, especially in the Northeast, where the Jesuits had or-
ganized them in productive communities that were de-
stroyed after the expulsion of the order in 1767 from Spain
and all her colonies.

This, and the fact that Argentina never had a very active
slave trade, explains the predominance of a population of
European origin. Between 1850 and 1940, some 6.6 million
Europeans joined the 1.1 million people already living in
the country in 1850.3 In 1991, Argentina’s population was
32.7 million, having grown in the previous decade at the
rate of 1.3% per year.*

From 1810, when the links with Spain were severed, to
1853, when a unified nation started its organizational devel-
opment, Argentina was a field of constant quarrels among
feudal provincial warlords and between these caudillos and
the two aristocracies of money and of culture based in the
port city of Buenos Aires. The two aristocracies were trying
to control the chaos, often for their own benefit, and neglect-
ing the needs of the rural population.

From 1853 on, Argentina moved solidly on the roads of
social and economic development until it ranked in the
carly decades of the 20th century among the ten most-de-
veloped countries of the world. In his study of Argentine
history, David Rock comments:

By the outbreak of World War I, per capita income equaled
that in Germany and the Low Countries, and was higher
than in Spain, Italy, Sweden, and Switzerland. Having
grown at an average annual rate of 6.5% since 1869, Bue-
nos Aires had become the second largest city of the Atlan-
tic seaboard, after New York, and by far the largest city in
Latin America. . . . By 1911, Argentina’s foreign trade was
larger than Canada’s and a quarter of that of the United
States. Argentina was the world’s largest producer of corn
and linseed, second in wool, and third in live cattle and
horses. Though it ranked only sixth as a wheat producer, it
was third, and in some years the second, largest exporter.
Despite the competition for land from cattle and forage
crops, the expansion of wheat farming after 1900 outpaced
Canada’s. . . . By and large, working-class conditions in
Buenos Aires were much the same as in Western European
cities. . . . By comparison with American [U.S.A.] cities in
this period, Buenos Aires was relatively free of ethnic ghet-
toes, and its highly mobile labor force made it also a city
with little permanent unemployment.’

However, the brightness of these figures hides the shad-
ows and contradictions of the Argentine society and econ-
omy of that time. As the same historian points out:

By 1914 Argentina had . . . evolved into an extremely
mixed and diverse society. Across the regions extreme mo-
dernity and immutable backwardness coexisted. Expecta-
tions remained high that the imbalances would steadily re-
cede as the present wave of growth continued, for there was
still much to accomplish.°

In 1930, with the global economic crises and the first lo-
cal military coup, the development trend stopped and re-
versed. Instead of being included among the high-income
economies in the World Bank tables, Argentina is now
among the upper-middle-income countries, where it shares
positions with Brazil, Uruguay, Mexico, and Venezuela from
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the American continent, Gabon and Botswana from Africa,
and Latvia, Lithuania, Portugal, and Greece from Europe.’

The economic and cultural mismanagement of the coun-
try could not, however, destroy one of the main achieve-
ments of the organizational period of the country: the estab-
lishment of a gratuitous, compulsory, tax-sustained, and pub-
lic education. Although the quality of education suffered
from all those years of regressive, and sometimes fascist at-
tacks, quantitatively it still is reaching the whole of the coun-
try, allowing everybody at least to read and write, and with
these instruments, giving the vast majority of Argentines ac-
cess to information offered by a large market of diverse pub-
lications. In 1990, the pupil-teacher ratio in the primary
schools was 19 students per teacher; 1970 data put the ratio in
secondary schools at 44:1, and for colleges at 22:1.%

Argentina can be seen as a large tapestry woven with dif-
ferent threads, each thread representing the diverse nation-
alities and cultures that came to the country from different
regions of the world, among them Spaniards, Italians, Brit-
ish, French, Germans, Polish, as well as Jews and Muslims
of different ethnic origins. The basic canvas on which this
tapestry is woven is the native Argentines themselves, de-
scendants of the early conquistadors and the populations
that inhabited the land when the conquistadors arrived in
the 15th century. While a few represent a pure white or na-
tive lineage, most are products of hybridization. The result
is a tapestry without a clear-cut design, a tapestry whose
lines twist and appear as a sfumato.

Because the plantation economy never was important in
Argentina, the introduction of African slaves never reached
large proportions. The few slaves that were in the country at
the time of its independence from Spain (in 1810) were
freed immediately after in 1813. They gathered in the sub-
urbs of Buenos Aires, mixed quickly with the remaining
population, and gave birth to a cultural group, the mulattos,
who have produced their own artistic expressions. From
their music evolved the tango of which I will say more later.

Jorge Luis Borges, a great Argentine poet and writer,
saw Argentina seesawing between the search for progress
through mimicking foreign cultures, especially the Euro-
pean and North American cultures, and a deep-seated pro-
vincialism that refused to change inherited colonial pat-
terns. Borges sought to transcend these trends by develop-
ing an ability to understand and talk with both the universal
and the local.’

The period of accelerated economic development and so-
cial transformation (1860-1930) was a period of mimetism
promoted in the school system and marketplace. During this
period, provincialism found refuge among limited social
groups at both ends of the economic spectrum. At the bottom
level, it translated into the crude behavior of the persecuted
gauchos, the mestizo cowboys of the Argentine pampas, and
of the compadritos of the suburbs of the large cities, whom
Richard Powers, a dance historian at Stanford University, de-
fines as “a folk antihero somewhere between a bully, a thief
and a pimp.”'? At the upper economic scale, some large land
owners and church members remained nostalgic of bygone
days when they were masters of the country and kept the
mind of the people restrained by dogmas and myths.

Paradoxically, the provincialism of the lumpen-prole-
tariat engendered a form of music, the tango, that would
acquire universal acceptance and soon invade the salons of
the sophisticated outer-oriented aristocracy. The tango ex-
presses the sadness of displacement: from rural fields to
crowded suburbs for the natives and for the immigrants
from their many diverse landscapes of Europe. It also
mixes instruments from the natives—the guitar—and the
immigrants—the fiddle and the bandonetin, a concertina-

like German instrument. The words often speak of crude,
brothel-oriented sex, and of betrayal and revenge, but
there is also tender romance and the longing for stable rela-
tionships. Some tangos shift from individual feelings to
social criticism and become vitriolic pictures of a face that
Argentina hides under its economic and cultural exploits.!!
A few examples in Table 1 illustrate this. Somehow, the
chronology of these examples reflects a parallel slow
zigzagging movement of Argentine society towards more
gentleness.

The tango was created by males for males. It reflected
well the traits of the social structures among the poor urban
population and those immigrants who decided to join them.
The tango muses about the hybridization, the resentment,
the sadness, and the longing for women that were scarce,
because most of the immigrants who stayed in the city were
single, while those who came with families looked for a
piece of land in the countryside. The hybridization in the
poor neighborhoods of Buenos Aires produced insecure
males who resorted to macho postures when observed or
ridiculed by their peers.'4

[Comment 1997: In addition to the value of machismo
mentioned above, Argentine sexual attitudes and behaviors
are strongly influenced by three other values—marianismo,
ediquetta, and pronatalism—which are commonly shared
with some minor variations across the Latino world of
South and Central America. To avoid duplication in several
chapters, these four basic values are described in detail in
Section 1A, Basic Sexological Premises, in the chapter on
Puerto Rico in this Encyclopedia. (End of comment by R. T.
Francoeur))

Since 1953, provincialism has made repeated attempts
to regain the dominant position it held before 1853, but it
was often infiltrated by foreign fascist and Nazi influences.
These attempts, beside damaging the country’s cultural and
economic development, succeeded in drastically changing
the image of Argentina in the rest of the world. David
Rock’s seminal book on Argentina summarizes this change
in two beautiful paragraphs.'’> Before 1930:

Indeed, for many decades many Europeans believed that
Argentina offered an opportunity equal to, if not greater
than, North America. The pampas estancieros enjoyed
the reputation that Texas or Arab oil magnates have today,
and the expression riche comme un Argentin remained a
commonplace among the French until the 1930s. In 1907,
George Clemenceau perceived the genesis of a great new
national community originating from a spirit he equated
with Manifest Destiny in the United States. “The real
Argentino [sic],” he commented, “seems to me convinced
there is a magic elixir of youth which springs from his soil
and makes of him a new man, descendant of none, but an-
cestor of endless generations to come.” The Spanish phi-
losopher José Ortega y Gasset issued a similar pronounce-
ment in 1929. The Argentine people, he declared, “do not
content themselves with being one nation among others:
they hunger for an overarching destiny, they demand of
themselves a proud future. They would not know a history
without triumph.”

In his second paragraph, David Rock reflects on the Ar-
gentina of 1987:

Such copious expectations and laudatory reflections forma
stark and bitter contrast with more recent judgments. For at
least the past two decades economists have classified Ar-
gentina in the underdeveloped or “third” world, and by the
1960s Argentina was becoming a byword for political in-
stability, inflation, and labor unrest. During the 1970s a
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Table 1

Sexual Implications of Tango Music

Tango Spanish Text Translation
(1905) Soy la morocha argentina, I am the dark Argentine,
La Morocha la que no siente pesares y alegre who never has sorrows and happily goes

Words: Angel Villoldo
Music: Enrique Saborido
Subject: feelings of a woman
from Buenos Aires (as seen
and written by a man, of

pasa la vida con sus cantares,
Soy la gentil compaiiera

del noble gaucho portefio,

la que conserva el carifio
para su duefio.

course!)
(1924) Mezcla rara de Museta y de Mimi
Griseta con caricias de Rodolfo y de Schaunard,

Words: José Gonzalez Castillo era la flor de Paris
Music: Enrique Delfino

Subject: prostitution Y en el loco divagar del cabaret,

al arrullo de algun tango compadron,

alentaba una ilusion:
sofiaba con Des Grieux,
queria ser Manon.

(1926)

Intimas

Words: Ricardo Luis Vignolo
Music: Alfonso Lacueva
Subject: romantic

mujercita juguetona pizpireta

(1928)

Silbando

Words: José Gonzalez Castillo
Music: Sebastian Piana y
Catulo Castillo

Subject: betrayal and

y, llegando sigilosa,
la sombra del hombre aquel

Un quejido y un grito mortal
y, brillando entre la sombra,

punishment. el relumbrén con que un facon
da su tajo fatal.
(1933) Veinte siglos hace, palido Jesus,

Si Volviera Jesuis

Words: Dante A. Linyera
Music: Joaquin M. Mora
Subject: cultural criticism

(1968)

Balada para un Loco

Words: Horacio Ferrer
Music: Astor Piazzolla
Subject: modern, pure poetry.

Veni, vola, veni!

que un suefio de novela trajo al arrabal.

Hace tiempo que te noto que estas triste,

Que te pasa? Desengailos que has sufrido?
Hay recuerdos de amor inolvidables . . .
Y hay vacios imposibles de llenar!

Unacalle ... Un farol ... Ellayél...

a quien lo traiciond una vez la ingrata moza . . .

que miras al mundo clavado en tu cruz;
veinte siglos hace que en tu triste tierra

los locos mortales juegan a la guerra.
Sangre de odio y hambre vierte el egoismo.

Quereme asi, piantao, piantao, piantao . . .
Abrite a los amores que vamos a intentar
la magica locura total de revivir . .

through life singing her songs.
I am the gentle companion

of the noble “gaucho portefo,”
who keeps her love

for her master.

Strange mixture of Museta and Mimi

with strokes from Rodolfo and Schaunard,
she was the flower of Paris

that a romantic dream brought to the suburb
[of Buenos Aires].

In the crazy rambling of the cabaret,

with bully tangos for lullabies,

she was cherishing an illusion:

she was dreaming with Des Grieux,
wanting to be Manon.

12

Since long I see you sad,

little playful and lively woman.

What happens? Disappointments that hurt?
There are memories of love that are
unforgettable . . .

And there are voids impossible to fill!

Astreet . . . A street light . .. She and he . . .
and, silently approaching,

the shadow of the man that she once
unmindfully betrayed . . .

A whine, a deathly scream,

and shining from under the shadows,

the flash of bright light

of a knife piercing its fatal stab.

For twenty centuries, pale Jesus,

you are looking at the world nailed to your cross;
for twenty centuries in your sad land

crazy mortals play war.

Egoism is shedding blood of hatred and hunger.

Love me as I am, wild, wild, wild . . .
Open up to love, we will attempt

the magic insanity of a total renovation . . .
Come, fly with me, come!

sudden procession of horror stories emanated from Argen-
tina—unbridled popular riots, guerrilla warfare, assassina-
tions, abductions, imprisonment of dissidents, institution-
alized torture, and eventually mass murder. For a time Ar-
gentina elicited a single association: los desaparecidos, the
thousands of students, workers, writers, lawyers, archi-
tects, and journalists, men and women alike, who had “dis-
appeared,” simply vanished without trace. At this time too,
Rio de Janeiro, Mexico City, Los Angeles, Paris, New
York, London, and Rome became refuges for a vast Dias-
pora of political and economic exiles from Argentina.

David Rock asks: What went wrong? My response, based
on my own and my husband’s studies of the socioeconomic
evolution of Argentina, and our existential experience there,
is that the 1930 regressive coup stopped the process by which
Argentina, inspired by Jeffersonian philosophy, was con-

stantly redesigning her coat of laws and regulations in order
to adjust to changes in her growing physical and economic
body, these changes being in turn induced by changes in the
global economy and by the scientific and technological ad-
vances that humankind was achieving. That coup pushed Ar-
gentine society into the seesawing mentioned above, and
from 1930 to 1983, with successive coups, the regressive
forces became increasingly powerful.

Since 1983, Argentina is slowly and painfully regaining
its democratic structures and its ideals of constant progress of
both economies and minds. Will she be able to go beyond
mimetism and provincialism and realize the synthesis that
Borges and many others were longing for?

This summary of Argentine evolution as an independent
nation should help readers to see Argentine sexual mores as
the result of a complex mix of influences from the regressive
and progressive periods of Argentine history. More details
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on Argentine history and sociology will be given in the fol-
lowing sections of this chapter when required for a better un-
derstanding of a particular subject.

3. Knowledge and Education
about Sexuality

A. Historical Perspectives
Argentina really started its life as a modern country in
1853, when a generation of progressive politicians orga-
nized the country, promoted public education, and pro-
duced aradical transformation in the economy and society.
A census in 1869 reveals that:

four-fifths of the population was illiterate and housed in
mud and straw shacks. Twenty years later, although con-
ditions varied greatly among the regions, in some areas
education, housing, and consumption standards bore
comparison with the most advanced parts of the world. By
the late 1880s, the nation’s population was increasing by
threefold every 30 years.!®

Outstanding among those new politicians is Sarmiento, an
Argentine educator who was president of the republic be-
tween 1868 and 1874. In his inaugural address he said: “We
need to transform the poor ‘gauchos’ into people useful to
society. For this purpose, the whole country should become
a school.”?

In 1847, Sarmiento had traveled through Europe to learn
of the successes and failures of educational systems. Noth-
ing of what he saw satisfied him. He wanted to know of a
school system capable of developing reasoning power in
the magical and mythical minds of poor peasants.

Then, one of his friends suggested that he visit the
United States and get acquainted with the work that Horace
Mann was doing in the school system of Massachusetts. He
crossed the Atlantic and visited not only with Horace Mann,
but also with other brilliant Bostonian Unitarians who were
meeting at the Divinity School of Harvard, among others,
Henry W. Longfellow and Ralph W. Emerson.

The friendships he established then were further culti-
vated during his second sojourn as Argentine Ambassador
to the United States, from 1864 through 1868. When
Sarmiento assumed the presidency of Argentina, Mary
Mann, the widow of Horace Mann, was instrumental in
sending to Argentina a group of 65 American schoolteach-
ers, with whom Sarmiento and his Ministry of Education,
Nicolas Avellaneda, who succeeded Sarmiento as presi-
dent of Argentina, began to organize the country’s educa-
tional system. Primary schooling was free and compulsory
for all. The number of well-furnished schools constantly
increased, and teachers, who were quickly formed by their
American counterparts in normal schools, were conferred
high social status and adequate monetary rewards.

Prior to this, the monopoly of the Catholic Church over
education kept the common people ignorant of the advances
in science, technology, and political organizations that were
taking place in the world. The education of people of certain
rank and fortune was a little better, but ineffective for the
development of the country. Only a small number of young
men, and even fewer young women, managed to break the
fences that an education based on theology created in their
minds. However, these few opened the doors to the outside
world, other cultures, and great foreign thinkers. Even if
they were studying in a Church-managed university, they
would smuggle in, often with the help of prominent and
open-minded priests, books from Jefferson and the great
philosophers of the French Revolution, which they secretly
read and discussed with friendly priests.

All this changed when Sarmiento and Avellaneda de-
cided to organize the new school system to provide an edu-
cation for life in the here and now. It is for this reason that
Sarmiento and Mrs. Mann agreed that all the schoolteach-
ers sent from the United States would be females, so as to
serve as role models for Argentine households. Sarmiento
and Mrs. Mann wanted them to bring new knowledge
through words, and a new vision of life through the example
of their lives. Since then, the children of poor and unedu-
cated native peasants, and of equally poor and uneducated
immigrants, had access to scientific knowledge and learned
about their own nature, about what it meant to be human.
They would learn how babies are born, how to cut their um-
bilical cords, how to change and clean their diapers, and
how to take care of babies and their own bodies.

In the years of political freedom, social progress, and eco-
nomic growth that followed, issues on sexuality and the status
of women began to be discussed. They were introduced
mainly by female politicians of the Socialist Party, and by the
youth who by 1918 had achieved success in their fight to
change the university system that resisted Sarmiento’s reform
and, although no longer managed by the Catholic Church,
had remained scholastic. It is interesting to observe that while
the socialists were bringing a message of sexual liberation,
the communists, when they split from the democratic social-
ists, adopted a moral code based on strict monogamy.

Sarmiento’s progressive work on the schools affected
many other aspects of Argentine life. One of these aspects
was a surge in bookstores that would offer writings of the
most-varied orientation, writings to which youth had access
and which often supplemented and amplified the informa-
tion they were given at school.

The 1930 military coup started a slow process of re-
versing Sarmiento’s ideas on education. The purpose of
education now focused on keeping pace with the advances
in the natural sciences and technology, while preventing
students from acquiring a vision of life that would contra-
dict the obsolete moral codes of a narrow theology. How-
ever, the alliance of the most-reactionary members of the
Catholic hierarchy with the military never managed to
take the schools completely backwards. Argentina’s life
had irreversibly changed, and what was not taught in the
classrooms, the students would learn in their households
and in the streets, although sometimes the information
would reach them distorted or incomplete. For quite a
while after the first military coup, books on sexuality
could still be freely obtained in the bookstores. Later on,
more-reactionary military coups would censor even this
source of information.

B. The Situation Today

Currently there are no sexual education programs at the
primary-school level. It is left to the teachers to give some
information as part of the classes on biology. In the few
cases in which a teacher decides to do so, it is no more than a
description of the reproductive organs in plants and ani-
mals, and some references to the role of ovaries and testes in
human reproduction, with no explicit mention, or even less,
showing of pictures of the genitals.

It would be easy, however, to introduce full courses on
sexual education in all Argentine public schools. All that is
needed is an order of the National Educational Council,
which by law decides on the nature and extension of pri-
mary-school programs. The members of the council are ap-
pointed by the president of the country following advice of
the ministry of education. Once decided at the level of the
central government, there are no elective local educational
boards where parents could either oppose or suggest the
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idea of providing sexual education to the students. The pro-
vincial educational councils have jurisdiction only over
provincial schools, not on those established by the national
government. Although a few sophisticated private schools
have developed advanced programs of sexual education,
these schools reach only a tiny minority of children of rich
urban households.

The same possibilities of organizing national programs
of sex education are open for secondary schools (high
schools), because they too report to the authority of the cen-
tral government. But here again, the situation changes from
one school to the other, depending on its director (princi-
pal), and is, in general, well behind the demands of the pres-
ent. Neither primary nor secondary schools have recovered
yet from the regressive trend imposed on them by decades
of regressive military coups and brief civilian intervals.

For further information about sex education, see Sec-
tion 5, Interpersonal Heterosexual Behaviors, below.

4. Autoerotic Behaviors and Patterns

In Argentine society, despite official Catholic negative
views of sex outside the marital union, it is usually seen as
normal for preteenage boys to play exploratory games with
other boys, and girls with other girls. These games are seen
by most parents as part of the process of growing up. It al-
lows the child to reassure him- or herself of the normality of
his or her body by comparing it with the body of a friend,
relative, or schoolmate, although sometimes, instead of be-
ing a reassurance, it could generate anxieties, as when girls
compare the size of their breasts and boys the size of their
penises. It is also a source of anxiety when a boy feels sexu-
ally excited by another boy and fears he is becoming gay.

Freedom for these kinds of exploratory games was
greater in bygone days when Argentine society had less vio-
lence, and drugs were not as common. In the past, boys
would gather in parks and compete to see who threw their
semen further while masturbating. Parks were also a place
where couples would meet for sexual encounters, and teen-
agers would peep on their activities without disturbing the
partners.

5. Interpersonal Heterosexual Behaviors

A. Children
See Section 4 immediately above.

B. Adolescents

What is known about the sexuality of Argentine adoles-
cents is limited to anecdotal reports, most of which deal with
middle- and upper-class urban teenagers, rather than with ru-
ral poor and urban street children. In this limited context, my
personal experience in the 1970s in developing a sexual edu-
cation program for students, ages 13 through 17, of middle-
class households may be informative. This program was for a
prestigious coed secondary school of suburban Buenos Ai-
res, the Colegio Nacional San Isidro. After a dialogue with
the parents aimed at interesting them in the sexual education
of their sons and daughters, an integrated approach led the
students to discuss biological and social aspects of sexual be-
havior in relation to their personal development and the
establishment of interpersonal relations.

Although the students were offered the possibility of
presenting their questions anonymously in writing, they
preferred to come out openly with their questions. Their
greater concerns were with the emotional and spiritual as-
pects involved in a sexual relationship. One vividly remem-
bered example is typical of the concerns and perspective
these youth had. A 15-year-old male student asked: “Can
you know when your partner is pregnant without perform-

ing a lab test?” I left the student to share first his own views,
and his answer was: “I think that when one is deep in love,
one can detect subtle changes in mood and behavior of his
lover that indicate a potential pregnancy.”

Among the biological issues, girls were more interested
in knowing more about the physiology of menstruation,
pregnancy, and delivery, while boys wanted to reassure
themselves that masturbation and nocturnal involuntary
ejaculations were normal and could be enjoyed free of guilt
and shame. Both sexes converged in expressing that they
were facing the awakening of their sexual potential with an-
guish and feelings of being all alone in this experience. They
all needed to be reassured that there was nothing abnormal in
their bodily sensations, and in the fantasies and feelings these
sensations often evoked.

In 1931, when Argentina’s freedom to experiment with
and discuss these subjects was not yet fully eroded, an Ar-
gentine scholar, Anibal Ponce, studied the problems of
growing up in Argentine society in a book titled Ambition
and Anguish among Adolescents. Regarding the common
feelings of being isolated and alone, he said:

With a personality not yet formed, and while trying to
awkwardly build the structures of his ego, the adolescent
suffers more than anybody else, the anguish of solitude,
because he or she needs more than anybody else the sup-
port of the others.'?

Unfortunately, since my experience in 1970, the situation
has deteriorated for Argentine adolescents, who find in their
society less and less support for their existential anguish. In
1993, while researching this paper, this deterioration was ob-
vious in my talks with adolescents. In a meeting with a group
of'them, ages 15 to 17, they told me about the typical pattern
of a course on sexual education in a school that chooses to
implement it. The teacher does not allow questions from the
students during the presentations. At the end, he agrees to re-
ceive a few. Sensing that the instructor is insecure and unable
to facilitate a dialogue in depth, the students then prefer to
end the class quickly, declaring they have nothing to ask.

The teenagers confessed that it is attitudes like this, re-
peated in their homes, that make them view society and
family cynically. Surrounded by injustice and hypocrisy,
they feel they can do little to get the adults to change. They
were, for instance, very disturbed by the expulsion of two
students from their schools when they became pregnant.

The situation is no better at the college level. There are
no courses of sexual education in Argentine universities,
except, and this only since the 1960s, at their schools of
medicine (see Sections 11, Sexual Dysfunctions, Counsel-
ing, and Therapies, and 12, Sex Research and Advanced
Professional Education, below).

Premarital Sexual Activities

Sexual behavior differs from one group of Argentine
youth to another depending on their social class and place of
residence. Social belonging and location determine differ-
ent levels of knowledge, repressions, and attitudes towards
life in general, and sex in particular.

In the larger cities, like Buenos Aires, Cordoba, Men-
doza, Rosario, and Santa Fe, youth are exposed to a cosmo-
politan vision of life and receive more information on sex
and sexuality. They are also freer to experiment with this
vision and information than youth living in smaller towns,
where family control is strong and where cultural patterns
are rather narrow.

For rural youth, it is quite different. On the one hand, they
receive information on sex and sexual behavior just from ob-
serving nature in which they are totally immersed, and from
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the relation between genders in the family where members
enjoy little privacy, if any. On the other hand, the prevailing
Catholic Church writes deep into the unconscious of every
boy and girl, but especially of the latter, ideas of guilt and sin
that trouble the pleasure that the early awakening of the
senses in the rural milieu can bring. Neither boys nor girls are
taught about the relational and recreational aspects of sex,
and the possibilities offered by modern technology for keep-
ing under control the reproductive aspects. Hence, the purely
instinctive sex leads to pregnancy, confronting the boy with
the responsibility of an early marriage that he is not yet ready
to assume, and the girl with the responsibility of an unwanted
motherhood for which she also is not prepared.

Youngsters in the big cities have easy access to maga-
zines where sexuality is soberly analyzed, even if their par-
ents and the Church hide such information from the young-
sters. They know about contraceptive techniques and can
acquire contraceptives in the pharmacies without problem.
However, the guilt and shame associated with sex are also
present here and, as usual, instead of promoting either safe
sex or abstinence, these only lead to quick sexual contacts.
Under the uncontrollable pressure of a hormonal flood re-
leased in a hurry and in the most unromantic places, boys
and girls neglect prevention of pregnancy and disease. For
youth in the poverty belts around the big cities, the situation
is compounded by the lack of money. Even if they would
prefer to use contraceptives, they cannot buy them and there
are no places where they can get these free. Only the army
distributes free condoms to the soldiers when they leave the
barracks on their weekly leave days. Knowing the limited
budget for healthcare within the army, the Church has not
complained to the military, with which they keep good rela-
tions, pretending instead to ignore a practice that otherwise
they could not openly accept.

First Sexual Experiences

In late 1993, the author had long conversations with dif-
ferent groups of young people in Buenos Aires. These
mainly middle-class youths, ages 18 to 24, were encour-
aged to bring to the meetings problems related to their sex-
ual life and development.

One subject recurrent in these meetings was their diffi-
culty in establishing a fruitful dialog with their parents. Re-
peatedly, they expressed regret that aspects of their lives
that engender so many anguishes and fears could not be ex-
plicitly discussed in the intimacy of their households.

Contrasting the information gathered in these meetings
with my previous experience in medical private practice in
Argentina, it became clear that sexual activities are initiated
at increasingly earlier ages. Most of the interviewed youths
defined their first experiences as disappointing. Asked why,
they always responded that it was so because of a lack of ro-
mance. Most boys had been initiated in whorehouses, under
the pressure of fathers who would arrange the visit, and this
happened without a previous intimate talk that could soothe
the anxiety of the teenager by discussing what he may expect
to happen and how to protect himself from diseases, mainly
AIDS, about which the teenager had already heard at school.
Such experiences, they said, left bitter memories, which for
some disappeared when they fell in love and discovered the
ingredient they were longing for: romance. The boys all
agreed that the experience at the whorehouse was felt as an
obligation to fulfill in order to affirm their virility.

Among girls, the memories of their being deflowered
were somewhat different from the boys. Some did not bother
to get prior information about the meaning and the possible
consequences of their first sexual encounter. They perceived
their first intercourse as the fulfillment of a strongly felt de-

sire that, at the same time, would transgress a social taboo.
Hence, they reached the situation with many expectations,
and as much anxiety as boys said they did. For other, more-
entrepreneurial-type female students, it was a calculated ac-
tion to get rid of their virginity, which they perceived as an
obstacle to enter into a more mature and fulfilling sexual life.
These girls sought information from doctors in private gyne-
cological practice and acquired the necessary contraceptive
technology to protect themselves.

Reflections about Sex Policies and Politics
from Meetings with Youth

The young’s perception is that society is not providing
appropriate responses to their needs of knowing more about
sexuality and sensuality. The information they get at home,
school, and church is incomplete and biased by the preju-
dices of the adults. Although short articles dispersed in dif-
ferent magazines are useful, they cannot fully fill the gap.
They would prefer an honest, open, uninhibited dialogue
with parents, teachers, and priests.!” They see the AIDS epi-
demic slowly changing the situation, although they consid-
er that their survival is in danger, because society is reacting
too slowly and is still not assuming full responsibility, pre-
ferring to stick to old patterns of thought and behavior
rather than save lives.

The more-enlightened youth perceive many deficien-
cies in the information process, deficiencies that they say
may risk the future of a stable relationship. For instance,
they are not told that, although syphilis and gonorrhea can
still be easily cured, these diseases may make it easier for
the AIDS virus to invade the immune system. Girls are not
told that chronic or repeated inflammation of the genital tis-
sues may lead to infertility and ectopic pregnancies.

A generalized opinion among youth is that it is necessary
to invest in improving and updating education and informa-
tion to secure the future of the country. The impression left on
me by my meetings in Buenos Aires is that middle- and up-
per-class youth are slowly evolving from a macho behavior,
which still is deeply programmed into their minds by their
acculturation, to an attitude of better understanding of their
own and the opposite sex’s sexuality. They are learning to in-
tegrate male and female traits in their own personality, and to
harmonize the roles of males and females in the marketplace,
households, and political arenas. They are also starting to un-
derstand and respect those who show preferences for inti-
mate relationships with persons of their own sex.

However, the majority of the Argentine population is un-
changed. It is unclear at this time whether the elite youth of
the urban middle and upper class, as they mature, will influ-
ence the democratic process that reopened in 1983 to intro-
duce changes in the educational and legal systems that could
usher larger groups into a new vision of their sexual life.

[Update 2003: Argentine teenagers face serious risks in
their sexual life, especially concerning sexually transmitted
diseases and premature maternity. Those risks arise from the
lack of information, of deficient health services, and of disre-
garding responsibilities towards oneself and one’ s partners.

[The health and sanitary authorities are not lending suf-
ficient attention to these risks, despite statistics indicating
that the number of cases of AIDS among Argentine children
is the highest in Latin America. Their mothers, who often
are less than 20 years old, infected about 90% of those HIV-
positive children (CRLP 2000).

[Around 86% of women between 15 and 19 years of age
use contraceptives in the City of Buenos Aires, while the
percentage is much smaller in the rest of the country—be-
tween 31% and 45%. However, these figures do not indicate
the degree of responsibility and of knowledge with which
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those contraceptives are being used. Independently of their
diverse lifestyles, most youngsters, when interviewed, ex-
press needs for emotional support and for a complete sexual
education that should include knowledge on contraceptive
technologies, but not be limited to this subject alone. Public
health services do not satisfy these needs.

[During the interviews sustained while writing the
original chapter for this encyclopedia, youngsters ex-
pressed different approximations to sexual activity. But all
of them—those who had begun to exercise their sexuality
atavery early age as well as those who were not yet active,
those who had multiple partners as well as those in more-
stable and long-term relationships—confessed not to
know much about their own bodies and about the sexually
transmitted diseases. They were ashamed to seek preven-
tive information or early treatment from medical services.
The economic crisis that the country has suffered, since the
1997 publication of this chapter, adds poverty to ignorance
in increasing the emotional and physical damages that
Argentine youth is suffering.

[Argentina should take immediate measures to establish
programs of sexual education in all the country, teaching
youngsters how to protect themselves, resist pressures when
sexual activity is not yet desired, and diminish the risk of
their sexual encounters by negotiating with their partners.
The provinces of Rio Negro, Neuquén, and Mendoza have
assumed leadership in this direction by establishing services
in the area of sexual and reproductive health for adolescents
by law.

[Those who oppose these programs argue that discuss-
ing human sexuality at an early age awakes prematurely the
curiosity of the youngsters and advances their initiation in
sexual activity. After evaluating 1,000 sexual programs of
education in diverse countries of the world, the World
Health Organization has arrived at the contrary conclusion.
Courses in sexual education do not advance the age at
which sexual activity usually starts in the respective cul-
ture. Moreover, in some cases, the major and better knowl-
edge defers the experimentation (Population Information
Program 1995).

[Because young Argentines are making decisions with
neither knowledge nor responsibility, they compromise
their health and the economy of their homes. Because the
Argentine State ignores its role in the sexual education of'its
youth, it compromises the future of the country with a long-
term social and economic overload of sexually transmitted
diseases and unwanted pregnancies. (End of update by S.
Kamenetzky))

C. Adults

Marriage and the Family

Mature people, who married before the recent shift in
sexual behavior towards more openness and gender equity
acquired the intensity and spread they now have, are being
bombarded by the mass media and performing arts with
messages that carry a heavy sexual and sensual content,
telling about new techniques for lovemaking, new roles
within the couple, new risks in extramarital relationships,
and so on. These issues are also conversation matter among
friends and families, and at business meetings and almost
any social gatherings.

Inevitably, mature couples start imitating the open and
direct language of their younger counterparts. This, and the
perceived risks of extramarital affairs since the AIDS epi-
demic, is leading them to recreate their sexual life and ex-
pand their erotic horizon. They are discovering that fantasy
and playfulness within the couple are the best antidotes of
boredom. Men are learning to ask their spouses to use new

forms of stimulation with them; they are learning that it is
more important for them and their partners to be mutually
tender and understanding than it is to count their perfor-
mance points. Oral sex and anal intercourse are losing their
status, especially among younger Argentines, as techniques
practiced only with prostitutes. Masturbation is increas-
ingly viewed not only as a form of self-satisfaction, but also
as a means of sharing sensual and orgasmic experiences
without penetration.

Extramarital Sex

We still find married men who maintain a longstanding
relationship with a second woman, sometimes with the
knowledge and approval from his spouse, and even of his
grownup children. For some couples, it is a solution that
keeps their marriage alive: The man is free to express sexual
needs that he does not dare to reveal to his wife, and the
woman is relieved from pressures to change her sexual be-
havior, a task that for her heavily structured personality may
be so painful that she prefers to share her partner with an-
other woman. These are generally women with limited ho-
rizons in their lives and a very low sexual appetite.

Fewer are the number of couples where the man and
woman both have temporary extramarital relationships un-
der mutual knowledge and agreement. This is the most risky
modality in today’s Argentina, because many of the men re-
sist the use of condoms and ignore whether their occasional
partners may be HIV-positive.

Older Adults

The new ways of thinking and making love are also re-
sounding among couples over age 55. Often it is their own
children and grandchildren who awaken them to the new
sexual behavioral patterns. In Argentina, there is still strong
interaction among the generations, and the oldest easily
perceive the freedom that the new generations have won.
Nowadays, a granddaughter moving from home to the
apartment of her boyfriend is not grounds for scandal. And
grandparents do not stay away from a wedding where the
bride in a long white gown shows signs of pregnancy.

Indeed, these are open-minded elderly who keep their
own sensuality and vitality alive; they are not ashamed to
show tenderness between them through hugging and kiss-
ing. These are people who consult the urologist at the first
signs of impotence in the man, or the gynecologist when the
woman’s sex drive declines. Most elderly couples, how-
ever, have not reached this openness. They let their sexual
drive disappear without seeking remedies. Many drift into
depression and develop hypochondriac behavior.

Incidence of Oral and Anal Sex

In Argentine society, both oral and anal sex carry anega-
tive connotation, especially for older persons and among
the traditional middle- and upper-class families. Argentine
youth, however, seems to be taking a new look at these sex-
ual expressions, according to what they said at the meet-
ings.

Girls were divided in their responses. One group accepts
and practices oral sex as a way of avoiding the risk of preg-
nancy and maintaining their virginity until marriage. For
another group, it was a more-intimate form of sexual rela-
tionship, somehow more romantic than intercourse. Youth
holding this latter view believed that oral sex should only be
engaged in with a stable partner, and not in the first explor-
atory encounters. Some other girls joined some boys in re-
jecting this way of expressing love to a partner, and thought
that only prostitutes could practice fellatio on boys. The
older the boys are, the more easily they accept oral sex as a
normal part of dating and within marriage.
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Prejudices against anal sex are even stronger among older
adults, and even the younger set. A minority of the youths in
the groups I spoke with accepted anal sex, and then only for
fully committed couples and not as part of dating. The boys
agree that: “A woman will never ask for it.” The old injunc-
tion against sodomy is still well alive in their subconscious.

6. Homoerotic, Homosexual, and
Bisexual Behaviors

Argentina still is, to a large extent, a macho society, and
machos detest gays, whom they see as effeminate. For a ma-
jority of the population, including physicians and psycholo-
gists, homosexuality is felt to be a perversion and a disease.
Teenagers who feel a strong attraction to members of their
same sex experience, first, extreme confusion about their
feelings. When the picture becomes clear in their mind, they
awake to the unpleasant reality of belonging to a group that
society marginalizes.

Gayness, however, is increasingly being tolerated, and a
gay movement is gaining increased strength and fighting for
its rights, which ten years ago was impossible even to think
of. The scorn for gays is higher among lower- and middle-
class men than among members of the upper class. There al-
ways were artists and writers whose homosexuality was
known among the elites, but carefully kept out of scrutiny
from the media and the masses.

Lesbians are still not too visible in Argentine society, in
keeping with the Victorian tradition, which never wanted to
think about sexual activities in a relationship between two
females.

Contrasting the social attitude that openly scorns gays, al-
though sheltering them when they belong to special groups,
we see Argentines as quite uninhibited in publicly expressing
tenderness and affection among people of the same or differ-
ent sex. Men of all ages will embrace and kiss each other
when meeting, and there are also exchanges of kisses among
men and women who are relatives or friends, and, of course,
among women themselves. The increased publicity about
the spread of AIDS has not acted as a deterrent of these affec-
tionate expressions.?? (See the discussion of same-sex sex re-
hearsal play in Section 4, Autoerotic Behaviors and Pat-
terns.)

To be gay or lesbian in a repressive environment whose
stereotypes are the macho man and the submissive repro-
ductive woman is not an easy task indeed. Anyone who de-
viates from a strict heterosexual behavior is ridiculed: A gay
is not a man, a lesbian is a degenerate woman. However, to
be bisexual is not so annoying, as long as one’s same-sex
behavior is kept very private.

The young gay faces the hostility of society by with-
drawing from his heterosexual circles to a subculture where
he can find both lovers and understanding study and sport
mates. Successful professionals have solved their problems
by choosing to retreat into more-accepting cultures where
they can be openly gay without jeopardizing their future. In
private discussions, young gays report that their most trau-
matizing experience is when they decide to open up to their
families and are rejected.

With a population of 12 million in Buenos Aires, one
would expect a larger number of gay and lesbians than the
numbers one can estimate from the few who have left the
closet. These few, however, are very active in promoting the
rights of the whole community. They speak for the visible
and the invisible, helping the latter to openly assume their
identities. They have formed organizations that have been
given legal status, they have an official meeting and busi-
ness place, and they publish and distribute documents to the

press and public. In these documents, they tell of their suf-
fering, explain their lifestyles, and ask support for their
fight for more legal freedom to be themselves and for equal
rights with people of other sexual orientations. There is a
whole gay and lesbian culture that is emerging, with gay
masseurs who announce their services in the most-impor-
tant papers and gay bars and discos. (I have not heard of any
lesbian bar.)

I also did not find neighborhoods exclusively or pre-
dominantly homosexual. Most mix with the mainstream
population of their own social class. Those who have a well-
defined and highly visible economic or political role are
still in the closet. The same is true for members of the armed
forces and the Church. To confess their lifestyle and orien-
tation would be suicidal. On the other hand, among artists,
writers, moviemakers, actors, dancers, and university pro-
fessors, to admit openly they are gay may bring rejection
from the most conservative members of society, but they
end up being accepted, and sometimes even see their popu-
larity increase.

Who are those conservative members of the Argentine
society? First, of course, are the orthodox Catholics who
still believe that sexuality and sensuality ought to be re-
pressed to achieve spiritual development. If all sexual and
sensual manifestations are sinful except in marriage, homo-
sexuality is particularly so. It is unnatural, a perversion of
nature. Second, the orthodox Jews who still follow the To-
rah’s abomination of this kind of relationship that in the past
deserved capital punishment.

Third, in the domain of medical science, many have not
yet evolved to a humanist, integrative, harmonizing ap-
proach. Orthodox psychoanalysts still consider consistency
in the male or female physical and mental development as
essential to a normal personality. They believe homosexu-
ality originates in conflicts and traumas that therapy can
face and resolve. In the chairs of sexuality of the schools of
medicine, complex biological schemes are used to disguise
the view among traditional physicians that homosexuality
violates the laws of nature.

The irrational fear of physical love between partners of
the same sex still pervades Argentine society. The overall
situation can be described with the same words that Erwin J.
Haeberle used to describe the prevalent attitude of society
in the United States 20 years ago:

Typically, they do not know any homosexuals, do not
want to meet them, but would like them to be controlled,
contained, put away, locked up or eliminated.?!

Argentine society still is far from taking seriously the
role of sexuality in the physical, emotional, and spiritual
life of men and women. It still has to reflect on other words
of Haeberle:

The ultimate liberation of both homosexuals and hetero-
sexuals can lie only in the abandonment of all labels and in
everyone’s freedom to explore his own sexual potential,
whatever it may be.?

7. Gender Diversity and
Transgender Issues

Argentina was always a male-dominated society where
those who do not behave in the macho way were scorned by
men and women alike. However, with the return to demo-
cratic freedom, and TV messages from foreign countries
penetrating into the intimacy of households, attitudes are
slowly changing. Thus, the erotic minorities have had a
chance to come out of the closet and express themselves.
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For the moment, the masses react to them with neither vio-
lence nor acceptance, rather with curiosity. In the world of
the performing arts, cases are well known of transvestism,
and because these persons are celebrities, the public accepts
them with smiles and gentle jokes.

If things are not easy for noneffeminate gays or nonmas-
culine lesbians, they are even more difficult for those who
identify themselves with the opposite sex in manners and
clothing, and even more so for those who want to see their
bodies change towards the features of the other sex.

Some heterosexual transvestites have acceptance from
their mates, and sometimes from their children, to cross-
dress in the intimacy of their homes. In this way, men, who
seem to outnumber women in practicing this sexual behav-
ior, can safely express the feminine part of their personali-
ties. In their work and social environment, these men usu-
ally return to macho stereotypes.

Those who desire to change their sex physically and be
socially recognized as a member of the other sex should
seek legal authorization for both procedures, the surgical
acts and biochemical treatments needed, and the right to
change names and status. Usually the authorization is de-
nied on the basis of Article 91 of the Criminal Code that
considers them as mutilations that would affect the capac-
ity of women to engender children, which is considered as
their primary social role. The law punishes with jail the pa-
tient who has changed sex and the doctor who performed
the operation; the medical license of the latter is also
revoked.

Change of sex in Argentina has a tragic history. In 1958,
a prestigious physician, Dr. Defacio, went into self-im-
posed exile after suffering several years in prison because
he had changed the sex of a man, Mauro Fernandez Vega,
who, in turn, was never able to get new identity documents.
Now another man, Javier Alberto Urbina, who claims to
feel uncomfortable with his sexual identity and desires to be
transformed into a woman, has started a public campaign
for the right of any person to own his or her body. For this
purpose, he has challenged government and society alike,
standing before the doors of the Argentine Congress with
billboards asking the abolition of Article 91. The Perma-
nent Assembly for Human Rights is supporting his actions,
according to a letter he proudly exhibits. In the letter, the
President of the Assembly acknowledges Mr. Urbina’s con-
tributions to the cause of civil rights and individual free-
dom. The letter says that Mr. Urbina’s actions may result in
the legal recognition of the right to decide freely on matters
that concern one’s own body. However, legislators seem
insensitive to this claim.

8. Significant Unconventional
Sexual Behaviors

A. Coercive Sexual Behaviors
Sexual Abuse and Incest

There are no statistics on incest. Professionals in the
medical and legal fields who deal with family violence and
abuse encounter cases at all social levels, but they seem to
be more frequent in rural areas and among poor people.

Adolescent girls are often raped by the older males of
the family, and fathers often use them as sexual objects after
the death of the mother, or when the spouse’s work keeps
her for long periods outside the home. Abusive males are
usually unemployed people with a past of family violence,
high consumption of alcohol, social inadequacy, and impul-
sive behavior. However, although less frequent, cases are
also known in which the male is the head of a well-to-do
household and respected by his community.

Lawyers at the Oftfice for the Protection of Minors who
mainly deal with cases of incest among the lower classes are
surprised at how often they find that the abuser has no per-
ception of having committed a crime. This office is now
working with a multidisciplinary team of professionals.
This, and the recent institution of oral court hearings, is in-
creasing knowledge about the extent and motivations of this
unconventional sexual behavior.??

It is in private medical practice that cases of incest
within middle- and upper-class families surface. Young fe-
males acknowledge the trauma of an early unwanted inces-
tuous relationship when coming for treatment of sexual
dysfunction in their marriages.

Sexual Harassment

On December 19, 1993, a decree of Argentina’s federal
government introduced the legal concept of sexual harass-
ment in its administrative procedures and Criminal Code.
The decree was prepared by the Secretariat of the Civil
Service with the help of the Women’s National Council.

The decree punishes sexual harassment independently
of the hierarchical levels occupied by aggressor and as-
saulted, and regardless of their respective sex. Sexual ha-
rassment is defined as:

Any reiterative activity, whether this be a behavior, a pur-
pose, a gesture, or a bodily contact, that is not accepted and
reciprocated by the person to whom it is aimed, that humili-
ates her or him, and that involves a threat against the stabil-
ity of employment or the opportunities for advancement.

This action by the administration was promoted by the
Secretariat for Women of the civil servants’ labor union
(Uniun del Personal Civil de la Naciun) that provided infor-
mation on the increase of this type of behavior in different
government organizations: the Ministry of Public Health
and Social Action, the Secretariat of Tourism, the National
Atomic Energy Commission, the National Institute of Tech-
nology, the Ministry of Economy, Customs, National Parks
Service, and many others. After the decree was issued, more
than 700 cases were initiated in the city of Buenos Aires
alone.

Sexual harassment is punished through an administra-
tive indictment that may end with a dismissal from public
service. The administrative procedure, however, does not
preclude legal action by the offended person, because the
same decree introduces in the Criminal Code, Article 124B
that reads as follows:

Those who use their hierarchical position or any other sit-
uation of employment to induce another to satisfy his or
her sexual requirements, be this or not carnal intercourse,
will be punished with two to four years of prison.

This decree is important because it shows that Argentine
women are expanding their political presence and are win-
ning the collaboration of men who know, from well inside
the system, the injustices perpetrated against women. Men
and women both hope that the new legal situation will not
be spuriously used to either accomplish personal vengeance
or obtain undue economic gains.

Rape and Family Violence

Despite these aspects of sexual violence in Argentine
society, such behaviors have been affected by the educa-
tional reforms instituted at the end of the 19th century, pro-
ducing a more genteel society. However, violence within
the household is still considerable, especially from husband
to wife. Abuses of this kind are seldom reported to police,
because women know that the members of the latter usually
behave in the same manner in their homes.
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Among the poorest households, since their early in-
fancy, girls observe the violent behavior of their fathers,
particularly when they return home intoxicated with alco-
hol. The mother is beaten and bruised, and a sexual encoun-
ter may follow that amounts to a rape. Faced with a society
that, until recently, did not recognize female rights, the
woman capitulates, represses her feelings, closes herself
within her taciturn dreams, and continues laboring for the
survival of her family, especially her offspring. Even then,
if she does not manage to hide at least some of her earnings,
the male may spend them with another woman and with
friends imbibing alcohol.

Once more the tango draws on this popular behavior. A
male songwriter puts on the lips of a female protagonist who
falls in love with a hoodlum the following words:

Now, even if he beats me

my boy from the shanties
knows that I love him

with all my passion

that I am all his

that for him is my fond attention
and that it will be ours the child
product of this love sickness.?*

The lawyers at the judicial branch that deals with family
violence estimate that there has been recently an increase of
some 40% in the cases of women beaten and practically
raped. However, rape in public places of the large cities or
by intruders in private homes is not as frequent as in other
countries, although with an increase in unemployment, es-
pecially among youth, this violent behavior is also starting
to increase.

Lawyers admit that, when a girl or young woman is
raped, the experience of going through the legal procedures
and crude and insensitive examinations by forensic doctors
could be more traumatic than the rape itself. The Argentine
Criminal Code punishes with four years of prison the culprit
of an incest with or rape of a minor.

A new brand of young lawyers, judges, psychologists,
and sociologists are trying to uncover the economic and so-
cial roots of this violent behavior. As Martha Mercader, an
Argentine writer of whom I will write more later, says,
“Rape is not an animal act. Because it is a denial of human
rights, it is an aberrant product of human culture.”?

[Update 2003: In Argentina’s daily life, whether in the
households, in society, or even in cultural circles, it is easy
to perceive what in the popular language is called “ma-
chismo.” It is a male attitude of superiority that disregards
the human dignity, intellectual merits, and economic worth
of females.

[The situations in which women are victims of violence
and criminal attacks have recently multiplied because of the
deep political and economic crisis the country is undergo-
ing. Corporal punishments that may end with death, forced
sexual engagements that hurt the women physically and
mentally, rapes, and child abuse, are all common features in
Argentine society. Most of these events are not reported.
There are fears of reprisals, concerns for how they may af-
fect the offspring, worries about being left without means of
subsistence, and lack of support from parental families.
Women do not trust the police, because they know that the
same machista mentality pervades its members.

[Argentine legislators have tried to modernize the laws
related to acts of sexual violence against women, children,
and teenagers. In 1999, laws were passed on crimes against
sexual integrity. The new laws have changed most of the
problems of sexual violence from the category of crimes to

that of conflicts, which authorizes the judges to arbitrate or
seek conciliation.

[Rape goes well beyond conflict. Raping is a criminal at-
tack that involves many physical and mental consequences.
The attacked person may contract AIDS or other sexually
transmitted diseases, could subsequently suffer depression,
even suicidal thoughts, and could have difficulties in re-
assuming a pleasant, satisfying sexual behavior. Legal pro-
tection and social equity for both genres of all ages require
more than just changes in the laws. True protection and eq-
uity will be achieved through a profound educational reform
aimed at structuring people’s consciousness in the apprecia-
tion of the physical, mental, emotional, and spiritual benefits
of a sexuality exercised with mutual respect and responsible
freedom. (End of update by S. Kamenetzky))

B. Prostitution
The Past

The gauchos, the native inhabitants of the country,
themselves products of the heavy breeding between the
early conquistadors and the indigenous population, and of
the lower-class Spaniards who arrived in the wake of those
conquistadors, seldom commercialized the sexual favors of
women. A gaucho would take a woman as his sexual partner
and could abandon her after some time without remorse.
His mind was not programmed into thinking marriage, nor
seeking stability, but neither did it contain programs that
would make it acceptable, even less desirable, to make prof-
its by exploiting his or any other woman. The gauchos were
fearless, quarrelsome, but honest machos, skilled in the use
of knives and boleadoras,?® who wandered on their horses
through the vast expanses of flat land that are the Argentine
pampas.

After the efforts by Sarmiento and Avellaneda to build
more rational structures on the magical and mythic mind of
the Argentine population (see Section 3A, Knowledge and
Education about Sexuality, Historical Perspectives), the sit-
uation changed for both the gauchos and their women. In
1880, the image of a country that would develop following
European models was well set in the minds of the country’s
leaders. The gauchos had to transform themselves from va-
grant free hunters who lived with women practicing subsis-
tence gardening and husbandry into a rural labor force for
the large ranches that the wealthy started to organize, or find
aplace in the smaller agricultural undertakings of the immi-
grants that started to flock to the Argentine pampas. The
new generations were prepared by Sarmiento’s schools to
assume the new role, but they were betrayed by the large
landowners, who did not treat them as salaried labor within
a capitalist system, but rather as peasants attached to the
lord’s land who rendered services to the lord in exchange for
aplace where they could build their shacks and where their
wives could tender a garden and raise some chickens, in ad-
dition to work as maids or cooks in the landlord’s house.
The older gauchos, not enough acculturated into the new
system or economic and social relationships, would often
rebel. The police would then seize them and send them to
the armies that were battling the remaining southern indige-
nous populations and expanding the agricultural frontiers
for the “civilized” land-based entrepreneurs. In brief, the
displaced gauchos were making room for the estancias of
the old native oligarchy and the settlements of the newly
arrived middle-class Europeans.

The women of the older gauchos sent to the frontiers as
cannon fodder were left without support and would often join
the wives of the settled laborers as servants and sexual ob-
jects of the landowner families. They also became prostitutes
in the small villages of the rural areas with their population of
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single rural laborers and traveling salesmen. An Argentine
writer, José Hernandez, who knew well the mindsets and
lifestyles of the gauchos, wrote an epic poem about their suf-
fering because of their inability to adjust to the transforma-
tional process, and the often rough way in which this process
took place. It was a process that sacrificed the human dignity
of'the lower classes to the purpose of building a modern, pro-
ductive nation. And the women suffered the most from this
process.?’

Most of the immigrants came seeking possibilities for
earning their livelihood through hard work, risky but honest
investments, and the use of the best available technologies.
However, as in any migratory inflow, some elements came
with the idea of making money quickly by exploiting native
people and land. A few used prostitution as the means to ac-
cumulate wealth and wield power.

Argentina would soon become one of the most active
centers of the so-called white slave traffic. In Buenos Aires,
Rosario, Mendoza, and other cities of the country, powerful
entrepreneurial organizations, affiliated with even more-
powerful European organizations, enslaved an unbelievable
number of young women lured or forced to leave their Euro-
pean villages to become the merchandise of a very profitable
trade in a wide variety of brothels.?

Just one of the organizations, known as the Zwi Migdal,
owned 2,000 brothels where 30,000 women were each pro-
ducing monthly an average of 3,000 Argentine pesos for
their pimps.?’ To put this amount in due perspective, I
should remind the reader that at that time the peso had the
same value as the dollar, and that a sales clerk in a depart-
ment store would earn less than 100 pesos per month. This
gave the exploiters a tremendous financial power, and they
used it to buy cooperation and loyalty from police, city and
immigration officers, judges, ministers, medical doctors,
and congressmen.

Who sustained such a large demand? Although for dif-
ferent reasons, all social classes made their contributions.
The rich were looking for the merriment and diversity of
sexual practices that they would never dare to ask from their
wives, the respectable matrons whose aim was only to bear
and raise children, manage households, and organize social
activities. The poor came to brothels because either they
had to prove to themselves everyday by using many women
that they were machos, or because they were feeling lonely.
Loneliness was particularly harsh on the immigrants to the
large cities, who initially were without family or social
groups with which to relate. But the poor native porteiio
machos®® also often felt lonely, frustrated, and sad. They put
these feelings into music and created the tango. One of the
tangos declares: “In my life I had many, many chicks, but
never a loving woman.”!

Bully porteiios would mix in the brothels with long-
shoremen, sailors, farmers seeking city fun, employees of
government offices, banks, and large stores, small business-
men taking a break from their shops, and youths having
their first experiences. Brothels varied in size and amenities
according to the class they were catering to. Most were just
a succession of small rooms that barely accommodated a
double-size bed. In the remaining space, a chair would pro-
vide a place for the customer’s clothes, and a washbowl
would be the only available means for the customer’s and
prostitute’s hygiene. A typical construction would be two
rows of ten rooms, each with a latrine at the end of each row.
In the more-expensive brothels, there would be a grand re-
ceiving hall with sofas, vases, and paintings on the walls.
There, rooms were more spacious and some would have
mirrors on walls and ceilings. They were the places for the
rich who could afford to pay from 5 to 15 pesos.3?

The white-slave traffic to Argentina continued growing
during the last two decades of the 19th century and the first
three decades of the 20th century. Already in 1892, a Ger-
man magazine, Das Echos, commented on a trial that took
place in Lemberg, Austria, where 22 persons were con-
demned for sending young women to different parts of the
world under the pretext that they would be employed as
maids, cooks, and nursemaids. Because the defendants
were Jews, the magazine, in addition to denouncing an
abominable trade, used the case to encourage anti-Semitic
undercurrents of German politics that would open up in the
German political arena some decades later.

Between 1920 and 1930, Albert Londres, an officer of
the French Sureté Genérale investigating the ramifications
of the international white-slave traffic, decided to mix him-
selfin the life of the small Polish villages where many of the
women were bought or seduced. He finally published a
book, Le Chemin de Buenos Aires (The Way to Buenos
Aires), whose influence among Argentines who were fight-
ing to stop the traffic proved to be decisive.**

Meanwhile, homosexuals, outcasts of Argentine society
until recently, were, on the one hand, persecuted by the po-
lice, and, on the other hand, using some prostitutes and their
madams for their own purposes. In Buenos Aires, for in-
stance, a group of wealthy and influential, but closeted
homosexuals organized young prostitutes to lure handsome
young men into luxurious orgies in specially arranged
places. They would be unwittingly photographed, and the
pictures would be used to blackmail them into providing
sexual favors to the hosts of the orgies.?

Finally the empire built by the traffickers, which was fa-
cilitated by the regulation of the exercise of prostitution,
was destroyed when the government moved to the opposite
behavior and made organized prostitution illegal. Never
was the Argentine market really a free market for sexual
services, meaning by this, a market where the suppliers
chose the profession out of their own free will, exercised it
on their own and for their own benefit, and could enter and
exit the market freely. Only very recently is it possible to
see a type of prostitution that can be assimilated to small
businesses.

From Regulation to Prohibition

The Argentine empire of whoredom was born and grew
up sheltered by the regulated status of the brothels under
laws and decrees whose declared purpose was to protect
both suppliers and consumers of sexual services. In fact, it
protected neither and only served to replace risky capitalis-
tic forms of exploitation of sexual services with a capitalism
of political patronage that benefited bureaucrats and scoun-
drels.

Regulation of prostitution is always based on the prem-
ise that prostitution is an inevitable evil, hence, it should be
regulated in order to minimize the damages to society from
its practice. Some of the regulatory decrees dictated by city
councils in Argentina were quite detailed in their require-
ments. One included the following rules:3¢

* To establish a brothel, it was necessary to file an applica-
tion with the municipality indicating the location. A tax
was required.

* The buildings had to be placed in a given zone, and not
display any particular sign that would identify it as a
brothel. They also had to have a bedroom for each
woman working in the brothel. Prostitutes could not re-
side anywhere other than at the brothel, which was her
official domicile. The women could not show them-
selves at the balconies or through the windows of the
building, nor could they solicit in the streets.
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* To work in a given brothel, each woman had to be regis-
tered with the sanitary authorities, who during the regis-
tration process, had to establish when the woman arrived
to the city, from where she came and how, who was with
her during the trip, and how she decided to join the
brothel. If, from the interrogatory, it was established that
the woman was a victim of deceit or coercion, she had to
be advised that she could sue the offender and be offered
assistance to do so.

Each prostitute was then given a “sanitary notebook”

with her picture, personal data, registration number, and

the main articles of the decree that concerned her rights
as provider of a service, among which were the fol-
lowing:

* Whatever commitments she might undertake, she was
free to stay or quit the brothel in which she lived and
worked.

¢ The woman who managed the brothel could not com-
pel them to buy given clothes or other objects.

* Debts were no reason to compel them to stay in a given
brothel.

* Nobody could exert violence of any kind on them, or
submit them to abuse and punishments.

Later on, at the request of the Argentine Association
Against White Slave Traffic, a page was added to the “san-
itary notebook,” stating in Spanish, German, French, Yid-
dish, English, and Italian:

This is a free country. Nobody can be compelled to work
as a prostitute. Whoever wants to exit from the profession
can contact [here the name and address of the organization
was given] that will see to her defense and help her.

In this notebook, the City Sanitary Services recorded the re-
sults of the mandatory periodical medical examinations. If
the woman was found to be infected with a disease, she was
to be taken to a hospital and remain there until dismissal.
The sanitary notebook had to be shown to any customer that
would request it to attest to her health condition.

The madam managing a brothel could not leave the
brothel for more than 24 hours without notifying the sani-
tary authorities, who had to authorize leaves in writing and
never for more than 15 days. She also could not accept any
prostitute in the brothel who had not first registered and
passed a medical examination. She had to take her pupils
personally to the periodical medical examination at a hospi-
tal or have them ready if the examination was done at the
site, in which case the brothel had to have a special room
equipped with all the furniture and instruments the sanitary
authorities requested. The madam also had to report imme-
diately to the sanitary authorities whenever a prostitute felt
ill, whether it be from a sexually transmitted or any other
type of disease. If the woman could not be taken to the sani-
tary authority, a doctor would examine her at the brothel and
decide whether to send her to a hospital.

It is easy to imagine the gigantic corruption that this na-
ive attempt to protect customers and suppliers generated.
The big trade organizations mentioned above bought the
protection of the police, who were in charge of enforcing
the regulations, and bribed justices and politicians, who all
ignored the transgressions in favor of concentrating on the
humanitarian provisions aimed at avoiding deceit and vio-
lence, and at protecting, at least partially, the free exercise
of the profession. In reality, this approach did little to pro-
tect the health of the women and their clients, as elementary
mathematics show.

With an average of ten daily services per woman and
two examinations per week, and accepting that the exami-

nations were thoroughly performed, which often was not
the case, only the first client after the examination could be
considered free from contracting a venereal disease. The
women had no protection from customers already infected.
Hence the chances of safe sex for the other 30 or 40 clients
that would visit the same woman before she went to the next
examination were constantly decreasing. We should re-
member that the customers were not subject to compulsory
medical control, and that many might not have shown any
symptom for some time, while others would suffer in si-
lence and continue practicing sex with prostitutes, lovers,
and wives.

Although there are no official statistics from that peri-
od, we know from studies made by some concerned physi-
cians, and from the clamor in the press, that the number of
cases of gonorrhea and syphilis kept increasing. From a
study by the director of the sanitary services of Rosario,
Dr. José M. Fernandez, we learn that the examinations
practiced during one year—October 1, 1930, through Sep-
tember 30, 193 1—revealed that 73% of the prostitutes had
a positive serological reaction to syphilis and close to
100% of them were carriers of gonococcus.?’

Finally, a law was promulgated by the federal govern-
ment on December 30, 1935, ordering the closure of all
brothels throughout the nation. It even criminalized the pro-
vision of sexual services by a single person in her own
home.

Anticipating this abrupt policy change, several mea-
sures were taken by public institutions and grassroots orga-
nizations to protect the women that the law would leave
without job and home.

The Situation Today

The 1935 law ended the corrupting empire of large orga-
nizations involved in the white-slave traffic, but it could not
end the exercise of individual prostitution. The application
of the law to individual prostitution was even declared un-
constitutional, because Article 19 of the Argentine Consti-
tution says: “Private activities that do not affect public order
and morality and do not harm other people are reserved to
the judgment of God and off-limits to the authority of
magistrates.”

Hence, an adult person who by spontaneous decision en-
gages in sex with other consenting adults, for money or oth-
erwise, cannot be penalized unless the practice takes place
in such a way that it offends or harms third parties.

On the other hand, the change in mores that took place in
the world after World War II was strongly felt in Argentina.
Internally, the Peronist movement drastically elevated the
status of the working class, including rural labor, and Eva
Perdn’s actions sped the recognition of women’s political,
economic, and social rights. The large masses of single im-
migrants, to whom the brothel provided a recreational and
physiological outlet, are pictures from a distant past. The
machos of the suburbs of Buenos Aires and other big cities
are drowned by a wave of proud blue-collar workers who
may have consenting lovers in addition to their official
spouses, but would never exploit one or the other. Contra-
ceptives and information about them reach women and men
of all social classes. For quite a while, penicillin brought
control over venereal diseases. All this allowed women to
consent to premarital and extramarital sexual relations.

However, prostitution has not disappeared. Teenagers,
sometimes by their own initiative, but more often under the
pressure of peers or their fathers, seek prostitutes for their
sexual initiation. Then there are the handicapped and those
who do not dare to share with lovers and spouses their need
for special sexual practices. And as always, sailors and
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other single travelers from the countryside and abroad. Sin-
gle women and married men with hidden homosexual or
bisexual tendencies are also asking for sexual services.
Hence, male prostitutes have made their appearance in the
market.

The modern Argentine male and female prostitutes ad-
vertise their services through newspapers. A typical an-
nouncement reads: FIRST NAME; Your place or mine from
Monday to Sunday; Telephone number. Some include the
price. In one single issue of a popular newspaper, 1 found
eight advertisements with prices ranging from 15 pesos to
40 pesos, which equaled the same amount of dollars in 1993
exchange.

Another form of advertising is the use of taxi drivers and
hotel bell captains as intermediaries. These agents receive
part of the price in exchange for referring clients. In the large
hotels, the bell captains may have an album with pictures of
different prostitutes from which the guest may choose.

Sex titillation by phone is also making its inroads. It is
being introduced by representatives of foreign organiza-
tions. Romance through the line, as one of the announce-
ments reads, is offered by calling a number in the United
States, Hong Kong, or Mexico.

The spread of AIDS has further reduced direct trade of
services and has made room for these telephone and other
electronic alternatives. They are used for those who do not
find a way to create romance and introduce fantasy in their
relationships. Most of the well-informed youth are now
seeking to satisfy all their sexual needs through a commit-
ted relationship that may or may not end in marriage. Usu-
ally, they contract marriage when they decide to have chil-
dren. Among homosexuals, who are now more accepted by
society, there is also a trend toward less promiscuity and
more-stable monogamous relations.

Prostitution is still a topic of discussion in the news me-
dia and for journalists. It is becoming clear that prostitution
is a cultural as well as an economic problem. A morality that
denies and represses bodily needs will never solve the prob-
lem. It can only increase the demand for commercial pro-
viders of sexual services. And a society where greed on one
side creates poverty on the other will inevitably create
greedy profiteers and needy prostitutes.

C. Sex in Argentine Mass Media:
Erotica and Pornography

Literature

A review of the Argentine literature of the last few de-
cades shows that Argentine writers often describe in detail
heterosexual, gay, and lesbian sexual encounters in their
novels. The practice of sprinkling some sexual spices to add
flavor to the narration is not limited to romantic novels; it
occurs also in historical novels, and indeed in psychological
novels that delve deep into the feelings of their characters.

This literature has led middle-class urban readers to re-
think their own attitude towards sexuality and sensuality. It
helps in lifting the last traces of machismo, of seeing love
and sex as two separate things that are practiced with differ-
ent women, and of perceiving homosexuality as a perver-
sity. In a historical novel set between 1851 and 1862, for in-
stance, Martha Mercader, a famous novelist, defines in just
one sentence the most common mindset among young mili-
tary men in the first armies of the equally young Republic:
“He [the protagonist of the novel, an adjutant in the recently
organized National Guard] must always be on top; on top of
Indians, of the blacks, of the gauchos, of the peasants, and
of the females.”?®

This same novelist dared to reveal her own sensual and
sexual life in an autobiography in which she describes her

puberty within a family and a society hampered by a multi-
tude of taboos, the fantasies of her adolescence fueled by
the movies that Hollywood sent to Argentina in the 1940s,
the difficulties women had to choose freely and assume re-
sponsibilities, her conflicts with the rigid mindset of an in-
tellectual husband that was progressive in his ideology and
conservative in his social and sexual behavior, and conflicts
that ended in a sour divorce. Her personal history illustrates
the limitations to which women were, and, to some extent,
are still often subjected. For some, the limitations amounted
to a veritable enslavement.*

When we compare the historical novels published in the
1980s by this writer with the books of the same genre pub-
lished in the 1970s by another famous Argentine writer,
Beatriz Guido, we perceive the advances made in language
openness and in acknowledging women’s feelings, their de-
sires, their erotic fantasies, and their voluptuous carnality.

For instance, in one of her books,*’ Beatriz Guido de-
scribes the initiation of two young men with prostitutes. It is
a description almost devoid of emotions: The two adoles-
cents do not even ask one another about how they per-
formed. They leave the brothel in silence and walk through
the streets talking economics. The scene reflects what was
then acceptable in Argentine society.

By contrast, Martha Mercader, in another of her nov-
els,*! talking through a heroine of the time of the war among
provincial caudillos, recounts the sufferings of innumera-
ble Argentine women of the past and reveals things that to-
day’s Argentine women are still longing for. The main char-
acter questions, already in the 1830s, the role of reproduc-
tive machines that the Church has assigned to women. She
is a woman that is consumed by passion for life and yearns
for opportunities to share with her husband both her sensual
desires and her intellectual potential, her abilities to per-
ceive the social, political, and even military situation in
which they live. By insisting on doing so, she destroys her
relationship that cannot survive a destabilization of the ma-
cho role of her husband. Through Juana Manuela, her char-
acter, Martha is calling for further changes in a society that
still is repressive and castrating.

It is worth mentioning a rare book discovered while
browsing in an old bookstore of a provincial city. Its title is
Textos Eroticos del Rio de la Plata (Erotic Texts from the
River Plate) by Robert Lehmann Nitsche, a German anthro-
pologist.*? It was published originally in Leipzig, Germany,
in 1923, under the pen name of Victor Borde, and includes
an exhaustive collection of popular songs, poems, proverbs,
riddles, sentences, and remarks with a high sexual, sensual,
and erotic content. In 1956, after Julian Caceres Freyre, an
Argentine scholar, obtained a copy of the German original
from a bibliophile friend, a group of entrepreneurial editors
undertook the task of translating it into Spanish. The 1981
Spanish edition contains the full original text, plus an article
anonymously published by Lehmann in the journal Kryp-
tadia in 1901.%

Lehmann arrived in Buenos Aires in 1897 to work at the
Anthropological Museum of La Plata, the capital of the prov-
ince of Buenos Aires, when he was only 25 years old, and re-
sided there until 1930. Compelled by his curiosity and ani-
mated by a truly scientific passion for honest and forthright
research, Lehmann did not hesitate to survey all sources,
from ordinary rural folks to prostitutes and pimps. He ques-
tioned his students at the University of La Plata and gathered
graffiti from public latrines, restrooms, and from prison
walls. His work has rescued from oblivion popular customs
and traditions that progress would consign to burial without a
trace, because Argentine scholars considered them too vul-
gar and embarrassing to be scientifically studied.
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Lehmann used the material he compiled to compare
popular myths, prejudices, and stereotypes, some of which
are still part of the collective Argentine subconscious. He
dared to undertake this task at a point in the evolution of hu-
mankind when sexuality was still a bad word even in Eu-
rope, where he had to publish the result of his work either
anonymously or under a false name.

After 1933, the Nazis tried to use Lehmann in their intelli-
gence network about Argentina, given the deep knowledge
the scientist had of the country, but he refused and was ostra-
cized from the scientific community until his death in 1938.

To give the readers a flavor of this collector’s work, I
provide translations of one each of its riddles, sayings, and
limericks. Riddles are usually innocent, but the solution is
sexually charged (see Table 2).

Popular Magazines

It is through popular magazines that we can see more
clearly the changes taking place in Argentine society. The
numerous, so-called magazines for women are found ev-
erywhere: homes, hairdressers, doctor’s offices, almost
any place there is a waiting room. And in almost every is-
sue, there are articles about sex and eroticism, some signed
by respected local and foreign professionals. Articles
cover a variety of subjects, such as contraception, the in-
fluence of a healthy sexual life on the physical and mental
well-being of women, or how to improve marital relation-
ships. Three other types of magazines deal with sexuality
and eroticism:

e Magazines that deal with sexual issues avoiding porno-
graphic images, shying away from even full frontal nu-
dity. They are rather expensive, exhibit a good quality of
printing, and aim at informing a public that accepts a sci-
entific, although popular, rather than academic lan-
guage. One such magazine claims the collaboration of
professionals from the Masters and Johnson Institute
and the American Association of Sex Educators, Coun-
selors, and Therapists to produce illustrative videos that
are distributed together with some of the issues. One
such issue included the following subjects: best tech-
niques to enjoy an intense sexuality; the skin: an ally of
eroticism; how to make of your bedroom the most erotic
place; your way of kissing reveals how you make love;
techniques to renew sexual passion without changing
partners; initiation to anal sex without traumas; the art of

Table 2
Riddles Are Usually Innocent,

But the Solution Is Sexually Charged

undressing to seduce your partner; the importance of
oral sex during pregnancy; safe sex: condoms, a way of
taking care of yourself without handicapping your plea-
sure.

¢ Magazines of sexual humor with pornographic texts and
cartoons, but no pictures.

* Clearly pornographic magazines, devoid of any artistic
quality, some with scatological content.

Foreign magazines like Playboy and Penthouse can also be
bought in some newsstands.

Television and the Video Industry

With the return of democracy in 1983, it became possi-
ble to openly discuss and present sexual issues on televi-
sion. Well-known physicians, psychiatrists, psychologists,
sexologists, and writers are invited by popular anchor-
persons and questioned on all kind of sexual matters.

This situation contrasts with an experience I had in the
early 1970s. As medical advisor to an Argentine enterprise, I
was helping to design a strategy to introduce the first tampon
manufactured in Argentina, a task of which I felt very proud,
because it would allow Argentine professional and working-
class women to feel more comfortable at their workplace.
However, I soon discovered that the word “menstruation”
could not be used in advertising the product on television or
in newspapers and magazines.

Argentine television programs are now following on the
line of pioneer shows in the United States and Europe that fa-
vor participation of the public and encourage them to share in
a discussion of intimate problems. Argentines who know the
languages can now receive these American programs, and
also European programs, directly on their screens through
satellite and cable.

The videotape industry is partially handicapped by the
fact that Argentine television uses the so-called PAL sys-
tem that cannot play either VHS or Betamax recorded cas-
settes. The market is composed mainly of foreign video
pornography converted to the PAL system and subtitled in
Spanish. It is a new market where a fast-growing demand
is allowing businesses to make good profits. X-rated mate-
rial is displayed in a separate room limited to adults who
pay the store fees and deposit.

However, legislative revisions have not kept pace with
changing public attitudes, and the old laws are used from
time to time to crack down on the video-pornography
business. In 1994, for instance,
more than 300 titles were se-
questered from one establish-
ment and the store closed on
the grounds that Article 128 of
the Criminal Code considers

Type of

Erotic Text Original Text

English Free Translation

obscene exhibitions as assaults
against public morality. Some

Comments politicians and judges seem to

Riddle En un campo monterano In a hunting field
Hay un pajaro francés, There is a French bird,
Tiene huevos y no pone, It has eggs, but doesn’t lay
Tiene un ojo y no ve. It has an eye, but doesn’t see.
Saying A toro viejo Old bulls like
le gusta el tender pastures.
pasto tierno.
Limerick iPuta que soy Shit! T am so depressed,

desgraciadal,

Dice la parda Loreta;
iTodos me meten por el culo never my cunt.
Y ninguno por la cajeta!

says the mulatto Loreta;
It is always my ass that is holed,

still be under the grip of a re-
pressive mentality, but many of
them, and certainly the public
in the large cities, are reacting
and fighting for their freedom
to see and read what pleases
them. Despite obstructions
from conservative forces, the
public’s preferences are being
respected. The higher courts
are also reversing conservative
decisions from lower courts,
although desperately slowly.

The solution is the
penis. Popularly,
the testicles are
called eggs.
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Movies, Theater, and the Arts

Most of the erotic films shown in Argentina, films that
would be rated R or X in the U.S.A., come from European
countries, particularly France, Italy, Sweden, and lately
Spain. Picaresque films, many based on classics of litera-
ture, such as Boccacio’s Decameron or Chaucer’s Canter-
bury Tales, are shown without censoring their most realistic
details, which may include frontal nudity. The United States
is the source of all the violent pornography and thrillers
imported.

After the return of democracy, the Argentine cinema in-
dustry has itself produced many risqué films. One describes
a famous historical case of a young Argentine priest and a
young lady of the Argentine aristocracy who fell desper-
ately in love in the years just before the organization of the
Republic. They leave family and Church to escape from
Buenos Aires to the countryside. However, the combined
powers of Church, money, and state persecute them impla-
cably until they are detained and executed without trial. Be-
cause she is pregnant, the executioners gave her to drink a
liter of holy water before facing the squad, so as to make
sure that her child would die baptized. The film describes
the tragedy in beautiful and poignant images, without spar-
ing the torrid love scenes of the distressed lovers when they
find themselves for the first time alone and far from their
asphyxiating social environment.

There is also a mild censorship in the theater. A play
called La Leccion de Anatomia (The Anatomy Lesson), in
which the actors play their role in the nude, was playing for
along time in Buenos Aires, night after night, for nearly ten
years.

In galleries of art, nudes are shown without hesitation or
shyness. However, in the contradictory society that Argen-
tina is, with regressive forces battling for survival and power,
isolated episodes of censorship still happen, although a
slowly operating judicial system repairs the damages in the
end. For instance, in 1986, three photographic artists who
were exhibiting their work at a cultural center found their
pictures of nude people sequestered. The judge who issued
the order resisted pressure from colleagues and public opin-
ion, and the appeal of the lawyers of the defendants, for al-
most a year before returning the material to their owners.

Finally, the popular tango, whether danced in private sa-
lons or presented as part of a theatrical show, is often a dis-
play of eroticism at its purest macho style, the male proudly
exhibiting his skills, his strength, and his power over women.

9. Contraception, Abortion, and
Population Planning

A/B. Contraception and Population Planning

It is estimated that the population of what is today Latin
America was around 50 million at the start of its conquest
by Spain and Portugal.** Wars, brutal exploitation in mines
and fields, and new diseases acquired from the conquerors
because a lack of antibodies among the indigenous popula-
tions soon depopulated the continent. The conquerors then
resorted to two policies: In some colonies, they started im-
porting Africans as slave labor, and in all colonies, they pro-
moted maximum use of women’s fertility, whether they be
Spanish, native, or African. Every child, whether from
wedlock or not, was welcomed.

Pronatalist policies were maintained after independ-
ence. The new countries needed people, first to sustain the
wars of independence, then feed the armies of local warring
lords, and later to develop the empty lands. More recently, it
was believed that a large population would keep salaries
low, neglecting the fact that impoverished masses do not

make good consumer markets for the products and services
that enterprises generate. Despite the influence of Catholi-
cism, the concept of family has remained very lax. This ex-
plains why the number of illegitimate children has contin-
ued to run high. In some countries, it averages, even re-
cently, 70% of all newborns.*

Argentina has not been an exception to these pronatalist
policies and the use of women as reproductive machines.
However, its population did not grow as fast as in other
Latin American countries. This is because of the formation
of a well-informed large middle class that could not support
families of the size that was usual among the upper class,
and at the same time, did not share the loose idea about fam-
ily ties expressed by the lower class. Middle-class couples
quickly learned to use contraceptives acquired through pri-
vate channels. In Argentina, contraceptives never were dis-
tributed or subsidized by the government, except for the
army draftees who were given condoms for prophylactic
reasons rather than population concerns.

During a relatively recent period, 1975-1983, during
which the country was governed by repressive military jun-
tas, there was an attempt to encourage larger families by
giving monetary awards for each newborn, and by paralyz-
ing the activity of the clinics privately supported by the Ar-
gentine Association for the Protection of the Family. Be-
sides the fact that the amount of money was ridiculously
small, the military ignored the real feelings of the women of
the urban working class. They had a different program in
mind than to have a lot of children. From my own work as a
gynecologist at a union-supported hospital, I know their
reasoning. They wanted to save from their salaries and buy
a sewing machine or other equipment that would allow
them to do some market work at home, postponing mater-
nity until the couple’s joint income would allow them to
raise one or two children decently.

In the year 1972, the Argentine Association for the Pro-
tection of the Family managed 58 clinics around the coun-
try. That year, the number of new users of contraceptives
was 23,000. Of these, 66% preferred the pill and 33% chose
an [UD. The clinics were also offering services for the early
detection of genital cancer and the treatment of infertility.

Nowadays, in the large cities, contraceptives of all
kinds—pills, condoms, diaphragms, IUDs, and vaginal sper-
micides—are available. Condoms, pills, and vaginal spermi-
cides can be freely bought in pharmacies. Women who can
afford to pay, can use the services of private physicians to
help them acquire the right diaphragm or to insert an IUD.
Hospitals and clinics supported by the labor unions provide
similar services to working women and spouses of workers.

The situation is more difficult for women who live in
scarcely populated distant rural areas. There, both birth-
rates and infant mortality are still high when compared with
urban figures or those in the more-developed rural areas
close to the large cities. In the less-developed areas, the gov-
ernment is now trying to organize family planning services
as part of its program of mother-child care.

[Update 2003: There are no programs related to repro-
ductive health at the national level. At the provincial level,
the situation varies from one province to the other, depend-
ing on two fundamental factors. One is the magnitude of re-
sources assigned to public health in general, and to repro-
ductive health in particular, in each provincial budget. The
other factor hinges on the predominant political influence in
the respective province. This last factor refers to the long-
standing conflict in Argentina’s policymaking between, on
the one hand, liberal leaders with a modern consciousness
and concerns for the needs of the population, and, on the
other hand, conservative leaders associated with an obso-
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lete Catholic Church that still adamantly represses the
modern expressions of sexuality, love, and life.

[Until 1998, the federal government was assigning some
4% of'the GDP to public health, and close to 90% of the pop-
ulation had access to sanitation (World Bank Development
Report 1999). That year, it was decided to transfer to the
provinces the responsibility to cover 87% of the cost of their
respective health systems. The majority of the provinces
have neither sufficient funds, nor the appropriate leadership
to articulate those programs.

[The country is now calling for a very different ap-
proach: a comprehensive national health program that in-
cludes reproductive health and links to educational reforms
that introduce those subjects in all curricula. It was ex-
pected that educational establishments at all levels would
teach their students how to take care of their health and to
enjoy the physical, emotional, and spiritual manifestations
of their sexuality with responsibility towards themselves,
their partners, and the economy of their households and the
nation, avoiding unwanted pregnancies and sexually trans-
mitted diseases. The undersecretariat for population that
was created in 1993 at the federal level, which included a
federal counsel on population, was dedicated mainly to de-
mographic studies and regulation of migration. It did not as-
sume any initiative to promote policies or educational
programs for a responsible procreation.

[We will mention only a few examples of the diverse
provincial efforts that attempt to organize programs of re-
productive health overcoming precariousness of financial
resources and ideological conflicts.

1. City of Buenos Aires
The city’s constitution declares that the reproductive
and sexual rights are part of the basic human rights,
and proclaims nondiscrimination in the exercise of
those rights for neither ethnic, racial, or gender rea-
sons, nor for the sexual orientation of the citizens.

2. Mendoza, Rio Negro and Neuquén
These provinces have similar laws on reproductive
health and sexuality. They aim at providing informa-
tion and organizing counseling services.

3. Jujuy
In spite of the governor’s opposition, who vetoed an ini-
tial project, the legislature unanimously insisted on ap-
proving a law creating a provincial program for mater-
nity and the prevention of sexually transmitted diseases.

4. Santa Fe
The municipality of Rosario, the most important city
of'this province, enforced two decrees: one creating a
program for the early detection of cervical cancer,
and another organizing a comprehensive program on
women’s health.

5. Entre Rios
The legislature voted a law whose objective was to pro-
vide information and advice for a healthy and responsi-
ble exercise of sexuality. The governor vetoed it.

6. San Luis
One of the most interesting experiments is taking place
in this province. Working together with private organi-
zations, the government has presented a project for a
law of reproductive health that was accepted by the leg-
islature, and is expected to soon be regulated and imple-
mented. The activity of Gaia, a private group headed by
Laura Lerner Emmer—who is joined in participation by
local professionals and educators—deserves to be em-
phasized. They organized a Latin American encounter,
“Being Born in 2002,” to discuss themes centered on
love, family relations, procreation, and birth. Among

the subjects explored at the encounter, we find: love and
sexuality, methods for dealing with fertility and child-
lessness and the ethical problems raised by those meth-
ods, relations between parents and children, problems
faced by single mothers and fathers, and new ways of
looking after pregnant women and of delivering babies.
The encounter is also a good example of efforts to trans-
form the old unfortunate antinomies among ideologies,
beliefs, and interests into constructive participatory
polarities. “Being Born in 2002” was sponsored by
UNICEEF, the government of the province of San Luis,
the municipality of the city of San Luis, the National
University of San Luis, the Catholic University of
Cuyo, and various foundations and private professional
groups (Gaiasanluis).
7. Tucuman

In the past, this was a rich province, known as “the gar-
den of the republic” for the fertility of its land and the
beauty of its subtropical vegetation and breathtaking
panoramas. Now, it offers a deplorable picture of mis-
ery and neglect. The chaotic state of the finances of the
province has reached such extremes as not to be able to
provide gauze and alcohol for surgery in the public hos-
pitals. Children die of hunger or survive in a state of
cachexia. “Problems that we used to see in photographs
from Africa, now we are facing them here,” said Dr.
Teresa Acuila, a pediatrician in one of the hospitals
(Rohter 2003). Indigent women in despair seek abor-
tions, which, because of the way they are performed, of-
ten end in deaths, which are hidden in the statistics un-
der other gynecological categories. There are no pro-
grams for reproductive healthcare. At the initiative of
some doctors, and with the support of pharmaceutical
companies, oral contraceptives are now be given free to
poor women, who, in some cases, sell them to buy
bread. There are no programs to give advice on contra-
ceptive technologies and monitor their use. (End of
update by S. Kamenetzky))

C. Abortion

Everybody who practices gynecology in Argentina
knows that abortion is widely used by women of all social
classes to end unwanted pregnancies. This happens despite
the injunction against abortion in the Argentine Criminal
Code that penalizes with prison women who have abortions
and the professionals who perform this service, with the sole
exception of a pregnant woman who is mentally deranged.
Abortions are common despite the strong influence on per-
sonal lives and politics of the dominant Catholic Church.

Abortion is a practice that everybody knows of and prac-
tices when needed, but nobody talks about. Argentina is a so-
ciety that, instead of fighting against the powerful forces that
arrogate to themselves control over women’s bodies, prefers
to tolerate the officially condemned practice with a mischie-
vous twinkle of tacit agreement among professionals and cit-
izens. Criminal processes and denunciation of abortion prac-
tices are rare, and the police only intervene when a woman
dies as a consequence of an abortion practiced by a non-
professional.

Given these conditions, there are no figures for abortion
in Argentina, but it is believed that its practice is widespread
inall Latin America. In 1974, the International Planned Par-
enthood Federation estimated that some five million abor-
tions were performed each year in the region. This corre-
sponds to a rate of 65 abortions for each 1,000 women of re-
productive age, and to 500 abortions for each 1,000 live
births.*6
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In the cities, women who typically seek medical help for
abortions are either married, mature women who already
have several children, or very young single women, high
school and college students. That women resort to abortion
mainly to put a stop to the increase of family size was con-
firmed by surveys organized by the Centro Latinoamericano
de Demografia (CELADE).*’ In Buenos Aires, women with
two children reported 39.6 abortions per 1,000 women in
their lifetimes, while women with three children reported
93.5 per 1,000.

Studies on the relationship between abortion and socio-
economic position suggested that middle-class women re-
sorted to abortion more frequently than upper- or lower-class
women. More-recent studies, in Buenos Aires during the
1960s and 1970s, revealed that the highest rate of abortion
was among women with college educations. These studies
tells us two things: one, that women of the upper classes can
afford to raise more children than they would really want,
hence avoiding inner conflicts with their deep-seated reli-
gious programming, as well as outer conflicts with their so-
cial Catholic environment; second, that abortions among the
lower classes leave no written or oral record, because they
are not performed by professionals, and the women deny
having them to avoid problems for themselves and for those
who helped them in the procedure.

When abortion is performed by obstetricians in clinics
or their offices following state-of-the-art procedures, with
instruments duly sterilized, use of anesthesia, and post-
operation care to avoid hemorrhages and infections, it sel-
dom leads to complications. It is quite different when abor-
tion is practiced by folk healers and unregistered midwives,
with neither asepsis nor anesthesia and using primitive in-
struments. It is even worse when rural women in despair re-
sort to pouring chemicals inside their vaginas, ingest toxic
substances they have heard induce abortion, or use wires
and the like to destroy the fetus. The end results are hemor-
rhages that lead to death if the woman cannot reach a hospi-
tal for a transfusion, or infections that may also lead to death
if untreated. Other frequent ailments produced by these
crude abortion procedures are the destruction of the vaginal
walls, and the production of adhesions on the uterine endo-
metrium.

In the end, many of these women who provoke an abor-
tion by themselves or with inexperienced help end up in ob-
stetric and gynecological wards of national and provincial
hospitals, overloading an already tight supply of beds, blood,
drugs, and medical time. Again, there are no statistics for Ar-
gentina, but it is estimated that one of every five beds in those
wards are occupied with women suffering complications
from self-induced or poorly performed abortions, and statis-
tics for Latin America disclose that up to 41% of all blood
used in hospitals is consumed by those cases.*

This picture of individual suffering and high social costs
indicates a need to change policies. Abortion rates and mor-
bidity and mortality from their complications can only be
reduced by:

« providing appropriate sexual education and stimulating
the use of contraceptives;

* legalizing abortion to take the procedure out of inexperi-
enced or desperate hands, making it, instead, easily
available from well-trained professionals; and

* increasing accessibility to well-equipped medical cen-
ters in case of complications.

[Update 2003: Abortion continues to be illegal, with
two exceptions: for the pregnant woman’s life or health.
These two exceptions are very seldom used, because, al-
though the law does not require authorization from the judi-

cial system for such an abortion, health professions are re-
luctant to go ahead on their own, and equally reluctant to
seek court approval. Inexperienced people, in sordid envi-
ronments and with no asepsis, perform most abortions. This
should cause alarm among the public health institutions.
The total number of abortions is overwhelming. The Center
for Reproductive Law and Policy (CRLP) estimates that the
incidence of abortion in Argentina is somewhere between
350,000 and 400,000 abortions annually. Although it is esti-
mated that one third of all maternal deaths are caused by
abortion, the real number may be higher, because some may
be hidden under other gynecological or obstetric areas
(CRLP 2000).

[Rather than focusing on the costs to the economy and to
the health of the Argentine family, the public discussion
continues to center around ideological issues. Sexual edu-
cation from an early age, and easy access to contraceptives
when the age of reproduction is reached, could save money
and lives, not only by avoiding abortions, but also by pre-
venting the spread of sexually transmitted diseases. While
under the present legislation, women are chastised and the
medical profession is handcuffed, a wider understanding of
human nature, with its need of a healthy sexuality, could
make both women and men more free, and family life more
happy. (End of update by S. Kamenetzky)]

10. Sexually Transmitted Diseases
and HIV/AIDS

A. Sexually Transmitted Diseases

In Argentina, the most frequently reported sexually trans-
mitted diseases (STDs) are trichomoniasis, genital chlamyd-
ia, gonorrhea, genital herpes, syphilis, genital papilloma vi-
rus, chancroid, and indeed AIDS. There is a worrisome in-
crease in the number of cases of the traditional STDs,
particularly syphilis, gonorrhea, and human papilloma virus.
Risky as they are on their own, they also increase the suscep-
tibility to acquire genital cancer and HIV infections.

In the field of STDs, Argentina is a prime example of a
global trend that took the total number of cases in the world
to 250 million in 1990, at a rate of 685,000 new cases each
day.* From 1987 through 1991, the number of cases of gon-
orrhea decreased in 15 Latin American countries, but not
those of primary or secondary syphilis. Twelve of these
countries also saw an increase in congenital syphilis. Al-
though most of these figures are only approximate, they tell
us that there is an urgent need to mobilize all the available
technologies to check the spread of these diseases,

The real numbers are difficult to obtain. Some diseases
that present undramatic symptoms are initially ignored. A
case in point is chlamydia, which is only detected in 70% of
the cases when women come for other reasons for a gyneco-
logical examination. Once detected, the cases are only re-
ported to the healthcare authorities if the examination took
place in a public hospital; private medical offices are not
required to report this disease.

The lack of an appropriate sexual education among all
social classes, an attitude of indifference and/or shame in
relation to prophylactic measures, and a medical system
that is not well prepared for early detection and treatment,
all combine to increase the rate at which STDs are growing.
Exceptions are the detection and treatment of syphilis and
gonorrhea. The pronatalist policies of Argentina since the
organization of the country has meant that doctors were
trained and medical services organized to take special care
of the health of pregnant mothers and newborns.

This occurs in three different medical environments.
The most advanced environment is provided by private
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medical practices in doctors’ offices and sanatorios.>® In
this privileged environment, only prejudice or ignorance
can prevent doctors from providing timely prophylactic ad-
vice, early diagnosis, and appropriate treatment of STDs.

Another environment is made up of the sanatorios orga-
nized and supported by the labor unions. The number and
size of medical institutions of this type increased steadily
from 1946 through 1955 during the populist administration
of Juan Domingo Per6n and his activist wife, Evita. Some,
like the one owned by the Association of Metal Workers in
Buenos Aires, were well-equipped and responded to the
needs of the working class, supplying information on STDs
and providing early detection and advanced treatment ser-
vices. In others, equipment and services had to adjust to
lesser resources. Neither individual labor unions nor their
confederation ever issued policies related to the kind of ser-
vices to be provided in their sanatorios for STDs. It all de-
pended on the caliber and convictions of the medical per-
sonnel who were hired as management and staff. However,
the wards of dermatology, urology, gynecology, and obstet-
rics of these union-supported medical services have helped
large numbers of workers and their families to become
aware of the risks of STDs and have induced them to seek
early detection and treatment.

The last environment is provided by the hospitals sup-
ported by the federal and provincial governments and the
municipalities. They are entrusted with two missions: One
is to provide medical services to the poorest sectors of the
population, those who do not have access to either private
nor union-supported medical services; the other is to serve
as training grounds for the students of medicine from the
public universities, which in Argentina are the most presti-
gious. Initially, services provided at hospitals were totally
free, but the disastrous management of Argentina’s econ-
omy for more than 50 years slowly eroded their physical
and human assets. Recently, these facilities have been
charging a small fee as a contribution to the huge recurrent
and investment costs involved in their maintenance.

This small fee may further discourage the population
from the shantytowns in the poverty belts around the large
cities from seeking early diagnosis and treatment for STDs.
Although public transportation is relatively cheap and effi-
cient, they are already discouraged by having to make more
than one trip to the hospital before being given their diagno-
sis, and by being unable to obtain the necessary medications
once the diagnosis is made.

Prostitutes form another segment of the population of
the large cities that requires special consideration. In Bue-
nos Aires, children of both sexes from the shantytowns pour
into the city and become prey of drug traffickers and pimps.
Through shared needles and sexual intercourse, they are in-
fected with all kinds of STDs, further contributing to their
spread in their original milieus and the city at large.

The picture of three levels of medical services describes
properly the situation in Buenos Aires, the other large cities,
such as Rosario and Bahia Blanca, and most of the provin-
cial capitals. In the rural areas, we may only find small infir-
maries where doctors struggle to help the poor people with-
out having at their disposal either laboratory services or ap-
propriate equipment, such as colposcopes and stocks of
drugs for early diagnosis and treatment of STDs. To make
things even worse, poor rural people are more easily pro-
grammed than their urban counterparts to feel shame and
guilt when affected with an STD. This prevents them from
asking for medical help even from those elementary health-
care facilities, even at the cost of suffering crucial pain and
loss of income, and of spreading STDs to other members of
their impoverished societies.

The conditions in which the very poor rural and urban
people live may require a different medical approach when
dealing with STDs than the now standard scientific ap-
proach of first investigating the etiology of the disease and
then establishing the appropriate treatment. If the physician
tells a poor sick person that he should come again to find out
the results of clinical tests, and only then get the prescrip-
tion and go to the nearest pharmacy for the medication, this
person may never return. Meanwhile, the disease may be
spread to others. Hence, a syndrome approach has been de-
veloped in which the physician examines the person and
immediately gives the patient the appropriate medication
during the first office visit and at no cost.

It may sound nonsensical to propose this approach,
which is widely used in the poorest countries of the world,
for use in a country like Argentina that has 2.99 doctors per
1,000 population compared with only 0.03 in Tanzania and
2.38 in the United States, 5 hospital beds per 1,000 popula-
tion compared again with only 0.9 in Tanzania and 5.3 in
United States, but we should realize that there are poverty
spots where medical services are well below the average for
the country, and that the inhabitants of these poverty spots
contribute greatly to the incidence and fast-growing rate of
STDs.’! In poverty-stricken areas, the dilemma for the phy-
sician is whether to act quickly on the basis of what he or she
sees without waiting for accurate tests, or to wait and, in the
process, turn the untreated STD carrier into an uncontrolled
spreader.

I could not obtain precise information on the incidence of
STDs at the different social levels of Argentine society, but
my own experience, from the mid-1950s to the mid-1970s,
and the experience of physicians I interviewed while prepar-
ing this report, show that a large number of women that come
to a medical office or the outpatient services of a hospital for
gynecological problems, pregnancy controls, or advice on
family planning are infected with STDs.

Consider just one of these diseases, the genital human
papilloma virus, which, with 30 million new cases world-
wide in 1992, ranks third among STDs.3? The correspond-
ing increase in the number of cases in Argentina has led to
research work and the organization of seminars on the sub-
ject. Prominent among these is the work in three hospitals of
Buenos Aires under the direction of Dr. Angélica Teyssie,
who also acted as vice president of the Third Argentine
Congress of Virology. In one of the hospitals, the work cen-
ters around the influence of hormones on the development
ofthe disease in pregnant women with lesions in the uterine
cervix. A team at another hospital works instead with young
men with penile and urethral warts, while the third hospital
concentrates on young women with vulvar lesions. The lat-
ter are followed to confirm the suspicion that the papilloma
virus may be responsible for the onset of cervical cancer as
late as five to 30 years after the primary infection.>?

STDs are having a very negative impact on the Argen-
tine economy. This impact cannot be measured solely in
terms of the number of deaths caused by STDs, because
many nonfatal conditions are responsible for a great loss of
healthy life and significant demands on the healthcare sys-
tem. A better indicator is the one jointly developed by the
World Bank and the World Health Organization, which is
the number of disability-adjusted life years (DALYs) lost
because of a particular disease or group of diseases in a
given time period.

The DALY indicator is obtained through a rather com-
plex statistical process. First, for each death, the number of
years of life lost is calculated as the difference between the
actual age of death and the expectation of life at that age in
a low-mortality population. Then the disability losses are
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calculated by multiplying the expected duration of a dis-
ease (to remission or to death) by a weight factor that mea-
sures the severity of the disability in comparison with loss
of life—for example a weight factor of 0.22 was assigned
to pelvic inflammatory disease, while dementia carries a
weight factor of 0.6. Then the combined death and disabil-
ity losses are further corrected by discounting them at a
rate of 3%, so that future years of healthy life are valued at
progressively lower levels, and by an age weight, so that
years of life lost at different ages are given different rela-
tive values. By multiplying these indicators by the total
number of deaths for each age and disease and summing up
across all ages and conditions, it is possible to figure out
the global burden of disease for a given demographic area
in millions of DALY lost in a given year. From these, two
other indicators can be derived: the equivalent number of
infant deaths that would produce the same effect, and the
number of DALY lost per 1,000 population.

The World Bank and the World Health Organization
have estimated that in 1990, Latin America and the Carib-
bean area was burdened with a loss of 103 million DALY,
which is equivalent to the death of 3.2 million infants and
represents an incidence of 233 DALYSs per 1,000 popula-
tion. STDs and HIV accounted for 6.6% of the total, ranking
third, after perinatal causes (9.1%) and neuropsychiatric
diseases (8%), among the different diseases included in the
study. STDs and HIV contribute more to the burden of dis-
ease than cancer (5.2%), and cerebrovascular or ischemic
heart disease (2.6% and 2.7%, respectively), but less than
injuries, which amount to 15% of the total.>*

Unfortunately, I could not find specific statistics for Ar-
gentina, but what I have heard and observed leads me to esti-
mate that the relative contributions of STDs and HIV to the
burden of disease is not too different from that for the whole
of Latin America. The high burden calls for active interven-
tion by the governments, but a solution is hampered by a lack
of information about STDs across all sectors of the popula-
tion, and by a lack of resources for preventing and curing the
disease among the poorest sectors. The latter problem could
be solved if the government reallocated its expenditures to
provide financial support for essential clinical services.
However, government should limit its direct involvement in
the provision of the services because it generates an expen-
sive and inefficient bureaucracy; the government should in-
stead promote the participation of grassroots nongovern-
mental organizations (NGOs) in the task.

Although government and NGOs should also work to-
gether in the delivery of information, the government’s role
in this should be more prominent than in the delivery of ser-
vices, because the structure of the Argentine educational
system makes it easy and cost effective for the government
to include sexual education at all levels of the system. Most
of'the schools are under the authority of either the federal or
the provincial governments. There are no local city or
county educational boards to interfere with the decisions of
what should be taught, and the largest part of Argentine
households send their children to the state-supported public
schools. Certainly, this is the case for the poorest sectors in
both rural and urban areas.

Schools should find the language that is most appropriate
for conveying information on STDs to each population
group and each geographical area. It should be language able
to overcome deep-rooted and long-established feelings of
shame and guilt. Schools can be used to teach these subjects
not only to children, but also to their parents and the public at
large, including the elderly whose sexuality should not be
discounted, and who, by becoming better informed, could
play a more positive role in reinforcing appropriate behav-

ioral patterns among the younger members of the households
to which they belong.

Information useful to counteract the spread of STDs
should not be limited to the causes of the disease, its symp-
toms, and ways of preventing and curing them. Information
provided at schools, by social workers, and by NGOs
should go well beyond this to develop a positive attitude to-
wards the body, a shame- and guilt-free recognition of in-
stinctive drive, and an ability to establish tradeoffs between
the instinctual urges and the constraints imposed to the sat-
isfaction of these urges by the need to build healthy house-
holds and societies. Poor peasants and sophisticated urban-
ites can both understand a well-phrased and well-delivered
message that these tradeoffs do not mean a repression of
one’s erotic life, but rather its enhancement by seeking to
make it free of disease.

In the schools of medicine, which are all state-supported,
doctors, nurses, and other paramedicals should be enabled to
discuss STDs openly and clearly with their clients, avoiding
scientific jargon and making them feel at ease when uncover-
ing their bodies and their feelings. Young doctors, nurses,
and paramedicals so trained could, in turn, facilitate in-serv-
ice seminars for older physicians, nurses, and paramedicals
who have not received any information on human sexuality.

The task of fighting STDs does not, however, stop with
the schools, physician offices, clinics, hospitals, and rural
first-aid rooms. It is a task that should involve all social or-
ganizations. Private businesses can also play an important
role. The traditional Sunday soccer games that attract huge
crowds could be used to distribute witty messages on the
use of prophylactic measures and the high personal and so-
cial costs that result from neglecting them.

Argentina is a society that has to come to terms with the
spread of STDs and the factors that contribute to this spread,
such as the existence of poverty spots, male and female
prostitution, and the consignment of persons with sexual
preferences that do not conform with what is considered tra-
ditional behavior to a closeted sexual life that becomes
much more healthy when it is integrated into all walks of a
country’s life. Argentina should learn that open discussion
is more cost effective than denial when facing problems.

B. HIV/AIDS

In Latin America, Argentina ranks fourth, after Brazil,
Mexico, and Colombia, in the number of people affected
with HIV. In December 1993, the Argentine government
approved a new plan to fight against the disease that had al-
ready afflicted 2,897 persons, while there was an estimated
100,000 other people infected with the virus but not yet
showing signs of disease. In the first nine months of 1993,
411 cases were recorded by the Ministry of Public Health
and Social Action. It was expected that the total number of
cases for that year would reach the 1,000 mark.3

Marcelo del Castillo, a physician at the Hospital de
Clinicas of Buenos Aires, believes that 30 to 50% of the
people infected with HIV or suffering from AIDS are not re-
corded in the official statistics.*

A study by three pediatric hospitals of Buenos Aires—
Garrahan, Pedro Elizalde, and Ricardo Gutierrez—found
400 children infected with HIV who were being treated. Of
these, 63% lived in suburban areas, 30% within the city lim-
its, and 7% came from other parts of the nation.’’

Eduardo Lopez, the chief of the department of infectious
diseases at the Hospital Gutierrez, told a journalist that most
of the treated children die before their third year, and that
the earlier the symptoms appear, the worse is the prognosis.
Lopez, who received a prize from the National Academy of
Medicine for his studies on AIDS, pointed out that 90% of
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the children are infected by their mothers during pregnancy
and delivery.*®

According to Lopez’s studies, 20% of the HIV-positive
mothers are 15 to 19 years old, and those below 24 years of
age amount to 70% of the total number. Most of them,
59.4%, are addicted to intravenous drugs, while the remain-
ing 35.9% have partners who are HIV-positive and 90% are
drug addicts.”®

These statistics show that the fight against AIDS should
be integrated with the fight against the ravages of drug ad-
diction, and that both fights require improved education and
delivery of information to the youngest segments of the
population. This has been recognized in the governmental
plan that proposes to introduce information on these sub-
jects in the high schools and universities starting with the
school year 1994.% The plan will evaluate the possibility of
extending its action to the primary level, and the Ministries
of Education, Labor, and Interior will work together with
the Youth Institute in forming community leaders who are
prepared to deal with the subjects of AIDS and drugs. The
plan is quite ambitious. In addition to the already mentioned
educational and community work, it includes medical ac-
tion aimed at providing medical care and medicines to those
who do not have any coverage, a better knowledge of the
situation through improved statistics on the epidemics, and
increased controls on the blood banks.

While the government expects these to accomplish their
objectives with an investment of only $10 million for the
year 1994, the private sector is experimenting with interest-
ing initiatives. One such private-sector experiment was de-
signed and undertaken by the Foundation for Quality and
Participation, in the small town of Rojas in the Province of
Buenos Aires, where children ages 10 to 13 attending a pri-
mary school are being led by a volunteer medical doctor
with full support of the principal and teachers of the
school.®! Students in this project focus on the following
tasks:

e Search in the library and study material about AIDS to
learn how the disease is contracted, its symptoms, the
work of HIV in the human body, and social aspects of the
AIDS epidemics.

* Discuss the subject among themselves, with their fami-
lies, the teachers, and the principal.

* Visit the local hospital, get acquainted with people hos-
pitalized with AIDS, and talk with the physicians in
charge of them and with the hospital’s director.

« Poll people in the street about their level of information
on AIDS, the measures they were taking for their own
protection, and their attitude towards people already
suffering from the disease.

At the point I learned about this initiative, the children
had drawn a declaration defining their own feelings and the
results of their learning process. Their declaration exposed
their understanding of the complexity of this problem, the
difficulties doctors face in treating the disease, the high cost
to individuals, families, and our community resulting from
dealing with the disease and trying to prevent its dissemina-
tion, and the complications that educational authorities face
in bringing appropriate information to the schools. Recog-
nizing these key aspects of AIDS, the children then said
they were willing to assume their role in the fight against the
AIDS epidemic with responsibility, “engaging ourselves in
contributing our grain of sand.”

This experiment shows that every segment of the popu-
lation can respond creatively to a well-organized stimulus
to promote their participation in solving social problems.
The success of the Foundation for Quality and Participa-

tion project in getting young children to assume their re-
sponsibility in dealing with AIDS raises a serious question
about what is not being done in a similar way to engage the
adults.

Many male heterosexual adults still believe that AIDS is
a disease of homosexuals. Many married women think they
will be spared until they get the disease from a bisexual or
drug-addicted spouse. It is true that in Buenos Aires, three
fourths of the all AIDS cases are either homosexuals or
heterosexuals who got the disease through sharing needles,
but the other one in four cases involves nonaddicted mar-
ried women, some of whose partners are neither bisexuals
nor drug addicts.

It is clear that any plan to decrease the social and eco-
nomic impact of AIDS in Argentina, as in any society, re-
quires an emotional engagement that facilitates an important
paradigmatic change of beliefs and behavior. This paradig-
matic change is essential to increasing the use of condoms,
decreasing promiscuity, promoting the use of disposable
needles among drug addicts, understanding and respecting
those who suffer, and helping individuals everywhere to en-
joy sex while minimizing the risks for oneself and society. In
addition to emotional engagement, such changes in individ-
ual attitudes require the support of the social groups to which
the individuals belong, namely, families, schools, private
businesses, and churches.

[Update 2002: UNAIDS Epidemiological Assessment:
As of December 31, 2001, 21,117 AIDS cases had been re-
ported in Argentina. The incidence rate for 2000 was 48.9
per million population. The ratio of male/female is cur-
rently 3:1. The epidemic has been concentrated in the large
urban areas where 87.5% of cases reported occurred, princi-
pally in the suburbs of the province of Buenos Aires. The
most common mode of HIV transmission is sexual contact
(37.9%), mainly heterosexual (25.3%); followed by intra-
venous drug users, which accounts for 37.9% of the re-
ported cases; and, finally, perinatal transmission (6.8%).

[Information on HIV infection comes from sentinel
sites, which have been systematically collecting data across
the country since the beginning of 1998. All jurisdictions
gather data on a semiannual basis. The National Registry of
HIV-infected people was started on June 1,2001. The num-
ber of reporting sentinel sites increased 400% between
1998 and the first semester of 2001. However, only data
from pregnant women and blood donors are sent by all juris-
dictions. In other selected populations, the number of re-
porting sites varies from one period to another. HIV preva-
lence among pregnant women tested has decreased from
0.75% in the first semester of 1998 to 0.46% in the first se-
mester of 2001. Prevalence among blood donors has also di-
minished during the same period, from 0.23% to 0.13%.
Data on the prevalence of HIV among sex workers from
four jurisdictions of the country, including the city of Bue-
nos Aires, show a reduction from 6% to 2.39% in the 1998-
t0-2001 period. On the other hand, HIV prevalence among
inmates in penitentiary units has increased, rising from
17.91% to 23.10% during the same time period. Among
STD patients, HIV prevalence has risen from 0% to 3.99%
in the first semester of 2001, based on data reported from
seven jurisdictions. Finally, data from two provinces (Bue-
nos Aires and Cordoba) show that the prevalence among
injecting drug users went from 18.31% to 19.44% in the
semester of 2000.

[The estimated number of adults and children living
with HIV/AIDS on January 1, 2002, were:

Adults ages 15-49: 130,000 (rate: 0.7%)
Women ages 15-49: 30,000
Children ages 0-15: 3,000
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[An estimated 1,800 adults and children died of AIDS
during 2001.

[Atthe end 0f 2001, an estimated 25,000 Argentine chil-
dren under age 15 were living without one or both parents
who had died of AIDS. (End of update by the Editors)]

11. Sexual Dysfunctions, Counseling,
and Therapies

A. Concepts of Sexual Dysfunction
and Treatment

Until the 1960s, physicians had no better knowledge of
human sexuality than the average Argentine citizen. And
even after some education was introduced into the medical
training, the information they received was prejudiced, bi-
ased, and antiscientific. In an interview with a physician
and psychoanalyst, I was told that in the year 1963, the chair
of hygiene at the School of Medicine of the University of
Buenos Aires was still telling the students that “Women ex-
perience sexual needs after reaching 25 years of age and
only during their ovulatory period,” and “During infancy,
adolescence, and first years of youth, women have no
sexual needs.”

The chairs of gynecology, genitourinary diseases, and
hygiene studied and taught the pathogenic aspects of the
sexual organs and reproductive mechanisms, but refused to
consider with the same objective scientific approach the
sexual behavior of healthy females and males. In my inter-
views with medical doctors during 1993, I perceived they
still do not feel comfortable in discussing these issues, espe-
cially in relation with the erotic minorities, the group that
Erwin Haeberle calls “the sexually oppressed,” which in-
clude the aging, the homosexuals, the handicapped and dis-
abled, people with specialized sexual interests, and persons
committed to mental hospitals or imprisoned.

Young and old physicians know that prestigious institu-
tions, such as the American Psychiatric Association, have
made clear that they do not consider homosexuality, whether
masculine or feminine, a disease. However, they still feel that
it is a perversion, a degeneration. I know of one male teen-
ager who was subjected to electroshock treatment when his
parents discovered his gay tendencies and put him under
treatment with a psychologist. However, even in those cases
in which counseling seeks to soothe the patient rather than to
cure him or her, the prejudices of the therapists are perceived
by their customers, making it difficult for them to assert their
sexual preferences and seek a healthy insertion in a hostile
society.

This is true not only for homosexuality, but also for
many aspects in the sexual life of heterosexual people.
When people come for advice on sexual problems—Ilike fri-
gidity, impotence, fast ejaculation or difficulties in ejaculat-
ing, painful sex, sex during pregnancy and after delivery,
consequences on sexual life of drugs and surgical proce-
dures, sex among the aging, etc.—gynecologists, obstetri-
cians, urologists, and the general practitioner find that they
all are confused. Although their scientific formation in the
field of sexuality is incomplete, from the little they know,
they perceive that science and common sense run against
their ideologies and beliefs. The internal battles between
these two opposing patterns of thinking and behaving only
adds confusion and distress to ignorance.

Every time I talked with people suffering from sexual
problems, they told me how much they would benefit from
sound advice and support. They think that medical schools
should not only give their students advanced training in hu-
man sexuality, but also should organize courses on human
sexuality open to the population at large. My experience with

a seminar on sexuality that I facilitated for aging people con-
firms this need. The group of elder women and men unani-
mously expressed their gratitude for having been allowed, at
least for a few hours, to open up their feelings and show that
they still are sexual beings with their own particular needs
and desires.

For the moment, this seems rather difficult to accom-
plish. When a program in a school of medicine goes beyond
the biological subjects of sexual differentiation and human
reproduction, it is to cover technological subjects like con-
traception and abortion, or mainstream approaches to sexu-
ality in infancy and adolescence, masturbation, and sexual
inadequacy. The move beyond conventional teaching never
reaches the subject of the sexually oppressed. Argentina,
however, is changing fast, and the day may be not too far
away in which these subjects, and the broader implications
of sexuality for our personal lives, our societies, and our
economies, will be freely, honestly, and humanly discussed
in all classrooms, and in all walks of Argentine life.

B. Impact of the Psychoanalytic School

Escaping from persecution and war, some professionals
and scholars in the field of psychoanalysis left Europe and
found refuge in Argentina. Here, they organized the first
college-level studies on psychoanalysis in all Latin Amer-
ica. They planted these seeds in fertile ground. The terrain
was already fertilized by brilliant psychiatrists, such as José
Maria Ramos Mejia and José Ingenieros, and a self-taught
psychologist, Anibal Ponce. They reflected the state-of-
the-art of a science that was trying to apply to its domain the
same positivistic, mechanistic approach that was yielding
dramatic results in the hard sciences. Their problem was—
and still is for many scientists who have not yet evolved
from those stages of development of our rational mind—
that instead of creating new theories around newly observed
facts, they tried to bend facts into accommodating existing
theories and classifications. Some of the statements of these
forerunners in the field of sexuality now make us smile.
Seeking a cause-effect relationship between biology and
sexual behavior, they thought that all gay men were hair-
less, and all lesbians were bearded women.5?

However, they deserve recognition for having brought
the subject to academic circles and college teachings from
which they were previously excluded. They also deserve
recognition for their open-mindedness; they never thought
that their teachings were cast in stone or steel forever. With
Renan, one of their French masters, they thought that “the
greatest progress brought about by modern rationality was
its replacing the condition of being with the condition of be-
coming, replacing the concept of the absolute with the con-
cept of the relative, and immovability with movement.”

The disciples of the pioneers became the first disciples
ofthe European psychoanalysts, and the work of both found
their ideas and their practice spreading quickly among the
upper and middle classes of Argentina, who were suffering
the stress of fast-changing social mores, an unstable econ-
omy, and cycles of stifling and fostering political freedom.
The country has now one of the largest per-capita ratios of
psychoanalysts and psychologists, and the highest number
of people who have been psychoanalyzed.

The influence of Freudian psychology reaches even those
who cannot afford to pay the high price of psychoanalytic
treatment. Psychologists and psychiatrists are writing infor-
mative, easy-to-read, popular books and articles that propa-
gate the main ideas and findings of modern psychology on
sexuality and sexual behavior among a literate population.
At all levels, they are helping Argentines to come to grips
with their ambivalent heritage of an officially repressed sex-
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uality, a society where the male is the active performer and
the women the passive comptroller, both hiding their deepest
feelings, and an intrinsically hedonistic way of life.

To take this movement one step further, Argentina will
need to promote formal and informal sexual education that:

goes beyond the narrow subject of reproduction to include
a discussion of sexual feelings and fantasies, pleasures,
beliefs, superstitions, and dysfunctions. It must further
discuss sexual attitudes in different societies and historic
periods, erotic art, sex legislation, and indeed “sexual pol-
itics.” Finally it can’t be restricted to children, but must
address itself to the whole population.®

12. Sex Research and Advanced
Professional Education

Some limited research is being currently conducted on
aspects of human sexuality in Argentina. These include:

¢ Contraception, focusing on investigations of the effec-
tiveness of different contraceptive methods, their side
effects, and the number of users, as well as surgical pro-
cedures for sterilization.

Sexually transmitted diseases.

Sexual behavior. Schools of psychology are currently
supporting dissertation research on male, female, and
child prostitution, sexual violence (rape, incest, and
spousal abuse), and homosexuality. Because the results
of these studies seldom reach large masses and have lit-
tle impact on the population’s attitudes toward diverse
sexual behaviors, popular magazines and journals regu-
larly support surveys of their own.

Sexual dysfunctions, such as impotence, premature
ejaculation, lack of orgasmic response, and aversion to
sexual intercourse. Such studies usually follow the ap-
proach proposed by William Masters, Virginia Johnson,
and Helen Singer Kaplan. Unfortunately, few urologists
and gynecologists are informed or prepared to assist in
these types of problems.

Asmentioned in the section on education, very little is be-
ing done in Argentina at the university level to meet the
needs of an increasingly sophisticated population with an ad-
vanced formation of professionals and technicians. Medical
and paramedical personnel, along with judges, lawyers, and
teachers, are increasingly aware of their need for advanced
education on sexual issues and topics. They frequently feel at
a loss when asked to render a judgment or verdict, or to pro-
vide guidance or information on sexual issues.

Professionals interested in advancing their own sexo-
logical knowledge, as well as contributing to sexological re-
search, can now voice their interests and convey their sug-
gestions to the public and to government officials and agen-
cies through the Sociedad Argentina de Sexualidad Humana.
Address: Dr. Leon Guimdim, Director, Darragueira 2247,
P.B. “B,” 1425 Buenos Aires, Argentina.

Epilogue

Argentina is a society in transition. The rigid and hypo-
critical sexual mores of her past have created a double
standard for males and females in Argentine society, and a
double standard for women themselves that separated the
virgin vestals of the households from the pleasure provid-
ers. Slowly, women and youngsters are creating more equi-
table, honest, and open relationships between and within
the two genres. They are also seeking a difficult balance be-
tween the need to give free expression to their sexual drive
and keep it alive during the whole life span, and the need to

build responsible, stable, and healthy households. Men are
slowly joining the efforts and starting to perceive the bene-
fits that the changes are bringing to them too.

Will these changes end all traces of a repressive, unjust,
and often violent past? Will they finally bring integration
and harmony to the sexual field, and contribute to pacifying
and developing the entire Argentine society? Only the
future will tell.
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Always there, blood hanging above the clans of
the barramundi:
Always there, people with moving buttocks.
Song 16: Ross River Cycle (trans. Berndt 1976)

Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics
Australia occupies an island continent of 2,966,200
square miles (7,682,400 km?), almost as large as the conti-
nental United States, southeast of Asia. Australia is the
world’s sixth-largest nation. It is surrounded on the west
and south by the Indian Ocean, the Pacific Ocean on the
east, and the Timor Sea and Arafura Seas on the north. The
nearest land neighbors are New Guinea and Indonesia on
the north, the islands of New Caldonia, Vanuatu, and Solo-
mon across the Coral Sea in the northeast, New Zealand and
Fiji across the Tasman Sea in the southeast, and Tasmania
150 miles (240 km) to the south. Along the coast, east of the
Great Dividing Range, the rainfall is heavy with jungles in
the Cape York Peninsula reaching north toward New
Guinea. The interior lands and western plateau are arid
desert; the northwest and northern territories arid and hot.
The indigenous people of Australia, known collectively
as Australian Aborigines, constitute 1.95% of the popula-
tion; about 50,000 are full-blooded and 150,000 part-Ab-
original. The majority, mostly of mixed descent, live in urban

*Communications: Rosemary Coates, Ph.D., Curtin University,
Shelby Street, Shenton Park, Western Australia 6008, Australia;
icoatesr@info.curtin.edu.au. Updates: Anthony Willmett, Ph.D.,
Australian Catholic University National, Prospect Road, Mitchel-
ton, Queensland 4053, Australia; t.willmett@mcauley.acu.edu.au.
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areas. Most full-blooded Aborigines live in rural and remote
areas of the interior and the north of the continent and main-
tain important aspects of their traditional cultures. Because
there are significant regional variations, generalizations can-
not be made. There is a wide range of living conditions and
adaptation to Western pressures; however, most Aborigines
remain socioeconomically disadvantaged despite compen-
satory legislation.

Of the nonindigenous people, the longest family history
of residence in Australia can be traced back eight genera-
tions. This population comprises people from all over the
world, although the majority are European in origin.

Australia’s population grew from 3.8 million at the turn
of the 19th century to 19.2 million in 2000. Natural increase
has been the main source of growth since the turn of the cen-
tury, contributing two thirds of the total increase between
1901 and 2000. Net overseas migration, while a significant
source of growth, is more volatile, fluctuating under the in-
fluence of government policy, as well as political, economic,
and social conditions in Australia and the rest of the world. In
1999-2000, there was a 16% increase in net overseas migra-
tion over the previous year, from 85,000 to 99,100 persons.
Since 1962, falling fertility has led to a fall in the rate of natu-
ral increase. ABS (Australian Bureau of Statistics 2002) pop-
ulation projections indicate that continued low fertility, com-
bined with the increase in deaths from an aging population,
will result in the natural increase falling below zero some-
time in the mid 2030s.

Despite the concentration of people in the larger cities,
Australia is not a homogeneous society, having an indige-
nous population, a history of European settlement, and,
more recently, immigration from Asia and Africa. (All data
are from The World Factbook 2002 (CIA 2002) unless
otherwise stated.)

Age Distribution and Sex Ratios: 0-14 years: 22% with
1.05 male(s) per female (sex ratio); 15-64 years: 67% with
1.03 male(s) per female; 65 years and over: 11% with 0.84
male(s) per female; Total population sex ratio: 0.76 male(s)
to 1 female

Life Expectancy at Birth: Total Population: 77.78
years; male: 74.67 years; female: 81.04 years

Urban/Rural Distribution: 85% to 15%, with the cities
scattered along the widely separated coastlines
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Ethnic Distribution: Caucasian: 94%; Asian: 4%; Ab-
original: 1.9%

Religious Distribution: Anglican: 27%; Roman Catho-
lic: 27%; other Christian denominations 22%; non-Christian
religions: 3% (more recently, immigration from Southeast
Asia and the Middle East has expanded Buddhist and Mus-
lim numbers considerably, and increased the ethnic diversity
of existing Christian denominations). Approximately one
quarter of all Australians either stated that they had no reli-
gion or did not adequately respond to the census question
(Australian Bureau of Statistics 2002).

Birth Rate: 14.13 births per 1,000 population

Death Rate: 7.37 per 1,000 population

Infant Mortality Rate: 7.1 deaths per 1,000 live births

Net Migration Rate: 6.33 migrant(s) per 1,000 popula-
tion

Total Fertility Rate: 1.82 children born per woman

Population Growth Rate: 1.31%

HIV/AIDS (1999 est.): Adult prevalence: 0.1%; Per-
sons living with HIV/AIDS: 12,940; Deaths: < 100. (For ad-
ditional details from www.UNAIDS.org, see end of Section
10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 100% (1980 est.); portion of youths at-
tending 15 years of compulsory schooling: 95%

Per Capita Gross Domestic Product (purchasing
power parity): $23,200 (2000 est.); Inflation: 1.4%; Unem-
ployment: 6.4%

B. A Brief Historical Perspective

‘When the British Captain James Cook explored the east-
ern coast of the Australian continent in 1770, it was inhab-
ited by a variety of different tribal peoples. The first settlers,
mostly convicts, soldiers, and British government officials,
began arriving in 1788. By 1830, when Britain claimed the
whole continent, the immigration of free settlers began to
accelerate. Australia was proclaimed as a Commonwealth
of the British Empire in 1901.

Racially discriminatory policies were abandoned in
1973, after three million Europeans, half of them British,
had entered the country since 1945. In 1993, the Prime Min-
ister announced a plan to make Australia a republic, inde-
pendent of the British Commonwealth by the year 2001.
[Update 2003: With a change in the political climate, this
has not come to fruition. (End of update by R. Coates)]

NON-ABORIGINAL AUSTRALIA

1. Basic Sexological Premises
A. Gender Roles

In common with many other countries, Australia is
struggling with changing gender roles. Although one of the
first countries in the Western world to introduce women’s
suffrage, other aspects of gender equality have been slower
to develop. It was not until the early 1970s, through the ac-
tivities of well-organized women’s groups, that successive
legislation has been introduced in support of women’s
rights. These include laws governing equal opportunity,
antidiscrimination, and family law issues.

It has been claimed that, although Australia is one of the
most advanced industrial democracies in the world, it is,
nevertheless, a sexist society, where women are valued only
in terms of being a commodity (Dixson 1976; Mercer
1975). This legacy from the original white settlement is
gradually changing, although manifestations continue to be
expressed in the phenomena of “mail-order brides” and
“sex tours.” Both of these customs tend to exploit neighbor-

ing Asian countries where poverty forces young women
(and some young boys) into bargaining with their bodies.

From the time of initial white settlement up to the early
1960s, women have been “brought” to the country to fulfill
the needs of men. The transportation of British convicts to
the colonies of Australia is well documented. Female con-
victs were transported to become servants for the administra-
tors and to meet the sexual needs of both free men and con-
victs. The first governor of the early colony was instructed by
the British government “to keep the female convicts separate
till they can be properly distributed among the inhabitants”
(Clark 1950, 117). These women were used to serving the
needs of men, but were not deemed suitable as wives for the
free settlers. As the number of single, free male settlers in-
creased, the British government began to offer young, single,
healthy women free passage to Australia. A not dissimilar at-
titude persisted through to the early 1960s, where successive
Australian governments gave a high priority to the immigra-
tion of young, single, healthy women.

The history of white, female settlement in Australia is one
of the antecedents of the nature of male-female roles and re-
lationships in contemporary Australia. Another significant
antecedent was the nature of the pioneering activities under-
taken by men in the early decades of white settlement. The
concept of “mateship” is a legend of male-to-male relation-
ships, to the extent that it has a place as a literary genre in its
ownright. The “typical” Australian male has been, until very
recently, portrayed as a “good bloke,” and a real “mate.” In
the early years of settlement, the harshness of the country and
the nature of pioneering, gold exploration, and farming led
men to work in pairs or small groups, often isolated for
months at a time from other people. There was an unspoken
pact of mutual protection and reliance. Folklore is rich with
stories of self-sacrificing “mates.” Historical accounts have
continued to emphasize masculine activities and associa-
tions, and ignored the role of women in pioneering the coun-
try, thus helping to reinforce the image of an Australian man
who relates to other men, with women being generally ig-
nored. Australian participation in World Wars I and I re-em-
phasized masculine bonding, and the stories, fact or fiction,
of “mateship” and sacrifice continue to be celebrated annu-
ally with the commemoration of Anzac Day on April 25. In
the view of some, it is on this day that the divide between the
white men and women of Australia is most emphasized. The
emphasis on male sporting activities and the associated icons
are current manifestations of traditional “mateship.”

Social conventions, however, are undergoing change,
albeit too slowly for supporters of the women’s movement.
Experiences in Australia are similar to those reported from
America, Britain, and some of the European countries, in
that the majority of women are in paid employment, but
continue to take the major responsibility for home manage-
ment (Baxter 1992; Chisholm & Burbank 1991). The con-
cept of the “glass ceiling” is well documented, and the pro-
portion of women in senior executive positions in all areas
is very low. For example, of the 35 universities in Australia,
only two have women as their vice chancellors, less than
13% of federal politicians are women, and a similar per-
centage of senior positions in the federal public service are
held by women, with one woman judge of the high court.
There is evidence to suggest that younger men do not have
the same expectations of clearly defined gender roles as
their fathers, although this does not translate into equal
sharing of domestic duties (Edgar & Glezer 1992).

B. Sociolegal Status of Men and Women
In adulthood, men and women are treated equally under
the law. Anomalies exist in the status of male children vis-a-
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vis female children. For example, the age of consent for sex-
ual acts is 16 years; however, the age of consent for males to
have sex with other males is 21 years. There is no recognition
in the law for female-to-female sexual acts. [Update 2003: In
2002, changes have been made to some State laws bringing a
greater level of equality to the laws. For example, in Western
Australia, various laws have been amended to ensure equal
status under the law for those in same-sex or de facto hetero-
sexual relationships. (End of update by R. Coates)] Women’s
social status, while being protected by various laws, remains,
nevertheless, inhibited by misogyny and more-subtle cul-
tural factors.

C. General Concepts of Sexuality and Love

Sex is generally viewed as a recreational activity, serv-
ing purposes that go beyond procreative ones. It is custom-
ary for individuals to couple for reasons of love, with con-
ventional concepts being promoted in European romantic
terms. The media, including films, books, television, popu-
lar music, and advertising, promotes physical and emo-
tional attraction and idealistic pairing.

Arranged marriage is not an acknowledged practice;
however, it does occur in those ethnic groups that follow a
particular cultural tradition.

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality

The dominant culture from the early days of European
settlement was Anglo-Saxon and Gaelic, with strong Cath-
olic and Anglican religious influences. Later large-scale
migration attracted significant numbers of Italian and
Greek people, thus enriching the culture and strengthening
the Catholic religious traditions. More-recent migration
has increased the ethnic diversity, with people from many
of the African countries, the Middle East, Southeast Asia,
and India. This has resulted in an increase in the number of
people who follow non-Christian traditions such as Islam
and Buddhism.

Recent data from the Commonwealth Bureau of Statis-
tics show that 26.1% of the population describe themselves
as Roman Catholic, 23.9% Anglican, and 23% follow other
Christian movements. Twenty-five percent declare them-
selves as having no religion. Two percent of the population
are classified as non-Christian, with 0.7% being Muslim,
0.5% Buddhist, and 0.4% Jewish (Castles 1992; Australian
Bureau of Statistics 2002). Public sexual mores are influ-
enced by traditional Judeo-Christian teachings, although
there is an active, fundamentalist minority.

The legal system is unequivocally British in origin and
practice. The criminal and other pertinent legislative codes
in all states and territories have as their foundation British
law. Modifications have occurred over the ensuing period,
resulting in variations between different states and territo-
ries. [Update 2003: The decriminalization of prostitution
and the establishment of procedures to conduct a brothel
have occurred in some States. Contesting views, which in-
clude possible legal action and a court challenge, exist be-
tween the Catholic Church and the Queensland State gov-
ernment about antidiscrimination legislation, when such
legislation includes shoring up the legal rights of gay and
lesbian couples (Courier Mail 2002). (End of update by A.
Willmett)]

[A. Religious Influences and Changes
ANTHONY WILLMETT (Update 2003)
[Atthe turn of the 21st century, two major pillars of soci-
ety—education systems and the churches—appear to be en-
meshed in confusion over their roles in enhancing or con-

trolling the sexuality of young people in their care. While
educators promote the importance of education for life in all
the meanings of that term, the media reveal ever more inci-
dents of inappropriate behaviors by teachers and clergy.
While all agree that children must be protected from inap-
propriate behaviors, there is currently little agreement on
how this should be achieved. Societal responses to these
revelations have polarized so, that, while some wish to en-
force a return to “the Bible as literal truth” or to “a morality
of control,” others believe that ever more open discussion
will assist young people to regain control of their own
emerging sexuality.

[Australian newspapers report incidents of sexually inap-
propriate behavior in religiously affiliated schools, while at
the same time, the list of clergy or members of religious or-
ders of nearly all denominations who are accused and/or con-
victed of sexual misdemeanors with young people increases
in length. For some commentators, the answer is for a “return
to the old morality,” whereby sexuality is kept firmly within
its place, defined strictly as within marriage and for the pur-
poses of procreation. For others, it is precisely this “control-
ling morality” that has led to the current situation, whereby
children appear to be most greatly at risk in precisely those
institutions where they might expect to be safest.

[Auxiliary Bishop Francis Patrick Power of the Catholic
Diocese of Canberra and Goulburn broke ranks by calling
for a study of priestly celibacy. In a widely reported inter-
view on ABC Radio in September 2002, he suggested that
priests who have left the ministry to marry should be al-
lowed to exercise their priestly ministry. He called for a re-
thinking of the Church’s teaching on sexuality, and pro-
posed that gays and lesbians should be recognized as human
beings with needs and desires. He said that the Church’s
current teaching on the morality of homosexuality implies a
“double moral standard, since a significant percentage of
Australian priests are known to be gay” (National Catholic
Reporter [U.S.]2002). He also warned that the exclusion of
women from positions of authority fosters “a feeling of
disenchantment” among Catholics.

[The issue of how the Church might respond to lesbian
and gay people who wish to have their commitment to a life-
long faithful relationship affirmed by the Church was vigo-
rously debated at the Eighth Assembly of the Uniting
Church in Australia. The Assembly was divided on the is-
sue. (End of update by A. Willmett)]

3. Knowledge and Education
about Sexuality

A. Sexual Education in Public Schools

Each state and territory, through their respective educa-
tion authority, has a curriculum that provides for personal
development and education in sexuality. These have been
developed by experienced educators and offer well-
rounded, age-related programs for both primary and sec-
ondary education. The implementation of such programs,
however, is variable, and no child in Australia is guaranteed
a consistent and continuing sexuality education. Curricula
packages are available, through the educational authorities,
to both public and private schools. To date there is no educa-
tion authority that has made sexuality and relationship edu-
cation a required subject. Teachers and parents have the op-
tion of deciding what, if anything, is presented to children.

Today’s young parents are more prepared to provide their
children with sexual information and are offering a wider
range of information than their own parents did. The result of
this form of education is also variable and young people re-
port that they would prefer to receive a comprehensive and
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consistent formal education by properly trained teachers
(Coates 1992). No education department offers preservice or
in-service training to meet this need.

Typically, the curriculum packages often deal with a vari-
ety of health and personal development issues and integrate
the sexuality elements at appropriate stages. For example,
concept of self and one’s position within a family structure
are included in the syllabus designed for the early years of
primary school, as is nutrition and personal hygiene. Biology
and reproductive sexuality is generally offered before the
emotional aspects of human sexuality, although personal
safety and the concept of invasion of private “space” is sug-
gested for the 6- and 7-year-olds. Information on gender
identity and sexual orientation is suggested for secondary
school students at about 15 and 16 years of age.

Thus, the deficiencies within the system are the facts
that the curriculum is optional and that teachers are not
trained specifically to teach human sexuality, and in some
areas, teachers are instructed not to answer questions posed
by students on certain topics.

[B. Sexual Education in Catholic Schools
ANTHONY WILLMETT (Update 2003)

[An examination of teaching about sexuality in Catholic
schools (Willmett 2002) reveals that there is little agree-
ment on how best to prepare young people for a sexually
healthy life through their formal educational experiences.
In fact, two polarized positions have emerged. At one ex-
treme is the suggestion that traditional moral orthodoxy
should be reaffirmed fundamentally by controlling and sup-
pressing acknowledgment of the developing sexuality of
young people. At the other end is the suggestion that it is
precisely because of this suppression and lack of knowl-
edge and understanding of the role of sexuality among stu-
dents and their teachers, as well as parents and the clergy,
that the current situation has developed.

[The Roman Catholic Education system in Australia is
the largest unified denominational system in the country.
There are links between religious education and sexuality
education in these schools, and when the topic is sexuality,
educators register a range of reactions that have an impact
on their confidence and comfort in presenting material.
These dilemmas and concerns can be described in pedagog-
ical, professional, and personal terms.

[Pedagogical Challenges

[Pedagogical problems in sexuality education in Catholic
schools are often associated with: curriculum rationale, de-
sign, and implementation; curriculum content; teaching and
learning strategies; students’ classroom questions—particu-
larly unpredictable questions; resources; and, assessment
and evaluation (Bruess & Greenberg 1994; Hedgpeth &
Helmich 1996; Sears 1992; Willmett 2002). Problems con-
nected with curriculum rationale, design, and implementa-
tion, often stem from an understanding of and rationale for
sexuality education in a school setting. Different outcomes
will determine if sexuality education is viewed as a theologi-
cal, a therapeutic, or an educational endeavor. If the program
is seen in theological terms, the religious educator may seek
to inculcate in students the values and beliefs of the sponsor-
ing Church community; if the program is seen in therapeutic
terms, the religious educator may seek to heal or soothe stu-
dents’ feelings and behaviors to conform to some desirable
standard; if the religious educator sees the program in educa-
tional terms, the aim will be to enhance students’ understand-
ing and appreciation of human sexuality.

[School communities are confronted with the issue of
who is responsible for the explicit sexuality education cur-

riculum. Specific outcomes will be seen to be appropriate
to schools if educators acknowledge explicitly that learn-
ing about sexuality is an ongoing process that continues
throughout life (Coates 1997; G. Moran 2001). Different
outcomes will also be established when a curriculum is de-
signed solely on the basis of syllabus requirements, rather
than as a whole school approach. A whole school approach
that employs a collaborative and consultative process in-
volving students, parents, and community representatives,
has the potential to link the school appropriately to life-
long learning (Willmett, 2001).

[Problems connected with curriculum content include:
identifying developmentally appropriate content material;
catering for any overlap and/or repetition of material; and,
determining how material that is sometimes described as
“sensitive” will be handled. The relevance of the explicit
program is a particular challenge to students and parents.
Making education and sexuality education relevant to
needs and interests is an essential element in learner em-
powerment (Hedgepeth & Helmich 1996). Parents, teach-
ers, and the local community need to ask learners what
they need and want to learn.

[Problems connected with teaching and learning strate-
gies include a hesitancy to adopt teaching and learning
strategies that are applied successfully in other curriculum
areas. Teaching and learning strategies that invite personal
responses in other curriculum areas become problematic in
sexuality education, because of the perceived “private and
personal” nature of the topics. This is highlighted when it
comes to answering students’ questions in the classroom.
Cries of “What do I say?,” “What am I allowed to say?,” or
“How far can I go?” are heard more often regarding sexual-
ity education than other curriculum areas (Willmett 1998).

[Problems associated with resources include their avail-
ability and appropriateness. While there has been some im-
provement, Australian-produced resources are relatively
sparse. Students may not find in the available overseas re-
sources a context that matches their own. In addition,
Church and school leaders may deem some materials unac-
ceptable if they raise themes or issues that contradict the ex-
pressed values of their community. Resources may be inap-
propriate if they omit specific religious references, or if
they appear to be aggressively religious or seek to preach
rather than teach.

[Assessment and evaluation also pose problems, not
only because they are connected with and inform the ratio-
nale, design, and implementation of sexuality education,
but also because they may not exist. Teachers may be com-
fortable and skilled when it comes to assessing knowledge
and skills, but anxious if there is a perception or expectation
to assess behavior.

[Professional Dilemmas and Problems

[Teachers are aware of sexuality education as providing
information for educated choices. They are also aware of
sexuality education as an arena of professional insecurity
(Willmett 2002). Teachers have a sense of the contesting
views about sexuality and sexuality education—both within
and outside the Catholic tradition (Chater 2001; Francoeur &
Perper 1998; Hogan 1993; Lebacqz 1999; Whitehead &
Whitehead 1994, 2001). Heterosexist assumptions underly-
ing course content is one example (Bosacki 2001; Epstein &
Johnson 1998; Harrison, Hillier, & Walsh 1996; Selling
2001). Other professional dilemmas and problems involve
perceived or real relationships. Relationships between the
classroom teacher and the parents or the employing author-
ity, for example, the school board, diocesan authority, parish
priest, or minister, can present the religious educator with
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difficulties, particularly if there are philosophical and educa-
tional differences about sexuality education in the school or
Church setting. In addition to problems associated with em-
ploying authorities, concern about lobby groups or the media
also has an impact on teachers’ professional confidence.

[Professional problems in sexuality education can be
found in relation to expectations placed on classroom teach-
ers. While they do not want to be judgmental and wish to ex-
plore contesting views about sexuality with students in the
classroom, teachers do not know how to do so (Went 1985;
Willmett 2002; Ziebertz 1992). The extent to which teacher
preservice and in-service programs offer method, as well as
content courses on sexuality, is a problem for the profes-
sion. The absence of professional associations for teachers
in this field might be linked to this situation.

[One important professional problem that confronts the
classroom teacher is how to narrow the gap between the rhet-
oric and the reality of an understanding about, and an ap-
proach to, sexuality and sexuality education in the school set-
ting—including the classroom program (Sears 1992;
Willmett 2002). How well, for example, does the explicit
curriculum match the lived experience of people in the
school or Church community? How do the policies, prac-
tices, programs, procedures, places, and people reinforce and
complement what is presented in the explicit curriculum?

[Personal Concerns

[Teachers experience sexuality education as a focal
point for discrepancy (Willmett 2002). Discrepancies ap-
pear in relation to the lived experience of the members of
the Catholic community and the official teachings of the in-
stitutional Church (Dominian 2001; Grey & Selling 2001;
Whitehead & Whitehead 1994, 2001). They also appear in
relation to the role of the teacher in the classroom, for exam-
ple, as a substitute parent, and in relation to the philosophy
and educational approach that underpins the sexuality edu-
cation program in the classroom (Hedgepeth & Helmich
1996; J. Moran 2000; Willmett 2002). A background ques-
tion for each parent, educational leader, and classroom
teacher is: Do I believe sexuality is a private matter, best left
to family to educate, or are there public and communal di-
mensions, which require intelligent conversation in other
educational settings beyond family? The response to this
issue will help to determine their comfort and confidence in
presenting material.

[Teachers also experience sexuality education as per-
sonal anxiety. Fear, uncertainty, and concern for their well-
being are different ways teachers experience sexuality edu-
cation. Fear and uncertainty about loss of employment or
about being reported to relevant authorities is experienced
by teachers (Willmett 2002). Any unease or discomfort
with issues of sexuality felt by Catholic educational leader-
ship, and by classroom teachers. will be readily conveyed to
students. Their uneasiness will reinforce students’ suspi-
cions that the topic of sexuality is somehow off-limits or
embarrassing. At their most basic, these personal concerns
confront Catholic educational leaders and classroom teach-
ers with their own history, education, and experiences of
sexuality. All adults have to confront and respond to their
unique childhood experiences and formation in sexuality;
this task is immediate and consequential for those responsi-
ble for presenting sexuality material in classrooms. Any
sexuality educator reflects upon his or her own inventory of
attitudes to a range of issues concerning the human body,
sexual feelings, behavior and orientations, and the plurality
of community sexual standards (Coll 1994; Francoeur &
Perper 1998). Catholic educational leaders and classroom
teachers may experience the need to gain certainty by

resolving all the issues and questions before venturing into
the classroom.

[As with any area of teaching and learning, classroom
teachers may feel constrained by their own lack of knowl-
edge; they may lack familiarity with some basic knowledge.
They may have difficulty resolving the dilemma between
sexuality being viewed as an act and as law, or as a relation-
ship and as Gospel within the Catholic tradition (Francoeur
& Perper 1998; Dominian 2001; Hogan 1993). The resolu-
tion to this dilemma will influence the selection and presen-
tation of material. All the factors described above will con-
tribute to a sense of the relative comfort or relative discom-
fort on the part of Catholic educational leadership and the
classroom teacher when presenting topics on sexuality. (End
of update by A. Willmett)]

4. Autoerotic Behaviors and Patterns

Large-scale sexological surveys have not been conducted
in Australia. As a consequence, much information offered
here is based on small surveys and anecdotal evidence. Re-
search undertaken by Coates over a period of seven years and
confined to Western Australia (Coates 1987) indicates that,
among a population of 678 young adults, 87% of females and
93% of males reported having engaged in self-pleasuring at
least once in the preceding six months. More recent research
undertaken by Ferroni (1993), who reviewed 658 women,
classified into three groups—namely, women with gyneco-
logical problems, women who had had a hysterectomy, and
healthy women, respectively—found that 70% of her re-
spondents reported autoerotic behavior.

Current mores about autoerotic behavior reflect the
Judeo-Christian influence coupled with a more relaxed
Australian attitude toward most aspects of sexual behavior.
Self-pleasuring as a topic of conversation has, to a certain
extent, lost its taboo status. Likewise, the use of porno-
graphic material as a stimulus, either alone or with a partner,
is a subject of discussion for some young people.

5. Interpersonal Heterosexual Behaviors

A. Children

There is little information available about types of sexual
behavior and whether patterns of sexual experimentation
have changed. However, anecdotal reporting indicates that
Australian children are no different from children in other
countries and engage in sexual rehearsal play. This is con-
ventionally curbed by witnessing adults, although enlight-
ened parents will take the opportunity to educate their chil-
dren about private and public, acceptable and unacceptable,
behavior. Many parents will tell their children that it is ac-
ceptable to engage in self-pleasuring as long as they confine
it to the privacy of the bedroom. It is not customary for chil-
dren to witness adult sexual interactions nor for children to
be initiated into sexual activity by an adult. There are no pu-
bertal initiation ceremonies in the nonindigenous population.

B. Adolescents

Results of a survey of 2,000 respondents aged 16 to 25
years suggest that adolescents are probably more sexually
experienced than their parents were at the same age (McCabe
& Collins 1990). Intercourse is occurring at an earlier age
than ten years ago and in greater numbers. The mean age of
first intercourse is about 16 years, and by the age of 18,
nearly 60% of young people report that they are sexually ac-
tive. There is also a reported increase in the number of sexual
partners at a given age.

Casual sex is still an important part of adolescent sexual
activity, although most sexual experience in adolescence
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probably occurs in the context of a steady relationship. Ex-
planations for the initiation of sexual intercourse include
curiosity, peer pressure, and the need to be loved. The rates
of sexual experience are greater in males than in females
(Dunne et al. 1993; Cubis 1992). Peer pressure from boys is
strong, and many young women report that their first expe-
rience of intercourse was not a positive one.

Sexual activity and socioeconomic status have not been
shown to be related, but pregnancy and carrying to term are
associated with lower socioeconomic status. Pregnancy is
no longer a reason to precipitate marriage, with less than
20% of detected adolescent pregnancies resulting in mar-
riage prior to the birth of the baby.

Not surprisingly, data from the Family Planning Associ-
ation and other sources indicate that adolescents are among
the poorest users of contraceptives. Age, a reluctance to ac-
knowledge to others that they are sexually active, and dis-
trust of authorities are possible reasons for the low utiliza-
tion of the services offered.

Research by Moore and Rosenthal (1991) indicate that
young people continue to resist the use of condoms even in
the context of safer sex practices and HIV/AIDS. Males are
more likely to place the responsibility on their partners and
females express a distaste for condoms. It has been sug-
gested that heterosexuals do not believe that they are at risk,
that AIDS has been seen as a disease of the sexually deviant
or other stigmatized groups (e.g., drug users), and that HIV
transmission has been identified with groups, not sexual
practices (Kippax 1991).

C. Adults
[Single Lifestyle Increasing

[Update 2001: Recent demographic studies at the Aus-
tralian National University indicate that about a quarter of
young Australians will never get married, and those who
do will take longer than their parents to marry. Projections
in early 2001 suggested that 27% of men and 23% of
women ages 15 to 20 will not be married by age 50. At that
age, their chances of getting married would be slim. The
trend to delay marriage is affecting all age groups and both
sexes in Australia. For example, in 1999, 18% of 35-year-
old women were unmarried. By 2015, that percentage will
nearly double to 33%. Even allowing for de facto cohabit-
ing relationships, which were not counted as marriage,
“coupledom” will be even rarer than in past decades. A
new avenue for easier divorce through the Federal Magis-
trates Service, and the growing tendency for women to at-
tend universities and undertake a career are the two driving
forces behind the decline of “coupledom.” Marital trends
in Australia have swung wildly in the past century. In
1921, 17% of Australian women never married; in 1981,
only 4% never married. In 1999, it was about 9%. Corre-

sponding figures for men are slightly higher. (End of

update by R. T. Francoeur)]

Cohabitation, Marriage, and Family:
Structure and Patterns

Cohabitation is a common practice in Australia, to the
extent that it is officially recognized for property distribu-
tion on dissolution. The term de facto has been in common
usage for at least 30 years and is applied to couples who live
together without undergoing a formal marriage ceremony.
A high proportion of young people live together for a con-
siderable period prior to marriage. Over 60% of adults be-
lieve that living together before marriage is acceptable, and
about 50% of all people under the age of 30 do live together
prior to marriage. Thirty percent of these say that they do
not believe in marriage. One third state that they would

leave the relationship if they were not growing in it (Glazer
1993).

Since the 1970s, the age at first marriage has risen, with
aresultantrise in the age of the primiparous mother. The av-
erage family size is around 2.4 children and there is a
greater focus on women’s having a career outside of the
home.

[Update 2003: Like many of the developed countries,
Australia has had a significant drop in its birthrate over the
past ten years. Concern about the declining rate is being ex-
pressed through the development of support schemes to en-
courage women to take time out from work to have babies.
There is now a greater recognition that the majority of
women work, and that many of them would like to continue
their career after childbirth. There is a greater level of
awareness that the business environment must become both
child- and woman-friendly. (End of update by R. Coates))

Divorce and Remarriage

When Australians do marry, monogamy is the conven-
tional custom. Divorce and remarriage have become increas-
ingly accepted in the past 20 years, and it is estimated that
one in four marriages will end in divorce, with the current
rate being 11 per 1,000 marriages. Close to 60% of previ-
ously married men and 25% of previously married women
remarry (Castles 1992, 169, 172).

Nonmonogamous Relationships

Recently, in at least one capital city, a group in support
of nonmonogamous relationships has been established. It
is distinctly different from the “swinging” groups of the
1970s. The group advertises under the rubric “Beyond
Monogamy” and advocates responsible and mutual poly-
fidelity.

Sexuality and the Physically Disabled

Since the United Nations International Year of the Dis-
abled in 1979, Australia has been making a concerted effort
to make provision for, as well as change the attitudes to-
ward, people with disabilities. Recognition has been given
to emotional relationships and sexual rights and the needs
of’both the intellectually and physically disabled. However,
once again, the provision of education, counseling, and
other services is variable. Predominantly dependent upon
local expertise, interest, and influence, programs may or
may not be offered. In Western Australia, a comprehensive
education program has been developed for the intellectu-
ally disabled, whereas very little of a formal nature is pro-
vided for the physically disabled. In other states, there have
been some exceptionally enlightened programs for adults
with acquired disabilities.

Legislation, governing such things as antidiscrimination
and equal opportunity, provides protection for the rights of
the disabled. Community housing, as opposed to institu-
tional dwellings, enhances possibilities for the disabled to
exercise their sexual options.

Incidence of Anal and Oral Sex

There is no reliable data on the incidence of oral and anal
sexual activities in Australia. Coates’ Western Australia
survey (1992) indicates that at least 73% of her sample had
experience at least once with both fellatio and cunnilingus;
32% had experimented with anal sex. Both oral and anal
sexual practices are included in information about safer sex
practices with precautions to be taken to avoid HIV trans-
mission. The general acceptance of such messages (with
few notable, and predictable, objections) may indicate an
assumption that these practices are within the norms of
acceptable sexual relationships.
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6. Homoerotic, Homosexual, and
Bisexual Behaviors

A. Legal and Social Status of Gays
and Lesbians

Homosexuality has been subjected to both legal and so-
cial sanctions. However, there has been a gradual reduction
of hostility toward homosexuality and a concomitant change
in legislation in the past 20 years. Under the equal-rights leg-
islation, same-sex couples are generally afforded similar
rights to opposite-sex couples. This recognition has been ex-
tended to residency status in this country for the partner of a
gay or lesbian person. Despite official acceptance and a gen-
erally sanguine attitude, there is still a prominent homopho-
bic element within this society. Predominantly this is ex-
pressed against gay men through so-called poofter-bashing,
where gangs of youths go to public gay venues for the ex-
press purpose of assaulting (presumed) gay men. Certain
fundamentalist religions actively campaign for the reintro-
duction of legislation against homosexuality.

All states have repealed laws against same-sex activities
between consenting adults in private. In Western Australia,
the legislation may be unique in the English-speaking world,
where the document is prefaced with a disclaimer to the ef-
fect that the Parliament does not condone the behavior.

There is a strong and active network of gay men and les-
bian women, with all the major cities and many rural arcas
having constituted organizations. A number of these organi-
zations are at least 30 years old and have been at the van-
guard of political activism and in the provision of counsel-
ing and education services. These organizations were also
crucial to the early and positive response to HIV/AIDS pol-
icy development, education, counseling, and treatment. In
addition, there are support groups throughout the country
for the parents and friends of gay people.

There are a number of domestic gay publications, the
most notable quality magazines being Outrage and The Ad-
vocate. Typically, women are less well catered for, although
there is a national networking newsletter called Grapevine,
which provides a contact service. Most of the cities have
dedicated bookshops, and all dealers of sexually explicit
material stock magazines aimed at gay men.

The Sydney Gay and Lesbian Mardi Gras, held in March
each year, is reported to be the largest in the world and at-
tracts thousands, including many international visitors. The
Mardi Gras parade is conducted through the streets of Syd-
ney and is a popular event for families to attend on what is,
normally, a warm summer evening. The Sydney City Coun-
cil supports the Mardi Gras as an important income-gener-
ating event. A fundamentalist Christian group prays for rain
to mitigate the success of the event.

[Update 2003: In November 2002, the Gay Olympics
were staged in Sydney, with 18,000 competitors and 25,000
visitors. The Governor of the State of New South Wales
opened the Games after a welcoming speech from one of the
country’s most prominent High Court Justices. The support
afforded to the Games was a clear indication that the eco-
nomic value of the “pink dollar” is recognized and that there
is a greater level of acceptance of people who are same-sex
oriented. (End of update by R. Coates)]

B. Sexual Outlets and Relationship Patterns

Gay Men

The largest gay population is in the city of Sydney, with
Oxford Street being the best-known area for at least a partic-
ular subgroup to congregate. An area on this street known as
“The Wall” is the place male sex workers congregate. Syd-
ney, Melbourne, Brisbane, Perth, Adelaide, Canberra, and

the Gold Coast all have a number of acknowledged gay and
lesbian venues, including bars, restaurants, nightclubs, and
theaters. These venues are recorded in the publication Gay
Guide. Smaller towns have similar venues, but tend to have
a lower profile.

It is easy to stereotype the patterns of behavior for gay
men; however, it would be more accurate to say that there is
as much diversity in relationship and sexual patterns among
the gay population as there is among the nongay population.
The spectrum—from long-term monogamous relationships,
serial monogamy, triads, groups, to frequent, anonymous
sex, and sexual abstinence—would all be represented within
the gay community.

One representative pattern of gay male behavior has most
recently been documented by researchers from Macquarie
University in New South Wales. The study revealed that ur-
ban gay men had high levels of knowledge about HIV trans-
mission and had substantially changed their sexual behavior.
Attachment to the gay community, defined as sexual, social,
or cultural/political, was found to increase the likelihood of
behavior change. Isolation and nonattachment decreased the
chance of sustained behavior changes (Crawford etal. 1991).

In contrast, results of a study of men who use the beats in
western Sydney differ somewhat from the Macquarie study.
Wherrett and Talbot (1991) found that 40% of men reported
they practiced unprotected anal intercourse with casual part-
ners, 10% with regular partners, and 95% of the sample re-
ported having experience of anal/genital intercourse without
condoms at some time in their lives. Forty-eight percent of
men stated that they had had unprotected intercourse within
the last six months. The authors suggest that the findings
from these and other similar studies reveal that there are large
numbers of men who have sex with men who are not attached
to the gay community and are the least likely to adopt safer
sex practices.

Lesbian Women

Lesbian women have had a much lower profile until rel-
atively recently and would appear to be less well catered for
in terms of venues. Some years ago, the women shared the
male venues, often having a “women only” night. Today, at
least in the larger cities, there are venues just for women.

Again the relationship patterns would cover the entire
spectrum. A comparison between gay men and lesbian
women in terms of fidelity and number of partners would
probably show similarities with matched, so-called hetero-
sexual groups.

Gay Parents

A number of both gay men and lesbian women have ex-
ercised their option to become parents. The methods used
have ranged from selecting a sexual partner for the specific
purpose of conceiving, to artificial insemination and IVF.

There have been examples of a parent’s gaining custody
of children on the grounds of the homosexual orientation of
the other parent. However, homosexuality, per se, would
not necessarily ensure loss of child custody.

Bisexuality

People who actively engage in sexual relationships with
both men and women may be considered the invisible
group. There is frequently a lack of recognition and accep-
tance by the gay and lesbian community, many of whom
claim that those who identify themselves as “bisexual,” in
fact have not come to terms with their “homosexuality.”
Further, the concept of bisexuality is ignored by the general
community.

Personal experience as a counselor and educator leads
one to believe that there is a degree of covert bisexuality
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among males. One common mode of expression for married
men in making regular visits to anonymous sex venues,
such as “T-Rooms” and Saunas. Prior to the recognition of
HIV/AIDS, the author was aware of a number of bisexual
groupings, mainly triadic relationships. Whether the num-
ber of self-identified bisexuals has declined, or simply gone
underground because of prevailing attitudes, is unknown.

Data collected from 1986 to 1991 by a telephone coun-
seling service for bisexual men and their female partners re-
vealed that 59% of the male callers were married. Over that
period, there was a consistent decline in the number of bi-
sexual men who reported participation in unprotected male-
to-male anal sex, paralleled by a small, steady increase in
safer-sex knowledge levels. There were, however, a num-
ber of misconceptions about safer-sex behavior, with the
role of oral sex in HIV transmission the least well under-
stood. Younger men were more likely to participate in high-
risk behaviors (Palmer 1991).

7. Gender Diversity and
Transgender Issues

A. Transsexualism

Transsexualism is recognized as a medical condition in
Australia and provision is made for sex reassignment. The
program follows the model developed by John Money at
Johns Hopkins University Hospital (Baltimore) in the
United States. Because of the need to maintain surgical
skills, there are only two designated venues for surgery to
be conducted: one in South Australia, the other in New
South Wales. The preparatory program, however, is of-
fered in a number of cities.

The standard approach, after assessment and definitive
diagnosis, is to provide a program of hormone therapy, so-
cial training, and counseling for a minimum period of two
years prior to undergoing surgery. For some individuals, the
program is too lengthy. Because of the close proximity of a
number of Asian countries where relatively inexpensive
surgery is offered, a number will opt out of the program and
elect early surgery, not always with positive results.

All states and territories, except South Australia, have yet
to make provision for changing the birth certificate and/or
providing individuals with documentation that would allow
recognition of their reassigned gender.

On the occasions where a transsexual has been confined
to prison, there have been instances where the authorities
have placed the person in a prison appropriate to her/his re-
assigned gender. There have also been instances where the
contrary has occurred.

B. Transvestism

Self-reporting and anecdotal information indicates that
a high proportion of people who cross-dress are profes-
sional men who are heterosexually oriented, in heterosexu-
al relationships, and have children. It has also been esti-
mated that one in ten men cross-dress.

Support groups for both transvestites and transsexuals
exist in four of the states; however, there is no national
body.

8. Significant Unconventional
Sexual Behaviors

A. Coercive Sex
Child Sexual Abuse and Incest

The incidence of incest and child sexual abuse may be
much greater than reported figures. In a survey of 1,000 uni-
versity students in the State of Victoria, Goldman and
Goldman (1988) asked about childhood sexual experi-

ences, and found that 28% of females and 9% of males re-
ported some form of sexual abuse from adults; 76% of the
perpetrators were known to the child. It is estimated that
girlsunder the age of 18 face odds of between one in ten and
one in four chances of sexual abuse within the family, gen-
erally by a father or stepfather (Allen 1990).

Child abuse and incest in the Aboriginal population has
been noted as a major concern, anecdotal evidence suggest-
ing that incidence may be substantial (Hunter 1992).

Legislation provides for an “age of consent,” generally
16 years, and any “indecent dealings” are liable to a penalty
of four years imprisonment with hard labor and “with or
without a whipping.”

There is legislation against “incest by an adult female,”
which states that any woman “who permits her father or son
or other lineal ancestor or descendant, or her brother or half-
brother, to have carnal knowledge ofher . . . is guilty of a mis-
demeanor, and is liable to three years imprisonment with
hard labor for three years” (Western Australia Criminal
Code, 118).

Throughout the country, various crisis centers, refuges,
support groups, and treatment centers provide facilities for
both child and adult victims. Like most community organi-
zations, funding is limited, volunteer support is a major fac-
tor, and there are never enough resources.

It is important to note that all facilities mentioned in this
chapter pertain to the major population centers; rural Aus-
tralia itself is very poorly served in all areas of sexuality.

Sexual Harassment and Coercion

It is estimated that sexual harassment in the workplace
occurs for young women about 50% of the time in a first
paid job, and is a significant risk for women throughout
their working lives. Some years ago, the Federal Labour
Government introduced legislation and promoted educa-
tion in the area. Throughout Australia, government instru-
mentalities, nongovernment organizations, and many pri-
vate companies now have provision for reviewing com-
plaints. As understanding of what constitutes harassment
improves and the mechanisms for lodging a complaint
tested, the number of cases reported has increased. A num-
ber of men have lodged successful claims, although the
majority of complainants are women.

Sexual Assault and Rape

Allen (1992) states that the so-called developed coun-
tries have comparable patterns of sexually abusive behav-
iors, and that although rates may vary between countries
and regions, certain probabilities remain. It is estimated that
occasional or habitual violence perpetrated by men against
women occurs in at least a quarter (some research suggests a
third) of all sexual relationships. It is estimated by workers
in the area that one in five women will be a victim of sexual
assault by the age of 18 years.

Most cities and large towns have counseling and other
services for the victims of sexual assault. Many cases go un-
reported, however, a number of victims will seek the ser-
vices of agencies such as a Sexual Assault Referral Center
and may or may not be referred on to the police. Not all vic-
tims who report directly to the police are referred to an inde-
pendent agency. Thus, it is difficult to quantify the number
of cases. As an example, however, the Sexual Assault Re-
ferral Center in Perth, Western Australia, servicing a total
population of a little over a million, has approximately 800
new cases reported each year.

The incidence of reported male rape seems to be increas-
ing. Generally men are most at risk when placed in all-male
environments, such as prison.
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B. Sex Workers (Prostitution)

The act of prostitution has never been illegal in Australia.
But during the last decade of the 19th century and the first de-
cade of the 20th century, a range of legislative measures were
enacted that made most prostitution-related activities illegal.

In the state of Victoria and the Australian Capital Terri-
tory, prostitution-related activities have been decriminalized
and legislation enacted to provide for the lawful conduct of
business. In all other states and territories, “living off the
earnings or keeping premises for the purposes of prostitu-
tion” are illegal. [Update 2002: A change in legislation in
Western Australia is currently passing through the Parlia-
ment, and it is anticipated that by 2003, sex workers will be
able to operate legally under certain restrictions. These re-
strictions deal mainly with the placement and operation of
brothels and health issues. (End of update by R. Coates)] In
most states, a policy of “control and containment” is oper-
ated through the local police (generally the vice squad).
Through this policy, the number of brothels are limited, inde-
pendent operators are closed down, and the workers in the
brothels are required to undergo monthly medical checks.
All workers must have a current health statement saying they
are disease-free. Any worker who has an infective disease is
not permitted to work. There is a very high level of condom
usage, with most workers charging substantially more if a
client insists on sex without a condom. Many workers,
however, have a technique for rolling on a condom, using
their mouths and without the client’s being aware.

Workers have their own magazine and newsletter that is
aimed at being both informative and entertaining. There are
also community organizations that provide support and in-
formation for people in the sex industry.

C. Pornography and Erotica

Since the 1970s, the dominant trend has been toward lib-
eralization, facilitating the availability of sexually explicit
material. Since 1971, principles applying to the classifica-
tion and censorship of films, videos, and printed material
have been generally agreed on by federal and state govern-
ments, thus abandoning the attempt to prohibit pornogra-
phy. These principles relate to age, public offensiveness,
consumer protection, and sexual violence against noncon-
senting persons. Material classified as “restricted” may
only be sold in designated areas of news agents and special-
ist shops, or be sealed if on open display. Films with a “re-
stricted” category may not admit minors under the age of 18
years. One state does not permit “restricted” films to be
shown on a Sunday—a rather anachronistic situation.

Much of the material is imported, although Australia
also has an active production industry. It is claimed that the
Australian Capital Territory has the most liberal attitude
and, hence, is the source of the majority of locally produced
material. This claim has not be substantiated.

Recently, in at least one state, consideration has been
given to the need for, or indeed the feasibility of, monitoring
pornographic material obtained through computer sources.

9. Contraception, Abortion, and
Population Planning

A. Contraception

According to Siedlecky and Wyndham (1990), there
have been six successive waves of contraceptive innovation
in Australia; the main methods used in the early part of the
century were condoms, douching, withdrawal, and abor-
tion. Later, quinine pessaries and other spermicides were
the most-used methods. By the late 1940s, the diaphragm,
first introduced in the 1920s, became popular, and the

intrauterine device during the 1950s and early 1960s. The
introduction of the oral contraceptive in 1961 dramatically
increased the number of women using contraceptives.

Oral contraception is still the most frequently used
method for Australian women under the age of 30. Older
women tend to return to more traditional methods (especially
the diaphragm, following adverse reports about [UDs and the
pill). However, couples are increasingly choosing steriliza-
tion, with more than 50,000 men and women undergoing
sterilization per annum (Siedlecky & Wyndham 1990).

Depo-Provera has not been approved by the Australian
Drug Evaluation Committee (ADEC) and is, therefore, still
officially on trial, although it has been used for 20 years for
the treatment of cancers of the breast, uterine lining, and
kidney. As the drug is commercially available, the ADEC
has indicated that if physicians have strong reasons for pre-
scribing its use as a contraceptive, then they may do so. Its
use in this manner has been controversial and is opposed by
feminist groups. The short- and long-term side effects are
not known, and indiscriminate prescription without ade-
quate information, documentation, and follow-up for cli-
ents—particularly its disproportionate use among disad-
vantaged women (institutionalized, blacks, migrants, and
intellectually disabled)—has given rise to controversy.

Currently, a variety of contraceptives is readily avail-
able to most Australians. The most accessible are condoms,
which are sold in supermarkets as well as pharmacies and
“sex shops.” Oral contraceptives have been available, on
prescription, in Australia since the early 1960s, and an up-
ward trend in the age of marriage has been attributed to its
widespread use (Siedlecky & Wyndham 1990). [Update
2002: In 2002, there have been more positive moves for the
acceptance of “the morning after” pill. (End of update by R.
Coates)] The Family Planning Association provides acces-
sible contraceptive advice and prescriptions. School-based
education programs generally offer contraceptive informa-
tion as part of the curriculum.

B. Teenage Pregnancy and Abortion

With regard to adolescent contraceptive behavior, Con-
don (1992) notes that approximately 25% of 15- to 19-year-
olds become pregnant. Forty percent of these choose to ter-
minate the pregnancy, which indicates that the pregnancy
was unplanned and that contraceptive measures were either
not used or failed.

C. Abortion

It is estimated that, despite restrictive laws, approxi-
mately 60,000 abortions are performed annually in Australia
(Siedlecky & Wyndham 1990). Regulation of abortion is a
matter of state legislation. During the 1960s, abortion-law re-
form groups were established in all states. This was often as-
sociated with the establishment of Family Planning Clinics
and pro-choice, women’s health services. The struggle to lib-
eralize the laws has been ongoing and not very successful. In
1969, South Australia was the first state to make abortion le-
gal. The Northern Territory adopted similar legislation. In
other states, wider interpretation of the laws has made abor-
tion easier to obtain and lawful under certain circumstances.
The reason is that the Australian judiciary has supported
principles established by common-law decisions—for ex-
ample, the Bourne case in England in 1938, in which the
judge stated that abortion was lawful if performed in good
faith and for the purpose of preserving the life of the mother,
which is interpreted to mean not only her physical existence,
but also her physical and mental health. However, in some
states there have been no test cases and no precedent set, and
the situation is far from satisfactory for all concerned.
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Surveys of public opinion indicate that most people
think that abortion should be legally available for a range of
indications (Graycar & Morgan 1990; Anderson 1986). The
Royal Commission on Human Relationships (1977) pro-
vided the most comprehensive account of all aspects of sex-
ual and family behavior in Australia in the 1970s, and rec-
ommended abortion-law reform. The antiabortion lobby,
represented mainly by the Right to Life Group, became or-
ganized in the early 1970s to defend the status quo against
the push for legislative change from abortion-law reform
groups. During the 1980s, attacks began with renewed
vigor following activities in the United States and the intro-
duction of more restrictive legislation. Activities have con-
tinued with picketing of abortion clinics and attempts at leg-
islative change—for example, a campaign to withdraw
rebates for termination procedures from the national health
insurance.

In summary, it may be said that Australian women have
sought abortion as a solution to unplanned pregnancy for at
least the past 100 years, in spite of the legal restrictions and
prevailing moral attitudes. Restrictive abortion legislation
does not save more babies but rather loses more mothers. The
decline in morbidity and mortality arising from abortion has
been a result of better techniques, use of blood transfusion
and antibiotics, but also from changes in attitudes that have
brought abortion into the open and allowed women to obtain
earlier operations. There is still reluctance to allow women to
decide for themselves, and abortion is likely to remain a
contentious issue (Siedlecky & Wyndham 1990, 101).

D. Population Planning Programs

The documented history of population planning in Aus-
tralia began with white settlement. It commenced with at-
tempts to control Aboriginal populations through murder,
the removal of children from their parents, and deliberate
attempts to “breed out.” At the same time, campaigns for in-
creasing the white population through active immigration
programs and aggressively promoting the role of wife and
mother were adopted. Political, legal, medical, and reli-
gious institutions conspired to reduce women’s options and
to prevent access to contraception. Despite this, Family
Planning Organizations have an honorable and effective
history throughout Australia.

10. Sexually Transmitted Diseases
and HIV/AIDS

A. Sexually Transmitted Diseases

Australian figures on the rate of sexually transmissible
diseases are similar to the rates in other developed countries.
The age groups most affected are those between 15 and 30.
The most common infections are chlamydia, gonorrhea, gen-
ital herpes, HIV, genital warts, syphilis, and hepatitis B. Pen-
icillin-resistant gonococcal infection is on the increase.

Health and education services are generally good in the
major cities and towns, however, many rural areas are de-
pendent on local general practitioners. Practitioners, espe-
cially in the designated STD (Sexually Transmitted Dis-
ease) clinics, are cognizant of the need to establish patient
rapport and trust. Counseling is provided in government
clinics, as well as education.

Control of infection is mediated through preventative
measures, the provision of expert services, and through ex-
peditious contact tracing. Most STDs are reportable and a
national register is maintained for epidemiological pur-
poses. The data is published through the federal health
agency in the Community Disease Intelligence.

The rate of infection among the indigenous population
is higher than in the nonindigenous population for a num-

ber of reasons, including reduced access to education, poor
living conditions, and generally lower standards of health-
care.

B. HIV/AIDS

Australia was one of the first countries to recognize the
serious public health risk posed by HIV/AIDS, and insti-
tuted health promotion strategies very early. In addition, re-
sources were allocated to both private and public organiza-
tions to cater for those who were already infected and to tar-
get those who were considered to be most at risk. Despite
pockets of resistance and some cases of extreme bigotry, the
overall strategy has proved to be relatively successful. The
predicted rates of infection for the end of the 1980s sug-
gested a doubling of newly diagnosed cases, when in fact
there has been a slight decline.

As of December 1992, the cumulative number of diag-
noses of HIV infection in Australia was 16,788, with 82%
being classified as acquired through homosexual/bisexual
contact, 4.9% through intravenous drug use, and 2.8%
through homosexual/bisexual contact and intravenous drug
use. Six percent of infections were acquired through hetero-
sexual sex and 3.4% were infected through blood transfu-
sion. The cumulative total of women diagnosed was 408
and the number of children was 92. The current rate of new
diagnosis is approximately 96 per 100,000 (Australian HIV
Surveillance Report, April 1993).

Although HIV infection is recognized as a serious risk,
knowledge and education does not always translate into
changed behavior and attitudes. High-risk groups that need
particular attention are those homeless young people who
are associated with prostitution and drug use.

[Update 2002: UNAIDS Epidemiological Assessment:
Australia was among the first countries in the world to re-
port AIDS cases. Retrospective analyses of epidemiologi-
cal data indicate that HIV incidence peaked in 1984, fol-
lowed by a rapid decline. This trend has continued in the
1990s, with a decrease in reported AIDS cases from 955 in
1994 to 212 in 2000. This decline in incidence is projected
to continue. The decline in AIDS diagnoses since 1996 has
been much more rapid than originally predicted in the mid
1990s. It is now clear since around 1996, that the additional
decrease in the number of AIDS diagnoses is because of the
use of effective combinations of antiretroviral therapy for
the treatment of HIV infection. Annual reported diagnoses
of HIV infection have also declined steadily, from more
than 2,308 in 1987 to about 723 in 2000. An estimated
12,000 people were living with HIV/AIDS in Australia at
the end of 2001. The proportion of women among reported
cases has been gradually increasing, from 0% in 1983 to
10% in 2000. HIV infection in children remains rare.

[Overall rates for other STDs have declined since the
mid-1980s, with particular reduction among high-risk
groups, such as male homosexuals and female sex work-
ers. However, rates of STD among indigenous populations
continue to be substantially higher than in the nonindige-
nous population by a factor of 10 to 100 times.

[The estimated number of adults and children living
with HIV/AIDS on January 1, 2002, were:

Adults ages 15-49: 12,000 (rate: 0.1%)
Women ages 15-49: 800
Children ages 0-15: 140

[Less than 100 adults and children are estimated to have
died of AIDS during 2001.

[No estimate is available for the number of Australian
children who had lost one or both parents to AIDS and were
under age 15 at the end of 2001. (End of update by the Edi-
tors)]
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11. Sexual Dysfunctions, Counseling,
and Therapies

The incidence of sexual dysfunction in the community is
unknown. There are, however, a number of dysfunction ser-
vices, both private and public. Community-based resources
include organizations such as Rape Crisis Centers, Incest
Survivor’s Association, Women’s Health Centers, Migrant
Health Centers, Gay and Lesbian Counseling Services, var-
ious AIDS organizations, Marriage Guidance, and the Fam-
ily Planning Associations. These all provide both crisis as-
sistance and counseling services to varying degrees. All of
these organizations are restricted by lack of satisfactory
funding, since they are dependent upon government grants
and fund-raising activities.

It is difficult to quantify the number of practitioners who
specialize in sexual counseling and therapy. There are two
major organizations that attempt to bring these practitioners
together: the Australian Society of Sex Educators, Re-
searchers, and Therapists and the Western Australian Sex-
ology Society. In population terms, the state of Western
Australia is much smaller than the Eastern states; however,
itappears to be the trailblazer in sexology and has a well-co-
ordinated network of practitioners and resources.

12. Sex Research and Advanced
Professional Education

A. Advanced Education

There is only one university-accredited postgraduate
program in sexology in Australia; This is offered through
the Division of Health Sciences at Curtin University of
Technology in Western Australia. The program was estab-
lished in 1979 by this author. [ Update 2002: Students have
the option of taking a master’s-level program focusing on
sexual counseling and therapy or on forensic sexology. The
latter is believed to be a world first. The unit also ofters su-
pervision for research students at the master’s and Ph.D.
levels. The duration of the coursework for the master’s pro-
grams is three semesters, for the research master’s, four se-
mesters, and for the doctorate, a minimum of four semes-
ters. (End of update by R. Coates)]

Throughout the Australian university system, various
professional programs, such as social work, medicine, nurs-
ing, and psychology, provide some elements of sexology in
their courses. However, other than the options offered
through Curtin University, there is no systematic and com-
prehensive program for students in the health and helping
professions, nor in education.

In 1992, the Australian College of Veneriologists, in col-
laboration with the Australian Society of Sex Educators,
Researchers, and Therapists, offered a program in sexual
health counseling. These two organizations provide partici-
pants with a diploma on completion.

The Family Planning Association of Australia offers
regular training programs for medical practitioners and
nurses. In addition, ad hoc programs are offered for profes-
sionals and nonprofessionals. The Family Planning pro-
grams are nationally accredited and various professional
organizations recognize these for continuing education
credits. Address: Family Planning Australia, Inc. Lua
Building, Suite 3, First Floor, 39. Geils C, P.O. Box 9026,
Deakin, ACT 2600 Australia (Phone: 61-6/282-5298. Fax:
61-6/285-1244). The address for Family Planning Victoria
is: 266-272 Church Street, Richmond 3121 Australia
(Phone: 61-3/429-1868).

The address for the Australian Association of Sex Edu-
cators, Counselors, and Therapists is: P.O. Box 346, Lane
Cove NSW, 2066 Australia (Phone: 61-2/427-1292).

B. Research

Most of the research dollars and interest have tended to be
in the areas of fertility (control and enhancement) and in the
area of HIV/AIDS. In-vitro fertilization programs have had a
prominent profile and work is undertaken in several states.

Of the research that has been undertaken to examine be-
haviors or attitudes, few have been based on random sam-
ples. Most studies have been limited to small, targeted, and
often self-selected samples, and frequently relatively unso-
phisticated survey instruments have been used.

Several areas of current research suggest new political
agendas. For example, funded surveys that have used whole
population samples have looked at practices and attitudes
surrounding HIV/AIDS, STDs, fertility, and reproductive
technology.

The address for the Australian Society of Sex Educators,
Researchers, and Therapists is: 21 Carr Street, Coogee,
New South Wales 2034 Australia.

The address for the Western Australian Sexology Soci-
ety is: ¢/FPA, 70 Roe Street, Northbridge, Western Austra-
lia 6000 Australia.

The Journal of Sex and Marriage and the Family, pub-
lished by the Family Life Movement of Australia, recently
changed its name to the Australian Journal of Marriage and
Family.

Four other Australian journals publish articles of inter-
est to sexologists: Australian Forum, published bimonthly
by Gordon and Gotch; Healthright, published quarterly by
Family Planning Australia, New South Wales; Australian
and New Zealand Journal of Family Therapy, published
quarterly by the Family Therapy Association, South Aus-
tralia; and Venerology, published quarterly by the National
Venerology Council of Australia.

Conclusion

The nonindigenous people of Australia reflect the cul-
tural attitudes and behaviors of their predominately Euro-
pean origins. There are variations because of the cultural
mix; however, the dominant religions, legislation, and edu-
cation are essentially Western, and public sexual morality
reflects the values of these institutions.

ABORIGINAL AUSTRALIA

Aboriginal traditions are complex and varied. There are
elements of the culture that are the exclusive province of
certain individuals or groups and are not permitted to be re-
vealed to others. Sensitivity on sexual matters has pre-
cluded any extensive anthropological study. The major, de-
tailed work is that of Ronald and Catherine Berndt, who
spent more than 30 years observing, participating, and doc-
umenting Aboriginal cultures in the northern regions of
Australia.

It is impossible for a non-Aboriginal person to present
cultural traditions accurately, and it would be impertinent to
try. Through the assistance of Dr. Robert Tonkinson, Pro-
fessor of Anthropology at the University of Western Aus-
tralia, I present below some examples of traditional Aborig-
inal practices. There is no attempt to be inclusive nor com-
prehensive, and the material should not be viewed as
generalizable, nor necessarily current.

The concept of the Dreaming is of fundamental impor-
tance to Aboriginal culture and embraces the creative
past—where ancestral beings instituted the society—the
present, and the future. The Aboriginal worldview inte-
grates human, spiritual, and natural elements as parts of the
whole and is expressed through rituals (Tonkinson 1991).
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While the basic social unit is the family, there is a com-
plex system of classificatory kinship that dictates marriage
rules. Kinship status imposes responsibilities and behaviors
toward other kin. A basic feature of the kinship system is
that the siblings of the same sex are classed as equivalent, so
that, for example, the sisters of a child’s mother would all be
classed as “mother.” The children of one’s parents’ siblings
would, therefore, be classed as “brothers” and “sisters.”
Through this system, kinship may be extended to include
people who do not have a blood relationship.

The moiety system of social classification provides cor-
rect intermarrying categories, although it does not deter-
mine marriage partners. Within moieties, there are group-
ings which, for want of a better word, have been classified
as “clans,” although a more accurate translation of the
words used by the people themselves might be “crowd” or
“lot.” A clan is usually identified by an association with a
natural species, for example, the barramundi clans (named
after a species of fish), or Eaglehawk. Each clan has a dia-
lect and each person is a member of one linked dialect-clan
pair, which is that of her or his father. This categorization
has significance in all aspects of social activity and includes
specific mythic and ritual knowledge and beliefs. The clan
indicates territorial possession as well as belief system.
Membership of the dialect-clan group defines a person’s so-
cial position, as well as their belief system (Berndt 1976).

A traditional Aboriginal view of sexuality is that it is a
natural urge to be satisfied. It has symbolism beyond the in-
dividual, being linked to fertility in all its manifestations.
Representations of sex, through songs, dances, and paint-
ings, relate to the human activity and to seasonal change, to
the growth and decay of plants, and to the regeneration of na-
ture. Reproduction of humans and of the natural world is vi-
tally important, and obedience to ancestrally ordained laws
is the responsibility of adult humans. The correct perfor-
mance of rituals guarantees continuity of life-giving power
and fertility from the spiritual realm (Tonkinson 1991).

1. Gender Relationships

In traditional Aboriginal societies, there was a pervasive
egalitarian ethos that placed every adult as the equal of oth-
ers of the same sex. The operation of the kinship system
exerted an overall balance in male-female relationships
(Tonkinson 1991). Earlier ethnographers have tended to
present Aboriginal culture as a traditional male-dominant,
female-subordinate, hunting and gathering society (Warner
1937; Parsons 1964). It has been argued, however, that this
view is a narrow one generated through the androcentricity,
and possibly the ethnocentricity, of the authors (Merlan
1988). Other authors have emphasized the complementary
nature of gender roles, without conflict (Berndt 1980). The
complexity of the Aboriginal worldview and the concept of
the Dreaming may have contributed to the differing per-
spectives of the ethnographers. The Dreaming, which con-
tains the lore of creation and the permanence of the interre-
lationship of all things, is maintained through the different
contributions to it made by women and men. Women’s nar-
rative of the Dreaming deals with the rhythms of family life,
while men’s narrative deals with the rhythms of the life of
the whole group. Thus, there are male and female domains
that are connected and complementary.

Gender difference is a significant aspect of Aboriginal
symbolism, and consequently, there are gender-specific ritu-
als. Many rituals relate to productive activities and utilize
parallel symbols, for example, the woomera (throwing stick
used by males when hunting) and the digging stick (used by
females when gathering insects). Certainly, men and women

share a sense that both “men’s business” and “women’s busi-
ness” are indispensable (Merlan 1988).

Specific areas are designated for men’s rituals and
women’s rituals, and women and men are excluded from
each other’s sites. Physical punishment would be incurred if
there was intrusion into the domain of the opposite gender;
however, the depth of meaning associated with the rituals
ensures that the power of suggestion preserves sanctity. Be-
cause both men and women have ritual domains, there is a
strong sense of propriety, and self-esteem is derived from
this (Merlan 1988). While much ritual activity involves
both sexes, mature men control both the ritual proceedings
and the scheduling of activities.

2. Sexual Ceremonies and Rituals
A. Puberty Rituals

Initiation ceremonies assisted the transition from child-
hood to adulthood with highly elaborated rituals for boys.
Modeled on death (of the boy) and birth (of the man) they
dramatized separation from women, in particular from the
mother. Rules of kinship dictated the allocation of roles and
responsibilities in initiation as in all social behavior. Guid-
ance, reassurance, and support were guaranteed, as was
chastisement if rules were broken.

For females, puberty rites were simple. The transition to
adulthood was based on sexual maturation and included
sexual activity. However, menarche, marriage, and child-
birth have not been ritualized or publicly celebrated in
Aboriginal societies.

B. Defloration

Ritualistic defloration was practiced in some parts of
Australia, but no longer occurs. Ceremonies varied; how-
ever, one example dating back to the 1940s has been de-
scribed by Berndt, and related to people from the northeast-
ern region of Arnhem Land. Girls who were to undergo the
ritual were called “sacred” and deemed to have a particularly
attractive quality. The men made boomerangs with flattened
ends, to be used as the instrument of defloration prior to ritu-
alistic coitus. Men, girls, and boomerangs were smeared with
red ocher, symbolizing blood. A special windbreak or screen
was prepared for the girls, the entrance of which was called
the sacred vagina. The screen was intended to prevent men
from seeing “women’s business.”

Prior to her defloration, a girl may have lived in seclu-
sion for a period of time with certain older women, observ-
ing food taboos. The older women taught the girls songs,
dances, and sacred myths. At the end of the seclusion peri-
od, there was a ritual bathing at dawn.

In some areas, a girl may have lived in her intended hus-
band’s camp for a period of time. After the seclusion period,
she would be formally handed over to her husband and his
kin, and the marriage consummated.

In other areas, a girl may have been unaware that her
marriage was impending and be seized by her intended hus-
band and his “brothers” while she was out collecting food
with the older women. Her husband’s “brothers” had sexual
rights to the girl until she had settled down in his camp
(Berndt & Berndt 1988).

Earlier anthropological reports (Roth 1897, cited in
Berndt 1988) described rituals that have involved the forced
enlargement of the vagina by groups of men using their fin-
gers, with possum twine wound round them or with a stick
shaped like a penis. Several men would have intercourse
with the girl and later would ritually drink the semen. Miti-
gating this was the second part of the ritual which allowed
dancing women to hit men against whom they had a grudge
with fighting poles without fear of retaliation.
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C. Circumcision

Circumcision was a common, though not universal,
practice. In many areas, Aboriginal men believed that the
uncircumcised penis would cause damage to a woman,
which was one reason why sexual activity of an uncirc-
umcised boy was viewed negatively. Rituals associated
with circumcision were secret and sacred and were consid-
ered “men’s business.” Full details have not been disclosed
to outsiders and what is offered here are those aspects that
are permitted.

Women danced close to the circumcision ground but
were not permitted to watch. During totemic rituals, the boy
who was about to be circumcised was present, but often
could not see what was going on. It was at that time that he
was told the meaning of the songs. Just before dawn, he
would be led to a group of older men who used their bodies
to form a “table” upon which the young boy was placed. Af-
ter the circumcision, the boy returned to his seclusion camp
and the rest of the group moved to another campsite, as hap-
pened after a death. In some areas, the foreskin was eaten by
older men, in others the boy wore it in a small bag around his
neck; in others it might have been buried.

There were a number of postcircumcision rites that in-
cluded the young man’s being taken on a journey around his
totemic country.

Atalater stage, subincision may have taken place. Again,
the initiate was taken into seclusion and, later, the procedure
conducted using the human “table.” The partially erect penis
was held up and the incision made on the underside. Sub-
incision of the penis was regarded as the complementary
right to defloration. Stone blades were prepared while think-
ing of coitus, and it was believed that semen flowed more
rapidly after subincision (Berndt & Berndt 1988). Sub-
incision had religious validation, proved in many areas
through reference to the penile groove of the emu or the bifid
penis of the kangaroo. Subincision was not for contraceptive
purposes, as was commonly believed by nonindigenous peo-
ple. In fact, in many areas, semen was not credited with hav-
ing a role in procreation. In all areas of Australia, spiritual
forces were believed to be central to procreation. Physiologi-
cal maternity, as well as paternity, was denied, with the belief
that a plant, animal, or mineral form, known as the concep-
tion totem, was assumed by the spirit-child, who then entered
its human mother (Tonkinson 1991).

D. Courtship and Marriage

Rules of kinship restricted sexual freedom and set the
parameters for selection of spouses; however, premarital
and extramarital sex was appropriate. It is expected that ev-
eryone marries. Marriage rules may give the impression
that there was no room for the concept of “romantic love” in
Aboriginal traditions. However, an insight into the nature of
male-female sexual relationships may be obtained through
some of the traditional myths, often expressed in song cy-
cles. These include reference to affection, as well as physi-
cal satisfaction and mutual responsibility. The songs make
explicit reference to circumcision rituals, to menstruation,
semen, and to defloration.

One ritualistic means of courtship is reported through
the Golbourn Island song cycles (Berndt 1976). In the
songs, young girls engage in making figures out of string,
the activity causing their breasts to undulate: This and the
figures they make are designed to attract men. Undulation
of the buttocks was also used, along with facial gestures,
that indicate a girl was willing to meet a boy in a designated
area. These activities usually occurred around the time of
menarche. Menstrual blood had an erotic appeal for men
and some sacred myths allude to that theme. Menstrual

blood was also seen as sacred, and, by extension, women
were sacred during their menstrual period.

In song and dance, intercourse and erotic play is cele-
brated as joyful and beautiful. Intercourse has significance
as it maintains populations, both human and nonhuman, and
therefore produces food. It is through intercourse that the
seasons come and go, and it is only through the changing of
the seasons that plants can grow.

Infant betrothal was an important aspect of Aboriginal
cultures and was often associated with men’s ritual activi-
ties, especially circumcision. In the Western desert region,
for example, the main circumciser had to promise one of his
daughters to the novice in compensation for having ritually
“killed” him.

Girls were often given to their husbands while still
prepubertal, but coitus did not usually commence until her
breasts had grown. In this context, girls may have had their
first sexual experience by the age of 9 and boys by the age
of 12.

Standards of beauty or attractiveness varied; however,
obvious physical disabilities were seen to be a disadvantage
and, similar to Western culture, youth is most highly valued.

E. Love Magic

The use of songs, dances, and other rituals were used to
attract a prospective lover or to rekindle passion in an exist-
ing relationship. Members of either sex employed love
magic, which was thought to cause the person who was the
object of it to become filled with desire. On occasions, a
large-scale ritual dance of an erotic nature was used as a
general enhancement of sexuality. Both sexes were in-
volved, although the pairs of dancers who simulated inter-
course were of the same sex. The intention, however, was
aimed at arousing heterosexual desires (Tonkinson 1991).

3. Contraception and Abortion

Traditionally, the Australian Aborigine, like other hunt-
ing and gathering societies, had low levels of fertility.
Ethnographers have found little evidence of plant contra-
ceptives or abortifacients. There is no evidence of infanti-
cide ever being used.

Current fertility rates among the indigenous population
is lower than in the nonindigenous population. This, in part,
may be because of the generally lower levels of healthcare
and standards of hygiene, and the higher levels of STD in-
fections, all because of a serious neglect on the part of
successive governments.

4. Homosexuality, Bisexuality, and
Gender Diversity

The Berndts (1988) have commented that the traditional
way of life placed so much emphasis on heterosexual rela-
tionships that there has been little evidence (to ethnog-
raphers) of other modes of sexual expression. They do,
however, mention that “homosexual experimentation and
masturbation” are reported among boys and young men
when temporarily segregated from the women. Berndt goes
on to say that examples of female homosexuality is even
more rare and that “the close physical contacts which Ab-
origines indulge in are deceptive in this respect” (Berndt &
Berndt 1988, 195).

Contemporary urban life has demonstrated that homo-
sexuality is known among the Aboriginal community, with
gay and lesbian Aboriginals participating in the local gay
culture.

There is no evidence in the literature of gender disso-
nance in traditional Aboriginal cultures.
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5. Incest

The kin relationship, rather than a biological one, dic-
tates the incest taboo (Tonkinson 1991). In traditional soci-
eties, the incest taboo extends to all the members of one’s
own moiety, with certain exceptions during sacred rituals.
For example, during the defloration ceremony, a man in-
serts the defloration boomerang into a woman whose for-
mal relationship to him is roughly the equivalent of his
wife’s mother; he then has coitus with her as a sacred ritual
considered important from the point of view of fertility.

As mentioned previously, there is current concern that
the incidence of child sexual abuse is increasing among the
Aboriginal population. This may well be as a consequence
of dislocation from traditional structures.

6. Education

Apart from the services available to all, there are a num-
ber of services specifically for Aboriginal populations.
These include infant and maternal health and welfare ser-
vices, fertility counseling, and STD and HIV/AIDS educa-
tion programs. Nevertheless, there is a greater need for ser-
vices to be extended, relevant, and accessible.

Summary

Some aspects of Australian Aboriginal cultures have
been presented within the context of traditional societies.
The majority of Aborigines living in Australia today have
had their cultural heritage eroded by the dominant migrant
culture and the urbanization of certain regions. Current atti-
tudes and sexual behaviors are influenced by Western reli-
gions and Western law. The attitude of earlier generations of
migrants has left Australian Aborigines with a shorter life-
span, lower fertility rates, and higher rates of infant mortal-
ity and sexually transmitted diseases than non-Aboriginal
Australians. Various governments and other agencies are
attempting to ameliorate this situation; however, there is
still a long way to go to achieve equity and to dismantle
prejudice.
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Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics

Located in south central Europe, Austria is a land-
locked nation strategically located at the crossroads of
central Europe. With a landmass of 32,378 square miles
(83,858 km?), Austria is slightly smaller than the state of
Maine. Austria’s neighbors include Switzerland and
Liechtenstein on the west, Germany and the Czech Repub-
lic on the north, Slovakia and Hungary on the east, and
Slovenia and Italy on the south. Austria is very mountain-
ous, with the Alps and their foothills covering the western
and southern parts of the nation. The northern margin and
eastern provinces, including the capital of Vienna, are in
the Danube River basin.

Since the collapse of the Habsburg (often spelled Haps-
burg in English) Empire in 1918 after World War I, Austria
comprises only nine states (or provinces). Clockwise, they
are: Lower Austria, Vienna, Burgenland, Styria, Carinthia,
Upper Austria, Salzburg, Tyrol, and Vorarlberg. In Burgen-
land, the smallest and farthest east, Hungarian and Croatian
influences are noticeable, whereas Vorarlberg, lying far-
thest west, tends strongly towards Switzerland.

In July 2002, Austria had an estimated population of
8.17 million, with 20% (1.7 million) living in Vienna. (All
data are from The World Factbook 2002 (CIA 2002) unless
otherwise stated.)

*Communications: Main author: Mag. Dr. Rotraud A. Perner,
Postfach 23 A-1013, Vienna, Austria; rotraud.a.perner@chello.at.
Updates: Linda and Raoul Kneucker, Neustiftgasse 73-75/St. 2/14,
A-1070 Vienna, Austria; kneucker@magnet.at. Additional com-
ments: Martin Voracek, Ph.D., M.Sc., Univ.-Klinik fiir Tiefen-
psychologie und Psychotherapie AKH / Wahringer Giirtel 18-20 A-
1090, Wien, Austria; martin.voracek@chello.at.
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Age Distribution and Sex Ratios: 0-/4 years: 16.4%
with 1.05 male(s) per female (sex ratio); /5-64 years:
68.2% with 1.02 male(s) per female; 65 years and over:
15.4% with 0.62 male(s) per female; Total population sex
ratio: 0.95 male(s) to 1 female

Life Expectancy at Birth: Total Population: 78 years;
male: 74.85 years; female: 81.31 years

Urban/Rural Distribution: 53% to 47%

Ethnic Distribution: German: 88%; non-nationals, in-
cluding Croatians, Slovenes, Hungarians, Czechs, Slovaks,
Roma (Gypsies): 9.3%; naturalized: 2%

Religious Distribution: Roman Catholic: 78%; Prot-
estant: 5%; Muslim and other: 17%

Birth Rate: 9.58 births per 1,000 population

Death Rate: 9.73 per 1,000 population

Infant Mortality Rate: 4.39 deaths per 1,000 live births

Net Migration Rate: 2.45 migrant(s) per 1,000 popula-
tion

Total Fertility Rate: 1.4 children born per woman

Population Growth Rate: 0.23%

HIV/AIDS (2001 est.): Adult prevalence: 0.1%; Persons
living with HIV/AIDS: 843; Deaths: < 100. (For additional
details from www.UNAIDS.org, see end of Section 10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 98; attendance rate for nine years of
compulsory school: 95% (education is free and compulsory
from age 6 to 15)

Per Capita Gross Domestic Product (purchasing
power parity): $27,000 (2001 est.); Inflation: 2.6%; Unem-
ployment: 4.8%; Living below the poverty line: NA

B. A Brief Historical Perspective

The Romans conquered Austrian lands from Celtic tribes
around 15 B.C.E. In 788 of the Common Era, the territory
was incorporated into Charlemagne’s Holy Roman Empire.
By 1300, the House of Habsburg had gained control of the
land. In the next few hundred years, they added to their realm
vast territories in all parts of Europe.

Austria’s dominance of Germany was undermined in
the 18th century and ended with the rise of Prussia in 1866.
However, the 1815 Congress of Vienna confirmed Aus-
tria’s control of a large empire in southeast Europe, con-
sisting of Germans, Hungarians, Slavs, Italians, and oth-
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ers. The Austro-Hungarian dual monarchy was estab-
lished in 1867, when Hungary was given some autonomy.
Fifty years of peace followed.

The 1914 assassination of Archduke Franz Ferdinand,
the Habsburg heir, by a Serbian nationalist, led to World
War I and dissolution of the Habsburg Empire when Austria,
Germany, and the Ottoman Empire were defeated. Austria
was then reduced to a small republic with the borders it has
today. Nazi Germany invaded Austria in 1938; the republic
was reestablished in 1945 under Allied occupation. Full in-
dependence and neutrality were restored in 1955.

[Update 2003: Politically, Austria is a democratic fed-
eral republic, with a proportional voting system. After the
grand coalition between the moderately conservative Peo-
ple’s Party and the moderate Social Democrats as a result of
the 1995 elections, the political scene changed radically in
2000, when the nationalistic right-of-center Freedom Party
received 26% of the votes, more than doubling the number
from the earlier election, and was invited by the People’s
Party to form a coalition government. European Union
sanctions, and weekly demonstrations that continued for
the entire two years of the coalition government, followed.
The European Court of Human Rights sent a commission,
known as “The Three Wise Men,” to investigate whether or
not democracy was in danger, and the sanctions were lifted
in September 2000. Jorg Haider, who had been the leader
and loudest voice of the right-wing party, eventually lost his
effectiveness. New elections were held in November 2002,
and the Freedom Party lost two thirds of its support. The
Greens gained in the last election, and it is not yet clear
whether or not the grand coalition will again be entered into,

or if there will be new political constellations. (End of

update by L. Kneucker))

There had been a radical change in Austria’s political
situation since October 3, 1999. The Parliamentary man-
dates in early 2000 were: 65 for the Social Democrats, and
52 for both the People’s Party and the Freedom Party (with
clear self-acknowledged fascist tendencies). The environ-
mentalist Greens held 14 seats, and the Liberal Forum was
no longer represented. There was, thus, a coalition govern-
ment between the conservatives and the Freedom Party. Ob-
servers expected this alliance to bring a distinct increase of
conservative, restrictive, and xenophobic ideas. The first
sign of this conservative swing was seen in the abolishment
of the Federal Ministry for Women’s Affairs, which had, in
its ten-year existence, been strongly engaged in combating
violence against women and enacting harsher punishment
for sexual offenses.

1. Basic Sexological Premises

A. Character of Gender Roles

At the end of the 1960s, a kind of “velvet” cultural revo-
lution began. Austria’s women became conscious of the dis-
crimination they experienced as women, their reduced roles
as reproducers, and discrimination in the labor market. So-
cial politics, activated by women in the new feminist move-
ment, brought considerable social change, especially in the
first years of the Socialist Government, between 1970 and
1983. Two signals of this revolution were the appointment
of a State Secretary for Women’s Rights in 1979 and, in
1990, establishment of a Ministry for Women’s Affairs.

Women benefited most from the educational reforms of
the 1960s and 1970s, even if there is still a difference in edu-
cational levels between men and women. The employment
of women increased at the beginning of the 1970s and, in
1992, 62% of all women between the ages of 15 and 59 were
gainfully employed. Improved training and the more skilled

qualifications of women had, however, little influence on
their salaries and positions. The average gross income of
men was 43% higher than that earned by women.

In the course of the Family Law Reform of 1978, the
marriage laws were changed from the legally incapacitat-
ing discriminatory laws against women to an emphasis on
marriages based on partnership. Before this reform, the
man was the “head of the family,” and the woman had to
take on his name. The man decided the place of residence.
He could forbid his wife to work and could make all deci-
sions concerning the children. His wife had to obey his
“orders.”

The practically unchanged sole responsibility of women
for the care of children, the lack of institutions, such as day-
care centers and kindergartens, a shortage of qualified part-
time jobs, as well as potential motherhood, still greatly less-
en the possibilities for women in the labor market. Women
are subject to certain work prohibitions that are supposed to
protect them, e.g., night shifts, but actually make entering
certain occupations more difficult. Women who want both
children and careers, something that is a matter of course for
men, can often fulfill this only with double or triple bur-
dens. Although it has been legally possible since January 1,
1990, for fathers to take leaves of absence from work for
childcare (Karenzurlaub) until the child’s second birthday,
few men take such leaves. Many men also have difficulties
with the legally established partnership in running a house-
hold, dividing the responsibilities of earnings, running the
household, and raising children.

B. Sociolegal Status of Males and Females

According to the equality principles of the Austrian con-
stitution, all citizens (written in masculine form) are equal
before the law (Article VII). Nevertheless, there are gender-
specific differences in some laws that cannot be biologi-
cally justified, such as the legal protection for pregnant
women and mothers.

Women and men are considered sexually mature when
they are 14 years of age, i.e., they are seen as adult enough
to be able to accept desired sexual contacts and refuse those
they do not want (Perner 1994). In the case of homosexual
contacts, however, the lawmakers believe that young men
are not able to decide independently for or against them un-
til they are 18. Women and men who are 19 are both consid-
ered to be of full legal age, but the marriageable age for
women is 16, and for men 19 years. Women can retire with
pension at age 60, five years earlier than men, but, as of
2019, the age will be successively raised for women who
were born after 1962 and, eventually, the pension age for
men and women will be the same—65 years. There is no
military conscription for women.

C. General Concepts of Sexuality and Love

The general sexual concept of love is within a heterosex-
ual relationship. It is based on love and should be realized,
preferably, in a life-long marriage, or at least as a partner-
ship for life or a stable partnership. As a result of this atti-
tude, practically all young Austrian women were married in
the early 1960s. Since the 1970s, there has been a change to
more pluralism: The age for marriage and for bearing the
first child has risen; the number of those who marry and
have children has fallen. The number of extramarital births
has risen, as well as the possibility of divorce and remar-
riage of those who have divorced. Still, the wish to marry is
prevalent among 70 to 80% of youth.

Norms and attitudes relating to sexuality have also
changed since the end of the 1960s. The availability of dif-
ferent methods of birth control and the possibility for legal
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abortion within the first three months (trimester) have given
many women their first feelings of freedom regarding sexu-
ality. Considering the frequent occurrence of sexual vio-
lence against women, it is, however, only possible in a lim-
ited way to talk about the sexual liberation of women.

Except in a few ethnic groups and religious minorities,
virginity is not given any special value at the time of mar-
riage. Although “wild” marriages and unmarried mothers
and their children were stigmatized and legally discrimi-
nated against in the 1960s, life partnerships, “illegitimate”
children, and single mothers are increasingly accepted in so-
ciety. Likewise, relationships before marriage that include
sexual intercourse and a series of monogamous relationships
are accepted, and not only the ideal of “one great love.” De-
spite the Church’s opposition (e.g., by forbidding the use of
most birth control methods), sexual desire and procreation
are seen as separate from one another; as proven by the low
fertility rate of 1.5 children per woman.

The norm for sexual intercourse is still the “complete”
face-to-face heterosexual coitus with ejaculation. The atti-
tude towards homosexuality is still negative, socially ex-
cluding, and, in traditional Catholic circles, openly hostile.
Its impact can be seen in attempts to maintain legal discrimi-
nation against homosexual lovers. However, in recent years
in Austria, the discussion in favor of recognition of homo-
sexual partners is no longer taboo, and is in fact increasing.

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality

A. Source and Character of Religious Values

To be religious in Austria is a sort of “social-cultural
matter of course” accompanied by a certain amount of so-
cial pressure. The majority of Austrians are members of the
Roman Catholic Church, which exerts a traditionally domi-
nant role in comparison to other religious communities. Es-
pecially during the time of Austrian Fascism, 1934-1938,
the cultural and political life was determined by the Catho-
lic Church. Austria was organized as a so-called corporate
country that met the Catholic concept of a corporate system
(Encyclical, Quadragesimo Anno of Pius XI: 15.5.1931). It
was seen as the responsibility of the State to guard moral
life. In this model, according to the Constitution of 1934,
women were only considered equal to men if laws did not
determine otherwise. In 1929 and in 1930, Pope Pius X1 had
confirmed the subordinate role of the woman in marriage in
two encyclicals.

Since 1970, the number of withdrawals from the Catholic
Church has increased dramatically, especially because of the
sexual morals of the Church that are no longer accepted by
many of its believers (above all, because of the prohibition of
the pill in the encyclical, Humanae Vitae, by Pope Paul VI in
1968). These teachings define the Catholic view regarding
the rigid regulations of the sexes: Mary, the Mother of God,
as childbearing without sexuality (on the basis of the virgin
birth) as a model for women was emphasized. Virginity was
given the highest value, and a motherhood of sacrifice was
propagated as the essential duty of women. During the period
of National Socialism, the veneration of Mary and the ideal
of chastity were mixed with ideas of “racial purity” and
therefore fit into the National Socialist regime.

Sexuality in Catholicism is only permitted in the insolu-
ble state of marriage, since for hundreds of years biological
reproduction was considered the one purpose of marriage.
The encyclicals of Pope Pius XI (1930) dealing with mar-
riage underlined the value of love in marriage that was espe-
cially confirmed later by the Second Vatican Council (1962-
1965): The value of this love exists, even without reference

to procreation. It is bound to marriage, with sexual inter-
course, as a permanent unity. The moral system, according to
the teachings of the Church, requires that heterosexual coitus
must not interfere with the possibility of procreation. How-
ever, intercourse is also permitted when procreation is not
possible (during the woman’s monthly infertile period) or no
longer possible (after menopause).

Marriage in Catholic teaching is the replica of the love
of God for human beings: Christ is the bridegroom, the
Church is the bride, and the Catholic family is the smallest
church community, the “home church.” The love relation-
ship of the responsible couple, according to this concept, in-
cludes “natural birth control” (measurement of the infertile
days of the woman).

According to the encyclical Humanae Vitae (1968),
every form of active birth control is forbidden by the
Church. However, this opinion does not require absolute
obedience, as it is not a question of infallible dogma, but a
writing of the pope. Because of the acceptance of the theo-
logical concept of “immediate animation,” the presence of
the soul at the moment of conception, abortion was (and is)
considered murder. In 1991, one third of all Austrians and
40% of the female population stated that religion was mean-
ingful for conducting their life. Forty percent of those who
were religious thought that sex education in schools was
damaging. A third of the religious wished that homosexuali-
ty would be again legally punishable (of the non-believers,
one fourth wanted this).

The 1995 encyclical Evangelium Vitae (John Paul II)
condemned abortion, as well as birth control, as generally
being enemies of “life.” Masturbation was seen as a terrible
sin, or, at least, as against the rules. In the same way, prac-
ticed homosexuality was condemned as immoral.

Mostly it is the rural and farming population that lives
according to Catholic norms. However, the majority of
Austrians do not think highly of the ever-increasingly au-
thoritarian path the Vatican has been taking. The comments
of the official Church regarding sexual themes are reacted
to with resistance.

In 1995, a Church referendum was initiated, calling for a
“sisterly church,” i.e., demanding that women be admitted
to Church offices. It opposed the compulsory celibacy of
priests, protested against the equating of birth control with
abortion, and pleaded that questions of sexual morals be the
responsibility of the individual’s personal conscience.

In the minority Protestant churches, heterosexuality and
one life-long marriage are seen as values that in a specific
way correspond to the will of God. Marriage is, however, a
worldly concern and therefore does not have a sacramental
character as in the Catholic Church. For unborn life, the
same rights of protection are given as for persons; but abor-
tion is not categorically considered murder.

Discussion of homosexuality is still controversial in the
Protestant church. In 1992, the theological commission
published a statement declaring:

« the right of people to determine their own lifestyles;

* homosexuals must be respected and accepted in Chris-
tian communities;

e an ethical judgment on homosexuality in today’s hu-
manistic understanding cannot be found in the Bible;
and

* a homosexual identity cannot be “turned around” or
cured.

In Austria’s Protestant churches today, those who identify
themselves as homosexuals can be employees as well as
pastors. The blessing of homosexual couples is not yet offi-
cially possible in the Protestant churches. However, an
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agenda for a concept for blessings is being worked out and
will probably be accepted at the next synod.

In contrast, the “Invocavit” declaration of 1995, which
was signed by 150 Protestant theologians and church em-
ployees as a reaction to the General Synod, rejected homo-
sexuality, considering it contradictory to the will of God,
the creator. It was considered a “destructive aberration of
emotional life.” In the view of the authors, homosexuals
may not be employees in the church, and church blessings
for homosexual couples are rejected as well.

The synod of the Neo-Catholic Church of Austria re-
solved that homosexuals are to be respected in their person-
alities, beliefs, and their cooperation in their communities.
For homosexual life companions who intend their relation-
ships to be permanent, church blessings were made possible
at the synod of October 18, 1997.

3. Knowledge and Education
about Sexuality

A. Government Policies and Programs

In the 19th century and earlier, sex education was part of
the Catholic educational instructions. The emphasis was on
what was forbidden, and on remaining chaste and faithful be-
fore and in marriage. Masturbation was forbidden as a sin.
Sexual intercourse before marriage, with or without force,
was taboo and therefore not talked about. Nevertheless, the
first sexual intercourse of aristocratic young men was often
arranged by their fathers, when it was clear they had com-
pleted puberty. They were taken to a brothel for their first
sexual experiences. In the upper-middle class or among pros-
perous farmers, sexual availability was expected from the fe-
male servants. If one became pregnant, she was sent away.

After the establishment of the Republic in 1918 and the
election of the first female representatives, the female pio-
neers of the Social Democratic Party continually demanded
institutions for sex education and counseling, and their pri-
ority was to increase help with questions about birth con-
trol. The first attempts were made when the Social Demo-
crats took over the government in the capital, Vienna,
through the work of the legendary City Councilman Julius
Tandler. At the same time, Wilhelm Reich, a student of
Freud, established the first outpatient sex clinics. With the
growing strength of National Socialism and the emigration
of'the leading Jewish doctors, the initiative came to a stand-
still. After the end of World War II, it took about 25 years
until the women’s movement could push for a new abortion
law and address questions of sex education. At practically
the same time, at the suggestion of the parents’ council of
the Education Ministry, a seminar conducted by experts in
September 1969 provided the push, making possible the de-
cree, Sex Education in the Schools (November 24, 1970), in
which sex education was introduced as an interdisciplinary
principle of instruction.

A Media Package was prepared by the Federal Ministry
of Education and the Federal Ministry for Family Affairs
(now known as the Federal Ministry for the Environment,
Youth, and Family) as the main teaching tool from 1984 to
1989. This production produced a vehement argument be-
tween the Marxist-oriented progressive psychoanalysts and
Christian-conservative repressive-oriented sex educators.
In the final edition that came out with the title, Love with Re-
sponsibility, basic sexology was emphasized, and, in the di-
dactic part, a wealth of suggestions for exercises and games
for the classroom was given.

The Catholic-oriented Institute for Marriage and Fam-
ily, with the support of the Education and Family Minis-
tries, developed a program, Working Group: Parents, Stu-

dents and Teachers—Partners in Sex Education. For this,
specially trained moderators in the schools offered general
help in establishing communication between the groups and
in working out concrete sex education projects for specific
schools. This was done at no cost to the schools. (For addi-
tional information on sexuality education in the schools and
at home, see Section 5B below).

In addition, both ministries offered special booklets.
Gynnie, cosponsored by the Austrian Medical Association,
provided answers to relevant gynecological questions, as
well as questions about relationships. Brochures were also
published for non-students; for example, the Family Minis-
try offered So That Love Can Grow, along with accompany-
ing group discussions and help in seminars concerning top-
ics of sexuality. Austrians seeking counseling and advice
can turn to 220 family and partner counseling centers that
have been established all over Austria and are financially
supported by the Family Ministry. Four of these centers are
explicitly declared as counseling centers for sex and sexual-
ity. The Austrian Society for Planned Parenthood, founded
in 1966, has established six counseling centers with an em-
phasis on birth control. These centers are in hospitals, and
one is especially for young people. There, examinations can
be carried out and contraception prescribed and distributed.
Another initiative of this group is Herzklopfen (Heart
Throbbing), which offers confidential telephone counsel-
ing especially for young people, and is therefore available
on Saturday afternoons.

[Update 2003: During the Conservative Party and Free-
dom Party coalition, the name of the Ministry of Social Af-
fairs and Health was changed to the Ministry of Social Af-
fairs and Generations (BMSG). Radical social changes
were not made, but the renamed ministry issued a brochure
for young people, Love, Sex and So, in 2002, which re-
placed all earlier educational materials (http://www.bmsg
.gv.at/bmsg/relaunch/jugend/welcome.htm). The new bro-
chure has been criticized by the Catholic Church as being
“too liberal.” HOSI (2003) has a comparative chart of all
European countries up-to-date concerning “punishable”
acts by gays and lesbians (Graupner 2003). (End of update
by L. Kneucker)]

B. Informal Sources of Sexual Knowledge

Bravo, a German magazine for young people, is widely
read in Austria, mainly, however, by less educated young-
sters. In the late 1980s and early 1990s, Rennbahn Express
(Racetrack Express) was quite popular and widely read by
educated young people. Although it offers sexual informa-
tion on two full pages 11 times a year, answers letters to the
editor about sex, carries regular columns on health relating to
sexuality, and has an Internet Web page offering counseling,
the magazine is now decidedly out-of-fashion among young
people, leaving the field open for new magazines to move in.

The media offers popular, if not always serious sexual
information. The Kronen Zeitung, a daily newspaper in
small format published in Vienna, offers “the man in the
street” flowery-formulated but simply expressed answers
to questions related to sex, and every Tuesday publishes let-
ters from readers. Some newspapers in the provinces copy
these letters. The original radio program, Sex Hotline, ap-
preciated by many older listeners, was offered by ORF, the
Austrian Radio, every two weeks on Fridays for two hours
beginning at midnight. After 5 years, the program was
given a new name, Love Line, and a year later was taken off
the air, because the public was no longer as interested as in
earlier years. Zick Zack, a program for youth that also of-
fered young people the opportunity to call up and ask for ad-
vice, was a success, but was no longer aired after January
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1995. Until 1997, there was a radio talk show that was re-
placed by Joe s Nachtclub (Joe s Nightclub) every Saturday
from midnight until 2 a.m. While these informal sources of
sexuality information come and go, Austrian media consis-
tently provides some popular sources of information on
sexuality.

4. Autoerotic Behaviors and Patterns

A. Children and Adolescents

Austria is a country without any tradition in sex educa-
tion and pedagogy. To a large extent, moral values are
stamped, “Repress the bodily functions” by the Catholic
Church, as well as by the Puritanism of the petite bourgeoi-
sie. Masturbation may be still tainted as sinful and forbid-
den for many older Austrians, who view it as “tainting
your soul” (“schwarze Pddagogic”) or still believe the
myth that the number of ejaculations in their lives will be
limited to 1,000—“1,000 Schuf3, dann ist Schiuf3” (1,000
shots poured and then there is nothing more”).

Nevertheless, masturbation is widespread among young
people, and aside from traumatic sexual experiences, auto-
eroticism is among their very first conscious sexual experi-
ences. Among boys, 60% of the 13-year-olds and 80% of the
14-year-olds have experience in masturbation, and 100% of
the 16-year-olds. According to Nostlinger and Wimmer-
Puchinger (1994), girls have less experience with masturba-
tion than boys: 25% of the 13-year-olds and 50% of the 17-
year-olds. European studies indicate that masturbation is ex-
perienced earlier than it was in the 1960s, especially for girls.
There are no comparative figures for Austria, but it can be
assumed that the tendency is similar.

B. Adults

In Austrian studies, questions about masturbation are ei-
ther not asked or are peripheral questions. Langbein and
Fritsch (1991) remarked that masturbation was not themati-
cally included in the basic Institut fiir Empirische Sozial-
forschung (IFES, Institute for Empirical Social Research)
study, since international studies would in any case show that
around 90% of all adults practice masturbation. A study by
Senger and Hoffmann (1993) reported that about three quar-
ters of all men and less than two thirds of all women mastur-
bate, whereas the frequency of men, 1.6 times weekly, is
twice that of women. Single people masturbate above the av-
erage, 2.2 times each week, and persons under the age of 40
masturbate more often than older people.

Adult heterosexuals who consult clinicians on the issue
of masturbation usually do so because they view masturba-
tion as taboo and something that is done in secret with a bad
conscience. Many ask if it is “normal” to have the need to
masturbate parallel to sexual intercourse.

The problem hardly affects homosexual men, because
they view mutual masturbation as a favored sexual outlet.
When AIDS emerged, “jack-off parties” became just as
popular in Austria’s gay communities as in other countries.
These parties were held in private circles where community
masturbation as a safer-sex method was practiced. Verified
information from lesbians is not available, although the ten-
dency is probably rising, as it is for women in general.
Stronger self-determination in sexuality and more confi-
dent attitudes about their own bodies— My body belongs
to me!”—have probably contributed positively to the fre-
quency of masturbation for both heterosexual and lesbian
women.

Altogether, the viewpoint that masturbation is by all
means an enrichment, and not only a substitute for one’s sex
life in a partnership, is gaining recognition, even if slowly
and still unmentionable in public.

Masturbation does not cease when Austrians get older.
Although there are no statistics available for Austria, the
experiences in supervised residential situations reveal that,
just as seen in international studies, masturbation in old-age
homes or nursing homes is part of daily life.

5. Interpersonal Heterosexual Behaviors

A. Children

The uncontested right of children to their individual
forms of sexuality, as recognized by sexual researchers, is
acknowledged only hesitantly by the general public. The
only context in which children’s sexuality is usually men-
tioned or discussed is in the context of sexual abuse.

When observed, any form of children’s sexual activ-
ities—masturbation, “playing doctor,” father-mother
games—are often repressed and denied, because “what is
not permitted, does not exist.” A still-restrictive sex educa-
tion concept tries to condemn children’s sexual behavior
with “black pedagogical” sanctions, or to keep it a secret.
Rethinking these questions began slowly in the early 1990s.

B. Adolescents

Young people enter puberty earlier than they did a few
generations ago. The first menstruation also takes place ear-
lier. Eleven-year-olds who have their first periods are now
the rule rather than the exception.

Based on law, a decree known as the “Sex Education De-
cree” was issued by the Ministry for Education about 15
years ago. Sex education was to be given at schools as an in-
terdisciplinary subject, with the strong participation of par-
ents. In the middle of the 1980s, the Austrian Institute for
Family Research undertook a study to find out how far the
program had actually been put into practice. The first find-
ing of this study was that when sex education is taught, it
was in two subject areas: in biology classes, where informa-
tion is emphasized, and in religion classes, where values are
emphasized. Thereupon, the Institute developed a model
that is called Love Talks to coordinate the two. It is the only
model for sex education in Austrian schools, and has been
adopted for use in South Tyrol, Germany, and the Czech Re-
public. The second finding showed that sex education is not
a question of knowledge, but rather a communication prob-
lem. This information was incorporated into Love Talks. A
moderator, who comes from outside the school, works to
bring parents, teachers, and students together at one table to
discuss pertinent topics. In addition, a sex education pro-
gram for the school (workshops, field trips, etc.) is planned
for different levels and classes. How this is concretely car-
ried out depends on the individual interests of the school.
The cost of the moderator is covered by the Ministry for
Education, and therefore, the model can be offered to the
schools at no additional cost.

Meanwhile, time and again, there are discussions about
including sex education as a regular school subject in the
curriculum. Up to the present, however, sex education as an
educational means to support the capability of entering and
experiencing relationships in all of their complexity is only
available through Love Talks.

Sex education is not necessarily keeping pace with the
personal experiences of youth. Although sex education in
schools has been established as an educational principle for
more than two generations, only half of the young people
are actually given sex education in schools. At home the sit-
uation is the same. In a large-scale study about the sexuality
of youth in 1994, 1,108 young people between the ages of
15 and 18 were questioned. The responses were: 94% of all
young people had been in love once—on average, at 12.9
years old the first time, with 14 years old most often re-
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ported as the age. By age 14, 91% had had a date, and 89%
had already “put their first kiss behind them” (with the aver-
age age for their first kiss at about 13). For male students,
the percentages were clearly lower.

Young people reported their first romantic friendships, on
average, at the age of 14, when 72% of the 1,108 students
sampled had already had a steady partner. On average, at age
15, the first petting took place for 62% of those surveyed.
The least experienced with petting were male students who
lived in the country, 44%; the most experienced were female
apprentices living in the cities, 91%. Forty-three percent of
the young people reported that they already had had their
first heterosexual experiences other than petting at age 15.
The highest percentage was among male apprentices in cit-
ies, where 85% reported having had their first heterosexual
[oral sex] experience, clearly above the average. The average
young person was 15.5 years old the “first time,” with the
first sexual intercourse taking place at the age of 16: girls
33% and boys 36%. Among the girls, 4% were less than 13
years old; 3% of the boys were under age 13. In the 14-to-15
age group, more girls have had sexual intercourse than boys.

The sexually experienced young people reported having
had sexual intercourse a number of times. The most fre-
quent sexual intercourse took place with a steady partner
(40%); and 39% reported that they had had two or three
partners. Only 4.5% of the girls and 11% of the boys had
had sexual experience with more than five partners. At the
time of the study, 72% had a steady boy- or girlfriend. The
average duration of a friendship for young people was 11
months; the response most often given was 60 days.

Kissing and cuddling are the sexual activities most often
indulged in, reported by 98.5%. Eighty-five percent re-
ported “petting” and 66% sexual intercourse. Their emo-
tional level and sense of sexual faithfulness play an impor-
tant role for young people. Only 6% reported that they had
been “unfaithful” to their partners.

A lasting relationship is an ideal for 79% of young peo-
ple. Almost two thirds emphasized the wish to marry, and
three fourths expressed the desire to have children. There
was no significant difference between boys and girls. The
figures from the study coincide with information from
counseling and work with young people, where the expec-
tation of traditional values, such as partnership, faithful-
ness, family, and so on, are clearly articulated.

C. Adults

The legal regulations on the protection of minors gener-
ally set the “age of consent” at 14 years for consensual sex-
ual relationships. This applies to both heterosexual and les-
bian relationships. For male homosexual relationships, the
age of consent is 18. Sexual relationships between adults
and minors over 15, with the exception of gay male relation-
ships, are legally permitted, as long as force or coercion is
not used, and there is no exploitation of a dependent rela-
tonship.

About 18% of the adult Austrians between the ages of 17
and 70 live as “singles.” The trend towards living alone is
quickly rising. In 1993, about 900,000 people lived on their
own; two years later, the figure was 1.2 million, an increase
of 33%..

“Typical” singles are women over 50 years of age.
Twenty-five percent of this age group lives alone, although
whether they are divorced, widowed, or simply without
partners is not known. Other singles include young men—
38% of all those under the age of 30—as well as young
women in school, about 40%, and farmers, 20%. Females in
colleges and universities are more likely to live alone than
their non-academic peers.

The incidence of sexual intercourse among singles is
low. More than half have no sexual partner, and only one in
ten have intercourse once a week (Langbein & Fritsch
1991). Only 5% live as “swinging singles,” i.e., have sev-
eral sex partners at the same time. Of these, 42% want a
steady relationship.

Another trend is a steady relationship without a common
household, currently about 16%. A third of the young cou-
ples under the age of 30, and practically half of all divorced
persons, have such relationships. Of those, 68% said that
they have sexual intercourse at least once a week. Only 6%
do without sexual activities completely. Of those couples
who live separately, two thirds stated that they had happy
and intensive love relationships, whereas of those pairs liv-
ing together, only 56% expressed this view. Altogether, sex
is more important to those who do not live together than it is
to those who do live together. Nineteen percent had the
opinion that sex was the strongest bond to their partners,
and 59% are satisfied with their sex lives. Of those who live
together, 8% felt that sex was the strongest bond, and 49%
are satisfied with their sex lives.

About one third of all Austrian women between the ages
of 16 and 70 live in a common household with their part-
ners. The reference to the age limit of 70 is important, be-
cause in the study cited here, people over 70 were not in-
cluded. If they are added to the figures, then the number of
single households rises, and the number of pairs sharing a
household becomes smaller. Higher life expectancy and
lower birthrates lead to a constantly rising proportion of sin-
gle older women. Senger and Hoffmann (1993) point out in
their study that 22% live alone, 22% live in a partnership
without children, and 56% live in a traditional family with
children. The trend points clearly to families with one child.

Every third marriage does not last. In large cities, every
second marriage ends in divorce. In the country, where tra-
ditional values and social controls have a stronger influ-
ence, the rate of divorce is clearly lower.

The average number of acts of sexual intercourse among
adult Austrians is 2.4 times a week. The modal value is,
however, once a week (21.1%). Twenty percent have inter-
course up to twice a week, and just as high is the share of
those who have intercourse less than once a month or never.
This tendency is sinking. In 1980, only 11% of those asked
answered that they had less sexual intercourse than once a
month or never, and at least 63% responded with at least
once a week, and in 1991 it was only 53%. Men are some-
what more active than women—2.6 times a week for men,
and 2.1 times a week for women. This indicates that women
are “more faithful” than men.

As varying as the survey data is for “faithfulness,” the
proportion has stayed the same. For every unfaithful woman
there are two unfaithful men (12% to 20.7% in contrast to
29% to 40.1%, respectively). Compared to these figures,
nine out of ten Austrians responded that faithfulness in a rela-
tionship is especially important.

The satisfaction with the extent and quality of one’s sex
life is relatively high. Sixty-seven percent (men 63%,
women 71%) indicated that they did not wish for more sex.
Only 16% (24% men, 8% women) were not satisfied. The
sexually most active is the group of 30- to 49-year-olds (at
least once a week—60%), and satisfaction is here some-
what higher than the average (men 65%; women 8%). The
majority of Austrians are satisfied with the length of inter-
course: 28% said that the average sexual act lasted more
than half an hour, and around half spend ten to 30 minutes.
There is a significant difference between housewives and
working women: 70% of the housewives are content with
their sexual lives, as opposed to 53% of working women.
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That women are, in general, more sexually contented than
men is certainly linked with the still prevailing Catholic
image of the woman who is to remain passive and take the
place to which she is directed. The growing employment
of women appears to allow a slow but certain emancipa-
tion process to develop.

For unconventional sexual practices, there are no legal
restrictions, as long as they are carried out with mutual con-
sent and injuries do not result. There are practically no sta-
tistics about the societal acceptance of fetishes, sadomas-
ochism, or other unconventional sex games. What pleases
both is permitted, as long as this is not spoken about too
publicly. Advertisements are permitted.

About 60% of Austrians practice oral sex (men 70%;
women 52%). Heterosexual anal intercourse is acknowl-
edged as a possibility by about one third (40% of the men,
but less than 20% of the women).

The wish for group sex is felt by a third of Austrians.
Around 1,000 persons actually look for appropriate saunas
and clubs so that they can practice group sex and partner ex-
change, and this is done by, above all, the educated, inde-
pendently employed, and freelancers. Interest is highest
among young men between the ages of 16 and 29. Seven
percent of the men enjoy this, but only 1% of the women.

The sexuality of the aging is an area that has undergone
very little research, because the issue is largely suppressed
in public. “Love,” as the most important element in a rela-
tionship with a partner, is mentioned by only one quarter of
the women and one third of the men, and only 4% mention
sexuality as the element that binds one partner to the other.
That does not mean that sexuality no longer plays a role:
45% of the men and 21% of the women between the ages of
50 and 60 stated that they had sexual intercourse at least
once a week. International studies reveal regular sexual
contact also by those who are over 70. In Austria, there are
no figures available. Observations and experience working
with aging people show, however, that sexuality in old age
is not passé, only the quality changes. As with young peo-
ple, manual practices have an important place, although
they are often discriminated against as “senile disinhibi-
tion.” A serious consideration of sex in old age has only be-
gun, and this, slowly. Those studying this question are
usually people who work in health professions.

Similarly not discussed is the sexuality of handicapped
persons. The legal regulations of protection against en-
croachment, abuse, and exploitation of dependency are also
supposed to apply to the mentally handicapped. Within
these regulations is the controversy about the sterilization
of mentally handicapped persons. Until 1974, compulsory
sterilization was carried out on mentally handicapped per-
sons. The basis for this was the Reichsiiberleitungsgesetze
of the National Socialist legal system. Such regulations did
not exist in the Austrian penal code before 1938. Still today,
the sterilization of mentally handicapped persons can be
carried out against the will of the affected person, if the par-
ents or the guardian and the responsible court give their per-
missions for the operation. The question does arise whether
or not a mentally retarded individual has the possibility to
understand the operation. According to reliable reports, this
permission is given less and less in recent years, partly
because of strong protests from human rights activists.

Until recently, the sexual needs and rights of handi-
capped persons are often ignored or denied in public discus-
sion. Now at least, thanks to the initiative of the handi-
capped themselves and organizations for the handicapped,
a serious discussion has begun, albeit slowly. One of the
major reasons, and goals, of the discussion is so that institu-
tions, such as homes or nursing hospitals, can create the

necessary basic conditions that permit and safeguard inti-
macy, as well as allow physical contact between those who
live and work there.

6. Homoerotic, Homosexual, and
Bisexual Behaviors

Data that would allow reliable conclusions about how
many Austrian women and men are homosexual are
scanty, and until now were only available as a “by-prod-
uct” of two empirical studies about the sexual behavior of
Austrians. Langbein and Fritsch reported in 1991 that
200,000 Austrians identified themselves as homosexual or
bisexual, i.e., about 3% according to a representative study
by Weiss and Perner in 1991 for Institut fiir Empirische
Sozialforschung. In a study done by Senger and Hoffmann
(1993) based on a questionnaire distributed by the popular
newspaper, Neue Kronenzeitung, 6.2% of the men and
9.6% of the women who answered declared themselves
homosexual. Seven percent of the women responded as bi-
sexual. [Comment 2000: It was not clear from the newspa-
per report whether the 7% of the women who responded as
bisexual were part of the 9.6% or in addition to it. (End of
comment by R. T. Francoeur)] However, the author as-
sumes that the differences between these Austrian data and
data from other countries are not significant.

Studies concerning how many young people have homo-
sexual experiences during adolescence, or about a “coming-
out” phase do not exist. The comparison of data from other
countries with testimony from those affected lead to the con-
clusion that the coming out of homosexual Austrians does
not differ from other white Europeans or North Americans:
Most of them define themselves as definitely homosexual by
the ages of 19 to 21. The length of time for the coming out of
girls is increasingly similar to that of boys. The differences
between city dwellers and those who live in the country play
a large role for both sexes. Comparatively, however, few
young Austrians are without prejudices. And few have ac-
cess to positive information about homosexuality. Those
who do have this information are mostly homosexuals and
lesbians, and most of these are in Vienna.

Gay male adolescents seeking to establish personal con-
tact with peer or older homosexuals, or wrestling with the
decision of whether or not to come out face two obstacles.
Gay males over age 19 face the risk of legal charges if they
develop a personal relationship with another gay under age
18. In addition, the societal reaction to AIDS resulting in
negative attitudes toward homosexuals has also made com-
ing out more difficult. In comparison, young women have
an easier time coming out, since the silence about lesbians
and a lesbian way of life has been broken, and consequently
models of behavior have become socially visible.

However, the societal, legal, social, and political situa-
tion is, as mentioned above, typified by numerous discrimi-
nations. Basically, it has been observed and established that
brutal forms of discrimination are employed against male
homosexuals (in the penal code and in working situations),
while lesbians are more likely to encounter silence, ridi-
cule, or put-downs in the popular media and in the health-
care community. Anti-pornography laws are seldom if ever
invoked to restrict portrayals of lesbian sexuality used by
the pornography industry for their erotic appeal to hetero-
sexual men, but erotic videos made by lesbians for lesbians
are very often confiscated and forbidden.

With respect to the legal situation of homosexuality, prior
to the “small reform” of Austrian criminal laws in 1975, sex-
ual acts between members of the same sex were punishable.
This was a tradition that goes back to the Empress Maria
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Theresia in Article 74 of the “Constitutio Criminalis Theresi-
ana” (1768), a criminal code issued for the Habsburg coun-
tries, where the death penalty was permitted. In 1852, Article
129 of the Austrian Penal Code stipulated hard prison sen-
tences between one and five years for “unnatural fornica-
tion” for both sexes. The resistance of Catholic organizations
prevented removing female homosexuality from the realm of
the criminal in 1930.

During the time of the National Socialist occupation, Ar-
ticle 129 still applied and Austrian laws concerning homo-
sexuality remained in effect. From 1938 until 1945, an un-
known number of homosexual Austrians, who were identi-
fied with a pink triangle that they were forced to sew on their
clothing, were sent to concentration camps and murdered.
Lesbians were persecuted as “anti-social” and sent to work
and penal camps. The number of trials involving homosexu-
als of both sexes and the number of those condemned to
prison multiplied. However, basic historiographic research
has not yet been done.

Unlike other groups who have been officially recog-
nized as victims and, as such, have received some indem-
nity and some compensation from the Republic of Austria,
homosexuals have not been compensated, not only because
of the objections of the interest groups of survivors of the
concentration camps, but also because the responsible fed-
eral ministers for social affairs have refused to recognize
homosexuals as political victims.

Until the “small reform” of the criminal code removed
“simple homosexuality” from the criminal code in 1975,
about 13,000 Austrians were convicted of “unnatural forni-
cation” between 1950 and 1971, of which 5% were women.
After 1971, because of special pressure from the Catholic
Church, conservative circles, and government advisors, four
articles discriminatory against homosexuals were introduced
into the Austrian Criminal Code:

 Article 209 states that a sexual relationship between
someone over the age of 19 with someone who is youn-
ger than 18—the “age of consent”™—is a criminal act.
(See Update 2003 at the end of this section.)

e Article 210, which made prostitution between men pun-
ishable and, therefore, forced it into the underground,
was removed in 1989, based on arguments pertaining to
AIDS prevention.

e Article 220 forbids both sexes to advertise fornication
with animals or persons of the same sex.

« Article 221 forbids both sexes to establish associations
with the same goals.

On November 26, 1996, Article 220 forbidding advertising
and Article 221 forbidding the establishment of associa-
tions were eliminated from the criminal code. However, the
age of consent for boys (Article 209) remained in effect. In
Austria, the age of consent for male homosexuals was 18;
for female homosexuals and heterosexuals, however, it was
14 years of age.

Other forms of discrimination can also be found in civil
law, especially in rental laws, vis-a-vis life partnerships of
homosexuals, and even stronger regarding laws regarding
marriage, employment, and social insurance. Central to this
discrimination is the definition of “relatives,” which in-
cludes marriage partners, parents, children, and in certain
instances heterosexual partners. Only those mentioned, for
example, have the right to be party to contracts. In 1998, the
definition of “relationships” was extended to include homo-
sexual partnerships.

Because of its important social and political position and
as aregular advisor in questions of legal reforms, the Catho-
lic Church, with its strong discriminatory policy against

homosexuals, has the possibility to act in far more cases
than in those involving only religious questions. In compar-
ison, the Protestant and Neo-Catholic churches in Austria
play an insignificant political role.

In the fields of medicine, psychiatry, psychology, psy-
chotherapy, and health institutions, there are at least no offi-
cial attempts to force people to be heterosexual. In Vienna,
lesbians and gay men can turn to a few homosexual or un-
prejudiced doctors and psychotherapists.

Although in the pedagogical professions there are no offi-
cial prohibitions against the employment of homosexual ed-
ucators, in practically all occupations unconventional sexual
preferences are kept secret. Individual cases of firing are
known. Information about homosexuality is not made avail-
able in the teacher training. However, in the last few years,
students in Vienna’s Academy for Social Professions have
been permitted to do internships at homosexual associations.

In scientific research, only one study of lesbians and gay
men has been financially supported by the government. At
Austrian universities, the personal initiative of a few dedi-
cated scholars has introduced some lectures on lesbian and
gay studies in the areas of sociology, psychology, and politi-
cal science. Notice was given to self-acknowledged lesbi-
ans at the University of Vienna at the beginning in the early
1990s that lesbian and other homosexual research is not
considered among the mainstream disciplines. Supporters
of this research are always under pressure to scientifically
prove the legitimacy of their studies.

The possibility for an undisguised and self-determined
homosexual way of life depends strongly on geographical
and social conditions. By and large, Austria is a country
with small-town structures, and social and sociosexual con-
trol mechanisms, which have remained intact despite tour-
ism. Hence, homosexuals avoid the cultural difficulties of
living in the country and towns and move to the larger cities,
especially Vienna, where there is a certain protection, on the
one hand, and on the other, better opportunities for contacts.
The question of “How do I tell my parents?” is much more
difficult in rural villages, not only because of the possible
ostracism of the person affected, but also for the family
from which he or she comes.

In the past few years, the trend among homosexual men
to establish permanent relationships has become apparent,
on the one hand, because of the influence of AIDS, but, on
the other hand, because of increasing socialization opportu-
nities. How many lesbians or gays live in partnership is un-
known. How far these structures differ from those in hetero-
sexual partnerships is now (in late 2000) being studied for a
dissertation at the Department of Psychology at the Univer-
sity of Vienna.

Sexual practices made a striking shift in the 1980s be-
cause of AIDS. Austria was the first country in Europe with
a sex education brochure about AIDS. The brochure was
done through an initiative of the gay movement. The social
pressure to use protection in anal and oral intercourse is
very strong, especially in towns where activist groups exist.
According to Senger and Hoffmann, oral intercourse is the
most frequent practice among homosexuals, followed by
anal intercourse. (However, since the study is based on re-
sponses to a questionnaire in a popular newspaper to which
Senger has contributed a popularly written column for
years, the representativeness and lack of bias in the sample
is certainly questionable). There are no researched statistics
on the sexual practices of lesbians. Based on the work of
Shere Hite and the Kinsey Institute, one can assume that in
Austria, as elsewhere in Europe and North America, oral in-
tercourse and digital stimulation are the most frequent
sexual lesbian practices.
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Lesbians and gay men have organized themselves, al-
though rather late, because of rigorous criminal laws as well
as everyday persecution, even though Vienna, at the time of
the First Republic (1918-1934) was one of the European cen-
ters of homosexual subculture and a very differentiated
homosexual movement existed. These early traditions were
completely destroyed by Austrian fascism (1934-1938) and
National Socialism (1938-1945), both in substance, in orga-
nization, and in persons.

The first modern organizations for lesbians grew out of
the autonomous feminist movement in the 1970s. Today, in-
dependent lesbian separatist feminist groups exist in Vienna
as well as in some other provincial capitals. Their members
are usually active in various areas of the independent femi-
nist movement. Gays began to organize themselves only at
the end of the 1970s. The first institution was the Homosexu-
al Initiative (HOSI) Vienna, which is also active in various
international homosexual associations (ILGA—Internation-
al Lesbian and Gay Association, ILIS—the International
Lesbian Information Service, and IGLYO—International
Gay and Lesbian Youth Organization). In Church circles,
Homosexuality and Church, an ecumenical working group,
is significant, as well as the Ecumenical Platform of Homo-
sexual Clergymen (OPSSO). At present, there are a number
of lesbian and gay pressure groups that are also active in in-
ternational homosexual associations. The high point on the
lesbian—gay calendar is the Gay Pride Day at the end of June
that usually includes a demonstration. For lesbians, March 8,
the International Women’s Day is a “must.” In 1984 and
1989, Vienna was the venue for the Annual Conference of
the International Lesbian and Gay Association (ILGA), and
was organized by HOSI, Vienna.

[Update 2003: Each year, a different European city is
chosen to organize the events for “Europride,” a month-long
festival of activities and a parade with participants from all
over Europe. Vienna was the site chosen for 2001. Over
100,000 participants took part in the parade and other events,
bringing gays and lesbians into an even clearer self-confi-
dence. It also marked a major development in the visibility of
the homosexual men and women in Austrian culture.

[Another important development was the repeal of Arti-
cle 209, one of four articles introduced into the Austrian
Criminal Code in the 1970s under strong pressure from reli-
gious conservatives, the Catholic Church, and government
advisors. Article 209 stated that a sexual relationship be-
tween a man over the age of 19 with someone who is youn-
ger than 18—the “age of consent”—is a criminal act. The
age of consent for female partners was already 14. In June
2002, the Federal Constitutional Court declared Article 209
PC unconstitutional. On July 10, Article 209 was repealed
by Parliament; the general age of consent was set at age 14
for both gay and heterosexual relationships, and the law
went into effect one month later. However, at the same time,
new criminal code provisions were enacted:

[Under the provisions of 207b, it is now a criminal of-
fense to engage in sexual activities if the older partner takes
advantage of the immaturity of his partner, or takes advan-
tage of his partner because he is more mature. The penalty for
this is up to a year in jail or a fine. Sexual acts with a boy or
girl under the age of 16 are illegal if the offender takes advan-
tage of his or her situation as a drug addict, an illegal immi-
grant, or homeless. Here, too, the penalty is up to a year in jail
or a fine. Finally, sexual acts are illegal if a remuneration of
any kind is rendered to anyone under the age of 18 years.
Therefore, sexual contact with child prostitutes is punishable
for those who pay. The penalty can be up to three years injail.

[Experts wonder, however, why politicians have not
seen the need for such provisions before. The heterosexual

age of consent in Austria has been 14 since 1803, and for
two centuries, heterosexual youth has been completely un-
protected against such offenses. LGBT activists, therefore,
view the new provisions with great skepticism and will
closely monitor whether they are applied only or mainly
against gays and lesbians.

[Despite the repeal of the old provisions, cases have
been heard in court under the old, discriminatory laws. The
European Court of Human Rights made known, in January
2003, that Austria was being fined for applying the para-
graphs that are no longer legal. The Homosexual Initiative
Vienna, at its General Assembly in 2002, demanded com-
pensation for all those penalized under the old laws. (End of
update by R. A. Perner and L. Kneucker)]

[Update 2003: Austria has an estimated 300,000 to
700,000 Austrian gay and bisexual males, many of whom
are represented by a variety of smaller activist and support
associations organized around special-interest agendas
and purposes. One such subgroup, Austrian Gay Profes-
sionals (AGPRO), was organized in 1998 to represent a
large number of Austrian managers. AGPRO is affiliated
with the European Gay Managers Association (EGMA).
In 2003, membership included more than 1,000 profes-
sional managers. Among the projects sponsored by the
AGPRO with its European partners is a “Diversity Label,”
given as an award to firms that offer a work environment
that is free from discrimination.

[In early 2003, according to a local Viennese newspaper,
the Association sent a formal request to the manager of the
most famous European ball held during Carnival, the Vien-
nese Opera Ball. The formal request was that homosexual
couples, one partner in a white tuxedo, the other in black, be
included in the traditional opening presentation of young
debutantes and their partners. In the article, the president of
AGPRO reported that the woman who is in charge of the
ball turned pale for a few minutes, and then turned down the
request. The AGPRO president added the comment that his
organization is patient—and will ask politely again in the
coming year.

[AGPRO’s request to be part of the Opera Ball may seem
insignificant to those not familiar with Viennese and Euro-
pean social tradition. But in the European context, Vienna’s
Opera Ball is one of “the most important” events of the Car-
nival season. People come from all over the world to at-
tend—diplomats and politicians, the leaders of European so-
cial life. The Ball is featured on prime-time television, with
careful attention to which prominent people are in which box
and with whom. Being part of the opening of the ball is one of
those events many upper-class young people aspire to. If gay
couples were part of the opening, it would draw the world’s
attention to the situation. I’'m not sure that is why AGPRO
wants to have gay couples there. It is more likely a question
of “equal rights.” But either way, it would be a spectacular
change if gay couples were part of the opening. In terms of
social recognition and awareness, for “social persons,” par-
ents who attend balls, whose families aspire to have a daugh-
ter or son “open the ball”—the girls all in white for the formal
opening, and the proclamation “alles Walzer” (“Everyone
waltz, the ball can begin”), it would be revolutionary to have
gay couples be a part of the Opera Ball with all its media cov-
erage. (End of update by L. Kneucker)]

7. Gender Diversity and
Transgender Issues
Estimates put the number of transgendered persons in

Austria between 1,000 and 2,000, but the figure might be
closer to 5,000.
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Austria at present has no laws dealing with transsexuality.
In 1983, the Federal Ministry of Internal Affairs ascertained
that there were too few cases for such laws. Nevertheless, the
Federal Ministry for Work, Health, and Social Matters has
published recommendations for the treatment of transsexu-
als. Before medical treatment, there must be an ongoing psy-
chotherapeutic accompaniment that lasts at least one year,
i.e., a minimum of 50 hours. After the psychotherapeutic
findings have been established, hormone treatment and the
so-called “everyday test” can be carried out.

When transsexuality is established, a doctor’s verifica-
tion can be demanded, in which the diagnostic assignment
to the opposite sex, as well as the correlation between the
treatment and the outward appearance is presented, with the
maximum validity of two years. The high costs for the treat-
ment are only partly covered by public health insurance.

In Austria, relatively few doctors perform sex change
operations (in Vienna, Salzburg, and Innsbruck) and they
are considered comparatively less experienced than their
foreign colleagues.

After the operation, it is possible to change the first
name in the personal status in all documents, although the
authorities may show resistance. Before, transsexuals could
only choose a gender-neutral name. In this connection, the
transgender movement advocates not having the gender re-
corded in the birth registry as well as all other documents.
The position expressed in the movement is that many opera-
tions would be superfluous if society did not demand a
strictly known identification with one of the two sexes.

Marriages of those who have undergone an operation are
considered dissolved with the change of sex. Here, appar-
ently, in the course of the acceptance of such marriages lies
the fear that, as a consequence, homosexual marriages may
no longer be forbidden. There is official pressure for divorce.
Government officials can also make contact with the per-
son’s own children difficult. As for employers, the pressure
for agreed-upon severance is the normal practice. Many
transsexual (transgendered) persons do not find new em-
ployment after they have changed their names and legal sta-
tus. Prostitution is sometimes their only means of supporting
themselves.

In June 1995, a four-day international human rights tri-
bunal took place in Vienna that dealt with the discrimina-
tion against lesbians, gays, and transgendered persons. The
indictment ascertained that lesbians, gays, and transsexual
persons are discriminated against in various ways and that
there is in no way legal protection. Accordingly, the govern-
ment and Parliament were asked to initiate activities to
counteract the situation. In February 1999, the first Austrian
interdisciplinary symposium on transsexuality was held. As
of early 2000, there were two self-help groups for trans-
gendered persons, both in Vienna.

8. Significant Unconventional
Sexual Behaviors

A. Coercive Sex

Child Sexual Abuse, Incest, and Pedophilia

[Update 2003: In 1992, as the scandal of clergy sexual
abuse and pedophilia spread around the world, from Canada
to Australia, South Africa to Hong Kong, and across Europe
from Ireland to Pope John Paul II’s native Poland, Vienna’s
Cardinal Hans Hermann Groer, Austria’s ranking Catholic
clergyman, was accused of repeatedly sexually molesting
young boys, priests, and monks, creating a state of “spiritual
dependency” among the young clergy, in which the cardinal
demanded sexual favors in return for advancement in the
Church’s hierarchy. For three years, the Austrian Church’s

governing body refused to investigate the case and, at the
same time, defamed the accusing victims in the media, mak-
ing it clear that a fundamental taboo had been touched upon.
Finally, in 1995, as the Pope prepared to visit predominantly
Catholic Austria, Vatican investigators confirmed that the
cardinal had taken advantage of his position as father-confes-
sor to intimidate young boys and clergy. The Pope then re-
quested, received, and accepted the cardinal’s resignation.
The cardinal retired to a monastery.

[Ten years after the scandal broke, the Austrian Bishops
Conference still had not issued general guidelines for deal-
ing with the problem, preferring instead to allow each of
Austria’s nine dioceses to set up their own ombudsman,
who is responsible for seeing to it that the problem is taken
seriously, the dangers eliminated, and the victims are aided.
As of early 2003, five dioceses had taken this action. Some
Church functionaries have been removed from their posts.
In Linz, basic principles have been formulated; in Vienna,
such actions are being considered. Vienna’s ombudsman,
who is also the student chaplain for thousands of university
students, but has no authority, has stated that the situation
reflects society’s ills in general. There is, both in Austria
and elsewhere, still not enough consciousness and recogni-
tion of the problems, sufficient information, administrative
transparency, and openness, plus too much secrecy and
even cover-up. In Austria and the many other countries
where this scandal has erupted, there is an obvious and ur-
gent need for enactment of clear government and Church
policies to protect the young from abuse. (End of update by
L. Kneucker)]

The Austrian criminal code states that the sexual abuse
of children—defined as sleeping with or fornication with
minors—will be punished with up to ten years in prison.

About 500 cases of sexual abuse a year are reported to
the authorities, but the actual frequency is estimated at from
ten to 25,000. In 1997, 848 cases were reported, involving
231 male and 617 female victims (Federal Ministry of the
Interior, Statistics on Victims 1997). The unusually high
level of unreported cases that do not appear in statistics
(graue Zone) can be understood because the perpetrator is
usually closely associated with the close social circles of
the victim—24% occur within the family, and the probabil-
ity of bringing charges against someone in such a close
relationship diminishes.

Eighty to 90% of the victims are gitls, mostly between the
ages of 6 and 11 years of age. The perpetrators are up to 80%
men from all social levels. According to the Federal Ministry
for Environment, Youth, and Family, every third to fourth
girl and every eighth to ninth boy will be sexually abused.

To fight the sexual abuse of children, literature on the
subject asks for an emancipating education and a change
from gender-specific power structures. To this end, various
institutions and places for maltreated and abused children
have been established, including emergency telephone hot-
lines for children and child protection centers.

Austria has no pedophilia movement in favor of the le-
galization of sex with minors such as exists, for example, in
the United States.

Sexual Violence Against Women

The women’s movement removed the taboo from the
subject of sexual violence against women in the 1970s. It
was pointed out that forced sex has less to do with sexuality
than with power, conditioned by the differences between
the social positions of men and women.

The first “women’s house” in Austria was built in 1978.
In a short time, it was overfilled. Today, in Vienna there are
three such houses, and in the other provinces another 15,
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where women threatened with domestic or marital violence
can seek refuge. In 1982, women set up the first emergency
telephone for raped women and girls. At present, there are
seven emergency telephone services in the larger towns.
These refuges have been initiated for the most part by au-
tonomous women’s groups, and they experience great fi-
nancial difficulties, because there is very little financial
support from government agencies.

Sexual Harassment

The public debate about sexual harassment at the work-
place began in the late 1980s. In a study conducted in 1981,
81% of the women surveyed indicated that once, or more
than once, they had experienced sexual advances by men
against their will at work (Federal Ministry for Work,
Health, and Social Affairs). Those affected are more often
single women, frequently in insecure positions, and rela-
tively often in typical occupations for females, especially
secretaries. The perpetrators are frequently substantially
older than their victims and, over-proportionally, their su-
pervisor or manager (Federal Ministry for Work, Health,
and Social Affairs 1993).

Alaw was enacted in 1993 that not only declared sexual
harassment itself punishable, but also addressed negligence
on the part of the employer in dealing effectively with the
complaint. In the same way, the creation of a hostile and hu-
miliating work environment at the workplace is forbidden.
The person discriminated against has the right to demand
reasonable damages, at least a minimum of ATS 50,000.

Since then, it is possible to start a legal procedure, but all
women who, up to now, have sought legal process, were
forced to leave their jobs while pursuing legal remedy. The
official responsible for equal treatment questions has de-
manded protection against dismissal for victims.

Rape

The crime of rape is treated in the criminal code as “pun-
ishable acts against morals.” On the contrary, it would be
more appropriate, at the present time, not to choose an ab-
stract morality as a basis for protection, but rather the viola-
tion of sexual self-determination, i.e., the sexual integrity of
the person. With the reform of the penal laws in 1989, rape
within marriage or common-law marriage became punish-
able, but only upon application of the woman. In the past, the
woman’s inability to resist determined possible conviction as
well as the extent of punishment. Today, the extent of the vio-
lence by the aggressor is decisive. Punishment for graver
cases of rape is between one and ten years, for less violent as-
saults between six months and five years. The provisions of
the law are formulated in gender-neutral language; men as
rape victims are acknowledged. Still needed are improved
counseling and support for women by the police and courts,
help during the investigations, as well as increased claims for
damages and psychological injuries suffered.

In connection with rape, old prejudices are still com-
monly held, such as the overpowering sexual drive of men
or the alleged yearning of women for brutal sexual inter-
course. The guilt is often assigned to the woman or shared
guilt is assumed, as she is accused of having sexually pro-
voked the perpetrator. Because she agreed to a meeting, the
American notion of “date rape” is played down even in le-
gal proceedings, since the woman’s agreement is assumed.
Rape within marriage is still represented by the notion that
the husband has sexual control over his wife. It is therefore
not surprising that affected women, whether out of a sense
of resignation or shame, seldom report marital rapes.

According to police statistics, 507 rapes were known in
1997, of which 35 took place within marriages. Trials often

end in acquittals. In 1990, one third of the accused were
found “not guilty.”

B. Prostitution

Provincial governments regulate prostitution in Austria
and only one of the nine states outlaws it. Pimping is forbid-
den and punishable, but it obviously exists. Until 1989,
male prostitution was a criminal offense. Prohibition was
lifted especially in the interest of AIDS prevention. Offi-
cially recognized prostitutes are registered with the police,
and must undergo examinations for sexually transmitted ill-
nesses once a week. Since 1984, prostitutes must pay in-
come tax. However, tax estimates are often too high and ar-
bitrary to be paid, forcing many prostitutes into the under-
ground. Although prostitution was put on an equal footing
with other occupations, social and pension rights are not in-
cluded. Prostitutes can voluntarily pay for health insurance,
but have no rights to a pension or to the same protection as
pregnant women—they fall through the loopholes of the
social system.

There are hardly any studies concerning prostitution and
the social situation of prostitutes. According to the Health
Office of the City of Vienna, there are 630 female and 5
male prostitutes officially registered. Illegal prostitution is
many times higher; many women who are registered as bar-
tenders and hostesses work as prostitutes. In Vienna, about
5,000 prostitutes work each day. There are no figures for the
whole of Austria.

The appearance of AIDS and the opening of Eastern Eu-
ropean borders had a far-reaching influence on prostitution.
HIV tests are required on a regular basis for prostitutes. As a
result of the opening of the borders to the former Eastern
countries (Czech Republic and Slovakia) in 1989, there was
arise in competition, and an increase of ““secret” prostitution.
It is known that international organizations are involved in
the traffic of women. In Austria, many prostitutes come from
Eastern Europe, Brazil, the Dominican Republic, Thailand,
and the Philippines.

C. Pornography and Erotica

Pornography is regulated through a federal law passed
in 1990, “The Federal Act Against Obscene Publications
and for the Protection of Youth Morally Endangered.” Be-
cause this law is considered completely out-of-date in pro-
gressive circles, its total reform was begun in 1992, two
years after its enactment. The reform is still being worked
on in the Federal Ministry of Justice. A new version of the
law has already failed to pass, because of pressure by
conservatives and church groups.

The immediate cause for seeking a reform was a study
initiated by the Federal Ministry of Environmental, Youth,
and Family Issues about the existence and distribution of
video films showing violent acts against children. The goal
was to stop the production and dissemination of such films. A
broad discussion began about whether punishment should be
limited to trade in such videos, or extended to include owner-
ship or possession as well. In addition, punishment was
aimed at the presentation of violence; however, pornography
without violence and presentations of sexual acts between
members of the same sex were to be liberalized. But since no
agreement could be reached with the People’s Party coalition
partner, the Social Democrats, who had been working for this
reform, they could not carry it through. In 1994, punishment
for producing, selling, and possessing child pornography
was written into law.

[Comment 2000: A trichotomy of pornographic material
is widely accepted in Austria, namely soft pornography or
erotica with limited or no explicit sex acts (e.g., Playboy
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magazine and the like), hardcore pornography with explicit
sex acts, and hardcore pornography with legally prohibited
“violent” content. The minimum age for a person buying
soft porn/erotica, a Playboy magazine for instance, is 16
years. The minimum age for buying porn or entering an
adult video store where hardcore pornography is available
for rental or sale is 18 years. Violent content, including bes-
tiality, sexual acts involving minors, and violent sexual acts
is, of course, legally forbidden in Austria.

[Gay pornography is not forbidden in Austria, and al-
most every adult shop has a section featuring gay porn. Fur-
thermore, in recent years a few gay adult stores have opened
in Vienna. (End of comment by M. Vorachek)]

Punishment is limited to those who produce or distrib-
ute obscene texts, pictures, or films or other obscene ob-
jects for profit (Paragraph 1, Pornography Law). Posses-
sion or non-commercial exchanges of violent pornography
is still permitted.

9. Contraception, Abortion, and
Population Planning

A. Contraception

The attitude of the Austrian population to questions of
family planning is influenced by the Catholic sexual dogma,
based on the “Pill Encyclical” (Humanae Vitae) of 1968, in
which contraception and abortion were equally condemned.

Results from surveys show contradictory attitudes. The
belief of most women in the effectiveness of family plan-
ning is confronted by the reality of unwanted pregnancies.
Being relatively well informed about contraception is not
borne out by the use of contraceptives. Thirty-nine percent
of first live births and far more pregnancies were generated
despite the use of contraceptives. Women with higher edu-
cational achievements, fewer religious bonds, and who live
in cities have more faith in the planning of pregnancies. The
higher the job qualifications, the fewer unwanted pregnan-
cies occur. The same is true in cities, as compared to rural
areas. In all of Austria, there are more than 200 publicly
supported family and partnership counseling centers,
whose responsibilities include counseling about pregnancy
and informing clients about birth control methods.

Contraceptive preference and use changed drastically in
the 1970s. After the rapid spread of the use of hormonal
contraceptives, there followed, at the end of the decade,
again a gradual turning away from the pill and turning to the
coil IUD and sterilization, as well as to natural methods of
contraception. The pill, however, remained the most-used
contraceptive, being used by one third of all women at risk
for pregnancy. Seen internationally, Austria is a “pill
stronghold.” Those who use the pill, but are anxious that it
may be detrimental to their health, have two more reasons
for using it anyway: reliability and convenience. Birth con-
trol is still something left to women, although, since the ap-
pearance of AIDS, contraceptives are advertised by public
authorities.

Forty-two percent of all sexually active and fertile
women between the ages of 15 and 44 take the pill. This rate
declines as women get older. Students and religious women
take the pill less often. Women who use no contraceptive
constitute the next largest group, at 18%. Twelve percent use
unreliable contraceptive methods, mainly withdrawal or co-
itus interruptus. In fourth place on the frequency scale is the
condom, followed by the coil IUD, and then spermicides.
The diaphragm is only marginally used.

The choice of contraceptive method depends on the
level of education, the importance of religion, the size of the
hometown, and the age of the woman. In groups with lower

incomes, unreliable methods are often used. The higher the
education, the more the pill is taken and the less coitus inter-
ruptus is employed.

In terms of convenient availability, the pill is made more
difficult, because a doctor must prescribe it, whereas con-
doms are readily available in apothecaries, drugstores, and
in machines in men’s toilets of almost all bars, restaurants,
cafes, clubs, discos, and the like.

B. Teenage (Unmarried) Pregnancies

Among nations for which out-of-wedlock pregnancy
statistics are available, Austria has one of the highest rates
of out-of-wedlock births. Since the 1960s, the number of
illegitimate births has been rising while the rate of children
born to married couples has declined. In 1998, the number
of births was 80,321, of which 23,588 were born out-of-
wedlock. Currently, one quarter of all live births are out-
of-wedlock, double or triple the rates in the neighboring
countries. This appears to be a continuing trend. Within
Austria, however, there are large regional differences,
with the large cities having especially high rates. [Com-
ment 2000: With regard to these regional-level differen-
tials, apart from the urban-rural differential, it is also note-
worthy that some areas within Austria, independently
from the urban-rural differential, consistently experience
high out-of-wedlock birthrates. The most prominent case
for this observation is Carinthia, the southernmost of Aus-
tria’s nine states, which traditionally, for centuries, has had
the highest out-of-wedlock birthrates within Austria. (End
of comment by M. Vorachek)]

Still higher than the rate of illegitimate births altogether
is the rate of out-of-wedlock first-born children. At the end
of'the 1980s, about every third first-born was born to unwed
parents; 60% of all women did not have their first babies
conceived within marriages. From this it follows that in
many regions of Austria, the out-of-wedlock birth of the
first child is the rule, rather than the exception.

Since 1989, single mothers are automatically given
guardianship over their children; prior to 1989, the mother
had to apply for custody.

C. Abortion

In 1787, as a result of the Enlightenment, the death pen-
alty for abortions was removed from the “Josephinisches
Strafgesetzbuch” (Penal Code of Emperor Joseph II), and
replaced with a long prison sentence. This law is the basis
for the current abortion paragraphs, which, with the excep-
tion of the era of National Socialism, was in effect until
1974. Under this law, abortion, in every case, even those
carried out for medical indications, was punishable. Since
1869, according to the Roman Catholic Church, every abor-
tion from the time of fertilization incurs an automatic
penalty of excommunication.

In the 1960s, only a small percentage of abortions were
actually punished by law. It was also clear that only those
persons who were poor where prosecuted. Estimates from
that time assume from 30,000 to 100,000 abortions per year.
In addition to the illegal abortions carried out within Aus-
tria, “abortion tourism” began to countries with more lib-
eral laws, above all, to Great Britain and Holland.

With the votes of the Social Democrats, the abortion ar-
ticles were abolished as part of the amendments of the
Criminal Code in 1975. Instead, time-limited permission
(Fristenlosung) went into effect. According to the law,
which is still binding, abortion is basically punishable, but
will not be punished when the abortion is carried out within
the first three months after implantation (nidation) or after
the fourth month if a medical or eugenic indication is pre-



54 Continuum Complete International Encyclopedia of Sexuality

sented, or the person is still a minor. In order not to be pun-
ishable, the following prerequisites must be met:

e permission of the pregnant person;

« strict adherence to the three-month limit;

* counseling beforehand by a doctor; and

* neither doctors nor other medical personnel can be
forced to participate.

The operation must take place in a public hospital, clinic, or
private practice, normally under anesthesia by aspiration.
The costs are only carried by the national health system if
there is a medical necessity. In Austria, no records of
abortions are kept.

If the pregnant woman is below the age of consent (i.e.,
has not yet completed her 14th year of age), abortions are
not punishable even after the fourth month, but they require
the permission of her legal representatives, usually her par-
ents. There is no unanimous opinion in the legal literature
on this question if the pregnant woman is still a minor and
has not yet completed her 19th year of age.

In recent years the discussion about abortion has again
flamed up. Kindled mainly by the leading members of the
Catholic Church, the discussion ostensibly circles around
the emphasis on the “right to life” based on the European
Convention on Human Rights and Fundamental Freedoms,
1958, and the connected question: When does human life
begin? In addition, the function of required counseling has
become an important issue, because those who demand that
abortion be punished also oppose sex education for the pur-
pose of avoiding unwanted pregnancies. It appears obvious
that opposition to the right of women to self-determination
about their own bodies is the real motivation of those who
oppose abortion. The opposition of these political factions
delayed the government’s efforts to allow distribution of
Mifegyne (RU-486, the abortion pill) in Austria.

As in some other Western industrial nations, Austria has
liberal abortion laws accompanied by a high degree of ta-
booing and insufficient infrastructure to carry out the opera-
tions. Even today, hospitals in the provinces dominated by
the conservative People’s Party refuse to perform abortions.

[Abortion and Embryonic Stem Cell Research
RAOUL KNEUCKER (Update 2003)

[In 2001, a major controversy surfaced in Europe and
North America involving abortion, the definition of person,
cloning, and research on the therapeutic use of embryonic
stem cells. The official Austrian position regarding the use
of human embryonic stem cells in scientific research is neg-
ative, without exception. The constitutional freedom of re-
search would, of course, prevent state interference with bio-
medical research, but funding by state authorities can be
withheld. This policy question became part of the Austrian
political discourse in 2001-2002, as it has become in the
U.S. The debate also erupted in all the other European Un-
ion (EU) member states, when the final decision on the Eu-
ropean research program and grants for health research had
to be made in the Council of Ministers in mid 2002.

[The European research program was adopted with
Austria, Germany, Ireland, and Italy voting “no,” because
they did not support the funding of human embryonic stem
cell research. The motives of these countries were as dif-
ferent as their respective national regulations. In voting to-
gether, however, they formed a “qualitative minority.” In
the voting regime of the EU, a qualitative minority can
block any decision. Austria and all the other member states
of'the EU accepted a clause that, in all research activities,
fundamental ethical principles must be adhered to. Stem
cell research is restricted to research for improving human

health, and to countries where national legislation permits
such research activities. No funds will be given to research
activities aiming at human cloning for reproductive pur-
poses, intending to modify the genetic heritage of humans,
or intending to create human embryos solely for the pur-
pose of research or procurement, including by means of
cell nuclear transfer.

[In later procedures, only Austria and Italy kept to their
rigorous negative positions; but instead of simply applying
the majority rule, the Council decided to ask the European
Commission for a status report on European stem cell re-
search and for a comparative legal study to be completed in
the Autumn of 2003, in all practical terms setting a funding
moratorium (Matthies 2002). The Council made it clear
that: (a) a final decision will be taken by the end 0f2003, but
(b) no member state should be prejudiced by the EU if they
decide to reconsider their positions or rewrite their laws.

[The Austrian position (which is unlikely to change
when a new government is formed during 2003) was de-
clared by the Federal Chancellor and the Federal Minister
of Education, Science, and Culture (the coordinating au-
thority in EU matters of research and technology). The po-
sition is political and ethical in nature. Within the public
discourse in Austria, it is the most rigorous view, congruent
only with the position of the Roman Catholic bishops’ con-
ference in Austria. It deviates from the majority opinion of
the Bioethics Commission of the Federal Chancellor ren-
dered in January 2002 (Gmeiner & Koertner 2002). Legal
regulations in Austria would permit a different position:
National legislation (Fortpflanzungsmedizingesetz) allows
in-vitro fertilization, but bars the creation of supernumer-
ous embryos, and using embryos for research and industrial
purposes. Unused embryos must be destroyed after one
year. Furthermore, Austria has not ratified any of the inter-
national biomedicine conventions (e.g., Council of Europe,
and United Nations). The Bioethics Commission of the
Chancellery recommended ratification of the Council of
Europe Convention on Human Rights and Biomedicine;
however, no steps have yet been taken. As of early 2003, the
Bioethics Commission was debating a recommendation to
add legislation in order to protect human embryos. (End of
update by R. Kneucker)]

D. Populations Programs

By international comparison, Austria is distinguished
by noticeably low birthrates. In the 1980s, Austria had the
third-lowest birthrate in the world after Italy and Germany;
in the 1930s, it was the lowest in the world.

Despite continually pessimistic voices from the press
since the 1970s that speak about a threatening situation,
Austrians have very reserved attitudes towards the inter-
vention of the state. There is no openly declared policy for a
planned population. The influence of the State on reproduc-
tive behavior occurs indirectly, through establishment of fi-
nancial and institutional incentives.

The population policies of the National Socialist dicta-
torship, the goal of which was to eliminate life that was un-
worthy of reproduction and to increase the “German race,”
led to an economic boom and a temporary increase in births,
beginning in 1938. After the war, a family support policy
was developed that provided both tax relief and other social
support. These have been in effect since the 1950s as a per-
manent part of Austrian social policies.

In 1954 and 1955, a Family Support Fund was estab-
lished to effect the distribution of money for family support
as well as to influence pronatalist attitudes. And, indeed,
there was a temporary baby boom at the end of the 1950s
and beginning of the 1960s.
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The decrease of births in the late 1960s and 1970s
brought about a discussion about population-policy mea-
sures, in which the Social Democratic Party and the labor
unions participated, in order to achieve more financial sup-
port for births, and so on. The People’s Party and the Catho-
lic Family Organization wanted to introduce more tax in-
centives for families with children. Altogether, Austria is
one of the countries with the highest rates of family support.

In the 1980s, a program was initiated to combat sterility
among women that included the possibility for artificial in-
semination. The “Medical Reproduction Law” of 1992 per-
mitted in-vitro fertilization (IVF) for heterosexual infertile
couples who lived together. Surrogate motherhood and
ovum donation, however, are forbidden. The first Austrian
test-tube baby was born in 1982. Every year, about 2,000
IVF attempts are made. The success quota is very small,
among other reasons, because the majority of women give
up before the completion of the very burdensome program
required.

10. Sexually Transmitted Diseases
and HIV/AIDS

A. Sexually Transmitted Diseases

Since the 1920s, it has been compulsory to report dis-
eases transmitted through sexual intercourse. The current
law, the AIDS Act of 1986, requires reporting of: syphilis,
gonorrhea, ulcus molle (soft ulcer, soft chancre), lym-
phogranuloma venerum (pudendal ulcer), granuloma in-
guinale (groin ulcer or ulcerating granuloma of the puden-
dum), as well as full-blown cases of AIDS. Registered
prostitutes are also legally required to be examined at reg-
ular intervals (weekly) for venereal diseases. These statis-
tics are maintained by the Health Office of the City of Vi-
enna. The available statistics published in medical jour-
nals are still not reliable, because it can be presumed that
only an estimated 20% of the actual cases are reported to
the health authorities. Nevertheless, it is possible to under-
stand the trend from these figures: Reported cases of syph-
ilis and gonorrhea are diminishing, while non-reportable
diseases, such as chlamydia and Trichomonas infections,
are clearly increasing.

In Vienna, a little under 1,000 cases of syphilis and
gonorrhea were reported in both 1993 and 1994, the last
year for which data has been published. A slight rise in
cases of syphilis can be explained by the registration of
persons from former Yugoslavia, for whom genital scar-
ring was reported but treatment could not be ascertained.
In the Health Office of Vienna, from which about one fifth
of all the figures in Vienna come, a tendency towards a de-
crease in cases of gonorrhea became apparent after the
high point had been reached right after the borders to the
Czech Republic and Slovakia were opened at the begin-
ning of the 1990s.

The treatment of STDs, as well as counseling, takes
place in clinics with the appropriate professional depart-
ments and with established doctors, mainly dermatologists,
and less frequently, urologists and gynecologists. Vienna
has a special outpatient clinic where poor people can re-
ceive counseling, examinations, and treatment at no cost.

Programs in education and prevention practically do not
exist. With the exception of AIDS, sexually transmitted dis-
ease is not a topic spoken about in public. The public cam-
paigns, such as the one carried out by the company that pro-
duces Acyclovir, are the exceptions. The manufacturing
firm advertised its product, and at the same time promoted
the use of condoms as protection against the contagious
contraction of herpes.

B. HIV/AIDS
Government Regulations

As early as 1986, Austria had its own AIDS law, since it
could not be sensibly included either in the laws concerning
epidemics nor venereal diseases. As a result, clear cases of
AIDS, according to the American CDC classification, as
well as cases of death, must reported to the Federal Ministry
for Health; reports include the sex, date of birth, and the ini-
tials of the person, but not his or her name. HIV infections
are not reported, to guarantee the anonymity of persons in-
fected with HIV and to prevent possible discrimination in
schools, at the workplace, and so on.

Commercial sexual activities are forbidden to those in-
fected with HIV, and this is anchored in law. Registered
prostitutes are, in addition, required every three months to
undergo an HIV-antibody test. Also regulated by law is the
right of an HIV-infected person to attend school, as long as
the affected person is able to physically meet the demands.
The same is true, de jure, for the carrying on of other occu-
pations. An HIV infection is a reason for ineligibility for
military service.

While HIV tests are not carried out in the standard pro-
cedure when blood tests are made, the law does not prohibit
testing for HIV without the permission of the person in-
volved. In hospitals, especially in Vienna, mass screenings
were made without the permission of the patients. This
doubtful procedure, which caused vehement discussion,
was made legitimate in a directive issued at the beginning of
the 1990s by the City Council member responsible for such
matters.

Austria’s health insurance regulates that those who are in-
fected with HIV, and people ill with AIDS, may use the na-
tional insurance the same as anyone else. Private insurance
companies, (e.g., organizations offering life insurance, are
increasingly demanding HIV-antibody tests and/or exclud-
ing those with HIV infections and those with AIDS.

Statistics for HIV Infections and AIDS

Since the beginning of the AIDS pandemic in the early
1980s through 1997, the registered (cumulative) numbers
for Austria were:

¢ 7,609 people currently infected with HIV;
* 2,036 people currently living with AIDS; and
¢ 1,243 Austrians who have died of AIDS.

The number of new infections in 1998 was 92 and 18 in
1999. Between January 1 and October 30, 2000, 366 new
HIV-infections were registered. Although these statistics
from the Department of Virology of the University of Vi-
enna Medical School, as of October 30, 2000, and published
December 1, 2000, are highly reliable, the CIA World Fact-
book (1999 estimate) gives the adult prevalence of HIV/
AIDS as 0.23%, with 9,000 Austrians living with HIV/
AIDS and less than 100 deaths attributed to the infection.
Note the difference between 1,243 deaths and less that 100
due to HIV/AIDS. At the same time, the AIDS-Help organi-
zation in Vienna claims that the realistic number is 15,000
to 18,000 infections. [Comment 2000: Based on my experi-
ence at the University of Vienna General Hospital Depart-
ment of Documentation and Research, I believe this esti-
mate from AIDS-Help is exaggerated. Where are these ad-
ditional cumulative 7,000 to 9,000 people? Certainly, they
are not under medical treatment. Sooner or later, these unre-
ported persons infected with HIV or AIDS will die. Then,
because Austria has a very high autopsy rate and, therefore,
one of the most accurate mortality statistics worldwide,
such cases would be detected at least postmortem. But the
autopsy and causes-of-death statistics give no evidence for
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the alleged unreported cases of HIV infections and AIDS
cases (End of comment by M. Voracek)]

Homosexual and bisexual men were the main affected
group, but recently, the number of new infections in this
group has declined steadily. This can most likely be attrib-
uted to a change in behavior, based on the increased infor-
mation available to the public. In the case of intravenous
drug users, the number of new infections is stable. How-
ever, the number of cases of new infections by way of
heterosexual sexual intercourse is rising drastically. In this
trend, women are especially affected.

At the end of May 1999, the number of AIDS illnesses
recorded cumulatively since 1983 was 1,905. Of this num-
ber, 1,198 had already died; 738 were homosexual or bisex-
ual persons, 476 were drug users, 258 became ill through
heterosexual contact, 281 persons became ill for other or
not-known reasons: 74 hemophiliacs, 38 as a result of blood
transfusions, 25 maternal transmission to children, and 15
homosexual or bisexual persons plus IV-drug users. The
overall gender ratio was: men 1,547 (994 died), and women
358 (204 died).

[Update 2002: UNAIDS Epidemiological Assessment:
Testing is mandatory in all blood/plasma organ donors, as
well as for prostitutes. Data on HIV are available through
those screening programs. There is no national register for
HIV cases.

[Several surveys have been conducted among injection
drug users and prisoners. HIV prevalence among injection
drug users increased from 13% in 1986 to 27% in 1990 in
Vienna. In Innsbruck, prevalence reached 44% in the time
period of 1985-1990. Prevalence in prisons is estimated
around 0.5% to 1.3%, 5 times higher than in the general
population. UAT is not legal in Austria. Incidence of syphi-
lis has decreased in the late 1980s to reach a stable level of 1
to 2.9 cases per 100,000.

[The estimated number of adults and children living
with HIV/AIDS on January 1, 2002, were:

Adults ages 15-49: 9,900 (rate: 0.2%)
Women ages 15-49: 2,200
Children ages 0-15: <100

[Less than 100 adults and children are estimated to have
died of AIDS during 2001.

[No estimate is available for the number of Austrian chil-
dren who had lost one or both parents to AIDS and were un-
derage 15 at the end 0of2001. (End of update by the Editors)]

Treatment and Research

HIV tests can be administered in hospitals, clinics, and
numerous doctors’ offices. Anonymous and free-of-charge
tests can only be given at privately supported AIDS-help or-
ganizations. Treatment is possible at all university clinics
and some larger hospitals. In Vienna, two wards for AIDS
patients were set up, where stationary as well as day-care
medical attention is possible. Extramural care causes per-
sonnel and financial problems and is largely limited to pri-
vate nursing activities. However, people ill with AIDS can
have the same social services, help at home, home food de-
livery, and so on, as others who are either ill or need care.

Since Austria has a very strict drug law, the treatment of
AIDS is limited to traditional orthodox medicine and prov-
en methods. The medical profession is generally skeptical
about alternative ways of treatment; they are not financially
supported and are exclusively available only through pri-
vate initiative and payments.

In research, Immuno, a pharmaceutical company with
laboratories in Austria, leads worldwide in the development
of vaccines. The use of gene technology is followed by the
public with skepticism. Militants active in animal protec-

tion are leading a vehement discussion about the experi-
mentation with animals.

Prevention

Despite legal requirements, there is no national policy
regarding AIDS in Austria.

Homosexual and bisexual men were those most affected
by AIDS at the beginning of the 1980s. Information and ex-
planations were offered first by lesbian and gay organiza-
tions exclusively. In 1985, HOSI Vienna (Homosexual Ini-
tiative Vienna) played a decisive role in the founding of the
Austrian AIDS Help organization, a private organization, but
financed with help from the Federal Ministry for Health. In-
formation, availability of tests, and the support of social
workers lay mainly in the hands of this nongovernmental or-
ganization. In 1991, the Austria-wide organization was split
into several regional AIDS Help organizations that are subsi-
dized by the government.

In recent years, a number of other nongovernmental or-
ganizations have been established: the “Buddy” associa-
tion, the Names Project, and other groups providing infor-
mation. These groups have taken on different tasks, espe-
cially in prevention, education, and support services, but
receive absolutely no governmental or public subsidy.

Information and educational campaigns are only offered
sporadically by the health authorities. HIV/AIDS as a theme
appears about every two years for a few weeks on billboards
and in TV-spot announcements. Such campaigns are usually
directed to the whole population (“AIDS Affects Us All”) or
to young people. Only in recent years has it been possible to
talk about condoms publicly. Certain areas, for example, the
theme of lesbians and AIDS, do not even appear in public
discussions. Recommendations do exist that an educational
campaign regarding information about AIDS be held at
schools, but the means to carry out this campaign either do
not exist, or the funding is inadequate.

With respect to behavior among young people, although
less than 10% of sexually active girls and boys see a real
danger of HIV infection, 28%—in rural areas as high as
40% —thought about AIDS at the time of their first sexual
intercourse. For 31% of the young people, AIDS is a subject
that they have never thought about; 13% are very con-
cerned, and 39% reported that they never restricted their
sexual lives because of AIDS; but, after all, more than half
used a condom most of the time.

The amount of information known to homosexuals is es-
pecially high. In one study, 74% of the gays interviewed
said that they had changed their sexual habits when AIDS
appeared. Forty-one percent reduced the number of part-
ners they had; 87% practiced “safer sex” from then on; 74%
used condoms; 64% avoided ejaculation in the mouth of
their partners; 22% gave up anal intercourse; 21% said that
they now live in a monogamous partnership, and 36% are in
a lasting relationship.

11. Sexual Dysfunctions, Counseling,
and Therapies

Traditionally, in “silent Catholic Austria,” sexual dys-
functions are only treated, if at all, in the offices of urolo-
gists, gynecologists, or in the four specialized sexual coun-
seling centers. [Comment 2000: Andrology is emerging in
Austria, as it is in other European countries, as a medical
specialization dealing with male health and sexual prob-
lems. (End of comment by M. Vorachek))

People who do not “function” sexually, or who suffer
from failure anxieties, usually define themselves as ill.
They are often treated as fools or insulted, and are often ac-
cused of deliberately refusing to have sex. There have been
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cases of men murdering their sexual partners because they
were laughed at or belittled by them.

There are hardly any statistical records on the incidence
of various sexual dysfunctions. In a survey carried out in a
newspaper by Senger and Hoffmann (1993), 5% of the
women identified failure to experience orgasm, 8% had
pain during sexual intercourse, and 15% had cessation of
sexual arousal. Of the men who replied, the researchers
found that 10.4% had erection disorders, 27.3% had prema-
ture ejaculation, and 4.7% stated that they did not achieve
erection. The investigators ascertained that 36.2% of the
men, but only 22.3% of the women who responded, said
they had problems with sex.

In June 1991, a study was made by an institute that car-
ries out empirical research (IFES, Institut fiir Empirische
Sozialforschung) of various areas of sexuality. Altogether,
1,667 persons (800 men, 867 women) between the ages of
16 and 69 were surveyed. Of these, 591 (35%) answered
that religion was of great importance to them, and 276
(17%) found absolutely no influence from religion. In re-
sponse to the question of whether or not discussions about
sexuality had taken place at home, 913 (55%) said “no,”
427 (26%) said “yes,” and 84 (5%) answered “yes, often.”
Sixty-seven percent of those asked lived together with their
partners in one household, and 17% lived alone without
partners. Questions about partners received the following
answers: 68% of those who lived in separate households
had sex with their partners at least once a week, compared to
56% of those who lived together; 4% had no sex (6% of
those living together); 19% felt that sex was the strongest
binding element to their partners (8% of those living to-
gether); 29% had already experienced “extramarital” af-
fairs (18% ofthose living together); 78% were able to talk to
their partners about sexual problems (69% of those living
together); and 59% were very satisfied with the sex in their
partnership (49% of those living together).

Since sexual dysfunctions are still primarily looked at as
organic illnesses, patients go to their family doctors or spe-
cialists and are usually sent, only if the doctors are younger
and informed, to specialized counseling centers, i.e., psy-
chologists or therapists, after unsuccessful treatment with
orthodox medicine. Full payment by the public health plan
is only made, however, if the therapist is a doctor; if not,
partial subsidy is available. In cases where clinical psychol-
ogists have contracts with the public health insurance au-
thorities, the psychological diagnosis is financially cov-
ered.

[Comment 2000: The Vienna General Hospital, where the
Medical Faculty of the University of Vienna is located, is the
largest hospital facility in Middle Europe, with 40-some de-
partments, institutes, and divisions, including psychoanaly-
sis and psychotherapy. Sexual research, counseling, and
treatment occur in these divisions even though there is not a
distinct sex clinic as such. (End of comment by M. Vorachek))

12. Sex Research and Advanced
Professional Education

A. Graduate Programs and
Sexological Research

Only one working group exists in all of Austria for re-
productive biology and sexual medicine, and that is located
in the Department of Medical Biology and Human Genetics
at the University of Innsbruck. There is no university chair
(professorship) for sexology, sexual psychology, or sex ed-
ucation in Austria. The only postgraduate training for phy-
sicians is offered at the Vienna International Academy for
Holistic Medicine (Wiener Internationale Akademie fiir

Ganzheitsmedizin), with educational programs in sexual
pedagogy, counseling, and therapy.

Continuing education in various sexual therapy aspects
are offered by some psychotherapeutic organizations. For
this, the Austrian Professional Association of Psychothera-
pists has set up its own working group

Because there is no university professorship in sexology,
there is no openly declared research on questions of sexual-
ity. But, indeed, in the context of psychological, sociological,
and medical institutes, sexual themes are researched. In addi-
tion, research on sexual topics is carried out in some of the
128 state-sponsored and non-university research institutes
and facilities. Until now, individual research projects have
been generously supported by certain government minis-
tries, above all, the Federal Ministry for Women’s Affairs,
Family, and for Education.

The Austrian Society for Research in Sexology (Oster-
reichische Gesellschaft fiir Sexualforschung, OGS, (Post-
fach 23, A-1013 Wien, Austria), founded in 1979 in Vienna,
has been especially active since 1996, and wrote into its
statutes the responsibility for the compilation and dissemi-
nation of research findings. The organization also reviews
relevant drafts of laws and is politically active.

Up to now, private research work in sexology has been
financed by daily or weekly publications. Sexual research-
ers have financed their studies partly through grants from
the pharmaceutical industry, their own resources, and partly
from their sponsoring media.

Since 1991, the main author of this chapter and chairper-
son of the Austrian Society for Research in Sexology, Dr.
Rotraud A. Perner, has been conducting a three-year train-
ing program in sexual counseling and sexual pedagogy at
the Vienna Academy for Holistic Medicine. This advanced
education program has also been offered since 1999 at the
Association for Prophylactic Health Work in Linz. The
Austrian Institute for Family Research (Osterreichisches
Institut fiir Familienforschung, OIF) trains moderators for
Love Talks that are given in the elementary and secondary
schools. Within the framework of the Austrian Professional
Association of Psychotherapists, continuing educational
courses are offered for some branches of sexual phenom-
ena, for example, sexual abuse of children and sexual
dysfunctions.

B. Sexological Organization and Publications

Sexus, the quarterly magazine of the Austrian Society
for Research in Sexology (Osterreichische Gesellschaft fiir
Sexualforschung, OGS), was first published in 1989, and
began to appear with regularity in 1996.

The main sexological organizations in Austria are:

Austrian Planned Parenthood Society (Osterreichisches
Gesellschaft fiir Familienplanung, OGF), Bastiengasse 36-
38, A-1180 Vienna, Austria.

Austrian Society for Research in Sexology (Oster-
reichische Gesellschaft fiir Sexualforschung, OGS), Post-
fach 23, A-1013 Vienna, Austria.

Austrian Institute for Family Research (Osterreichisches
Institut fiir Familienforschung, OIF), Gonzagagasse 19, A-
1010 Vienna, Austria.

13. Important Ethnic and
Religious Minorities

In Austria, Croatians, Slovenes, Sinti, and Roma (“Gyp-
sies”) are considered minority groups. The majority of the
guest workers, those who came to Austria for jobs, the sec-
ond generation of whom live here, are citizens of former Yu-
goslavia and Turkey. Those who work without permits are
mostly from Eastern Europe. Africans and African-Ameri-
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cans are mostly students or United Nations employees. The
largest non-Christian religious group is Islamic. Data about
the sexual attitudes and behavior of these ethnic groups have
not been gathered.

However, it is known that family members in the second
generation of Muslim guest workers live in a cultural con-
flict that affects girls more than boys, although the funda-
mentalist movement has not been noticed in public until re-
cently. The sexuality of girls is more intensely controlled
than that of boys in Islamic families that defend themselves
against assimilation. A double moral standard is evident.
Female virginity plays a large role and homosexuality is a
great taboo. According to social workers, the reconstruction
ofthe hymen is carried out in operations in Viennese hospi-
tals. Whether, and how often, female circumcision is car-
ried out cannot be determined.

[Comment 2000: The Department of Gynecology and
Obstetrics at the Vienna General Hospital/Medical Faculty,
University of Vienna, has all patient information forms, in-
cluding information on sexuality, family planning, birth
control, AIDS, and homosexuality, in German, Turkish, and
Serbo-Croatian. Most likely, other hospital facilities and
counseling centers have similar patient information materi-
als. (End of comment by M. Vorachek)]

Conclusion

As the new millennium begins in Austria, several trends
become clear. Religious and cultural minorities who have
settled here lose their specific identities as the children are
integrated into general Austrian cultural traditions, but par-
ents within these minorities try to enforce their sexual
norms as long as their influence is possible.

Sexual violence in the home is receiving more and more
attention and is increasingly discussed in public. The activi-
ties connected to the Internet and child pornography do not
go unnoticed here, and both the private associations of the
Internet providers in Austria and the Federal Ministry of the
Interior have provided “hotlines” so that people can report
what they find or receive. Organizations have set up emer-
gency telephone numbers for battered women and children
subject to abuse, as well as for young people who have
questions about sex or fear that they are pregnant. The first
seminar to train professionals in crisis intervention for chil-
dren, especially in cases of sexual abuse, was held on the
campus of the University of Vienna in the summer of 1999,
set up by a private association that works to combat abuse,
and financially supported by the European Union. Even
though basic sexual “morals” have not changed, the public
is better informed, and much work is being done to give
women and victims empowerment and the feeling of confi-
dence so that they can speak up about problems that were,
not so long ago, kept secret as if they did not exist.
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Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics

The State of Bahrain is an archipelago of some 33 is-
lands, totaling 268 square miles (694 km?), located in the
middle of the southern shore of the Arabian Gulf, almost
halfway between Shatt Al-Arab in the north and Muscat to
the south. The islands lie approximately 20 miles (32 km)
from the eastern province of Saudi Arabia and 2 to 18 miles
(3 t0 29 km) from Qatar. Bahrain’s neighbors are Saudi Ara-
bia on the west and Qatar on the east. Bahrain has been
joined by a causeway to Saudi Arabia since late 1986. This
causeway has had a profound effect, and has greatly influ-
enced certain aspects of Bahrain society. Bahrain Island, the
largest in the group, is the location of the current capital city,
Manama. It is approximately 30 miles (48 km) long and 10
miles (16 km) wide and is linked by causeways to the is-
lands of Muharraq on the northeast and Sitra on the east
coast. Outside the capital, the landscape is covered by fer-
tile gardens and palm trees in the northern third, and there is
the desert with the oil and gas reserves in the remainder.
Most of the population lives in the northern portion, while
the central desert area contains the remains of the 100,000
or more tumuli (ancient burial mounds) and a few towns and
villages. The southern third of Bahrain Island is mainly a
noninhabited restricted area. Most of the islands are now
joined by causeways to the main island, except the Hawar
Island group, which lies offshore.

In July 2002, Bahrain had an estimated population of
656,397, including 228,424 non-nationals. (All data are
from The World Factbook 2002 (CIA 2002) unless other-
wise stated.)

Age Distribution and Sex Ratios: 0-14 years: 29.2%
with 1.03 male(s) per female (sex ratio); 50.9% of the Bah-
raini people are under age 20; /5-64 years: 15-64 years:
67.7% with 1.43 male(s) per female; 65 years and over:

*The information in this chapter was gathered by the author and 28
Bahraini and expatriate professional colleagues. The original organiza-
tion and presentation of this material was done by Julanne McCarthy.
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3.1% with 1.03 male(s) per female; Total population sex ra-
tio: 1.29 male(s) per 1 female

Life Expectancy at Birth: Total Population: 73.47
years; male: 71.05 years; female: 75.96 years

Urban/Rural Distribution: 82% to 18%

Ethnic Distribution: Bahraini: 63%; Asian: 19%; other
Arab: 10%; Iranian: 8%

Religious Distribution: Shi’a Muslim: 70%; Sunni Mus-
lim: 30%

Birth Rate: 19.53 births per 1,000 population

Death Rate: 3.95 per 1,000 population

Infant Mortality Rate: 19.18 deaths per 1,000 live
births

Net Migration Rate: 1.09 migrant(s) per 1,000 popula-
tion

Total Fertility Rate: 2.75 children born per woman
(1995 est.)

Population Growth Rate: 1.67%

HIV/AIDS: Adult prevalence: NA; Persons living with
HIV/AIDS: NA; Deaths: NA (For additional details from
www.UNAIDS.org, see end of Section 10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 88.5% (male: 91.6%, female: 84.2%)
(1995 est.); attendance for nine years of compulsory school:
95% (education is free and compulsory from age 6 to 15)

Per Capita Gross Domestic Product (purchasing
power parity): $13,000 (2001 est.); Inflation: 1.5%; Un-
employment: 15% (1998 est.); Living below the poverty
line: NA

B. A Brief Historical Perspective

Bahrain has long been a port of call—for more than 6,000
years—and cuneiform tablets describe in ancient times the
fresh water springs, the dates, and the marketplace in Bah-
rain, which attracted Gulf trading ships to the offshore har-
bor. These ancient travelers were shuttling between Mesopo-
tamia, Bahrain, and the Indus Valley. Archeological finds
have identified Bahrain as “Dilmun, the land of the living,”
mentioned in the Sumerian epic, Gilgamesh. Other archeolo-
gists have suggested that Bahrain was the Garden of Eden.
Traditionally, people were farmers, fishermen, and mer-
chants. There were no Bedouins or semi-Bedouins living in
Bahrain (Taki 1974). Since the late 19th century, the form of
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government has been a traditional monarchy with succession
passed from father to son (unlike other Gulf and Middle East
countries where succession is brother to brother). Between
1861 and 1971, Bahrain was a British protectorate. There
were three social classes in Bahrain until 1932—royalty,
merchants, and farmers (Khuri 1980). The discovery of oil in
1932 led to many changes in traditional customs and initiated
the beginning of a middle class in the society.

Bahrain saw a resurgence in its trading and commercial
sector, and particularly growth in banking, during the 1970s
because of the Lebanese civil war. Many institutions, with
their expatriate workforce, moved to Bahrain, attracted by
its tolerable social environment. There are now expatriates
from over 60 countries living in Bahrain and working in
various government agencies, private businesses, service
institutions, and family homes. There are also tourists from
the Gulf and around the world visiting Bahrain. These cur-
rent commercial activities, and the past contact with traders
and people from different cultures for centuries, has given
Bahrain a unique cultural pattern and a cosmopolitan air.
The latter has not been seen in other Gulf cities, like Dubai,
until recently. The people of Bahrain and their respect for,
and tolerance of, different cultural values makes Bahrain
unique in many ways from its neighbors.

1. Basic Sexological Premises

There is a dearth of documented data regarding the nature
of human sexuality in Bahrain. The data presented here are
based on the few documented studies which are available. A
thorough search was conducted of all the national bibliogra-
phies which have been compiled, government records, and
the local print media, including newspapers, and local and
regional journals in English. No one until recently conducted
research in the realm of human sexuality in Bahrain; how-
ever, studies have been carried out on related areas by anthro-
pologists, economists, doctors, nurses, psychologists, and
social workers. All these data were pulled together, and with
structured interview data, were used to write this basic docu-
ment regarding the status of knowledge on, or related to, hu-
man sexuality in Bahrain according to the outline provided
by the Encyclopedia’s general editor. It is hoped that re-
searchers will be stimulated to study this topic in Bahrain and
to present supplementary data from Arabic sources.

There may be a logical explanation why there is a dearth
of literature regarding human sexuality, as the local culture,
predominantly based on Islam, holds as a core value the
suppression of external manifestations of sexuality in pub-
lic, i.e., one should not present oneself'in a sexually provoc-
ative manner. Believers are extolled not to draw attention to
the body form, therefore the men’s thobe (long, loose shirt-
like garment) and the women’s jellabiya (long, loose dress)
are the preferred clothing style for many, at home and at
work (unless there are uniform or safety restrictions). How-
ever, expatriates of all nationalities comment on the sheer-
ness of some of the men’s’ summer white thobes and how a
person’s underwear is sometimes visible, which appears in
contradiction to the stated norm. Personal preference in
dressis allowed, so expatriates and Bahrainis are seen wear-
ing a variety of clothing styles. Suppression of sexuality is
also seen in the practice of women covering their hair par-
tially (Muhtashima) or fully (Muhajiba), and even their
face partially (Burga) or fully (Mutanaqiba). The practice
of veiling in public has increased during the last ten years
and can be seen among young as well as elderly women.
Use of makeup, nail polish, and perfumes intending to draw
attention are discouraged in public. Modesty in dress ex-
tends into the home. If a woman has chosen to veil, then

even in the home she must veil in the presence of unrelated
male relatives, but not in the presence of women, children,
or her immediate male relatives. Covering of the body is
also observed among siblings where even sisters, according
to the Koran, are not to be uncovered among themselves.
Among married couples, dress expectations vary and can
cause some dissension. Some men state that in their own
home they would like to wear shorts when it is hot, but their
wives do not approve. The Koran’s injunction is that for the
man, the middle area from the waist to the knees not be na-
ked. It is acceptable for men engaged in athletics to wear
shorts, and for fisherman or men in certain other occupa-
tions. There is an ingrained belief in some communities,
however, that older males can lose their dignity and respect
if they run or jog “half naked” in the streets or public parks
(Fakhro 1991, 48).

Unrelated males and females are not to touch. The strict
conservative definition is that touching is a sin. Great effort
is made by everyone not to touch accidentally. As a local
sign of respect and to purify oneself, people may spit to the
side first before potential contact. This is a local custom and
not dictated in Islam. Then, in case of an accidental contact,
e.g., while handing over change, the person is considered
clean. Bahraini informants explained this is a traditional
practice, and Catholic nuns reported being the recipients.
Most expatriates have never seen or heard of this practice.

Other traditional social controls practiced include ani-
madversion against eye contact between men and women,
especially strangers. Lack of eye contact by a man to a
woman is a traditional sign of respect. Likewise, a woman
who is unveiled is strongly advised not to smile at strangers
(men outside her own family), and men and women should
keep their eyes down when walking in public. Today, these
practices may or may not be followed in the workplace by
people who see each other frequently, and also depending
on the work situation (e.g., serving the public). However, in
public places, many people follow these injunctions. More
recently, Westernized good manners such as courtesy, po-
liteness, and cordial relations with customers and cowork-
ers have been promoted in the private schools and service-
industry sector. Bahraini business leaders, through the pub-
lic media and through in-house newsletters, are promoting
good manners as being good for business. Total quality
management concepts are being incorporated into the local
businesses and society; however, some resistance is met
because of traditional values, e.g., women should not smile
at an unrelated man.

The general aversion of speaking about sexual matters,
or even the urogenital system, extends to doctor-patient re-
lationships. Patients are reluctant to discuss their genitalia,
and doctors are reluctant to ask about the genitalia, and even
omit these from a physical exam. This has resulted in junior
doctors missing the correct diagnosis, and consultants later
correcting the situation. As a result, there is suspected
underreporting for various diagnoses, €.g., priapism in chil-
dren with sickle cell disease (Al-Dabbous 1991). This same
reluctance has influenced studies regarding menopause in
women that concentrate on osteoporosis and rarely mention
psychosexual symptoms (Sadat-Ali et al. 1993).

A. The Character of Gender Roles

Gender roles in Bahrain show a variety of manifestations
and reflect the person’s educational level, socioeconomic
level, religious sect, urban or village background, and the de-
gree of contact with local expatriates, as well as travel, study,
or work abroad. In Islam, women have the freedom to be a
traditional mother or to work (Kahtanie 1992, 6). Women
have had opportunities to expand their roles from their tradi-
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tional roles in Bahrain during the last 30 years. Great strides
have been made by many women in the fields of education,
medicine, nursing, other health-related professions, finance,
clerical work, computers, light manufacturing, banking, and
veterinary science, for example. These women in successful
jobs are having an effect on the characteristics of gender
roles in Bahrain. A comparison between the past and today
reveals the significant changes which have occurred, and
some of the driving forces which have helped women to
achieve higher economic status in Bahrain.

The traditional lifestyle of a Bahraini Shi’a village
woman in 1960 was described by Hansen (1967). The Bah-
raini village lifestyle was similar to that described in Oman in
1974-1976 (Wikan 1982), however, with a few differences,
i.e., the wives of Bahraini fisherman and farmers worked
outside the home. The fisherman’s wife helped to clean and
sell fish, while the latter helped their husbands in the fields
and in marketing (Rumaihi 1976, 153). In contrast, women
living in the towns and cities were exposed to very different
circumstances as they were restricted to running their house-
hold and to childrearing. As aresult, they developed very dif-
ferent lifestyles and gender roles. Among the wealthy, the
epitome of status was to have nothing to do all day and to
have all work done by servants (Waly 1992).

During the latter part of the 1890s, an agent of change in
the status of women was the arrival of the American mission-
aries sponsored by the Dutch Reformed Church of New
Brunswick, New Jersey. The group established, in stages, in-
formal classes in Arabic for boys and girls, then separate
classes, and later formal classes, all held in Arabic. Families
of various ethnic and religious groups in Manama sent their
children to classes for free, and later for a fee. There were
complaints from conservative men regarding education for
women; however, some girls had been taught in Koran
schools (a/ mutawa) prior to this time. The American Mis-
sion School, now Al Rajah School, had its first university
graduate, a licensed teacher, as school mistress for girls in
1919 (Anthony 1984, 231). The first secular boys school, Al-
Hadaya Al-Khalifiya, was opened in 1919. The first secular
girls school, Al-Khadija Al-Kubra, was established in 1928,
and again there were complaints from conservative males
(Belgrave 1956, 94). The Government, in spite of such pro-
tests, allowed female education to continue. The Govern-
ment schools have always been separate but equal for the
sexes, and reportedly they follow the same curriculum and
use the same textbooks. The complete history of women’s
secular education has been reported by Duwaigher (1964).

The early expatriate female teachers, Americans, Egyp-
tians, and Lebanese, became role models for women in
terms of possible educational achievements and different
clothing fashions. As girls’ schools became more prevalent,
women were needed as teachers, and in the 1950s, the first
Bahraini women traveled to Cairo and Beirut to study. Op-
portunities in the field of education working as teachers and
principals were the first professional roles for women. The
Government did not promote women studying abroad, but
neither did it prohibit them.

A hospital-based nursing school was established in 1959,
and in 1961, two male nurses were sent to London for further
study. In 1976, the College of Health Science was opened
and there were opportunities for women and men in nursing,
and later, in other health-related fields. Women continued to
travel abroad for their medical studies to Jordan, Beirut, and
Egypt, and they now hold positions as heads of departments,
deans, and professors. There were never any Bahrain Gov-
ernment restrictions prohibiting women from traveling
abroad for study, even when alone. In other Gulf countries,
there are now restrictions on women traveling abroad alone.

Of course, family restrictions and concerns determined, then
and now, if a woman could travel abroad alone or accompa-
nied. Women who are professionals now, when interviewed,
said they knew of Bahraini women who had college degrees
(their teachers or relatives), and some who had traveled
abroad (doctors, teachers, or relatives), and they were their
role models. When they were young, these women hoped
that if they had good grades in school, then they also would
have these opportunities. Of course, men always had these
opportunities and were sponsored by their families or the
Government.

Another important force for change was the discovery of
oil in Bahrain and the operation of the Bahrain Petroleum
Company (BAPCO) refinery under the auspices of Standard
Oil of California and Texaco (Caltex). An influx of expatri-
ate workers from the UK, New Zealand, U.S.A., and else-
where moved to Bahrain and lived in the oil town of Awali.
Many Bahraini men obtained training and jobs at the refin-
ery. Some Bahraini women worked in the homes of these ex-
patriates, while men obtained jobs as drivers. Women for the
first time now had their own money and became more active
in the economic system (Taki 1974). There had always been
merchants in the cities in Manama and Muharraq, but now
more of the economy was based on cash wages, and the refin-
ery as a major employer contributed to the development of a
new middle class (Khuri 1980). By 1995, 18.4% of Bahraini
women and 55.2% of expatriate women were working.

Today many females are attending school, which is still
noncompulsory. In the past, there was a gender gap; how-
ever, now, a higher percentage of girls than boys attend
(Baby 1996b). Some girls still receive schooling only at
home because of strict family values. Government stan-
dardized exam results show that females receive a dispro-
portionate share of the high and excellent grades over their
male counterparts. This trend has been seen for the last 40
years (Belgrave 1960, 96). These educational trends have
implications for women in terms of admission and access to
scholarships to Bahrain University, where in the summer
semester of 1996, 52% of the new students were women
(Ahmed 1996). Women have long been the majority at the
university. Women with high grades are also meeting the
criteria for admission to the Arabian Gulf Medical College
and the College of Health Science. According to local bank
managers who give applicants exams, women score higher
than men, and many clerical and teller jobs have been given
to women, some of whom have worked up to the position of
bank branch managers and executive officers (Moore
1996). These women who have done well and obtained
good jobs now have assumed some different roles in soci-
ety, i.e., they may be supporting their elderly parents par-
tially or fully; they may be making more money than their
husbands who may have their Tawyehi (high school di-
ploma) or less. Also, they may be more desirable to some
men who want or need a partner who can help support the
family and make possible extras, such as travel and private
schooling for their children.

Anyone watching the Bahrain Government television
channels sees what appears to be a male-dominated culture;
and in the political sphere, this view reflects reality, as there
are no women in the Government at the level of Undersecre-
tary or above. There are, however, 11 Director (head of Di-
rectorate) positions now held by women (Noor 1996). Since
the recent 1996 government changes, women holding gov-
ernment positions are less frequently seen on television as
keynote speakers. This is the public “persona” of the cul-
ture. There is a wide divergence among intellectuals regard-
ing how much power and opportunity are available to
Bahraini women in reality.
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One school of thought suggests that throughout a history
0f 6,000 years, women have held more power, authority, and
responsibility in Bahrain than in other Gulf countries.
Ebtihage Al-A’Ali (1991) states that since Dilmun times,
men and women in Bahrain have held complementary posi-
tions, not competing positions. There was a Dilmun god of
the sea, and a goddess of the land. When pearling was a major
source of income, men went off in their boats for months at a
time while their wives held their families together on shore
(Noor 1996). Some wives even worked outside the home to
supplement their husband’s income. The author states that
there is nothing in the Koran prohibiting women from work-
ing, only local traditions that have developed. Ms. Al-A’Ali
suggests that when Western companies became active in
Bahrain after 1930, the reason they did not employ women
was because of their cultural values and notions of men being
dominating versus complementary. She posits that these for-
mal organizations in Bahrain are based on imported models
and thought. She concluded her report stating that one of the
unique attributes of Bahraini society is that its island tradi-
tions do not restrict the employment of women in top man-
agement positions. Her thesis is supported by recent newspa-
per articles highlighting women who have achieved top posi-
tions in private banks and government sector businesses,
such as petroleum engineering, and even as Directors in the
Government (Moore 1996; Noor 1996).

A completely contrasting view regarding gender roles in
Bahrain is presented by Farouq Amin (1982). He notes Bah-
rain was the first Gulf state to have education for women
(1928), and female social organizations, e.g., Bahrain
Young Ladies Association (1965). However, Farouq Amin
also cites values hurting working women. Employers are
reluctant to hire women because of their high fertility rates
(the average family size in 1983 was 7.9). Many husbands
are not in favor of their wives working, so women quit after
marriage. Women are responsible for child care. Twenty
percent of rural women are not allowed to study in school.
Women have the right to refuse a mate suggested by their
family, but not the right to choose. The opening of Bahrain
University meant it was no longer necessary to send women
abroad for study. The Government is not actively helping
women through its policy on sex segregation in the schools,
and by its policy of providing women study opportunities
mainly in socially acceptable jobs, such as teaching, nurs-
ing, and secretarial work. In the 1980s, neither government
job bonuses nor housing benefits were given to women. In
conclusion, Amin (1982) notes that a value on masculinity,
based on religious and traditional values, precludes a large
number of women from continuing their study, working
outside the home, and even choosing their own spouse.

A second pessimistic view of gender roles is presented
by Al-Sharyan who states that the division of labor in Bah-
rain is not just an economic division, but also reflects life-
style, prestige, and social honor. Also he states that the labor
market is made up predominantly of culturally disadvan-
taged categories, i.e., nondominant women and immigrants
(1987, 353). Exploitation and sexual inequality have nei-
ther been reduced nor eliminated. Women did not demand
more rights or could not, so, in order to establish wider ac-
cess to resources, they tended to act so as to reinforce tradi-
tional social norms and values (1987, 344). Women concen-
trated in particular specialties and are thus confined to a
fairly narrow range of jobs within the occupational struc-
ture. As a result, there is a rigid differentiation in the labor
market along sexual lines based on the patriarchal charac-
teristics of the society which are now consolidated (1987,
350). This is reflected in women being the leaders of
organizations for the blind, deaf, handicapped, and nursing.

Gender roles in Bahrain probably fall in between the two
extremes presented by the above studies. A Bahraini econo-
mist listed the five social ills which he felt most confined
women to an inferior status in Arab society, i.e., the chastity
requirement, early marriage, the dowry, polygamy, and di-
vorce (Taki 1974, 11). Changes are slowly being seen in two
of these practices, e.g., early marriage and the dowry. An-
other practice which prohibited women’s development is
veiling, which excludes women from many fields of activ-
ity (Boserup 1970, 127). Some women have made it to top
positions in spite of these “social ills,” and 18.4% of Bah-
raini women are working and 55.2% of non-Bahraini
women are working. No studies have been done on working
women regarding marital status and number of children;
what sacrifices were made by them; and, if they are married,
whether there is any correlation with their husbands’ educa-
tion level. Is there a “glass ceiling” in the Government,
withholding jobs from women above the level of Director?
Whatrole does a girl’s self-confidence play in pursuit of ed-
ucation, type of spouse, work opportunity after marriage,
and family planning? What are the long-term implications
of higher school grades of women, and their academic
achievements at the college level in terms of their choices of
marital partners, marital relations, the stability of their mar-
riage, and the effect of their education on the educational
success of their children? Who is the breadwinner and who
is the boss? Further studies in these areas would be very
informative for government planners and policymakers.

B. Sociolegal Status of Males and Females,
Children and Adults

The sociological status of males and females as children,
adolescents, and adults are clearly defined in the Koran and
interpreted by the Bahrain legal system, which is based on a
combination of Sharia law and British jurisprudence which
are expressed through codes (Ziskind 1990, 41). All births
are recorded and rights are granted according to the national-
ity of the father. Everyone in the country has access to free
medical care after their birth, including expatriates. Bahraini
women can sign their own operation permits in hospitals or
use their thumb prints; however, because of local tradition,
the husband, or even other relatives, tend to sign permits.
This practice is perpetuated by medical staff who ignore or
who are unfamiliar with patients’ rights. This practice has
also been witnessed in Saudi Arabia (Abu-Aisha 1985). Hos-
pitals in Bahrain do not have statements regarding patients’
rights and responsibilities.

All local children can have a place in the Government
schools. Education is free for all Bahrainis, and a place in
the Government schools is provided for all who register.
Girls have access to all areas, including religious studies
and technical education. Expatriate parents send their chil-
dren to various private schools, which are based on various
preferences: ethnic (French School, Indian, Pakistani, Japa-
nese, or Filipino), religious (St. Christopher’s School-An-
glican and Sacred Heart-Roman Catholic), or socioeco-
nomic (Bahrain School, Al Hekma). Bahrainis who pass the
entrance exam are entitled to attend Bahrain University and
scholarships are available. The majority of students to date
have been women, and more are of the Shi’ite sect.

Previously, during the 1960s, the Government made ef-
forts to promote full employment for qualified male adults
in companies such as BAPCO, the Defense Force, and other
government ministries, and companies. However, now this
is not economically feasible, so there is much competition
for government and nongovernment jobs. Also the World
Bank and other financial organizations are stressing the
need for less government control and more free-market eco-
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nomic activity in the country. As a result, unemployment is
becoming a national concern. How this will affect women’s
work opportunities is not known. All workers are protected
by various work laws, and due-process rules for firing
workers are enforced.

Men and women can own property inherited from their
parents based on the rules of Islam for the distribution of
property; however, this differs according to Sunni or Shi’ite
affiliation. Women keep their family name after marriage
and all their property remains in their names, without be-
coming joint property or being held in their husband’s name
(Badawi 1980, 23). Women in Bahrain own many small
businesses, shops, boutiques, and compounds of rental vil-
las. All marriages and divorces are registered in the Court to
ensure people are legally protected. Family disputes over
property can be brought to the Courts for adjudication.

Bahrain had a “Special Treaty Relationship” with the
United Kingdom until 1971. Now the political system of the
country is a traditional monarchy under an Amir. All offi-
cials are appointed and there has been no suffrage for any-
one since 1975 when the parliament was dissolved (Curtis
1977). Formerly, there were elections for municipal coun-
cils and women and men both had the right to vote. The one
Constituent Assembly election held in 1972 allowed only
men to vote and there have been no subsequent elections.

Individuals, who violate the laws of the State or stric-
tures regarding certain behaviors, are brought before the
various Courts, and fined or confined. Even expatriates ap-
pear before the Bahrain Courts, which are held in Arabic,
for traffic violations, medical negligence lawsuits, drug
trafficking, theft, and visa violations. Other minor viola-
tions, including being seen eating during the daylight hours
of Ramadan, may result in fines for expatriates and tourists.
During Ramadan, the media informs residents and visitors
of all restrictions.

There are certain individuals whose legal rights are not
clearly defined because of their unclear birth status. These
are the foundlings (lageet) who have been abandoned, and
whose family and nationality is unknown. They are basi-
cally homeless and have no papers. Between the early
1920s and the 1950s, the American Mission Hospital had an
affiliated orphanage and school for these children. Later,
during the 1950s and 1960s, the Government hospital was
their legal residence until a job was found for them. Since
the 1970s, they have been cared for in the Children’s Home
in Gudhaibia, which provides for these children with the
help of volunteers.

Life is not easy for these individuals. The foundlings are
taken care of and have access to free healthcare and educa-
tion; however, they have no documents and this prohibits
them from obtaining any passport, owning property, pro-
curing government employment, and other social benefits.
The female foundlings are easily placed in permanent foster
homes of Muslim Bahrainis, as under Islam they are not
considered adoptable in the full Western sense. The females
fare better and generally marry, and can inherit special gifts
ifany are willed to them. The males are not placeable in fos-
ter homes as they are not related to the women in the family,
so rules of seclusion and veiling restrict placement. The
males spend their lives in government institutions. They
cannot be raised by non-Muslim Bahrainis.

Voting Rights for Islamic Women

[Update 2002: In February 2002, in a pioneering move
for the Islamic nations, Bahrain’s King Hamad bin Isa al-
Khalifa announced a new constitution that gave women the
right to vote and run for office. In May, Bahraini women
participated both as voters and candidates for office for the

first time in a national election. Although many voters
judged the women candidates more qualified than some
male candidates, women voters, especially among the poor,
tended to follow their husband’s view and vote for male
candidates. The results were overwhelmingly in favor of
traditional religious parties, with all 31 women running in a
field of more than 300 candidates losing their bid for office.
One woman candidate sought a fatwa, a religious ruling,
from Sheik Yusuf al-Qaradawi, an influential Muslim
scholar who appears on Al Jazeera, the Arab satellite televi-
sion network. Women could run for office, he said, espe-
cially after they were past their childrearing years and their
wisdom could be applied outside the home, just as long as
everybody avoided looking at each other unnecessarily at
council meetings. The Koran only forbade a woman from
running an entire nation.

[Political analysts in Bahrain, both male and female,
agreed that the failure of the women to win any seats was
due more to the lack of organization in their campaigns than
to cultural reasons. Also, the Islamic religious parties ran a
single candidate in each district while two or more women
ended up splitting the vote in some districts. Women candi-
dates quickly discovered not only the opposition of the con-
servative religious leaders, but also the difficulty of meet-
ing voters and presenting their case in a society that segre-
gates men and women in most aspects of daily life. Some
women candidates were quite creative in meeting the new
challenges of running for office. One woman carried a Ko-
ran and a Bible with her in all her campaign stops. When a
woman promised to vote for her, she made her swear on the
appropriate holy text. Later, when the voter’s husband tried
to make the wife vote for a male candidate, she could say
she had made a holy oath and had to keep it (MacFarquhar
2002). (End of update by the R. T. Francoeur)]

C. General Concepts and Constructs of
Sexuality and Love

Sexual suppression, except in a heterosexual marriage,
is the expected norm in Bahraini culture. Within a legal
marriage, the sexual relationship of the couple is between
the husband and wife, and based on their religious beliefs
and personal preferences.

Cleanliness is associated with sexuality. A person should
be clean and attractive before and after engaging in sexual
activity. Cleanliness may include removal of part or all body
hair for women, and some or all hair for men also. Activities
before sex include at least partial bathing, if not full bathing;
use of attractive incense or perfumes; makeup for women de-
pending on the couple’s choice; and attractive lingerie, de-
pending on personal choice and economic status. Some
women attend exercise classes to tone up their bodies, how-
ever this is not the norm, and obesity among men and women
is a problem in the Gulf (Bin Hamad et al. 1991). Some cou-
ples may disrobe while others remain covered or partially
covered during sexual activities. There have been no studies
on practices related to sexuality in the home or bedroom. Af-
ter sexual intercourse, all Muslims are expected to wash, and
for the woman to wash completely, including her hair. If a
woman arrives at a party with wet hair, then jokes may be
made about her possibly preceding sexual activities.

Women who smoke are considered to be sexy by young
men according to informants. Traditionally, some Bahraini
women smoked the hubbly-bubbly (4/-gadow) at home, at
the village springs, and at parties when offered (Hansen
1967, 89). Bahraini women do not smoke cigarettes openly
at work (unlike some expatriates), and are only occasionally
seen smoking in their cars or at restaurants. Recently, secu-
rity guards have noted that a few teenage girls and younger
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women have been noted to have cigarettes in their purses.
The prevalence of smoking among working women in Bah-
rain is estimated to be 20% based on the one study published
(Al-Khateeb 1986). Women have a meeting house in Adliya
where they can go to socialize and smoke. Middle Eastern
women in countries other than the Gulf area, such as Jordan,
Egypt, and Turkey smoke openly; however, this is not a local
custom. There have been no studies published in Bahrain re-
garding why women smoke; however, a study in Saudi Ara-
bia (AlFaris et al. 1995) stated that relief of stress was the
most commonly admitted reason for smoking (48.9%), fol-
lowed by no reason (28.5%), and imitation (12.2%).

Children are important in an Arab family. The traditional
wedding wish says “from the woman children, from the man
money.” All men desire a boy to retain their name, and a
woman will continue getting pregnant until she has a son to
please her husband, and herself. After the birth of the first
child, the father and mother relinquish their name to that
child, until there is a male child. They are called the “father
of” Abu . . . and the “mother of” Um . . . (Curtis 1977, 55).
This practice reinforces the importance of children in the so-
ciety and is not meant to denigrate or detract from a woman
or man’s status. If a couple has difficulty conceiving, there
are two in-vitro fertilization (IVF) units in the country.

The Western concept of love is used by few members of
Bahraini society to describe their feelings for their spouse.
Parents will clearly state they love their children and their
parents and have a duty towards them. An individual’s rela-
tionship, in certain cases, may be closer with their parents,
siblings, and children than with their spouse; this depends
on the type of marriage they entered into.

The nature of family relationships has been reported in a
thesis by Kahtanie (1992) who asked married Bahraini cou-
ples about their coping strategies when facing life strains in
marital and parental roles. Twenty-five married couples at-
tending a Health Center participated. The researcher noted
that marriages in Bahrain are based on mutual understand-
ing, but conflicts and frustration can occur when confronting
stress. Participants described the parental role as one of the
most important roles in Bahrain (Kahtanie 1992, 1). The par-
ticipants, however, were not eager to share their coping
mechanisms. Eighty percent said they would rely on God.
Traditionally, a couple’s support system included parents,
grandparents, and/or a neighbor; however, now only 84%
said they would ask these people for assistance. The remain-
der said they would handle the problems themselves. Twenty
percent said the doctor was of no help. The chief causes of
marital stress included nonacceptance by spouse, non-reci-
procity and lack of give-and-take in the relationship, and role
frustration (Kahtanie 1992, 23). Forty percent of the men
said their wife was not a good sexual partner. Most of the
couples adjusted to their lives by doing things to avoid differ-
ences, solving differences between them by yelling, shout-
ing, and keeping out of the other’s way. Their coping re-
sponses included not telling anyone of their problems, be-
cause Bahrain is small and information can spread. Other
coping mechanisms included controlled reflection versus
emotional disharmony; comparison to other marriages; pas-
sive forbearance versus self-assertion, and selective ignor-
ing. Sixty percent of the participants said they keep most of
their feelings to themselves (Kahtanie 1992, 46).

The implications of this forbearance, ignoring, and in-
ternalization are mentioned by Kahtanie in conjunction
with Chaleby’s 1987 study on how unhappy marriages are
reflected in various psychosomatic disorders seen, espe-
cially among women in Saudi Arabia. These women re-
ported that incompatibility in intimacy and socializing, not
meeting their husband before marriage, and polygamy lead

to stress, which was expressed as complaints of backache,
headache, pain syndromes, or other symptoms suggesting
underlying anxiety (Chaleby 1987).

An interesting trend detected by Kahtanie was that the
higher the education of the woman, the less she was able to
cope with problems in the marriage (1992, 36). Avoidance
coping mechanisms elicited by Kahtanie are reflected in
other aspects of family life or work, e.g., people say “it’s not
like we were prevented, we just did not ask or raise this is-
sue.” Personal adjustment and avoidance of confrontation
is a core value in Bahraini society. This value is seen in
other island cultures around the world (Hall 1996) and has
implications for how change is introduced or not introduced
into a society.

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality

A. Religious Values (Din)

The predominant religion in Bahrain is Islam, which is
also the state religion. This has implications on all aspects
of daily life and sexuality, as there is no separation of church
and state, religion and daily life. Religious affiliation is the
most important single attribute determining an individual’s
social status in Bahrain society (Al-Sharyan 1987, 345).
Religion continues as an all-encompassing pervasive guide
which directs and divides up the hours of each day. Bah-
rainis are members of either the Sunni or Shi’ite sects of Is-
lam, 30% and 70%, respectively. The ruling family belongs
to the Sunni sect. Many expatriates living in Bahrain are
non-Muslim and are free to practice their respective reli-
gions openly and at their own places of worship, such as
churches (Anglican, Roman Catholic), chapels (Interde-
nominational, Dutch Reformed—USA), and other places of
public worship (e.g., Hindu temple). Other groups meet in
homes or apartments (Mormons, a few local Jewish fami-
lies) for prayer. Expatriate groups retain their own cultural
values and language and generally socialize among them-
selves. There are many ethnic, cultural, and social clubs that
advertise their activities which anyone can attend. The in-
teraction of all these expatriates among their own groups
and with Bahrainis will be developed further in this report
with regard to aspects of human sexuality.

During the Friday noontime service in the mosque, the
imams teach their congregation the religious point of view
regarding all aspects of their life. At the time of the night
prayer, special lecture activities are scheduled. There are
special religious booklets, e.g.: Al-moamalat Al-islamiyah
(about banking, charity, selling, and buying) and A/-Ebadat
(praying, social conduct, Haj, and fasting), available to
guide people in their lives according to the Prophet’s teach-
ings. Non-Muslim expatriates are expected to respect the
religion and customs of the country. There are three major
illicit acts in Islam: fornication, alcohol consumption, and
eating pork. According to Islam, sexual matters are private
matters and sexual behaviors are appropriate only between
married heterosexuals.

Islamic law requires people to be modest in their dress
and the body must be covered in public. For a man, this in-
cludes the part from his hips to his knees, while for a woman
this comprises all her body from the top of the head to the an-
kles, excluding the face, hands, and feet. Expatriate women
are not required to be covered completely in Bahrain, unlike
Saudi Arabia; however, they are expected to dress modestly
in public.

While the practice of veiling exists in Bahrain, the per-
centage of women wearing a veil has varied through the
years, depending on rural or urban habitation and social
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class. Veiling practices posed a difficulty to the early Amer-
ican Mission doctors who were all men, and it was not until
the 1930s that there was a female doctor, and then only for
two weeks a year. In spite of this, one quarter of the opera-
tions at that time were on women, and in increasing num-
bers, Bahraini women gradually attended the mission hos-
pital and were seen by male doctors (The American Mission
Hospital 1933-1934, 7). In the early days, a hole was made
in the veil and the specific area of the mouth, face, or body
was exposed. Today, some women or their husbands still re-
quest that the woman be seen only by a female doctor; how-
ever, this is not always possible. Now more and more fami-
lies choose to pay and attend the clinic of the “best” doctor
in their speciality regardless of gender.

The superego, according to psychoanalytic theory, is the
portion of the personality associated with ethics, self-criti-
cism, and the moral standard of the community. Two psychi-
atrists in Saudi Arabia describe Arab culture, particularly in
the [Arab] peninsula, as characterized by a deeply rooted set
of moral codes, social values, customs, and rituals of behav-
ior. The collective attitude toward such conventions is rather
strict and inflexible (Al-Khani & Arafa 1990).

The traditional extended family (atilab), which has an au-
thoritarian and hierarchical structure, has the main role in
transmitting values and securing conformity, and is the basic
and most influential social system. Al-Khani and Arafa state
that this practice leads to the development of a superego de-
velopmental system that is characterized by the cultivation
of shame (4yeb) rather than guilt, and the enhancement of
conformity and fear of other’s criticism rather than individu-
alism and self-criticism. A consequence in Saudi Arabia is
seen in the number of patients, markedly males, who com-
prise 97.2% of clients who see a psychiatrist for the treatment
of social phobias. These statistics reflect a cultural attitude
that discourages females from seeking psychiatric care.

The study of superego development in Saudi Arabia and
the concept of shame (4yeb) needs to be considered as a pos-
sible explanation for some of the differences seen among
Bahrainis in the practice of their stated religious beliefs. Fol-
lowers of any religion vary from true and fervent believers
who practice all aspects of their faith to those who follow cer-
tain aspects and disregard others. Situational ethics is a term
used in the West to describe why the degree of compliance to
religious rules is not always 100%, and how people justify
their daily practice based on the situations encountered and
what is/was the higher right. This term is not commonly used
in relation to Islam; however, this report will show that men
and women and/or their families decide what religious prac-
tices relating to human sexuality they will follow in their per-
sonal lives all the time, or some of the time, or which rules
they will ignore completely depending on the social situa-
tion. Traditional cultural values, such as shame (4yeb), at
times, may supersede the higher religious ideals. Also ac-
cording to Al-Sharyan, Eastern loyalty remains fixed and
strong toward familial and tribal values whatever the influ-
ence of modernization (1987, 342).

Bahrainis respond to differences in people’s adherence to
religious values in a mature way, i.e., people know when they
should pray—Shi’ite three times a day and Sunni five times a
day. The call to prayer from numerous minarets announces
prayer time. People are not forced out of stores and restau-
rants during the “exact” prayer time. Although the Govern-
ment television channels announce prayer times, programs
are not discontinued for 15 to 20 minutes as in Saudi Arabia.
The attitude in Bahrain is that mature people and true believ-
ers know what they should do without coercion.

Islam condones sexual activity in marital heterosexual
relationships (Fakhro 1991). Homosexuality is forbidden

(haraam). There is no enforced Bahrain state law prohibiting
this practice which does exist. Anal sex is haraam (“the sky
shakes when doing it”); however, it is practiced between men
and women, and men and men. Although prostitution is dis-
couraged in the Koran, itis legal in Bahrain. There were early
attempts to regulate it by Court decree (1937). Child abuse,
including sexual abuse and incest cases, are seen by health-
care workers in Bahrain. Divorce is looked upon with strong
disfavor by the Prophet; however, divorce rates are increas-
ing to the detriment of children and the elderly. Islam is vehe-
mently against drinking alcohol, and prohibits the use for
pleasure of any drug that can harm the intellect or the body,
including tobacco (Fakhro 1991). However, all the above
practices are prevalent in Bahrain society to the detriment of
health promotion programs in the society. As mentioned,
while religious teachings expound ideal values, humans can-
not always reach the ideal. This report will present some of
the ideals and rules regarding aspects of human sexuality,
and the current gaps seen between the ideal and reality.

B. Ethnic Values

There are more than 60 nationalities represented among
expatriates living in Bahrain, and they comprise about one
third of the total population. Most of these individuals do
not have the option of ever becoming a Bahraini citizen, un-
less they marry a Bahraini, perform in a special job cate-
gory, or meet other stringent qualifications, such as reli-
gious or five-year residency status. As a result, most expa-
triates make no effort to become assimilated into the local
culture. Some learn Arabic out of necessity because of their
job; however, most join social organizations and clubs
where they can meet their own compatriots. All these expa-
triate groups have brought their various religious, moral,
and social values with them, and these are reflected in the
variety of dress styles seen (sari, sleeveless blouses, tight
pants, no bras, miniskirts, and jogging shorts) which are
seen on the local streets and in shops. Likewise, attitudes to-
wards alcohol use, pornography, prostitution, and unmar-
ried and extramarital relationships vary from group to
group and individual to individual. Concepts regarding de-
grees of nudity vary greatly, and differences among expatri-
ates are reflected where they take their children swimming.
There is one private beach attended only by expatriates
wearing bikinis and bikini briefs (women and men). Also at
this beach, women are seen topless at times when they are
changing their clothes. Because of the nudity, some West-
erners do not take their children to this beach and limit their
outings only to clubs or their residential compound pools.

The age distributions in the Bahraini and expatriate pop-
ulations are significantly different, with 52.9% of the expa-
triates being between age 20 and 49 while only 43.6% of the
locals are in that age group. Most expatriates are between
the ages of 20 and 49 because they are brought in to supple-
ment the local workforce. Expatriates comprise a signifi-
cant proportion of the workforce, approximately 33%, and,
it should be noted, they are living in Bahrain during their
most sexually active years. The largest group of expatriates
is from South Asia, with approximately 120,000 from India,
Pakistan, Bangladesh, and Sri Lanka. Another large group
are the Filipinos, comprising more than 16,000 workers.

Bahrainis are very tolerant of the expatriates and their dif-
ferent lifestyles. No restrictive dress codes have been passed;
no religious police (Muttawa) censure people verbally or
physically. People are arrested only for blatant, public viola-
tions of the Ramadan fast during daylight hours. Bahrainis
must be credited for their highly hospitable culture and toler-
ance of people from different cultures and religions. Occa-
sionally, situations arise because of the dichotomy of values,
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particularly regarding dress codes, which are a very obvious
difference. Personal or public conflicts sometimes result
which require resolution. Bahraini children are taught from a
very young age that modesty and covering of the body is
proper. Occasionally, a child may experience confusion
when their first teacher is wearing a sari and the abdomen and
arms are exposed, as well as her hair. Children report feeling
uncomfortable at school during their first days because of the
“embarrassment” that they feel seeing the teacher’s abdo-
men. Parents explain about differences in national dress and
these issues are resolved. More-public conflicts occur, but
rarely, such as that seen in 1994 when mainly male and fe-
male expatriate runners in a competition jogged though some
conservative villages wearing tank tops and jogging shorts.
The local media later reported some stones were thrown at
the runners. Such events subsequently have been routed
through mainly desert areas away from the villages.

Ethnic attitudes towards other aspects of sexuality, such
as prostitution, vary widely. In some cultures, such as Thai-
land, women know and accept that their husbands frequent
prostitutes, while the Filipinos are mainly Catholic and
such activity is considered a mortal sin. In spite of this pro-
hibition, the Filipinos in Bahrain are attracted to the money
available through prostitution and have the reputation of be-
ing one of the ethnic groups active in this practice.

3. Knowledge and Education
about Sexuality

A. Government Policies and Programs
for Sex Education

There is a national curriculum which is taught in the boys
and girls schools using the same textbook. The course con-
tent offered to intermediate school students is not labeled as
sex education. An introduction to human anatomy and physi-
ology is taught to students around the ages of 10 to 12, de-
pending on a student’s school entry age. This basic course is
purely an anatomy and physiology approach to sexuality,
and male and female informants said they learned about
eggs, sperm, menstruation, etc. Family planning is now also
covered in this course. There is no discussion of personal re-
lationships or human sexuality, as this is considered haraam.
There is little discussion of sexually transmitted diseases
(STDs) as the emphasis is on normal anatomy and physiol-
ogy. Some informants report that they did understand what
their teacher said, so that when they started menarche, they
already understood what was happening to their bodies;
however, one woman reported that when she started men-
struating, she was afraid she had hurt herself and cried, then
told her mother. Another informant mentioned that the inter-
mediate-level course was not enough. “She did not know
how babies got out of the body, maybe through the rectum?”
In her case, she did not understand about the birth process un-
til she took another course in college. At the Tawyehi level
(grades 10 to 12), further anatomy and physiology courses
are taught only to those in the science stream or curriculum.
Students in the arts or commercial streams have no further
courses. There have been no studies reported on the effec-
tiveness of these general intermediate-level courses, or se-
nior school science courses, or the extent of knowledge or ac-
curacy of knowledge among students or Tawyehi graduates.

Graduates from the College of Health Science reported
that there were classes where students had to present topics
and discuss material relating to the genitourinary system.
The females said they were very embarrassed in the coed
class, and were sweating; however, the subject was taught
as scheduled. Everyone felt more comfortable with the
other subjects in the curriculum.

An expatriate physician in 1987 wrote the only article
regarding the sexual responsibilities of physicians seen to
date in the national medical journals (Gravesen 1987).
Other physicians have written on related topics, such as re-
productive fertility (Rajab 1984), and urogenital problems
of the elderly (E. Amin 1984). In general, the term human
sexuality is simply not used.

There have been no studies published in Bahrain regard-
ing the knowledge of women about the climacteric (meno-
pause), and the physical changes they can expect, nor its ef-
fect on their libido. Two hospitals have started menopausal
clinics to meet the needs of older women, and there have
been a number of articles in the general press about the ad-
vances made in hormone replacement therapy. There are also
no data available regarding women’s knowledge regarding
mammogram screening, pelvic screening for cancer, osteo-
porosis, or other preventive measures which are needed and
available. Only recently have physicians in Gulf countries
reported psychosocial symptoms related to menopause, in
Kuwait (Al-Quttan & Omu 1996) and in Saudi Arabia
(Sadat-Ali 1993). Reportedly, there is a reluctance among
physicians to study osteoporosis in this age group, which
showed a high incidence of the disease in the pilot study
(Sadat-Ali 1993), or other related topics. The general opin-
ion expressed by female informants is that a lot of older
women “suffer at home when going through the change.”

Regarding human sexuality courses for the general pub-
lic, there are lectures offered at the Primary Health Centers
regarding pregnancy care and delivery; however, there are
no lectures addressing issues associated with “human sexu-
ality.” The Bahrain Family Planning Association (B.F.P.A.)
also offers lectures; videos and booklets about family plan-
ning are available from their library.

B. Informal Sex Education

Informants mentioned a variety of informal sources for
their early sex education, as most said parental instruction
was rare and consisted of “don’t touch it” or “don’t let any-
one touch.” Regarding parental instruction, the range of re-
sponses included those who said, “I could never talk to my
mother/father about that,” “She/he did not encourage us to
ask,” “Mother didn’t tell,” and “We didn’t ask mother,” to
those whose parents were supportive and “explained when
asked,” to parents who approached them first and “gave them
books to read,” and/or “explained everything to them.” Some
girls were told riding bikes and horses could be harmful, so
they should be careful. All informants, men and women, said
they discussed sex-related topics with their friends; some did
or did not discuss such sex-related matters with their older or
younger siblings. All informants likewise said that the media
had an influence on their knowledge, including movies (In-
dian, Arabic, Western), music (Arabic, Western), and books
and magazines. Some mentioned how their friends or co-
workers, at the time of their engagement, gave them graphic
information on “what to do” and “how to do it.”

Human sexuality teaching to hospital patients can only
be confirmed for cardiac patients attending the Shaikh Mo-
hammed Bin Khalifa Bin Salman Al Khalifa Cardiac Cen-
ter, as their patient-teaching booklet (in Arabic and English)
covers all aspects of sexual behavior after heart attacks and
surgery. Urologists and obstetric/gynecology staff discuss
human sexuality topics with their patients; however, they
have no teaching booklets for them.

4. Autoerotic Behaviors and Patterns

A. Children and Adolescents
Infibulation, clitoridectomies, and other forms of female
genital mutilation have never been performed on Bahraini
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females. The practice is not seen in the entire Gulfregion and
Hicks (1993) clearly mentions this distinction. It was prac-
ticed in the Saudi Arabian peninsula in Yemen (Muhsen &
Crofts 1991). Some expatriate Muslim children and women
born elsewhere, e.g., in the Sudan or Egypt, who have been
circumcised, are seen in Bahrain’s medical facilities. It was
only in July 1996 that Egypt banned circumcision of girls in
all state medical facilities (“Girl Circumcision Ban,” 1996);
however barbers and doctors are still performing the proce-
dure and girls are hemorrhaging to death in Egypt.

Informants report that Bahraini children around the ages
of 2.5 and 3 begin to touch themselves in the genital region
like children around the world. As soon as relatives see this
activity beginning, the child is taught this is not socially ac-
ceptable, and every time the behavior is seen, the child is
admonished verbally not to do it (physical punishment is
not used). Bahraini children do not walk around naked and
always have clothes on.

All the female informants report that their mothers from
a very early age taught them how to sit with their legs to-
gether, to sit carefully and to ensure they are covered prop-
erly, and how not to sit (not to squat, and “not to let anything
show”). Some report that they were taught how to wash
their genitals in a proper way, and now they are teaching or
taught it to their female children, e.g., with a closed finger
and thumb position, and not with their fingers reaching and
feeling. The prevalence of this particular washing method is
not known. When girls reach the age of 10 to 12, their gen-
eral play activities become restricted, and all reported their
mothers told them their bodies would be changing and that
they needed to behave in a careful manner. The concept of
virginity and being careful with sharp objects was instilled
in them. The incidence or types of autoerotic behaviors in
this age group have not been studied.

B. Adults

Adult autoerotic behaviors have not been studied in Bah-
rain. A study was conducted in a conservative region of Saudi
Arabia regarding women and breast self-exams (BSE). Half
of the women attending a clinic had information about BSE;
however, 12.1% said they did not think they should touch
their breast, and 9.0% said it was embarrassing for them to do
BSE (Akter etal. 1995). No studies have reported on whether
men conduct regular self-exams for testicular cancer or have
annual prostate exams. Annual prostate screening is not pro-
moted, and rectal exams are done only upon patient request
in many cases. These exams may be deleted because of the
sexual overtones and the staff feeling uncomfortable con-
ducting them. Further research on preventive health screen-
ing and cultural prohibitions would be informative.

Pornography is prohibited by law; however, its defini-
tion is not clear. Magazines are seen in the country (e.g.,
Playboy) which are illegal, while The Sun, the United King-
dom newspaper typically featuring a topless woman on
page three, is not. Men bring these magazines into the coun-
try and some keep them at their mothers” houses when their
wives do not approve of them.

There are X-rated movies or blue movies available in
Bahrain, as well as what may be called provocative movies
which include a few seconds of partial nudity, belly danc-
ing, or heavy petting. There have been cases reported of
couples making X-rated movies or blue movies for them-
selves, and later these somehow got into others’ hands
which caused great embarrassment to those involved. Other
blue movies have been smuggled in from distribution cen-
ters in Saudi Arabia or abroad. Expatriates have been ar-
rested at the Saudi Causeway transporting such tapes in
their cars. Another video source of stimulation to men are

the wedding party videos from Bahrain, Saudi Arabia, or
Qatar which are copied and distributed unknown to the sis-
ter, relative, or sister’s friend who held the original. Infor-
mants report that some of their brothers have seen and even
sold copies of these videos, which include Gulf women with
their hair uncovered, dressed in miniskirts, with tight
clothes, or low-cut necklines. The adolescent boys and
young men watch these movies when available.

Sexual devices are not sold in the country; however,
they are brought in by people who travel abroad. Informants
said that some people keep them for their own use, while
others are sold. Sexual devices are not defined as illegal by
law. One incident was reported of a Saudi Arabian woman
returning to Saudi Arabia who had bought a sexual device
elsewhere. Saudi Arabian Customs could not take it from
her, because such items are not mentioned in customs laws,
and the woman retained her device.

Aphrodisiacs from various sources are used, but their
prevalence has not been studied. Some compounds from lo-
cal or imported herbs are thought to have beneficial powers
for improving male potency, female fertility, or for curing
venereal diseases. Such herbs are available from traditional
herbalists (4! Ashab) in the various sugs, or from traditional
midwives. References on this topic are limited in content
(Bushiri & Davis 1996; Abdul & Saheb 1990; Abu-Zaid,
1966). The latter source in Arabic describes the herbs used
in the Gulf and methods of treatment which were brought in
from India, Syria, Sudan, and Egypt. Some individuals also
request hormone shots from their physicians. Testosterone
therapy should be avoided as much as possible; if used, then
monitoring of the prostate is needed (E. Amin 1984, 30).

Alcoholic beverages are freely available in Bahrain
through retail liquor outlets, hotel bars, and restaurants un-
like other Gulf countries. Liquor is served openly to Bah-
rainis, expatriates, and tourists. Liquor has not always been
soavailable. Traditionally, Arak, the local liquor made from
dates, was confiscated by the police (British and local).
Then foreigners were allowed to purchase liquor if they
held a special permit. At this time, a black market in im-
ported spirits flourished (Belgrave 1960), and Arak was
made by hidden stills. Then retail liquor outlets were li-
censed and sales flourished. Islam’s prohibition of alcohol
is based on its intoxicating effect on the brain (khumr).
Modern scholars in the Tufseer advise people, “Don’t put
your hand in a dangerous thing.” Hotel bars, restaurants,
and clubs frequented by locals and tourists are also fre-
quented by prostitutes.

Some individuals experiencing difficulties of any psy-
chological or organic nature, including sexual, traditionally
would go to the mutta wa (religious man or woman) and ask
for assistance. The mutta wa would say words from the Ko-
ran to cure the person (Al-Maki 1996, 16). These psychoso-
matic cures were reportedly effective in some cases.

Fracture of the penis is a urological emergency situation
which requires immediate identification and surgery in order
to prevent morbidity to the patient. Prior to 1988, there were
fewer than 100 cases reported in the medical literature
(Sandozi et al. 1988). Urologists in the Gulf during the last
ten years have reported dozens of such cases. Fracture of the
penis may occur during coitus, or by a direct blow, by abnor-
mal bending of an erect penis, or through other sexual aberra-
tions. Men report hearing a crack, then feel a sharp pain with
subsequent loss of erection, deformity, discoloration, and
swelling, but no micturation (painful urination) difficulties.
If surgical treatment is not provided quickly, the condition re-
sults in serious morbidity, including deformation of the erect
penis, weak erections, and reduced sexual performance. The
surgical procedure is described by Taha et al. (1988).
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Various reports have been published in the Gulfregard-
ing penile fracture, including eight cases in Kuwait involv-
ing seven expatriates living without their wives. Their in-
jury was self-inflicted in four patients and because of acci-
dental trauma in three cases. In one case, a Sudanese male
was trying to negotiate a hymen and vagina which had
strictures from the ritual practice of female circumcision
and clitoridectomy (Sandozi et al. 1988). Numerous other
cases have been reported in Abu Dhabi (Al-Saleh et al.
1985) and Qatar (El-Sherif et al. 1991), with nine cases in
four years in the United Arab Emirates (Hamarnah 1993),
Bahrain (E. Amin 1994), and Iran (Asgari et al. 1996). As
mentioned, the incidence of this urological injury is gener-
ally low, but review of'the literature shows the incidence of
this injury is higher in the Arabian Gulfregion (Hamarnah
et al. 1993). Some authors suggest the various etiological
factors include relatively large numbers of single male ex-
patriates, and married men living away from their spouses,
in a Muslim country which contributes to the genesis of
this injury. Sandozi et al. suggest that excessive libido and
sexual urges which cannot be relieved may play a part in
the causation of penile fracture (1988). Expatriate workers
in Saudi Arabia do not usually socialize with Saudi
women, and nightlife activities are rare because of segre-
gation of the sexes, (Abbas & Satwekar 1989). In Bahrain
there are many opportunities to socialize, including discos
(Belgrave 1968).

Priapism is a painful, persistent, penile erection with-
out sexual excitement and is a result of engorgement of the
corpora cavernosa. Priapism can be self-induced with var-
ious drugs, and occasionally cases are seen at medical fa-
cilities. Priapism is also a known complication secondary
to sickle cell disease (SSD). Reports from the U.S.A. show
that 50% of boys/men with SSD can be affected, i.e., report
having one occurrence or more of priapism. Studies in the
Gulf show that priapism is a common complication of
SSD, e.g., in Saudi Arabia with 18.4% of SSD patients re-
porting at least one experience (Al-Dabbous & Al-Jama
1993). In Bahrain, the incidence of priapism prevalence is
low at 2.0% (Rasromani et al. 1990, 114), and the inci-
dence of SSD is 2.0%, while the sickle cell traitis 11.2%.

Informants were asked about an incongruous aspect of
culture seen in Bahrain. For example, American wrestling
programs are seen on local television and in other Gulf
countries. These programs are very popular and individual
wrestlers are known by names. The wrestlers generally
have extravagant makeups, hairstyles, and outfits. Some of
these outfits are only tight bathing suits and this is shown on
local TV. Informants state that wrestlers themselves are not
seen as provocative, as wrestling is a traditional sport from
the days of the Ottomans, and it is seen as exercise or family
entertainment. However, it was noted that if a girl had tapes
of wrestling matches and watched wrestling in an “en-
tranced” manner, then that was another issue. Surprisingly,
bodybuilding competitions are held annually in Bahrain,
and participants are Bahraini men.

While public autoerotic behaviors are infrequently seen
in Bahrain, they are occasionally reported. An elderly
Western expatriate visitor attending church was horrified as
an expatriate male sitting next to her masturbated during the
service. She reported she was afraid, but could not get up
because the church was so crowded. Female Asian expatri-
ates report situations where taxi drivers have begun mastur-
bating while they were in the taxi. The reputation of this
Asian group is rather low morally, which may be why they
are exposed to more encounters of this nature. Expatriate
women all note that, in Bahrain, these incidents are very
rare, unlike the frequency of similar incidents they were ex-

posed to in Saudi Arabia, i.e., you could not look men in
their eyes or below their chests.

5. Interpersonal Heterosexual Behaviors
A. Children

Sexual Exploration, Sex Rehearsal Play,
and Rites of Passage

Children seen touching other children in any suggestive
manner are firmly instructed that this behavior is not appro-
priate. All sexual exploration and sexual rehearsal play, if
noted by the parents or relatives, is strongly extolled as
forbidden.

All Bahraini boys are circumcised according to the re-
quirement in the Koran. The procedure is usually performed
in the first 40 days after birth in a hospital or Health Center
Day Case Unit. Traditionally, up until about ten to 15 years
ago, boys of 6 of 7 years of age were circumcised by a doctor
or a traditional barber. This latter practice has been stopped
in Bahrain, although it continues in Saudi Arabia and is
thought to be a source of hepatitis C infections in that country
(Arya 1996, 229). Traditionally, after the circumcision,
money and sweets were distributed to other children in the
family and to the boy’s friends and neighborhood children
(Curtis 1977, 55). This practice has now almost died out.

There are no ceremonies marking adolescence or adult-
hood. Children, upon reaching age 7, begin to attend the
mosque regularly in order to learn more about their religion,
and this is their rite of passage to full membership in the
community.

B. Adolescents

There are no female puberty rituals in Bahrain. Women
mention that when they reached the age of menarche, they
informed their mothers, and the girls in return were told,
“they were now a woman,” “they needed to behave like a
woman,” “to be careful of covering,” that “they could no
longer play outside with children,” and “to be especially
protective of their virginity.” Their mothers usually told
other female relatives or friends that their daughter was now
a woman, but there was no party or ceremony. Women re-
ported gossiping to their sisters and how they were happy
that they were normal.

A few studies have been done regarding the experience
of menstrual cycle symptoms among Bahraini women (Al-
Gaseer 1990), Saudi women (Atallah et al. 1990), and Ku-
waiti women (Ibrahim et al. 1979). The age of onset of men-
arche in the region varies from 10 to 17 years of age with an
average of 13 years. Women in the younger age groups, 17
to 24 years, report more menstrual symptoms, while
educated women report more menstrual and premenstrual
symptoms than single women (Al-Gaseer 1990; Ibrahim et
al. 1979). Some women report they called their period “my
auntie”’; other euphemisms include “Hajiya came,” and “I
gave birth.”

Many Arab women reportedly do not use tampons be-
cause of the sexual connotation of placing something in the
vagina; also, they fear tampons will make their vagina wide.
Acthird beliefis that “washing out is cleaner” than keeping it
inside. Some Westernized married women report using
tampons, but they said unmarried girls and teenagers would
never use them.

The traditional notion that a menstruating women is un-
clean (Najis) still pervades the belief system, although Al-
Malki states this notion was rejected by the Prophet (1996,
19, 27). Menstruating women are not to fast on the affected
days during Ramadan or on other religious days, but must
make up these days later. A woman should not be divorced
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by her husband when she is menstruating; likewise, sexual
relations are prohibited during menstruation (Al-Farugqi
1988, 72).

Once a women’s menstrual cycle has started, there is only
one occasion when it needs to be strictly regulated and that is
when a women plans to go on Umrah or the Haj. A woman
cannot go to Mecca and perform the prayers in the Kaabah or
other rituals if she is menstruating. Girls or women with reg-
ular periods or irregular periods are given primolat N tablets
for 21 days for suppression of the period, or sometimes birth
control pills to regulate them, so they can plan on when to
make Umrah or Haj, and they are ensured of being “clean.”

The relationships between adolescent unmarried males
and females, aside from family relationships, are strictly
controlled by families. The majority of boys and girls attend
segregated government schools until their graduation from
Tawjehi (high school). There have been coeducational expa-
triate schools for decades in Bahrain, such as St. Christo-
pher’s, Sacred Heart, the Bahrain School (American), and
the Indian School, which a percentage of Bahrainis have at-
tended. During the last ten years, expensive coeducational
private schools have opened specially catering to Arabic-
speaking Bahraini and expatriate Arab students, e.g., Al
Bayan, Ibn Khaldoon, and Al Hekma. In all the coeduca-
tional schools, boys and gitls study together, take school trips
with their parents’ permission, and sometimes socialize. Dat-
ing in the Western sense is not the norm. This is the only op-
portunity for some students to meet members of the opposite
sex. Students in mixed groups may also socialize in the shop-
ping malls and hamburger and pizza places. Male teenagers
are freer to spend time out of the house with friends, expatri-
ate students, and workers.

C. Adults
Premarital Relations, Courtship, and Dating
Bahraini parents strictly control, or at least monitor, their
daughter’s meetings with men, and discourage anything
more than necessary, talking relationships. As mentioned
earlier, dating in the Western sense is not the norm. There are
instances known where Bahraini women dated expatriate
men, including those in the American military during the
time of the Gulf Crisis and Gulf War (1990-1991), and these
women actively sought out these relationships. These situa-
tions are very rare as most families are very strict. One
informant reported recently seeing two Persian Bahraini
women trying to pick up two American military men in
Manama. The two men quickly declined and kept walking,
as these relationships are strongly discouraged by the U.S.
military because of security and other reasons.

Sexual Behavior and Relationships
of Single Adults

Single men have premarital sexual relationships, while
single Bahraini women ideally do not. Single adults are ex-
pected to be chaste in their relations, and the girls are ex-
pected to be virgins at the time of marriage. A man may have
an expatriate girlfriend or girlfriends, or a boyfriend in Bah-
rain or abroad. The prevalence of these patterns have not
been studied among men, nor their prevalence in relation-
ship to venereal disease in Bahrain.

Some Bahraini single women do have affairs. Report-
edly, this behavior is very rare, and the meetings are con-
ducted in hotels or elsewhere in Bahrain, and preferably
where there are “no eyes,” or when they are both abroad. A
single women who is not a virgin will face difficulty finding
a husband if she is known to have lost her virginity “notby a
normal condition,” meaning not through marriage. An af-
fair places her in an abnormal or doubtful situation. The

women who are known not to be chaste will find it difficult
to ever get married (Taki 1974, 11). A few rare marriages do
occur, informants reported, but this is not common, as the
man’s family will be against the marriage if they have any
knowledge that the girl is not a virgin. There have been no
reports about Bahraini women traveling abroad for hymen
repair surgery.

When expatriate women are seen with a man, it is gener-
ally assumed that they are “friends,” or lovers until it is clar-
ified that they are married. This attitude extends to Western
or Asian women, all of whom are generally considered to
have loose morals until their actions prove otherwise. The
Government does not get involved in the affairs of expatri-
ates unless a man files a claim of adultery against his wife.
In these cases, the residence permits of the woman and her
lover are usually revoked and they are deported. This is
done quietly, unlike the 1990s case in the United Arab
Emirates which received worldwide press coverage.

Conservative Bahraini men and families, if they know
someone is having an affair, will enforce certain rules of so-
cial behavior in order to protect their wives or families from
this person’s influence. They will not allow their wives to
invite into their house a married or unmarried woman who
is living with a man or who has a male “friend,” even if the
woman is the wife’s coworker, compatriot, or friend. These
same women are not allowed to sit in the wife’s car seat, i.e.,
the front right passenger seat so they have to sit in the back
seat. In most cases, the husband or extended family (4/lah)
even ask the woman not to see such a friend at all socially,
because being together could affect the wife’s name and
they should not be friends. In some cases, an association is
allowed to continue with conditions, and in some cases, it is
continued in defiance of family wishes when the undesir-
able person is brought into the house.

Social sanction extends to men who bring their lovers or
socially unacceptable partners to a party. One such situation
occurred at an Embassy party, when an elderly man arrived
with his much younger, diamond bedecked, Filipina guest.
Suddenly there was a collective inhaling of breath and star-
ing by the Bahraini dignitaries, and the frosty censure could
be felt in the air immediately. The man was greeted as per
custom, while the woman was totally ignored and spent her
time among the women at the party.

Marriage and Family

Bahrain has the reputation among all the Gulf countries
of being a place “where people can marry who they want.”
All informants, males and females, agree this is true to a large
extent. Women clearly state that the “woman has the right to
say no” to any man who is recommended by her family.
Farouq Amin amends this and states women have the right to
refuse, but not the right to choose (1986). Men stated that,
based on their subjective knowledge, perhaps 50% of mar-
riages in Bahrain are arranged. In reality, this figure is 75%
(Kahtanie 1992, 41). This incidence is much lower than in
Oman or the United Arab Emirates. In the latter country, a
law was passed in 1996 stating the man should see the
woman before their marriage. Regardless of the stereotype in
the Gulf that Bahrainis can marry who they want, there are
still six different types of marriages seen in Bahrain, accord-
ing to Kahtanie (1992). They include arranged marriage,
cousin marriage, couples who have not met before, couples
who met, forced marriages, and educated-later marriages.
Both women and men reported that some men are now show-
ing a preference for, and are choosing, educated working
women, even those years older, who can be a partner and
who can help in providing financial extras for the family
(Taki 1974; Kahtanie 1992, 39).
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Marriage selection and choice of mates ideally follows
the Islamic pattern, i.e., religion is the first selection factor,
while the second factor is the monetary status or potential
monetary status of the male and beauty in the female. Ac-
cording to the Koran, individuals cannot marry those who
suckled at the same breast and are a milk brother, Akh Bil
Radha’a. For all types of marriage, the permission of the fa-
ther or brother is required, and in addition, for soldiers, mili-
tary approval is needed. For members of the royal family,
Amiri Court approval is required.

Marriage brokers (al khatba) are still used to arrange
meetings in spite of telephones and automobiles, and even
though 39% of marriages are consanguineous marriages
(Al-Naser 1993; S. Al-Arrayed 1995). Many marriages are
still arranged between families. The Islamic associations
also play a role in helping individuals find a partner. Men
and women can complete a questionnaire at their local asso-
ciation, providing information on education, age, back-
ground, and preferences. Association staff match appli-
cants, and they and their families can arrange to meet.

Arranged marriages can succeed or fail. Men stated that
the couple may “fall in love” or find they are compatible. A
lot of these mainly younger couples also divorce during the
first or second year; couples in these arranged marriages
stay married, especially after they have a family. In some
cases, one of the spouses (either man or woman) falls in love
with the other, but this feeling may never be returned, e.g.,
the wife may say, “our marriage was arranged and he is a
good father,” and the man, meanwhile, has much stronger
feelings for his wife or vice versa.

The reasons given for women agreeing so easily with
their parents regarding arranged marriages include the fol-
lowing: Girls are afraid to say no to their parents for any rea-
son because of the way they were raised; the girl may not
know any other man or does not have any feeling of attach-
ment to anyone in particular; it is better to be married than
unmarried (Taki 1974); or a girl does not want to wait too
long and to be told “the train has left.” For all these reasons,
a girl may acquiesce to her parents’ wishes. A man, like-
wise, may easily follow his family’s choice of wife for his
first marriage, but if widowed, or if he marries a second
time, the woman will be of his choosing.

Consanguineous marriages now comprise 39% of mar-
riages, down from 45.5% in previous generations (Al-Ar-
rayed 1995). This trend for preferential first cousin mar-
riage has serious health implications, including effects on
sexual development for the children produced by these cou-
ples. The coefficient for inbreeding in Bahrain is 0.0145
(Al-Naser 1993). The child mortality rate in Bahrain is
three times that of Japan, even though Bahrain is ranked as
an otherwise low-mortality population. The Bahrain Child
Health Survey of 1989 showed that one quarter of births oc-
curred between first cousins. The mortality rate for these
offspring during their first month and first 23 months is two
times higher than children of unrelated parents. The study
showed that women who marry relatives, especially their
first cousin, tend to marry younger, are illiterate, their par-
ents were illiterate, and they live in rural areas. Other prac-
tices contributing to higher mortality include polygynous
marriage, remarriage after divorce, short intervals between
births, employment of women only in the home, breastfeed-
ing for an average of 10.6 months, malnutrition, and lower
socioeconomic status. The author of the study suggested
that the government needs to discourage first cousin mar-
riage, to raise the marriage age to 18, to teach the illiterate
about birth spacing which is part of Islamic teaching, and to
allow polygamy only if the man can afford it (Al-Naser
1993). Sheikha Al-Arrayed disagrees with the contraindi-

cations for consanguineous marriage and cites its tradi-
tional history and social benefits, even though 42.8% of her
sample reported familial genetic diseases (1995).

Some Bahraini men marry expatriate women who are
Muslims or non-Muslims. They meet while studying at Eu-
ropean, American, or Asian universities, while working in
hospitals, or while traveling. The man’s family may accept
or reject the woman, depending on her religion, country of
origin, or other factors. Bahrainis may marry other Gulf Co-
operation Council (GCC) nationals with family approval,
and occasionally Indian or Pakistani Muslims, but rarely
Westerners who have converted to Islam. In these cross-cul-
tural marriages, it is the woman’s choice what passport she
wishes to maintain. Holders of non-Bahraini passports can-
not own property in Bahrain.

Once the agreement of the two individuals has been
given to marry, regardless of the type of marriage, then the
families decide upon the monetary arrangements for the
dowry (mahr), which is a gift symbolizing love and affec-
tion (Badawi 1980, 17). According to Islamic law, there is a
marriage contract (4/-Rayd) for all Muslim marriages. This
contract specifies the money the man and/or his family will
pay at the time of the official engagement in the mosque,
any “seconds” if all the money is not available at once, and
the “last” money to be paid at the end of the marriage upon
divorce or death. The first and second money can be paid to
the woman or to her father for holding. Any “second”
money, in case of the early death of the man, is paid before
the money in the estate is apportioned to other heirs; or any
other money he may have borrowed or was holding for his
wife is paid first, as the money was hers, fit ajulain, in life or
death. The contract once signed is a legal document and is
blessed in the mosque and then registered with the Courts.

The amount of the dowry paid in 1994 at the time of the
engagement varied from BD400 to more than BD2,000 ac-
cording to the Statistical Abstract 1994. Distribution of
dowries paid by non-Bahrainis are shown and also tracked
in terms of amount and geographical distribution in the
country (Statistical Abstract 1994: Table 3.53).

The current generation may use the woman’s dowry to
buy furnishings for the home, rather than having it held by
the father or put into her separate bank account. This ar-
rangement depends upon the couple and their relationship.
The man’s family may also be required to pay for an expen-
sive hotel wedding reception. This depends on the families
involved and the contract arrangements. Women report that
they were told by their mothers from the time they were
young, “never give your money to your husband.” If their
money is loaned to the husband, it is generally done legally
with a contract.

The financial straits of some young men and their fami-
lies make it difficult for these men to marry. During the last
few years, several benevolent social organizations, includ-
ing the various Islamic Associations, have arranged group
weddings once a year, so some or all of the costs of the
dowry and weddings are alleviated. These costs can be pro-
hibitive for the young men and prevent them from marrying
(“Mass Wedding” 1996). A description of a traditional
Sunni wedding ceremony is given by Al-Khalfan (1993),
and a Shi’ite ceremony is described by Hansen (1967).

After the engagement, which is equivalent legally to a
Western marriage, the woman may move into the man’s fa-
ther’s house. Ideally, women do not become pregnant dur-
ing this engagement time and should wait until after the
public wedding ceremony. The engagement is usually less
than one year, and longer engagements are discouraged. If
the woman does become pregnant, the family then decides
if a family or public wedding will take place.
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During the “engagement” period, some couples decide
unilaterally or mutually that they are not compatible and
they will divorce. According to the Statistical Abstract
1994, 28% of the Bahraini divorces were before there was
any sexual union, 16.5% for non-Bahraini divorces (Statis-
tical Abstract 1994: Table 3.74). In the 1994 report, 19% of
the marriages lasted longer than one year (Statistical Ab-
stract 1994: Table 3.77). Once the Court grants a divorce, a
delay of three months is required (4/’ Idda) to ensure the
women is not pregnant, then the divorce is finalized. Islam
discourages divorce and teaches reconciliation is better.

A man can say the word falaq three times in his home to
divorce his wife, then the couple has two options. They can
see areligious man, a sheik, for his opinion, or attend a court.
In both situations, the conditions surrounding the statement
will be assessed, i.e., was talaq said in a calm manner or was
the man under stress? Was the woman in a state of purity
(tuhr)? If under stress, then the courts will consider talaq as
said once. If said in a calm manner, then the legal divorce
proceeding will go forward with review of the provisions in
the marriage contract. The specific laws pertaining to di-
vorce and inheritance are governed by Sharia law. The
Shi’ite follow the Ja afari, and the Sunni the Maliki rite.

Women can obtain a divorce for certain prescribed rea-
sons: The man disappears or is absent; the man is impotent;
if the marriage causes the wife mental or physical illness,
e.g., man is a homosexual, wife battering, or adultery; non-
support by the man; or if a special condition clause was in-
cluded in the contract as a condition for marriage (Ramzani
1985). In July 1996, a landmark divorce case was publi-
cized in Bahrain’s newspapers. A women was able to di-
vorce her husband who had AIDS, as she said she was at risk
for contracting it through sexual contact.

Marriage and divorce rates are tracked by the Central Sta-
tistics Organization. The general divorce rate is 1.7/100 pop-
ulation, and the general marriage rate is 7.5 (Statistical Ab-
stract 1994: Table 3.45). The trend is one divorce for approx-
imately every 4 to 4.5 marriages. Eighty percent of the
marriages and 85% of the divorces were among Bahraini
couples (Statistical Abstract 1994: Table 3.44). Bahrainis in
1994 also married Asians, other Arabs, other Gulf Arabs, Eu-
ropeans, and Americans. The divorces followed the same
general distribution (Statistical Abstract 1994: Table 3.44).
Among Bahraini couples, 91% were married for the first
time, while among expatriate couples, only 56% of the men
were married for the first time. The age range of women mar-
rying showed 1.6% were 19 years or younger, however, this
age range accounted for 8.9% of the divorces in 1994 (Statis-
tical Abstract 1994: Table 3.43). Trends show young di-
vorced men and women frequently remarry (Statistical Ab-
stract 1994: Table 3.56).

If a woman was proven barren before the divorce, or if
she wishes to keep her children and not have to give them to
her mother or her ex-husband, then the woman may choose
not to remarry, in which case, she will continue to live in her
parent’s house. Her family will continue to protect her and,
now that she is divorced, she needs more protection from
men who may assume she is “more easy” in her ways.

Ideally, a man informs his wife if he wishes to take an-
other wife. However this is not always practiced. The
woman may be told afterwards. She may discover the other
marriage or marriages in a sudden way, e.g., during the
Government census when the Government census taker is
trying to determine which wife he is talking to; some find
the other wife and husband in a new house she paid for, or in
some cases, the wife may never know. There are Bahraini
men who have families in Egypt, India, Philippines, or else-
where, of which their Bahraini families are unaware. In

some cases, the family only finds out when the man dies and
the various wives make inheritance claims on the estate.

A man’s marriage of another wife is generally not a valid
claim for divorce, as a man may legally have up to four wives
at one time. Most women do not want to share their husband
and their family usually supports them (Taki 1974). The pos-
sibility of polygamy makes wives anxious, especially if they
are barren or fail to produce male children. Women voice
their feelings of insecurity in a serious or joking manner, as
they do not know if their husband already has another wife or
ifhe plans to do so. He can also say to them, “if you do not do
this, I will look for another.” There is a greater risk for older
women, as there is always the threat that the husband could
take a younger wife. The latter is one concern which report-
edly makes women keep menopause a secret, as they do not
want their spouses to know of it out of fear that he may take a
younger wife.

Women make great efforts to keep their husbands satis-
fied and, traditionally, this included placing packs of rock
salt in their vagina after delivery (A. Mohammed 1978;
Rajab 1978). The purpose of the salt crystals was to reduce
the size of the vagina after delivery to normal or less than
normal size so the man will feel more pleasure (Dickson
1915; Hansen 1967, 108). The use of rock salt and its effects
has been documented since the early 20th century by the
doctors at the American Mission Hospital in their annual re-
ports, and in Kuwait and Saudi Arabia (Dickson 1915) and
Oman (Doorenbos 1976). The main result was rock salt
atresia of the cervix, so that in subsequent deliveries the cer-
vix was so tough, it had to be cut to allow delivery. Another
effect of the salt packs was unexplained elevation of the pa-
tients’ temperature after delivery and suspected sepsis. Re-
cords show in 1938 that the first MRCOG consultant at-
tended delivery of 84 patients and 79 had rock salt atresia.
The Ministry of Health took a proactive approach to this
problem and registered, trained, and supervised all the tra-
ditional midwives. By the late 1970s, this practice “was
nearly died out” (Rajab 1979, 7). However cases are still
seen, even as recently as 1996 in the Maternity Hospitals. In
the latter case, an elevated temperature was noted and, upon
examination, it was found the woman had inserted a vaginal
pack of rock salt. Herbal passaries known as mamool were
also used to tighten the vagina, drain lochia, and promote
involution of the uterus (Al-Darazi 1984, 37-38). Some
women used a combination of salt crystals, herbal pessa-
ries, and antiseptic solutions. Vaginal douches of datol, a
strong disinfectant, are still commonly used after child-
birth. Regarding resumption of sexual relations after deliv-
ery, the wife usually stays with her mother for the first 40
days after delivery and may have also stayed with her
mother for one month prior to delivery (Curtis 1977, 47).

Serial monogamy is seen in Bahrain, and some women
are divorced and remarried three or more times during their
lifetime, and men marry more often. As women become
older, their chances for remarriage lessen. There are no re-
ports outlining the common causes of divorce, although in
the one study conducted on coping mechanisms of Bahraini
couples, marital sexual satisfaction was an issue raised by
25% of the husbands (Kahtanie 1992). The Islamic rules of
inheritance work against remarrying or polygamy, and the
sons generally oppose remarriage which might engender
other children, thereby affecting other inheritors (Taki 1974).

Extramarital Relationships

There is a type of marriage referred to in the Koran as a/
Mut’a, or temporary marriage. At the time of the Prophet,
this practice was allowed for the soldiers who spent many
years away from their homes. If the woman the soldier kept
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became pregnant, then she was to become a full legal wife.
The Prophet himself later stopped this practice, and Umar
bin Khatab, shortly after the Prophet’s time, again in-
structed men to stop these type of alliances, as women
should be taken as legal wives only.

This practice of temporary marriage has continued only
among the Shi’ite. One example is described as seen in Sar
Village by Hansen (1967, 127). In this particular marriage,
the girl did not leave her village to live with her husband in A
A’li. Currently, the term 4/ Mut’a has taken on a new mean-
ing. Men who are having an affair may use this term to de-
scribe their current relationship; however, there is no legal
basis for this type of relationship today (Al-Faruq 1988, 6).

The extent to which Bahraini and expatriates are in-
volved in extramarital affairs is not known. Anecdotal sto-
ries are passed around when an incident occurs, e.g., a Bah-
raini store owner was called to testify to the police about the
good behavior of his Bahraini worker. The worker had se-
verely beaten an Indian neighbor who was found to have
been sleeping with the man’s wife. Incidentally, this woman
was “covered” whenever she appeared in public.

The Changing Nature of Bahraini
Marriage and Household

Three major changes have occurred in Bahrain which are
driving forces for change in Bahraini families and family re-
lationships. Household structures have changed from mainly
extended families (A4/lah) of 20 to 30 members living under
one roof, to variable forms, including traditional extended
households with several generations of family members to
nuclear family households (no Arabic word to describe this)
located in one of the new cities, e.g., Isa Town, Hamad Town,
or a flat. Another major change in all types of households
since the 1970s has been the introduction of Asian maids.
These maids clean the house, cook, and, depending on the
family, assume a little or a lot of influence in childrearing
practices. However, these maids are economically, and in
terms of power, “the lowest of the low” (Al-Sharyan 1987,
350). Their presence has helped the wife to go out and work
outside the home, as childrearing is done with the help of the
maid. Formerly, the presence of a grandmother would have
been the only means allowing a woman to work outside. A
third change was the introduction of private automobiles in
the 1950s. The automobiles allowed family members to take
tours together, and men took their families to beaches and
oases. More activities could be planned together as a family
(Taki 1974). These three factors have contributed to the
breakdown of the extended family and increased prevalence
of conjugal families.

Some women reportedly are very frustrated in their mar-
riages. They are working at a job, running the house, may be
making more than their husbands, and are not shown any in-
terest or appreciation by their husbands. Some state that the
husband’s attitude is “I take your money and you do what [
tell you.” The men may be out every night visiting tradi-
tional coffeehouses smoking shisha, playing chess or domi-
noes. They may be out drinking in hotel bars or restaurants.
The men receive many invitations for lunch and the ten-
dency is for them to take every opportunity to be out of the
house. The men spend little time with the children and some
have the attitude, “have them and wait until they grow up.”
Women get frustrated if their husbands are lazy. Tradition-
ally, men and women lived separate lives in Bahrain and
their social networks were segregated (Taki 1974). The
frustrations expressed by some women reflect the continu-
ing trend of separate lives maintained by some husbands
while their wives are expecting more from a marriage. In-
formation on these divergent lifestyles and expectations

would be helpful to increase public awareness, and to teach
couples how to resolve these different expectations from a
marriage in order to control the number of divorces.
Children and the elderly are suffering the consequences
of divorce. The woman returns to her family with the chil-
dren, depending on their age, or the children go to the father
and most likely a stepmother for their upbringing. If the
woman remarries, her parents or the husband definitely have
custody of the children. After marital breakups, society suf-
fers a greater burden in terms of juvenile delinquency be-
cause of unsupervised children (Al-Falaij 1991), an increase
of malnutrition and infant mortality (Al-Naser 1993), and
abandonments of the elderly in Government hospitals.

Sexuality and the Physically Disabled
and Older Persons

The physically disabled can marry in Bahrain and
whether they do depends on their family and the extent of
their problems. There are institutes for the blind (Noor In-
stitute for the Blind), deaf (AlFarisi Rehabilitation Center
for the Deaf), and handicapped (National Bank of Bahrain
Rehabilitation Home for Handicapped Children) in Bah-
rain where they receive special training. Bahrain has long
been the recognized leader in the Gulf for the training of
those who are handicapped, and for providing them with
education and employment opportunities.

If the man is affected with a handicap, the family may
find him a bride locally, or more likely abroad, in India. The
chance of a handicapped woman marrying depends on the
effort made by the family on her behalf, and the presence of
a maid to help her. Male informants stated that a handi-
capped woman would have difficulty marrying because of
her limitations in organizing the house. People with mobil-
ity handicaps from polio, birth injuries, or later trauma inju-
ries do marry, but this depends on the injury. Again, if there
is difficulty finding a spouse, families will find a wife for
their son in India, while the daughter may remain at home
her entire life.

Those who are mentally retarded generally do not mar-
1y, but there is no law prohibiting marriage. A case was cited
where a family employed the son in the business and found
him a wife. Male informants queried why anyone would
want to marry a retarded woman, as she could not organize
the home.

The elderly in Bahrain comprised 5.5% of the population
according to the 1991 census. The elderly are defined as
older than 60 years of age. The elderly remarry, but it is more
likely the men will remarry. Marriage statistics for 1994
show that the oldest age for marriages was 40 to 44 for
women and 50-plus for men. However, it should be noted
that age is a relative matter. All births were not recorded in
the past, so many 40- to 80-year-olds do not know their exact
age. Also, people adjust their birth dates, i.e., men have re-
ported that they added years at the beginning of their work-
ing life so they could get Government employment at an ear-
lier age. Others drop years, especially when in their 40s, by
changing all their legal documents after saying a mistake was
made earlier. Also when people are asked their age, many
just underestimate it, e.g., one man said he was 45 when
asked by a hospital surveyor. The surveyor reported she
looked at him and thought to herself 60 to 65 minimum. The
man saw her pausing and said, “50 to 55, whatever you like.”
The official Government retirement age is 55 for women and
60 for men. There has been no study on the relationship of
changing of birth data in the official records and work bene-
fits and entitlements. The life expectancy at birth in 1995 in
Bahrain is 74.2 years for women and 69.9 years for men (76
and 71 respectively according to the 1996 World Almanac),
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both figures being higher than the average for other Arab
states, 64.1 and 61.5 years respectively (Baby 1996b).

Regardless of the recorded age, the physical condition
of the middle-aged or elderly affects their sexual ability.
Among the elderly in Bahrain, long-term complications of
diabetes, hypertension, and cardiovascular diseases can re-
sult in male impotence. Since the 1980s, penile prostheses
have been available to treat men who are known to have or-
ganic causes of their impotence (E. Amin 1984). This pro-
cedure is available in public hospitals and with greater
confidentiality in private hospitals.

Incidence of Anal Sex, Fellatio, and Cunnilingus

There are no enforced legal restrictions in Bahrain re-
garding the practice of oral sex or anal sex. Informants re-
ported that according to Islam, oral sex is allowed. The ra-
tionale is mutually satisfying sexual positions including
oral sex are considered normal. Some women say they are
reluctant to participate in oral sex, although Bahraini and
Western women participate to keep their husbands satisfied.

Anal sex is considered abnormal activity and associated
more with homosexual activity, of which it is considered a
possible precursor, so it is forbidden (haraam). Reportedly,
if a man even asks his wife to perform anal sex, she has the
right to file for divorce. Anal sex is practiced, however, and
while the woman may not agree, the husband in some cases
is threatening by saying “if you don’t, I will go elsewhere.”
Also women do not file for divorce.

Occasionally, women discuss this activity with friends or
doctors because of the discomfort they experience and the
need for creams or suppositories to soothe small rectal tears.
Some women find out about their brother’s anal sex activities
indirectly when they complain about discomfort and an in-
ability to sit down. One informant reported that a friend’s
brother, who was engaging in anal sex for money, told his sis-
ter that he had no money and the man paid him BD50.

6. Homoerotic, Homosexual, and
Bisexual Behaviors

A. Children and adolescents

There have been no studies or even articles published in
English regarding these topics. In a few rare publicized cases
involving a rape and/or a murder, it was revealed, for exam-
ple, that an adolescent male was involved in a long-term
homosexual relationship with an older expatriate male, or
that a young boy was a victim of a homosexual rape by one
man or a gang of boys. There are no statistics available on
these topics since 1956.

B. Adults

Objective data are not available regarding adult behav-
iors relating to homoerotic, homosexual, or bisexual behav-
iors. Very few male homosexuals openly admit their homo-
sexuality and most get married to keep up appearances.
Since homosexuality is ~araam and abhorred according to
Islam, most relationships are discrete in order to protect the
family name or a spouse. Male informants report that there
are now some Bahraini gay men who openly reveal that
they are gay, and who state they have no intention of marry-
ing, but this may be fewer than 5% of the gay men in the
population. Anecdotal stories are related by informants;
however, no one could contribute any information on spe-
cific behaviors, such as roles or courtship patterns. Islam
prohibits homosexual or lesbian relationships, so most cou-
ples do not openly admit their relationships, and there is no
way to legalize these relationships in Bahrain.

There is a homosexual community comprised of expa-
triates who are more open about their sexual orientation,

e.g., Filipinos and Thais, who are unlike the Bahrainis who
are very careful to hide their sexual proclivities. There was
an incident in the early 1990s when 20 to 30 Filipino homo-
sexuals were deported by the Government. Despite this, the
Filipino gay community now flourishes as before.

Patterns in sexual outlets for homosexual men have not
been studied. Filipinos report male drivers (Arabs or Asians)
put their hands on the knee of the passenger, and the Filipino
has to indicate his preference. Filipino men and others work-
ing in barbershops approach their customers by offering to
massage them. Such approaches are reported by many men
including Bahrainis and expatriates. Men report having to
shop around for a barbershop where they feel comfortable
and “don’t have any problems.” Women report friends and
families warn other families where they should take their
sons to have their hair cut and where not to leave their sons
alone. Some parties in the desert reportedly are another
venue which men use to meet potential contacts.

Women, as they are kept under more careful watch of
their parents, meet other women in school, at friends” houses,
weddings, or parties. Women are free to meet at any time, as
they are always encouraged to socialize with other women.
Only one informant personally knew a lesbian who had told
him that she and her friends meet at school or the university,
and that lesbians usually marry and have children while con-
tinuing their female relationships. This woman said there
were a large number of Bahraini lesbians in the community.

The prevalence of lesbian relationships in Bahrain is not
known. Male and female informants all mentioned they
knew about Bahraini lesbians. Female relationships are
considered “safe” by parents, so the women meet easily and
often. Like the gay men, lesbians are frequently married and
have children. Expatriate lesbians are more open about their
sexual proclivities and these women dress in a style that is
immediately identifiable by their countrymen, e.g., Filipina
“T-birds,” or Scandinavian lesbians among others. The in-
cidence of female-to-female STD or HIV infections has not
been reported.

Bisexual adults usually marry in Bahrain and each spouse
may have a lover on the side (lesbian, gay, or heterosexual).
Only anecdotal stories are available regarding this topic, and
there are no data on the prevalence of hidden bisexuality in
Bahrain.

A question is frequently raised by expatriates regarding
homosexual activity in the country. Are the men truly homo-
sexuals, bisexuals, or heterosexuals? What role does oppor-
tunity for sexual release play in their behavior? A story was
related about an incident in a hotel. Several Saudis gave
money to the male Asian hotel clerk and told the clerk to find
them some women. The clerk took the money. The men
called down to the desk several times to find out where the
women were. During the last call when the clerk said no
women were available, the men said, “You come up then.”

7. Gender Diversity and
Transgender Issues

A. Transvestites, Transgenderists,
and Transsexuals

Male transvestites or benaty (males dressing as females)
are seen occasionally in public, e.g., attending a public festi-
val, while in the hospital, or shopping. Informants report that
this is “much more common in Kuwait.” People are tolerant,
mainly ignore them, and do not talk about them. A few com-
ment on the behaviors seen, e.g., “high voice,” “makeup,” or
“using a fan,” but do not relate to the nature of the person.
Bahraini men dressed as women have been reported as pro-
viding the entertainment at exclusive parties where expatri-
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ates are rarely invited. One female British author reported at-
tending such a party as her introduction to the country a few
years ago. It is not known what proportion of these male
transvestites are homosexuals, bisexuals, or heterosexuals.

In some situations, men have been known to dress as
women for other reasons, mainly in order to breach security,
e.g., to get into a dormitory to visit a friend, to get into a fe-
male prison to visit someone, and to hide from the police.
The latter practice has caused some problems, and now fe-
male security guards are being used in Government agen-
cies, as only a woman can touch or search a woman. One
Filipino passed as a female maid for a couple of years before
being caught by his employer.

Cross-dressing by males is not considered an act of juve-
nile delinquency in other parts of the world; however, in
Bahrain, Saudi Arabia, and the rest of the Gulf region,
which has strict religious-based norms, cross-dressing is
seen as a clear instance of alienation from traditional values
(Al-Falaij 1991). One study showed 4% of Saudi male juve-
nile delinquents were cross-dressing (Al-Ghamdi 1986).
While there are no published data for Bahrain on cross-
dressing, 12.4% of male juvenile delinquents and 16% of
female delinquents in one study in Bahrain were accused of
moral delinquency (Buzaboon 1986, 151).

Women in the Gulf have a long practice of wearing the
sirwal chemise—long full pants with long loose overshirts
seen among all Pakistanis (males and females) and some In-
dians. This fashionable ‘Punjabi-style’ outfit is worn by
men and women alike in Bahrain by many nationalities and
is also fashionable in the West. The only differences be-
tween men’s and women’s styles are the type of material,
style of buttons, and decoration. Loose pantsuits are another
preferred style of dress for women to preserve modesty.
Women are frequently seen wearing loose pants in the
whole Gulf region. There is no association between a
woman wearing slacks and being lesbian among Gulf coun-
tries. There are lesbian Filipinas known as “T-birds” who
dress like a man and who flatten their breasts. They pur-
posely are trying to look like a man. There have been Scan-
dinavians who have pointed out lesbians from their own
country. They report, “See how they wear a shirt and pants
like that. Only lesbians dress like this at home, so we can
identity them easily.”

The incidence of transgenderists has not been studied at
all. None of the informants reported knowing any Bahraini
who said, “I am this gender but trapped in this body.” West-
erners and Filipinos report knowing of people making such
comments in their home countries.

Voluntary sex-change operations for completely gen-
dered adults to the opposite sex are not done in Bahrain and
they are illegal. This view is supported by the Koran and the
Prophet’s teachings (Al Herbish et al. 1996). If there is con-
fusion regarding the sex organs of a child at birth, then in-
vestigations will be conducted to determine sex assignment
of the person. Sex-change protocols followed for newborns
are similar to those published in Saudi Arabia (Taha &
Magbol 1995). If the sex organs are predominantly those of
a male, the male sex will be assigned; likewise if those of a
female, the female sex is assigned. Unfortunately, some
problems are not apparent until the time of puberty (Abdul
Jabbar 1980; Farsi et al. 1990). A study in Saudi Arabia on
intersex disorders detected in puberty or later reported that
all genetic males, known as females, accepted sex reassign-
ment as males. Females incorrectly known as males did not
readily accept sex reassignment, as culturally the male sex
is preferred (Taha & Magbol 1995; Al-Herbish et al. 1996).
The nature and incidence of some cases in Bahrain have
been reported by S. Al-Arrayed (1996).

The man’s chances for remarriage are limited mainly by
his financial resources and his ability to pay the marriage
contract divorce settlement, and if he can afford the dowry
for a new wife. Poor men unable to provide well for their
families have been known to marry four wives, as there are
currently no regulations regarding minimal income; how-
ever, this is now being recommended (Ahdeya Ahmed
1996). In other Gulf countries, men are being encouraged to
take a second wife in order to reduce the numbers of unmar-
ried local women. The U.A.E. Government extends soft
loans to finance taking a second wife, and men already
having foreign wives are now eligible.

B. Specially Gendered Persons

The kaneeth (xanith) is a specially gendered person re-
ported historically in the Gulf (Wikan 1982) and still seen to-
day. The prevalence of these male transvestites/homosexuals
is not known. None of our informants have personally known
such individuals; however, many reported they have heard
others talk about this topic. Some informants described peo-
ple they have known and/or their families. One Bahraini in-
formant reported that “the person they knew like this was
Omani and he lived in our neighborhood and he was the best
cook.” Another reported, “There is a man who is married,
and he has children, but he is also like this.” Others said,
“This was more common in the past.” Following up on this
comment, a long-time expatriate resident mentioned “that
soon after independence and after the British left, all the
Omani men were sent back home in dhows from Manama.
People went to the sea front to see the dhows cast off. These
men had worked as maids, (there were no female maids
then), as singers in bands at women’s parties, and were eu-
nuchs.” These Omani men sound like the description of the
third gender kaneeth described by Wikan in Oman in the
1970s (Wikan 1982).

‘When asked about the term kaneeth, Bahrani informants
did not agree that the kaneeth is a third gender. The term in
Arabic means a male or female homosexual. Bahrainis said
some marry and have children, so are bisexuals according to
the English definition. Kaneeths in Bahrain would not nec-
essarily show feminine manners, or dress in a more femi-
nine style, unlike those reported in Oman, but would wear a
thobe or Western-style men’s clothing.

8. Significant Unconventional
Sexual Behaviors

A. Coercive Behaviors and Neglect
Child Physical Abuse and Neglect

The incidence of child abuse has not been studied or re-
ported in the medical literature in Bahrain. Articles pub-
lished in Bahrain have alerted physicians to note and report
suspected cases (Al-Ansari 1992; Molloy et al. 1993). Two
hospital informants noted knowing of only two cases of child
abuse in the past 11 years in Bahrain, and in one case the
mother was mentally disturbed, while in the second case the
child was handicapped. Similar abuse of handicapped chil-
dren is also mentioned in Saudi Arabia (Al-Eissaetal. 1991).
Two articles on childhood trauma in the Gulf (Bahrain and
Saudi Arabia) did not mention if any of the cases were be-
cause of child abuse (E. Amin 1979; Al-Otham & Sadat Ali
1994). Nonaccidental burning of children is another type of
abuse which may exist in Bahrain and which requires a team
approach to detection and treatment (Saeed 1992). Child
abuse does exist in Kuwait, and is reported in increasing fre-
quency (Al-Rashied 1988), and in Saudi Arabia (Al-Essa et
al. 1991; Qureshi 1992). A case of Munchausen Syndrome
by proxy has been reported in Saudi Arabia (Al-Mugeiren et
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al. 1990) and doctors in Bahrain have been alerted to note
such cases (Molloy et al. 1993).

School teachers have also been educated regarding child
abuse and are to report suspected cases of child abuse to the
social worker. One study was conducted regarding teacher
awareness of symptoms (Ali 1996). Since schooling is not
compulsory, or may be conducted at home with home study,
teachers cannot know of the full extent of this problem. Ac-
cording to the Koran, children are to be treasured, and strict
discipline and physical means of discipline are not com-
monly used. From ages 1 to 7, parents are exhorted to love
and care for their children, and from 7 years onward to be as
a friend to guide their child.

The extent of abuse to which children are subjected from
the many maids employed in the country likewise is not
known. However, Al-Rashied in 1988 noted in Kuwait that
child abuse has been noted more often after increased reli-
ance on babysitters. Individuals report knowing of suspected
abuse cases in Bahrain, and when they were confirmed, the
maids were deported. In one example, a Filipina brought to
work for a family was found using physical means to control
the children and scaring them so much their personalities
changed, which is how the parents first became aware of the
problem. Another South Asian maid absconded, and was
later caught working as a prostitute. The parents then won-
dered if she had been entertaining men in the home, as the
children had reported previously that the maid used to lock
them in their rooms when the parents were away.

Many of the cases of child abuse are not physical abuse
or battered child syndrome, but neglect, or cases of failure
to thrive. Bahraini doctors have been alerted to note these
cases (Al-Ansari & Al-Ansari 1983). One expatriate, for
example, reported thefts from her vegetable garden. The
culprit was eventually caught and it was a young boy who
was hungry. Investigation of the case showed there were
four wives and 40 children in the family and an unemployed
head of the family. The expatriate dropped all charges. So-
cial workers have reported finding neglected handicapped
children who were being kept in boxes in the home so these
children had severe contractures. In these cases, the moth-
ers had many other children to care for. Side effects of medi-
cal procedures are sometimes not noted by parents among
their large number of children until the damage is irrevers-
ible. Young children are sometimes left in cars overnight
and they die in the extreme heat as their absence in the house
was not noted. A study on the impact of family size on mor-
bidity showed crowding, poor sanitation practices, low ed-
ucation, and poor personal hygiene resulted in more family
visits to health centers (Nasib et al. 1983).

The Bahrain Government has an effective means of help-
ing abused children once identified. All reported cases of
abuse and neglect are investigated and social workers and
community healthcare nurses follow up each case, even
daily, if it is felt this is needed. Even though all government
healthcare services are free to all residents, utilization of psy-
chiatric services for children by parents is low. In 1981 and
1982, the last published data, only .016% of children were re-
ferred for psychiatric help, while it is estimated 5 to 20% of
children could benefit from the services. Boys outnumbered
girls in conduct disorders, while girls had more reactive and
neurotic disorders (Al-Ansari & Al-Ansari 1980). The possi-
ble underlying causes of childhood psychiatric problems
were not discussed in the article.

Charity from the Government, the Red Crescent, or other
family members may not be meeting all the physical needs of
some families. Other agencies and social organizations pro-
vide needy families family aid (Jameyat Al-Islah, Jameyat
Al-Islamiya, Jamiyat Al-Tarbiat Al-Islamiya, Sunduq Al-

Infaq Al-Khairi, and Al-Eslah Society’s Welfare Commit-
tee). Only official begging is sanctioned in the country, i.e.,
women mainly are licensed and have a permit to visit shop
owners to solicit charity and usually only during the month
of Ramadan. However, beggars (men and women) can be
seen in many parts of the capital city on a regular basis.

Child Sexual Abuse

The worldwide current awareness of family sexual
abuse started in the 1980s (Patten 1991). The incidence of
child sexual abuse in Bahrain has not been documented in
any published reference. Hospitals keep their own statistics
which are not officially reported. In contrast to rarely seen
cases of battered child syndrome, several cases of sexual
abuse are seen every week by hospital medical personnel,
nurses, and social workers, according to informants. The
number of children seen by private doctors and in private
hospitals is also not reported. A team of doctors and a psy-
chologist are now addressing this issue, and perhaps data on
prevalence and trends will be available in the future. The
lasting impact on the children involved and their families,
and the relationship of sexual abuse to dysfunctional fami-
lies to broken homes because of other social factors, such as
high unemployment, have not been studied or reported.

Sexual abuse is detected in various ways, including the
wife catching the father and daughter. In some cases, bleed-
ing in the genital or rectal area may be the first sign seen by
parents or reported by the child; a skin rash or symptom of a
sexually transmitted disease (STD) may be the first sign.
Babies of 6 to 8 months, toddlers, preadolescent, and ado-
lescent children are the victims. In some cases, the abuse is
from a male relative (father, uncle, or brother), or outsider,
or gang of boys who may be sexually abusing the male or fe-
male child in question. Cases are reported of maids playing
with and sexually abusing male or female children. None of
the reported cases are as extreme as the male mutilation
seen in Saudi Arabia by a mentally disturbed mother
(Hegazi 1990). Incest and sexual abuse cases reportedly oc-
cur among Bahraini and non-Bahrainis, including South
Asian expatriates. Healthcare personnel state Pakistanis are
more frequently involved; however, there are no clear data
on trends.

The extent and frequency of police involvement in sexual
abuse cases varies. If an outsider or group of boys is in-
volved, and a male child was abused, then the police may be
called. If a female child was abused and a male relative was
involved, e.g., the father, then the police are not called. In
these latter cases, the female child may more often be taken
to a private doctor, or to no doctor. In the last ten years, there
have been two publicized cases of young girls raped by expa-
triate men. One was a 5-year-old child playing outside her
house. Neighbors and family members caught the expatriate
Asian man and severely beat him. The second case involved
an Asian school guard who raped a young preadolescent
female student.

Pedophilia

Pedophilia has not been studied; however, pedophilia re-
garding young boys is talked about and is not a new practice.
During the late 1980s, there was a man reportedly raping
young boys in the Muharraq area. The case was discussed
opening by worried parents, but the outcome of this situation
was not publicized. Bahraini pedophiles paying boys for sex
both in Bahrain and abroad are known, and such cases are
discussed openly by older members of the local community.
Groups of older boys are sometimes involved in rapes of
young boys, however, these data are not reported. Pedophilia
in Saudi Arabia, in contrast, is considered a major crime, and
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those caught are sometimes beheaded, depending on the ex-
tenuating circumstances such as alcohol use and kidnapping.

Acquaintance, Date, Marital, and Stranger Rape

The prevalence of rape is not reported. Isolated cases are
known to occur, and a few have been reported in the print
media, usually no more than one case in a year. Those re-
ported in the media generally involved expatriates and
sometimes Bahrainis. One case of homosexual rape of a
young village boy by an older village boy resulted in the
child’s murder. Stranger rape does occur, e.g., one Asian
woman (a maid), took a taxi ride late at night and was raped
by the driver. She also contracted a severe case of genital
herpes from this incident. The frequency of rape in Bahrain,
in comparison to cities of 500,000 to 600,000 people, would
provide valuable comparative data. Many Bahraini families
possibly do not reports rapes because of the shame in-
volved, and Asian women are reluctant to report also, so ac-
curate figures are difficult to obtain; but underreporting of
rape is the situation in all countries around the world.
Marital rape has not been studied.

B. Sexual Harassment

Sexual harassment has not been studied in Bahrain in the
workplace, nor in social situations. According to the Sura Al
Noor, unrelated men and women ideally should talk about
essential things only. Women government workers have
been known to call and harass a male coworker over the tele-
phone while at work, but this is very rare. Likewise, the occa-
sional male coworker has been known to harass a female
coworker at work or in social situations. These incidents are
reported as very rare; however, the real prevalence is not
known, as Asian females in particular are reluctant to report
any problems or to cause trouble for fear of losing their jobs.
Bahraini females are also reluctant to report such cases be-
cause of the lack of witnesses and the shame of making the
problem publicly known. There was one publicized case of
telephone harassment, which continued after a Bahraini
woman married. The harassment resulted in a murder plot,
after which the man’s body was discovered in the desert. The
husband was jailed for life and the woman for a shorter term.

Women report that off-color jokes may be told in their
presence when they are a member of a group. The men will
“look out of the corner of their eye” to see if they were over-
heard. The women say they have been schooled not to re-
spond in any way, or to indicate that they heard what was
said.

Touching between men and women in public, such as
holding hands, is seen occasionally; however, at work it
is limited to an occasional handshake. An unrelated man
should not touch a woman, according to Islam. Some women
refuse to shake hands even in professional situations, or some
wear gloves, or a glove on the right hand. This practice can be
seen on the television during graduations and other public
ceremonies when an official shakes everyone’s hand.

Body language has been studied among the Arabs for
many years, and social distance is reportedly closer than seen
in some Western countries. Men talking to men, and women
talking to women may be standing within 6 to 10 inches (15
to 25 cm) of each other. In Bahrain, however, this social dis-
tance appears to be extended between members of the same
sex to 12 to 18 inches (30 to 45 cm) so expatriates do not have
the same “close” feelings as when talking to some Mediterra-
nean nationalities. Among males and females, this talking
distance is usually further apart at two to three feet (60 to 90
cm). Very rare exceptions to this rule occur when someone is
agitated and they may poke with a finger at an expatriate per-
son’s arm while making a point and usually without realizing

what they are doing. Occasionally, a powerful man may put
their hand on a woman’s back, but this is rare, and the expa-
triates say they feel uncomfortable. Among the various expa-
triate groups in Bahrain, this social distance varies depend-
ing on the age (hand holding seen among male or female
teenagers) or the nationality. Hugging when meeting a per-
son is more common among the Filipinos, while casual kiss-
ing is seen among all groups, including Bahrainis, at the air-
port upon departure or arrival. Hand holding among men is a
common sight among grown men. Bahrainis, South Asians,
and Filipinos are seen holding hands on the streets. The prac-
tice is also seen among some women, but it is less common.

Kissing between men is a common practice and is seen
in the media, in public, and at work. Kissing on the cheek,
forehead, and shoulder is a sign of respect, and among
friends a sign of welcome. Kissing between women is also
seen frequently in public and at work as a sign of respect,
and of greeting, especially if the women have not seen each
other recently or some one is returning from a trip.

C. Prostitution

Prostitution has existed in Bahrain for many years and
the British Agency Annual Reports include data on this
topic. There was an increase in prostitution reported be-
tween 1926 and 1937 in the British reports. A number of for-
eigners earning good pay came to Bahrain from Persia, Iraq,
and India without their families, and this caused an increase
in prostitution, which is a matter of supply and demand.

The history of prostitution in Bahrain since World War I
has been discussed in various sources. Designated brothel
areas were established (Rumaihi 1976, 193). There was for-
merly a section of west Manama, between Naim and the Po-
lice Fort, known as “Gubla,” and an area in Muharraq
known as “Al Grandol.” There were brothels in these areas
with female prostitutes, and the male prostitutes were al-
most as numerous as women. A February 8, 1937, court de-
cree ordered that prostitutes should live and work only in
these two designated places. Prostitutes living or working
elsewhere would be deported. The court ruling also ordered
the deportation of those “highly professional” prostitutes.
The female prostitutes were predominantly from Persia,
Iraq, and Oman, with Persians commanding the highest
prices, then Iraqis and Omanis, respectively. The female
prostitutes were all known as “Daughters of the Wind” ac-
cording to Belgrave (1960); Bahraini informants report
they were known as “Daughters of Love.”

The male prostitutes were chiefly Omani boys (Belgrave
1960). All the Omani men did not live in this area, as some
also lived with families who could afford their services.
Later, there were Bahraini women who were the children of
former slaves also working in these areas, while Belgrave
(1960) notes the presence of foreign women “who had be-
come Bahrain subjects by the simple expedient of marrying
Bahrainis.” Among these various groups of women, some
were divorced, more commonly they were poor, and a few
married women did it for the money or even pleasure. The
brothels themselves were attended by men of all socioeco-
nomic classes and ethnic groups.

Bahrainis now in their early 40s or older all reported a
range of knowledge regarding this topic and the location of
the districts. Some knew of such a former “Red Light” dis-
trict, but they were not sure where it was exactly. Some said
they used to visit it with their parents while on business trips,
for example, to collect rent. Others reported they visited the
area because it was where “all the action was.” One inform-
ant said he collected bottles and cans for recycling and used
the money to visit the ladies. Another informant reported she
was very young, but she remembered seeing a man with a
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young boy. When she asked her mother why the man had the
young boy, her mother answered “he is married to him.”

The term Grandal is still used in another context by el-
derly people to describe or comment on an individual
whose behavior is “loose” according to preferred standards.
Such a woman is called a Grandal, or it is said she is acting
like a Grandal. Older people listening understand the con-
notations of the term. The areas designated for prostitutes
started to decline in the early 1970s, and prostitution activi-
ties became more dispersed throughout the country with the
opening of hotels. Still, women reportedly can be seen
standing in doorways in the old Gubla area in Manama.

Various reasons are given for the decline of this area in
town and the recent changes seen in prostitution patterns.
First, in the early 1970s, there were major political and eco-
nomic changes seen in Oman. The current Sultan deposed
his father and began investing millions of riyals in major in-
frastructure improvements in the country. There was an im-
provement in job opportunities, so many Omanis returned
home. Second, the local, economic development of the
1970s because of the boom in oil prices resulted in the
building of many new apartment blocks so there were flats
(apartments) available in many parts of the city. Also the
British military wanted flats and villas in which to live, so
there was a building boom, and then Bahrainis moved into
these dwellings also (Taki 1974). People could have more
privacy away from their families. Third, the economic
boom of the 1970s also meant people had more disposable
income and could afford extras like paying for a small flat or
small villa. Fourth, the economic boom of the 1970s re-
sulted in an increase of expatriate laborers between 20 and
50 years of age, including those from the Philippines and Sri
Lanka. These two groups, all informants state, are highly
involved in prostitution in Bahrain. Some Filipinas are paid
a monthly salary or given gifts of sometimes up to BD400
(US$1,000) or more by their male friend. Because of the
low opinion of Filipinas in general, women with families,
and even elderly women over 60, report being approached
directly or indirectly for prostitution (money is brushed on
their arm or flashed so they can see it). Finally, after Bahrain
gained full independence from the United Kingdom in
1971, U.K. residents were granted special visa privileges,
i.e., no visa was required for the first three months of entry.
Many U.K. residents came to Bahrain and the United Arab
Emirates in the Gulf looking for jobs and employment op-
portunities. Some of the British women found jobs, others
sponsors, and others travel between Bahrain and the United
Arab Emirates and are seen frequenting the hotels working
as prostitutes. This visa law was changed in 1996, and a visa
is now required for U.K. residents as a result of reciprocal
changes instituted by the European Union.

After the opening of the Saudi Causeway in late 1986,
local women experienced many problems while they were
walking on the streets, in shopping malls, or attending par-
ties in hotels. The Causeway also led to an increase in the
number of incidents reported by women who said they or
their friends were approached by Saudis. Western women
with their children reported being approached in shopping
malls by Saudi men and being offered money for their ser-
vices. Bahraini women, because of the problems, began
avoiding hotels even for wedding parties on Wednesdays,
Thursdays, and Fridays to prevent such situations from oc-
curring. Women working in public areas in Government
buildings are given hotel phone numbers by Saudis, and
many have requested job changes to less public areas as a
consequence. These situations were predicted by Wilsher in
1982, and reflect an expansion of the prostitution activities
described by Faroughy (1951, 20) who stated that “prostitu-

tion forbidden in Saudi Arabia has greatly increased under
the complacent eyes of the authorities and Bahrein has
become a kind of ‘pleasure island.’”

Solicitation for prostitution is quite open. Expatriate men
report being approached by women in hotels and shopping
malls. One first-time consultant visitor from the U.S.A. in
1989 was invited to look at a photo album of women by a taxi
driver taking him from the airport to his business appoint-
ment. The visitor reported being absolutely amazed to see
this in a strict religious country. A Filipino man attending a
hotel disco with a group of friends approached a Western
woman and asked for a dance and was told “you cannot
afford me.”

The nationality of female prostitutes has changed
through the 1980s and 1990s. During the 1980s, Filipinas
could be seen going off with men they picked up, even
while in family pizza restaurants. Sri Lankans were avail-
able on certain streets in various areas of Manama. Also,
there continues to be a main street in Adliya commonly re-
ferred to as the “meat market,” where Filipinas walk about
at night. New nationalities of prostitutes have been seen
during the 1990s. Since the breakdown of Communism,
Russians began traveling freely to the Gulf. Many came to
Bahrain and the United Arab Emirates for shopping, and
there was a billion dollars in Russian trade for the United
Arab Emirates during 1995 alone. Some of the women also
came to sell small items, while others came as prostitutes.
Russian women were available in some of the expensive
hotel restaurants frequented by Saudis, and outside two-
and three-star hotels and other restaurants frequented by
other tourists. Many of them advertised their services for
BD20 ($53) by holding up two fingers. One informant
asked to see the C.P.R. (Central Population Registry) resi-
dence cards of Russian women outside an expensive restau-
rant. They had current C.P.R. cards and their profession was
listed as “business.” By the summer of 1996, Bosnian fe-
male prostitutes were reportedly working out of one of the
mid-size hotels. These women usually asked for the equiva-
lent of BD25-50 or a gift, such as a watch, if money was not
available. Adolescent Ethiopian prostitutes have been seen
on the Exhibition Road area with pagers.

Prostitution is not illegal in Bahrain, and it must be men-
tioned that solicitation for prostitution is not as blatant in
Bahrain as that seen in Abu Dhabi, where women con-
stantly walk up to men standing alone on the street, or while
waiting for transport.

D. Pornography and Erotica

All pornographic materials are strictly prohibited by law
and are confiscated by customs officials if detected. Most, if
not all, expatriates coming to Bahrain are told that three
items are strictly prohibited, i.e., pornography, items on the
Israeli boycott list or made in Israel, and cultured pearls.
The latter two classes of items are seen, however. Cultured
pearls are not to be sold in Bahrain, but are worn, and the
boycott list has changed since the Gulf War.

Pornography is available in Bahrain, e.g., magazines, as
they are not picked up by security upon arrival as easily as
metal items (by the metal detector), or drugs (by drug-sniff-
ing dogs), or computer diskettes containing pornography.
All videos are viewed by customs agents at the airport upon
arrival; others are retained and can be picked up later in
Manama at the censorship office. Blue videos are still
smuggled in, as well as items on the Israeli boycott list;
these reportedly are “not that difficult to find.” Arrests of in-
dividuals holding blue movies or computer diskettes con-
taining pornography, and those caught selling them are
sometimes publicized in the newspapers as a deterrent. Rel-
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atives and roommates may turn in the sellers or users to the
police. Names of the culprits may be publicized in the press
or withheld.

E. Sex-Related Murders, Suicide, Self-
Mutilation, and Sex with Animals

Murders in Bahrain have been very rare for the first
nine decades of the 20th century. The British advisor re-
ported in the Bahrain Government Annual Reports Volume
11 1937-1941 that “usually about one or two murders are
dealt with by police during the year.” This general trend
continued until the 1990s.

The early reports also mentioned that “occasional mur-
ders may take place which are not detected, especially
women and newly born children.” These women were put
to death by their relations because “they had dishonored the
family. Killing a woman for this reason was considered by
many Arabs to be justified” (Belgrave 1960, 100). Belgrave
notes that he knew of cases where an unmarried girl was
“put away” because she was pregnant, but he knew of no
cases of a wife being killed because she was unfaithful. One
case was related in the late 1980s of an expatriate Arab man
and his brothers who managed to forcibly take the man’s
wife to their home country. They informed the wife’s West-
ern doctor they were going to have the woman and the child
killed for bringing shame on the family. No action could be
taken as there was no crime in Bahrain. This practice has
been stopped in Bahrain for decades.

Currently, it is reported that the majority of pregnant,
unmarried Bahraini women are sent abroad for abortions or
practice self-induced abortion to avoid bringing shame on
themselves and their family. Others may check into a mater-
nity hospital, sometimes under a false name, and leave the
child behind in the hospital.

Prostitutes in the former brothel areas were sometimes
murdered by jealous lovers, according to Belgrave (1960,
103). More recently, during the last ten years, there were
two sex-related murders involving Filipinas. The media re-
ported one was murdered at work, reportedly by a Pakistani
lover, while the other body was found in a dumpster near a
hotel.

Sex-related murders between individuals who are or
were lovers have been reported, but they are very rare. Dur-
ing the last ten years, there were several publicized hetero-
sexual cases in the media, e.g., a Filipino couple (the man
murdered the woman, and then killed himself), and a South
Asian woman was killed by her lover. There have been a
couple of homosexual-related murders, for example, one
village man killed his lover and buried him in the yard. And
in another case, a younger Bahraini male (late teens) killed
his elderly British lover.

Suicide because of shame about sexual matters is rare,
but does occur. An Indian woman whose child was found to
be HIV-positive confessed that she was involved with a Pa-
kistani male. After an investigation, it was determined he
had slept with a Filipina, who had been involved with a
Saudi. The Indian woman committed suicide soon after the
investigation, and her family (husband and son) were de-
ported, as they were HIV-positive.

Successful suicides versus parasuicides appear to be
more common among Asians in Bahrain, particularly In-
dian males and females. Firearms, except for antiques, can-
not be legally held by the general public in Bahrain, so seri-
ous suicide attempts are made by means of hanging, electro-
cution, drinking of kerosene or self-immolation, slitting of
wrists to cause arterial bleeding, and drug overdose. Inves-
tigations published in the press show that the men are usu-
ally depressed over their financial situation or illegal resi-

dency status, while the women are having work difficulties
(termination or warning letters) or family difficulties in In-
dia or locally. Some Indian women are trapped in abusive
marriages to Bahrainis and have no place to seek assistance.
Other precipitating factors may include sexual abuse by the
husband’s male relatives and other family situations.

One research study on suicide has been published to date
(Metery et al. 1986). In 1981, the police suicide register
showed 150 people attempted suicide mainly by ingesting
drugs for arate of 0.04%. Religious values (suicide is a mor-
tal sin in Islam) and social stigma possibly contributed to
the low rate (Metery et al. 1986). This study showed more
women, generally unmarried in their 20s, attempted sui-
cide, and 60% had attended their local health centers within
the previous six months complaining of somatic symptoms
such as headache and body aches. This study did not indi-
cate the number of Bahrainis or non-Bahrainis listed in the
suicide register. A growing pattern of self-induced drug
overdoses is reported among Saudi women (Malik et al.
1996), Kuwaiti (Emura et al. 1988), and Qatari women (EI-
Islam 1974). The precipitating event(s) leading to suicide
need to be studied.

Parasuicide survivors (impulsive attempts) are brought
to healthcare facilities. A six-month audit of Medical De-
partment admissions between late 1995 and early 1996 in
one general hospital showed 1.08% of the admissions were
parasuicide attempts, with a ratio of 4.5 females to males,
the same ratio of Bahrainis to non-Bahrainis, and the same
ratio of impulsive situations versus psychiatric histories.
Causes of impulsive attempts included exam failures, prob-
lems at work, a fight with a family member, recent divorce,
recent parental death in the family, and marital arrange-
ments.

One case of self-mutilation by a Thai male who became
depressed, reportedly when his girlfriend left, was reported
in the press. Urological surgeons in the large government
hospital performed successful surgery in this case. At-
tempts of this nature are extremely rare (one case in ten
years).

Another deliberate self-harm (DSH) practice known as
“jumping syndrome” appears to be common in the Gulf
States, and is seen increasing in prevalence in Qatar (El-Is-
lam 1974), Saudi Arabia (Mahgoub 1990), and Kuwait
(Suleiman et al. 1986). Predominantly Asians, and mainly
females with an average age of 29 years, are jumping off
buildings in an attempt to kill themselves. Studies show that
many have died, while others have had extensive fractures
and required long-term hospitalization for an average of 56
days, which places a cost burden on the Gulf States free
health services. The proportion of unsuccessful attempts re-
sulting in minor injuries is not known. The females jump-
ing, in most cases, had no history of previous psychological
illness. Sexual and physical abuse are the most important
factors which push females to deliberate self-harm. Some of
the jumping syndrome survivors alleged that this was the
reason; however, sexual abuse was not proven (Sadat-Ali et
al. 1995, 189). Reportedly, this is the method of choice for
suicide in Kuwait because of the non-availability of drugs
(Suleiman et al. 1986). Cases of jumping syndrome have
not been reported in the media in Bahrain; however, medi-
cal personnel have been alerted to this trend.

There have been no studies conducted regarding Bah-
rainis having sex with animals, and there are no local anec-
dotal stories discussed regarding this topic. An archaeology
text by Bushiri (1992) discusses seals found in Bahrain and
Kuwait from the Dilmun period which show intercourse be-
tween a man and a bull, which the man performed from be-
hind the bull while holding the rear of the bull.
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9. Contraception, Abortion, and
Population Planning

A. Contraceptives

Attitudes regarding contraception vary from couples
who accept all children as the will of God and who make no
effort to prevent pregnancy, to those who plan, space, and
limit their families. In the former situation, many women
report it is the husband who feels more strongly about this
issue and who refuses to use contraception. In some cases,
the women want more children and the husband refuses,
e.g., the woman may be the second or third wife and the hus-
band has many children, including sons, from a previous
marriage(s), so he may then have a vasectomy after only
two children from the last wife. The wife may then feel
cheated and expresses regrets. Other families quote the Ko-
ran’s injunction to be able to provide for their children well,
so they use various forms of birth control (condoms, IUDs,
or pills) to space their children. Spacing varies from one to
three or even 15 years. Women say, “My husband told me [
can get pregnant again after three years,” and men have
said, “On my salary, I can only afford to have this number,
so we needed to space our children.” Among the college-ed-
ucated, some boldly say, “Two is enough.” One Govern-
ment publication reported that 50% of Bahraini families are
using some form of contraception and another report states
that 54% of married women are using contraception (A. A.
Ahmed 1995, 15). The local birthrate 0f 2.91% is still one of
the highest in the world. There are other factors motivating
high pregnancy rates, including certain segments of society
who are having children simply to outnumber other seg-
ments of society for potential political gains.

A group of Bahraini intellectuals from several special-
ties organized the Bahraini Family Planning Association
(B.F.P.A.) in 1975. Bahrain has the only F.P.A. in the Gulf
and is one of 15 in the Arab region with their regional
headquarters in Tunis. There are 165 country associations
in the world with their main office in London. There are
approximately 200 active members in Bahrain promoting
the association’s work. A survey was conducted by the as-
sociation in 1983 to test the attitudes and knowledge of the
population regarding contraception. This initial survey
showed promising results, and the association has been ac-
tive ever since. The association has facilitated other re-
search by providing data, contacts, or support to research-
ers, and several theses have been completed (Al-Darazi
1984, 1986; Al-Gaseer 1990). The B.F.P.A. contributed
US$10,000 towards the costs of the 1996 National Family
Health Survey of 5,000 randomly selected Bahrain fami-
lies, including 26,000 individuals. The survey was spon-
sored by the Gulf Cooperation Council Ministers of Health
and the U.N.D.P. The questionnaire included items relat-
ing to reproduction and sexual health. The report with
analysis was expected in 1997.

The funding for the B.F.P.A. organization comes in part
from funds redistributed by the B.F.P.A. Central Committee
to countries around the world. The local president is on the
B.F.PA. Board, the Central Committee, and the Budget
Committee. Other funds come from donations by local indi-
viduals, various institutions, and the Government, i.e., Min-
istry of Labor and Social Affairs. Contraceptive aids are
given by the B.F.P.A. to the Ministry of Health for distribu-
tion to families in the Primary Health Clinics, Salmaniya
Medical Center, or the Maternity Hospitals. The B.F.P.A.
also accepts gifts of clothes and other items, which are dis-
tributed to needy families. Annual reports are prepared at the
local, regional, and federation levels describing activities of
the association.

The activities of the B.F.P.A. are geared toward increas-
ing public awareness of the types of contraceptives available
for family planning. There is no local opposition; however,
an occasional non-Bahraini will raise opposition to their
work. The association provides lectures to representatives of
local groups who then go back and talk with members of their
respective group. The B.F.P.A. has videos, cassette tapes,
and pamphlets, as well as a library, at their association head-
quarters in Gafool. The current five-year plan has four main
goals which the group is trying to reach, i.e., youth aware-
ness, promotion of counseling and family planning, empow-
erment, and development of volunteerism and fundraising.

Family planning nurses working in Maternal-Child
Health indicate that there has been a trend toward increas-
ing use of tubal ligations and vasectomies for birth control,
even among village residents. B.F.P.A. and the staff nurses
state that people are better educated about their options for
birth control, have the desire to space children, and many
want to limit children out of economic necessity, e.g., be-
cause of the recession and no jobs. Nurses praise the sup-
port of the Bahrain Family Planning Association and their
assistance in providing free contraceptives, and, at times,
clothing or goods to needy families.

Free contraceptive aids are available from the Govern-
ment at all the Primary Health Centers and at the Govern-
ment hospitals for all Bahrain’s residents. Free tubal liga-
tions and vasectomies are likewise available and are being
used increasingly by older couples as a means of birth con-
trol. Health education courses regarding contraception are
presented at the Government Primary Health Care Cen-
ters, and videotapes are also available. The 71993 Annual
Reportfor Primary Health Care in Bahrain notes that “due
to religious beliefs and traditional attitudes,” a total of
4,573 visits were made during 1992 for family planning
services. Out of these visits, 2,917 women initiated a con-
traception method, and 263 received IUDs. A total of
8,660 women received family planning counseling ses-
sions, which was 7.8% of females in the child-bearing age
(Fouzi Amin 1993). A study conducted in one Health Cen-
ter in the United Arab Emirates included 908 women be-
tween 15 to 44, and 50% of them were using some means
of contraception (Blankensee et al. 1995).

Many doctors discuss birth control options, including
sterilization, with grand multigravida (more than eight to
ten children) and high-risk patients (those with repeated Ce-
sarean sections and other complications) at the time of de-
livery. Doctors document when the patient refuses to have a
procedure, or has signed a sterilization permit. After deliv-
ery, the doctors indicate if the patient has requested some
form of birth control and what choice was made. The doc-
tors’ personal beliefs play a factor in whether birth control
options, such as a tubal ligation, are even mentioned. Some
couples, after making their own choice, may be told by a
doctor that their choice to have a tubal ligation is haraam
(forbidden). More assertive and more educated couples will
find another doctor, while others may be ashamed or afraid
to discuss this matter with another doctor. There are no in-
stitutional ethical standards to guide physicians regarding
this matter, or to suggest that they refer couples to another
doctor who is willing to discuss such matters. If a woman is
declared unfit, e.g., mentally retarded or unfit to be a
mother, the family can request she be sterilized.

Condoms are sold openly in grocery stores and pharma-
cies. There are many private clinics in Bahrain, and three
private hospitals, where birth control information and sup-
plies are available for a fee.

Data on birth control practices of the various expatriate
populations are not reported. Misconceptions regarding
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pregnancy abound, and some Indian girls are prohibited by
teachers and parents from swimming in coed pools for fear
they will get pregnant. The knowledge of Syrian, Jordanian,
Palestinian, and Beluchi women has not been studied, and
they are the expatriates having the largest families.

B. Teenage Pregnancies (Unmarried)

Although unmarried pregnancies occur, their incidence
and prevalence among Bahrainis and non-Bahrainis, and
teenagers specifically, are not known. A Bahraini girl/
woman and her family will try to cover up such a scandalous
incident. Male informants all knew of women “in trouble,”
while female informants rarely knew of anyone.

Teenage pregnancies are not a major problem as seen in
the West, because a girl’s behavior is strictly monitored by
her parents. A girl, from the time she is 10 to 12, is kept close
at home when not in school. Even if she attends the Univer-
sity, her parents know where she is and her daily schedule.
Most girls are married after completion of Tawyehi or col-
lege, and some later even in their 30s; however, until she is
married, a girl is expected to live at home. A Kuwaiti re-
searcher supports this perception that “illegitimate preg-
nancy is a problem of small dimension in Muslim societies”
(Hathout 1979). No objective data are available on this topic.

The children of unmarried women, in the early part of
the 20th century, were at times murdered with the girl by
family members (Belgrave 1960, 101-102). Other infants
were abandoned on municipal rubbish dumps, Samadah, at
the corners of streets, or placed outside the hospital (Bel-
grave 1960, 103). Some of these foundlings were looked af-
ter in the American Mission Orphanage. Others were cared
for in the Government hospital, and very often foundlings
were taken in by women who had no family. Another view
was noted by Charles Belgrave who wrote that “for the chil-
dren there was very little stigma in illegitimacy” (1960,
103). He said he knew several young men “who were proud
of belonging to important families, though on the wrong
side of the blanket.”

Currently four to six abandoned children a year are re-
ferred to the Children’s Home. The number of expatriate
women and maids becoming pregnant is not known, as
many return to their homes to deliver. Rare cases are re-
ported in the media, e.g., an expatriate maid delivered a
child which died and the body was buried in the garden, and
later a child in the family uncovered the body while playing.
In this case, the expatriate woman was deported. Other
newspaper reports note court cases where, for example, a
young boy found a dead baby wrapped in a cloth outside the
home, and he told his mother who alerted the Police Station.

C. Abortion

Abortions are provided in Bahrain only under strict reli-
gious regulations, i.e., a person cannot decide to have an
abortion because of lack of birth control or an unwanted
birth or rape. Abortions for these reasons are illegal. One
study was conducted in Kuwait on “unwantedness,” so it is
aphenomenon seen in the Gulf. In Kuwait, the women tried
to induce abortion with medicines, violent exercise, or me-
chanical interference (Hathout 1979). Objective data on
this topic is not available for Bahrain.

A medically indicated abortion allowable by Sharia law
can be obtained in a government hospital, usually before
three months, if the fetus has been found to be deformed, or
with a congenital defect detected through ultrasound, am-
niocentesis, or other tests. Early abortions can also be per-
formed if the pregnancy poses a threat to the life of the
mother, and early deliveries are done if the woman has life-
threatening conditions such as PET or placenta previa. The

justification for these abortions is to save the woman’s life
and to preserve the family, as she has other children to care
for, and “she is the root of the family while the fetus is the
branch which is sacrificed to save the root” (Hathout 1979).
In the case of the fetus with a defect, the rationale for
abortion reportedly is to prevent suffering.

The attitude to abortion, especially in the case of an un-
married pregnancy, varies from liberal, “Why didn’t she
have an abortion when she was outside the country?” to very
conservative, “She had an abortion outside and this needs to
be reported to the religious police.” Some informants report
that the majority of unmarried Bahraini women have abor-
tions outside the country because of the shame (ayeb) of an
illegitimate birth. Illegal abortions do occur in Bahrain. In-
formants reported, “She drank some liquid and had an abor-
tion.” Others report, “She was told to take seven to eight birth
control pills for three days, but it did not work.” Nurses re-
port this latter method is seen and is effective. Some individ-
uals try other self-induced methods which are more danger-
ous, including dilatation of the cervix, and insertion of items
into the uterus. A Filipina abortionist was caught operating in
Bahrain in 1995 after a Saudi client became septic because of
the abortion and, during interrogation, revealed the abortion-
ist to the police. All the considerable money the abortionist
had in her bank account was confiscated by the Bahrain
Government and she was deported.

D. Population Policy

The population growth of Bahrain is 2.9%, which is one
of the highest in the world. The effect of this high popula-
tion growth, and its effect on the country’s growth and de-
velopment, has been discussed in many reports and in the
media. There is currently no government policy to educate
people regarding the need to reduce population growth. All
informants stated that there is no policy that women should
be encouraged to use some means of birth control or to have
a tubal ligation after so many children, e.g., four.

The Government has instituted a fee of BD100
(US$265) for all expatriates who deliver in government fa-
cilities and who are non-entitled workers, or the spouses of
non-entitled workers. This may be an indirect means of dis-
couraging expatriate births, or a way of controlling their
spacing. For many expatriates to pay BD100 a year out of a
monthly salary of BD60-80 is a great burden. Likewise, the
Government requires male workers to be making a minimal
salary of BD250 before they can bring their families to Bah-
rain. Another means of controlling the number of expatri-
ates and their burden on the health service is to deny resi-
dence visas for elderly relatives (over 65). Generally, work
visas for government jobs are not given to expatriates over
60 to 65 years for men and 55 years for women.

Premarital counseling is encouraged by the Government
and is provided free in the Primary Health Centers and gov-
ernment hospitals. In 1992, 545 couples received premarital
counseling and among them, 89 abnormal findings were de-
tected (Fouzi Amin 1993, 27). Premarital counseling is be-
ing encouraged, but is not yet required among Bahrainis be-
cause of the high incidence of first cousin marriage (39%)
and the high frequency of genes for blood disorders in the
population, including sickle cell disease, G6PD deficiency,
a variety of major and minor thalassemias (Nadkarni et al.
1991), as well as other congenital anomalies (Sheikha Al-
Arrayed 1996).

Other Arab countries, such as Egypt, have population
control slogans such as “look around.” Other Islamic coun-
tries, such as Pakistan and Iran, have developed programs to
educate people to limit their families to two or three chil-
dren. Bahrain has no public policy to date. Approximately
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0.1% of the recent Ministry of Health budget has been spent
on family planning, while 0.2% has been spent on control of
illegal drugs, and 0.3% on medical exams of newly hired
expatriate workers (1991 Ministry of Health Report).

10. Sexually Transmitted Diseases
and HIV/AIDS

A. Sexually Transmitted Diseases
Incidence, Patterns, and Trends of STDs

Venereal diseases were reported by the first American
missionaries who arrived in Bahrain in the late 1890s and
early 1900s (Rajab 1979). The missionary doctors were
able to test for gonorrhea in the early 1900s and found it was
a common disease. Venereal disease in 1914 ranked next to
malaria (Patterson 1914). A high proportion of the popula-
tion was suffering from the ophthalmic form of gonorrhea,
which was rampant according to the Government of Bah-
rain Administrative Report for 1926-1937, and the Bahrain
Government Annual Reports 1926-1960. Venereal infec-
tions ranked high, along with smallpox, malaria, dysentery,
and trachoma.

Tracking of a second STD was started after a definite di-
agnosis for syphilis was possible by 1933-34 at the American
Mission Hospital’s Laboratory (1933-34, 9). During the
1940s, there were over a thousand cases treated annually, and
by 1948, venereal infections had spread even more, and 200
patients were treated as inpatients and 1,200 as outpatients.
At that time, the Government took certain stern measures
against foreign women of loose character (Al-Khalifa 1982).
Venereal infections started coming down after the introduc-
tion of new medicines, and Bahrain was the pioneer for the
whole region in developing an infrastructure to improve
healthcare. In 1952, the Public Health Department (P.H.D.)
was separated out as a distinct entity, and its statistics show
that after 1965, venereal infection trends are greatly reduced
from the 1940s (Al-Khalifa 1982, 219). The P.H.D. labora-
tory is the preferred lab for testing blood samples of infec-
tious diseases and all positive samples are sent to them for
confirmation and follow-up of personal contacts.

The incidence of STDs has been studied mainly in rela-
tion to their effect on urinary tract infections and antibiotic
drug resistance (Yousef et al. 1991), infertility, and impo-
tence, rather than the epidemiology of their occurrence and
relationship to various types of sexual activity.

The overall frequency of male urethritis and STDs in
Bahrain is low, 108/100,000 (541/500,000) versus 1,600/
100,000 in the U.S.A.; however, the isolates of Nisseria
gonorrhea found are often highly resistant or show dimin-
ished sensitivity to penicillin (Yousef et al. 1991, 94). The
number of gonorrhea cases peaked in 1980 to over 600
cases per year. The 1994 figures were the same as 1990 (379
to 380 cases/year). Gonococcal infections in 1994 ranked
third after influenza and chicken pox. In contrast to Bah-
rain’s statistics, the first case of Nisseria gonorrhea in a
pregnant Saudi woman was only reported in 1988 (Abdul
Khaliq & Smith 1988).

Syphilis cases reported to the PH.D. in Bahrain have
been increasing since 1990 from 37 to 104 cases in 1994 (Sta-
tistical Abstracts 1994). These rates (0.019%) are low in
comparison to other parts of the Middle East and may reflect
reporting inconsistencies or treatment outside Bahrain. A
seven-year study conducted in Saudi Arabia on 90% of hos-
pital births (Saudis and non-Saudis) showed an increase from
0.2% to 1.5% overall incidence of syphilis in 1986 (Abbas &
Satwekar 1989). This rate is high in comparison to European
statistics, but lower than other Middle East and African data.
Endemic syphilis is prevalent in the Middle East, and all

cases of syphilis are treated as infectious until proven other-
wise. Up to 20% of adult Bedouins in Saudi Arabia have
been exposed to endemic syphilis bejel (Abbas & Satwekar
1989). Secondary syphilis symptoms may be the first noted
and treated. In Saudi Arabia, this has been reported by Basri
and Smith (1991). In one case, the husband was being treated
ina VD clinic but did not tell either of his wives, and one wife
was never brought for treatment. In another case, a Somali
bisexual had many sexual contacts, and in the third case, the
patient denied any extramarital contacts. A problem in Saudi
Arabia, which is difficult to overcome, is tracking of con-
tacts. The first case of congenital syphilis was reported in
Kuwait in 1987 (Hariri & Helin 1987).

The seroprevalence of chlamydial infections was shown
to be 44% of 100 pregnant women randomly screened in
Bahrain. This suggests a high prevalence of chlamydial dis-
ease in the population, although some of the antibody-posi-
tive cases may be from old ocular infections (Rajab et al.
1995). The U.S.A. average is 3 to 5%, and 15 to 20% in an
STD clinic. In Saudi Arabia, the rates ranged from 10% of
women seen in a gynecology clinic to 30.6% of men attend-
ing an STD clinic. Chlamydia, overall, accounted for 11% of
all gynecological infections seen in one Saudi Arabian hos-
pital (Qadri et al. 1993). Another study in a Saudi Arabian
STD clinic showed 46% of males and 36% of female were af-
fected, while 2% of men and none of the women attending a
Primary Health Care clinic were affected (Qadri et al. 1993).
Genital forms in Saudi Arabia were estimated at 38.4% and
ocular forms at 61.6%. Chlamydial infections can be a cause
of blindness, and is a familiar disease, especially where there
is overcrowding, large numbers of children, lack of water,
and poor hygiene. The prevalence of people with and with-
out overt genital disease is higher in Saudi Arabia than in de-
veloped countries, but similar to rates seen in Bahrain. The
role of chlamydia in female infertility because of blocked
tubes was reported by Babag and Al-Mesbar (1993), who
state that chlamydia is high in the Saudi Arabian population,
but significantly higher in infertile women.

Hepatitis B is now classified as a sexually transmitted
disease. The percentage of the Bahrain population affected
is 2% (Mahnon & Fernandez 1972). This incidence is
higher in Saudi Arabia (14%) and 9% in Oman (Al-Dhahry
et al. 1994). Saudi Arabia and Oman have high endemicity
of hepatitis B, while Bahrain has more hepatitis C (4.7%)
versus Saudi Arabia (0.2 to 5.0%) (Bakir 1992). Currently,
hepatitis C is not classified as an STD. A study on the risk of
transmission of hepatitis B infection among family mem-
bers in Bahrain showed a transmission rate of 26% (Parida
& Effendi 1994).

Human papiloma virus (HPV) is a sexually transmitted
agent which has been shown to have a strong relationship
with neoplasms of the female genitalia. One study showed
the rate of infection among 25- to 35-year-old women in
Bahrain to be 63% (Sunderaj 1990).

Treatment for STDs

Treatment for STDs is provided free to all Bahrainis;
however, because of the nature of the disease and its social
implications, people generally attend private clinics, see
consultants in the private hospitals, or even attend clinics
outside Bahrain for treatment. There is a specialized private
venereal disease clinic in the Gudaibiya area.

Prevention of spread of STDs through tracking of sexual
contacts is a problem in the Middle East (Basri & Smith
1991). Affliction with VD is seen as a sign of low morality,
so patients vehemently deny any extramarital affairs. The
men may not tell even their wives they are being treated.
The men may have had casual sex (as seen in Saudi studies)
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while overseas, so their contacts are unknown and are lost.
The Bahrain Public Health Department tries to determine
all contacts. Other forms of prevention include vaccinating
all newborns in Bahrain for hepatitis B according to WHO
guidelines to prevent a burden later in the healthcare sys-
tem. Other prevention efforts include public education lec-
tures, programs in the media, and other methods. These pro-
grams do not include the incidence of these diseases in Bah-
rain nor their prevalence in the various ethnic groups, but
mainly stress the need to make a general concerted effort to
prevent them by good moral behavior.

One direct method for prevention of STDs has been tried
in Bahrain, as in other Arab countries. During the late
1980s, the Jordanian Government started handing all single
male travelers a card warning about the dangers of AIDS.
Likewise in Kuwait, information pamphlets are distributed
at the airport warning travelers about the dangers of sexual
diseases outside the country. As many Arab men take single
or male-only group vacations to the Far East and Europe,
such prevention problems were instituted by several Arab
countries. Traveling Bahrainis state that at the Bahraini Air-
port, pamphlets on STDs are likewise distributed, but men
report this is not on a consistent or daily basis as in other
countries. Another direct way of prevention, by prohibiting
sex vacations, was in effect for awhile. Visas were required
to travel to certain countries, e.g., Thailand. These restric-
tions have since been lifted.

There are Bahraini men who regularly travel to Thailand,
Philippines, Hong Kong, or elsewhere for sex vacations.
Some are unmarried, others married. Informants have re-
ported that one single man was asked, “Aren’t you afraid of
contracting some disease?” he responded by saying, “God’s
will.” He could not be convinced of the unsafe nature of his
activities. Another married man makes two trips a year.
When he was asked about safe sex, he shrugged his shoul-
ders. Another man, a well educated and highly paid profes-
sional, would make Asian trips and repeatedly return with
ophthalmic infections and expected his doctor to cure him
again. The incidence of these trips is not known, nor how
many use “safe sex” during these encounters. There are Bah-
raini women having affairs in Bahrain, usually in hotels or
flats, as well as abroad. The number who have contracted
STDs because of an affair has not been studied or reported.
The annual number of venereal cases published by the Gov-
ernment does not distinguish among Bahrainis and non-Bah-
rainis, nor do they make any distinction among those who
contracted the STD from their husband or wife, through a lo-
cal affair, or an affair abroad. There are no statistics regarding
how many are divorced or unmarried and living on their own
versus individuals living in parental homes. All this informa-
tion is needed to detect trends and to plan effective preven-
tion programs.

B. HIV/AIDS

Incidence, Patterns, and Trends

Doctors in Bahrain were first alerted in 1985 to the new
disease called AIDS (flocks al mana’ah al mukta sabah),
and lectures were given in 1989 and 1990. The first public
reports on the occurrence of HIV in the population appeared
in 1990. At that time, 95% of the HIV carriers reportedly
were drug users, and 5% had received organs or blood out-
side the country (Fulafel 1990). The latter group going to
India have a risk of 1:12 of HIV seroconversion following
transplantation in Bombay, based on figures from other
Gulf countries (Al-Dhahry 1994, 314).

HIV testing is done in government facilities. No consent
is obtained from individuals before testing. Now all con-
scripts into the Bahrain military and civilian employees of

the military are tested for HIV, HBV, HCV, sickle cell dis-
ease, GOPD deficiency, and other relevant factors, depend-
ing on family history and country of origin. Staff are tested
upon employment and during retroactive screening regi-
mens. Patients attending the Shaikh Khalifa Bin Moham-
med Al Khalifa Cardiac Center for any invasive procedure
are all routinely checked for blood-borne viral diseases. Ex-
patriates positive for HIV will not be treated at the Cardiac
Center unless they have an emergency condition, and like
all positive expatriates, will be sent to their home country
immediately under Public Health Laws. Other hospital and
clinic patients, excluding dialysis patients, are not routinely
tested, and are checked based on the nature of their current
signs and symptoms. If an HIV-positive result is returned,
generally elective surgical procedures are canceled.

Expatriate workers recruited for all government health-
care facilities are tested, as well as maids, cooks, and beauti-
cians who are processed through recruitment agencies and
hired to work in Bahrain. Bahrain does not require an
“AIDS-free certificate” for all expatriates, including wives
and children, taking up residence before their arrival in the
country, unlike Kuwait and Saudi Arabia, which require all
expatriates taking up residence in the country to be HIV-free.
The United Arab Emirates Health Department screens ev-
eryone in the country for HIV on a periodic basis, as their ex-
patriate workforce comprises 70% of the population. Over
1,600 HIV-positive cases have been detected to date in the
U.A.E., with the majority of cases detected among Asian
expatriates, who were deported.

HIV Incidence among Newborns, Children, and Adults.
HIV-positive status is seen among newborns in Bahrain.
The incidence is not known, as women and babies are not
being screened as done in 37 states in the U.S.A. and else-
where. The suspected rate of infection at the time of birth, or
later from breastfeeding, is not known, nor the number of
newborns who later revert to HIV-negative status.

Children of various ages have been detected positive for
HIV and have died from AIDS. The first AIDS death in
Bahrain in the 1980s was a child infected through a blood
transfusion given abroad. The known routes of HIV trans-
mission have been vertical, mother to child, and from blood
transfusions received abroad. Infections from sexual abuse
have not been revealed to date, if such data are known. The
rate of horizontal transmission among family members is
also notknown. A few adolescent HIV and AIDS cases have
been seen in healthcare facilities.

The incidence of HIV infections among adults has been
reported by the Government. More men than women have
tested HIV-positive. The proportion of Bahrainis versus ex-
patriates is not clearly indicated in the Government data. In
1991, according to Ministry of Health figures, 0.09% out of
7,374 blood donors were positive as were 0.01% of 8,173
reporting for their preemployment physical exam. The
trends show an increasing number of reported cases each
year for men and women. All expatriates who test positive
for HIV are deported according to the Government’s Public
Health rules (as are those with hepatitis B and C, tuberculo-
sis, and leprosy). The potential drain of these expatriate in-
dividuals on healthcare funds, and the possibility of cross
infection to others, are the rationale of the Government
enforcement of deportation rules.

There are three main patterns of HIV infection seen
among men. Intravenous drug users comprise the largest
number. During the late 1980s, government media releases
indicated IV-drug use was the primary known source of HIV
infection among men (Fulafel 1990). Heterosexual, bisex-
ual, or homosexual activities, including multiple sex partners
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in Bahrain or abroad, e.g., India, Thailand, Philippines, and
Western countries, are the second source. Blood transfusions
abroad, in countries where blood is not routinely tested, e.g.,
India and the Philippines, remains a third route of infection.

There is a long history of hard drug use among men in
Bahrain. Iranian opium was marketed between Iran, London,
and Hong Kong by the British trading ships of the East India
Company during the late 19th century and into the early 20th
century. Some opium was shipped to Bahrain via dhows.
Opium was sold in herb shops in Manama called Abdareen
shops. These sales continued during the 1920s and 1930s.
There was widespread use among those of Persian descent,
Beluchis, and Indians. People usually smoked opium, but as
their tolerance developed, they began taking it orally. One
man used to see his relative putting three to four pieces of
opium in his mouth and drinking it with tea. Unlike the other
groups, the Arabs only used opium for medicinal purposes to
treat headache or stomachache, and it was given in small
quantities diluted in milk to put a child to sleep.

The use of opium later declined in the early 1940s when it
was outlawed and became a controlled substance. Then new
types of drugs, including IV drugs became prevalent. A study
from 1980 to 1984 showed an annual increase in cases of
drug involvement and narcotics dependence (Mattar 1985).
In 1991, the Bahrain courts heard 197 drug-related cases in-
volving 433 drug users or traffickers of several nationalities.

Currently, drug use is strictly controlled and there are
frequent arrests at the airport, mainly of expatriates who try
to bring in heroin, opium, and hashish (marijuana). Other
drug caches of heroin have been found at sea hanging on
buoys. Occasionally, someone is caught, usually an expatri-
ate trying to bring in drugs via the Saudi Causeway. In spite
of controls at all ports of entry, supplies of drugs are readily
available on the Island. School principals have openly told
students what places to avoid, as they are known for drug
sales. People report having relatives who are IV users of
hard drugs. Money is given to them by family members to
purchase drugs. Others may rob to support this habit. The
Government newspapers every week contain information
about court hearings for drug use, drugs confiscated at the
airport, drug sales, or drug-related deaths—all among men.
The incidence of these drug hauls is reported by the Minis-
try of the Interior. The incidence and prevalence of [V-drug
use among the population is not reported, but it is a major
factor in HIV transmission in the country. Narcotics Anony-
mous has a local chapter, and reformed addicts attend,
speak at local seminars, and give public lectures upon re-
quest. They talk about the 12-step rehabilitation program
and how it helped them, once they admitted they were
addicted to drugs.

The extent of bisexual activities and the danger of HIV
transmission because of these unsafe sex contacts has impli-
cations on the future health of the women to whom these men
are married and their offspring. The frequency of interaction
among homosexual and bisexual men is not known; how-
ever, anecdotal stories show that Bahraini men have been
known to have Western expatriate lovers in Saudi Arabia and
elsewhere, unknown to their Bahraini wives. Also, naive
young women sometimes discuss their personal relations
with coworkers, including their husbands’ practices during
intercourse, e.g., “needing a cucumber in his rectum.”

The patterns of HIV infection among women in Bahrain
differ from men. Their numbers are very low. The early
cases in the 1980s were seen among women who contracted
the virus during operations abroad, or from blood transfu-
sions, e.g., from India. Their positive status many times was
discovered when the patient attended a hospital for another
procedure. More recently, women are being infected during

heterosexual activities with their husbands or a lover; fortu-
nately, these cases are rare to date. Transmission of HIV in-
fection from a wife to her husband has occurred, but these
cases are also rare.

Among healthcare workers, there have been no docu-
mented cases of HIV contracted through blood contact or
sharp injuries. However, several cases and deaths from hepa-
titis B and hepatitis C infections from patients are known in
the community. The practice of deporting HIV-positive ex-
patriates, and deaths of some Bahraini patients from AIDS,
have kept the known number of HIV cases in Bahrain below
200 for the last ten years. The published cases of AIDS are
listed as 20 (Wahdan 1995).

If there are data kept on the incidence of HIV among
homosexuals, lesbians, and bisexual persons, they are not
published, nor are they in the public domain.

Availability of Treatment, Prevention, and
Government Policy

The Government of Bahrain provides free healthcare for
all Bahrainis who are HIV carriers. Government workers
must provide care for these individuals, and doctors are
aware of all current treatments available abroad. All experi-
mental medications are not available in the country; pro-
phylactic antibiotics to prevent Pneumocystis carrini are
available.

Regarding expatriates, the Government policy regard-
ing HIV/AIDS includes the following:

1. Recruiting agencies need to test workers in certain
service areas in their home countries, including maids,
beauticians, cooks, and healthcare workers. In Saudi
Arabia and Kuwait, all seeking residence, not just
workers, are tested prior to arrival.

2. The above categories of workers are retested after ar-
rival.

3. All expatriates found positive for HIV, HBV, or HCV
are deported.

4. All expatriates who are later tested and found positive
are deported.

5. There is no scheduled testing for all the inhabitants of
the country. (Countrywide testing has been conducted
in the UAE and Kuwait.)

6. Local drug users who test positive are incarcerated if
their behavior shows they are a risk to others, or upon
the request of concerned family members.

Research regarding the topic of HIV is scanty. The Gov-
ernment conducted one study in the late 1980s regarding the
population’s knowledge about AIDS. The majority reported
it was “an expatriate problem.” Another study was con-
ducted among military conscripts, and it showed the men
knew about the disease, but some were unclear about trans-
mission routes and prevention measures (Parida 1992). A
study conducted by medical students showed that only 5.9%
of Bahrainis understood the modes of transmission for
AIDS, and 32.2% believed it could be cured (Chand n.d.).
Obviously, more public health education is needed regarding
the topic. A 1995 study on nurses’ knowledge about AIDS
has not been reported to date. In 1995, the Government
announced appointments to a National AIDS Committee.

The United Nations resident coordinator and UN Devel-
opment Program (UNDP) resident representative, Dr. Faysal
Abdul Gadir, has been outspoken regarding shying away
from the AIDS threat:

Once again there is the problem of people not acknowl-
edging that in fact it is a problem. . . . Forget for a minute
the sociocultural view that it is impossible to contract it
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due to religious and social regulations. The reality is peo-
ple are contracting the disease and we can’t close our eyes
and say it is the problem of industrial and non-Muslim
countries. We cannot say it is irrelevant to us. It will mean
a drain on the budget as the State will have to take care of
each patient until he dies. (Gadir 1996)

Lectures are provided occasionally to the public on HIV
and AIDS in the Government Health Centers and videos are
also shown. The Ministry of Health has distributed booklets
in Arabic about AIDS. Indirectly, the Government provides
knowledge about AIDS though the choice of movies shown
on government-controlled television channels (Arabic and
English). The WHO sponsored an AIDS-awareness day in
1995. Discoveries of the latest AIDS advances are some-
times published in the local government-controlled news-
papers (Arabic and English). During the 1996 Ninth Inter-
national AIDS Conference, daily updated information was
printed in the local English-language newspaper.

Public education about the dangers of AIDS is not pro-
vided on a continuing basis. There are no active government
media programs, such as the public service advertisements
seen on the television in the U.K., U.S.A., or other countries.
There are no large posters shown on hoardings (signboards),
or at bus stops or public malls as seen in India, Hong Kong,
and Botswana. There are no notices about safe sex, or clean
needles on the doors of pubic toilet stalls, or at the airport like
yousee in Australia or Hong Kong. The overall health educa-
tion budget for the Ministry of Health in 1991 was 0.1% of
the total budget or US$120,000 (BD56,229,000) for educa-
tion regarding all areas.

[Update 2002: UNAIDS Epidemiological Assessment:
Bahrain has established a regular reporting system for AIDS
and HIV testing and results. Injecting drug use accounts for
67% of all AIDS cases until 2000. Although the registered
prevalence of HIV among injecting drug users was in 1989
and 1990 around 8% and 3%, respectively, a steady decrease
was noted from 1991 onward to reach less than 1% in 2000.
HIV cases among pregnant women are sporadic and no par-
ticular HIV trends are noted among this group. Premarital
testing was introduced in 1999 and seroprevalence in this
group is less than 0.1%.

[Blood safety measures are strictly observed in Bah-
rain, and HIV screening data cannot be used to describe
HIV trends nationally. Screening of TB and STD patients
is reported yearly and the results are not significant. Dur-
ing the period 1995-2000, the seroprevalence of syphilis
among blood donors and pregnant women in Bahrain was
around 0.22%. During 1998-2000, the prevalence among
STD patients was five times higher and exceeded 1%
during 1998-2000.

[The estimated number of adults and children living
with HIV/AIDS on January 1, 2002, were:

Adults ages 15-49: < 1,000 (rate: 0.3%)
Women ages 15-49: 150
Children ages 0-15: NA

[No estimate is available for the number of adults and
children who died of AIDS during 2001.

[No estimate is available for the number of Bahraini chil-
dren who had lost one or both parents to AIDS and were un-
derage 15 atthe end of 2001. (End of update by the Editors)]

11. Sexual Dysfunctions, Counseling,
and Therapies
A. Definition of Sexual Dysfunction
The definition of sexual dysfunction can be based on the
patient’s perception and/or on underlying organic and psy-
chological causes. There have been no reports published in

the Bahrain medical journals on this topic, although various
lectures on related topics have been presented.

B. Availability of Diagnosis and Treatment

The patient’s perception of sexual dysfunction needs to
be assessed accurately by urologists and other healthcare
professionals. In some cases, the individual who is normal
may be comparing himself to what others say they are capa-
ble of performing, e.g., intercourse once a week versus three
times a day (E. Amin 1994). Many patients are reluctant to
describe sexuality and sexual aspects of their marriage, as
seen in the study among primary healthcare patients con-
ducted by Kahtanie (1992). Once a psychological basis for
sexual dysfunction is diagnosed, the patients are referred to
the psychiatrist if they agree. Many patients in Bahrain and
the Gulf do not seek psychiatric help until their difficulties
become more prominent and continuous and interfere with
their marital or social life (Al-Khani & Arafa 1990). Accep-
tance of psychiatric referrals has increased dramatically dur-
ing the last ten years, although education level and percep-
tion of any shame associated with psychiatry still inhibit in-
dividuals getting the help they may need. Bahrain provides
free psychiatric service for anyone in the country, and the
Psychiatric Hospital and outpatient clinics are well staffed
with highly trained Arabic- and English-speaking Bahraini
and expatriate male and female doctors.

Individuals with addictions whose behavior is erratic,
including their sexual activities, can receive free psychiat-
ric treatment and can attend addiction clinics or drug detox-
ification programs. There are also longstanding, self-help
groups, such as Alcoholics Anonymous (held at American
Mission Hospital), and a new local chapter of Narcotics
Anonymous (founded in 1996). There are known cases
where addicted individuals having HIV continued to be ir-
responsible in their sexual behavior, and their families
asked to have them placed in jail to control them in the inter-
est of the public welfare and prevention of cross infection.

Organic causes of sexual dysfunction are varied and
their incidence is rising. The incidence of congenital anom-
alies in Bahrain is 20%. This figure is based on the 80% of
deliveries which are conducted in the Ministry of Health fa-
cilities (excluding the military and private hospitals, and
home births). Anomalies of the genitourinary system rank
second at 2.5/1,000 after musculoskeletal at 2.8/1,000 (Al-
Arrayed 1987). This rate is lower than 21.6/1,000 in Al-Ain
and 12.9/1,000 in Abu Dhabi, and 6.6-8.5/1,000 in Saudi
Arabia (Topley & Dowda 1995). The author notes that all
malformations, based on international studies, may not be
noted at birth (only 43%), or during the first six months
(82%). Other problems are noted later, especially those of a
sexual nature, which may be detected only during adoles-
cence, or later after marriage.

Organic causes of sexual problems seen in Bahrain and
the Gulf area include undescended testes, hypospadias (Al-
Arrayed 1987), webbed penis (Husa & Al-Samarrai 1990),
intersex disorders requiring gender reassignment, such as
Turner’s Syndrome, Kleinfelter’s Syndrome, and XX geno-
type females/phenotype males, and XY women (Al-Arrayed
1996). Expert surgical help is available, as well as penile
prosthesis implants. Endocrinologists can provide adjuvant
hormonal therapy, as needed. Clinical psychologists or psy-
chiatrists can provide counseling for individuals and/or their
families on gender identification and possible social out-
comes. In order to prevent the continual rise in occurrence of
organic causes of sexual dysfunction among the young, doc-
tors are recommending genetic counseling for individuals
before marriage and after the birth of an affected child. A ge-
netic counseling group clinic has been established; however,
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participation is voluntary. Screening on 515 couples in a
Health Center showed that among them, 89 had abnormal
findings detected (F. Amin 1993). A similar recommendation
for genetic counseling was made in Kuwait (Telbi 1988).

12. Sex Research and Advanced
Professional Education

There are no institutes or programs for sexological re-
search in the State of Bahrain. Nor are there any post-col-
lege or graduate-level programs for the advanced study of
human sexuality, or any sexological journals or periodicals.
Occasionally, a related article will be published in the two
national medical journals:

Bahrain Medical Bulletin. Editorial Officer, Box 32159,
State of Bahrain. Tel: 0973-265 258; Fax: 0973-277 036.

Journal of the Bahrain Medical Society. Editorial Of-
fice, Box 26136, Manama, State of Bahrain. Tel: 0973-742
666 (5-10 p.m. local time); Fax: 0973-715 559.

There are also no national or regional sexological orga-
nizations among the six Gulf Cooperation Council member
states (Bahrain, Saudi Arabia, Kuwait, Qatar, United Arab
Emirates, and Oman). There is a Bahrain Sociologists Soci-
ety, which has published a series of monographs in Arabic.
Bibliographies available on Bahrain include:

Ailan, R. M. 1996. Bibliography for Women in the State
of Bahrain (in Arabic). Bahrain: Information Center for
Women and Children.

Badu, B., & M. Awad. 1995. Arab Women Bibliogra-
phy: A Study Conducted in Eight Arab Countries. Tunisia:
Center for Arab Women Training and Research. (Includes
French and English titles for Bahrain, Egypt, Jordan, Ku-
wait, Lebanon, Morocco, Palestine, Yemen; database to be
updated annually.)

Davis, G. A. 1993. Catalog of the Bahrain Historical
and Archaeological Society Library (English titles). Bah-
rain: Historical and Archaeological Society, P.O. Box 5087,
Juffair, Bahrain.

Mangzer, B. 1996. BMED: An Index to Gulf Medical Jour-
nal Holdings in the Al Farsi Library (1979-1995). Bahrain:
Ministry of Health, Al-Farsi Library, College of Health Sci-
ence, P.O. Box 12, Sulmaniya, Bahrain.

Sarhan, M. M. 1995. National Bibliography, Vol. 1.
Fakhrawi Book Shop Printing & Publishing, Translation,
Bahrain: P.O. Box 1643, Manama, Bahrain.

Statistical Abstracts 1994. 1995. State of Bahrain, Cen-
tral Statistics Organization, Directorate of Statistics.

Information is available in English and Arabic on re-
lated topics in the following libraries:

Bahrain Family Planning Association Headquarters,
Al-Qufool, Bahrain Tel: 0973-232233, 256622 Fax: 0973-
276408.

Al-Farsi Library, College of Health Sciences, P.O. Box
12, Ministry of Health, Al Sulmaniya, Bahrain. Tel: 0973
255555 ext. 5202 Fax: 0973 252569 Telex: 8511 HEALTH
BN.
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Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics

Botswana is located in southern Africa, just north of
South Africa, with Angola to the northwest, Zambia to the
northeast, Zimbabwe to the east, and Namibia to the west.
With a total area of 231,800 square miles (600,370 km?),
Botswana is slightly smaller than the state of Texas. In the
southwest, the Kalahari Desert supports nomadic San Bush-
men and wildlife. In the north, farming is carried on amid salt
lakes and swamplands. Livestock graze on the rolling plains
in the east. The climate is semiarid, with warm winters and
hot summers.

In July 2002, Botswana had an estimated population of
1.59 million. These estimates take into account the effects
of excess mortality because of AIDS. This can result in
lower life expectancy, higher infant mortality and death
rates, lower population and growth rates, and changes in the
distribution of the population by age and sex than would
otherwise be expected. (All data are from The World Fact-
book 2002 (CIA 2002) unless otherwise stated.)

Age Distribution and Sex Ratios: 0-14 years: 40% with
1.01 male(s) per female (sex ratio); /5-64 years: 55.8% with
0.93 male(s) per female; 65 years and over: 4.2% with 0.68
male(s) per female; Total population sex ratio: 0.95 male(s)
to 1 female

Life Expectancy at Birth: Total Population: 35.29
years; male: 35.15 years; female: 35.43 years

Urban/Rural Distribution: 63% to 37%

Ethnic Distribution: Tswana: 79%; Kalanga: 11%;
Basarwa: 3%; others, including Kgalagadi and white: 7%.
Note that these are mere estimates, as the government does
not carry out ethnic censuses.

Religious Distribution: Indigenous religions: 85%;
Christian: 15%

Birth Rate: 28.04 births per 1,000 population

Death Rate: 26.26 per 1,000 population

Infant Mortality Rate: 64.72 deaths per 1,000 live births

*Communications: Dr. lan Taylor, Department of Political and
Administrative Studies, University of Botswana, Private Bag 00705,
Gaborone, Botswana; tayloric@mopipi.ub.bw.
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Net Migration Rate: —0.24 migrant(s) per 1,000 popu-
lation

Total Fertility Rate: 3.6 children born per woman

Population Growth Rate: 0.18%

HIV/AIDS (1999 est.): Adult prevalence: 35.8%; Per-
sons living with HIV/AIDS: 290,000; Deaths: 24,000. (For
additional details from www.UNAIDS.org, see end of Sec-
tion 10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 70%

Per Capita Gross Domestic Product (purchasing
power parity): $7,800; Inflation: 6.6%; Unemployment:
40% (the official rate is 21%); Living below the poverty
line: 47% (2001 est.)

B. A Brief Historical Perspective

The earliest known inhabitants of the region were the
San, who were followed by the Tswana. Today, over three
quarters of the population are ethnic Tswana. The terms for
the country’s people, Motswana (sing.) and Botswana
(pl.), refer to their national rather than ethnic identities.
Encroachment by the Zulus in the 1820s, and by the Boers
from Transvaal in the 1870s and 1880s, threatened the
peace in the region. In 1885, Britain established a protec-
torate, known as Bechuanaland. In 1961, Britain granted a
constitution to the country. Self-government began in
1965 and the country became independent the next year.
Botswana is Africa’s oldest democracy.

In its early years, Botswana maintained good relations
with its white-ruled neighbors, but that changed in later
decades as the government harbored rebel groups from
Rhodesia and South Africa. Although Botswana is rich in
diamondes, it has a high unemployment rate and stratified
socioeconomic classes. In 1999, the nation suffered its
first budget deficit in 16 years, because of a slump in the
international diamond market. Nevertheless, the nation
remains one of Africa’s wealthiest and most stable coun-
tries.

1. Basic Sexological Premises

A. Character of Gender Roles
In Botswana, patriarchal sex/gender systems relegate
males to positions of power and women to subordinate po-
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sitions within the context of cultural beliefs and practices.
Patriarchal beliefs are based in cultural beliefs. Tswana
culture makes a clear division between the public-political
and the private-domestic spheres—women are largely rel-
egated to domestic activities of childcare, and home main-
tenance. Men continue to dominate the arena of political
decision-making within traditional political forums, such
as the ‘kgotla,” the house of chiefs and parliament. While
women form a significant proportion of the electorate,
they hold very few political positions.

Gender differences occur in the education of females
and males. While there are equal enrollment rates for fe-
males and males in the first nine years of schooling, the en-
rollment figures for males outnumber those of females in
higher levels of education, including vocational training
schools. Enrollment rates at the only university in Bot-
swana, the University of Botswana, show that the highest
gender discrepancies are in the fields of engineering and
technology, as well as the Faculty of Science, where the ra-
tios of males to females are approximately 8:1 and 3:1,
respectively.

B. Sociolegal Status of Males and Females

Botswana operates a dual legal system that consists of
two ‘legal’ systems that are expected to operate side by side.
On the one hand, there is what is known as Customary
Law—which basically consists of laws based on the differ-
ent customs and traditions of various ethnic groups. The
second system is that of the General Law that is an adapta-
tion of Roman and Dutch Law that was imposed during the
colonial period from 1889 to 1966.

While the constitution of Botswana stipulates that there
shall be no discrimination on the basis of sex, both legal sys-
tems reflect the strong influence of patriarchy. There are no
clear distinctions between female and male children ac-
cording to the laws. The distinctions begin at adolescence,
largely in the area of punishment. In the context of custom-
ary law, corporal punishment is used within the context of
‘minor’ crimes, such as petty theft, and in minor civil of-
fenses, such as indecent exposure and the use of insulting
language. While both sexes may be sentenced to corporal
punishment, it is largely practiced on male adolescents and
adults.

There are certain aspects of the employment act that dis-
criminate against women. The employment act prohibits
the employment of women as soldiers in the army, as well as
miners working underground.

C. General Concepts and Constructs of
Sexuality, Love, Marriage, and Family

It is difficult to generalize concepts and constructs of
sexuality and love, as there have been very few context-
based studies on these concepts and constructs from which
one can draw conclusions. Worth noting, however, is the
influential work of anthropologist Isaac Schapera, who
documented the customs and practices of Tswana groups
in present-day Botswana and South Africa during the early
part of the 20th century.

Tswana groups had gender-specific rites of passage that
served to prepare young persons for adulthood and to con-
trol premarital fertility. Young adolescent males would un-
dergo bogwera, which included circumcision and seclusion
in the wild, during which time they would be taught survival
tactics, as well as tribal laws and customs. Pubescent girls
would undergo bojale in the village, through which they re-
ceived formal instruction preparing them for the assump-
tion of domestic and agricultural chores, as well as appro-
priate sexual behavior upon marriage.

Marriage in traditional pre-colonial Tswana groups
was a lengthy multistage affair arranged through families,
rather than by individuals. Individuals typically married
soon after undergoing initiation rites. Marriage negotia-
tions were initiated by a group comprised of the groom’s
‘key’ male relatives: his paternal uncles and male repre-
sentatives from his mother’s family. These representatives
of the groom’s family initiated the process by meeting
with representatives from the prospective bride’s kinship
group. After a period of time, the groom’s family would of-
fer a formal betrothal. The formal betrothal (patlo) in-
cluded the provision of gifts to the woman’s family, such
as a cow, and a blanket for the paternal aunt of the woman
(Schapera 1966).

The effects of socioeconomic changes and cultural dif-
fusion are evident in present-day Botswana popular cul-
ture.

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality

A. Source and Character of Religious Values

According to The World Factbook 2002 (CIA 2002)
about 85% of the people of Botswana hold to indigenous
religions and only 15% are affiliated with Christian de-
nominations. However, in our view, the predominant reli-
gious beliefs in Botswana can best be described as “modi-
fied Christian.” For the larger part of the 20th century, the
religious institutions that were given legitimacy in Bot-
swana were those from Western countries. These included:
the Roman Catholic Church, the Anglican Church, the
London Missionary Society, the Dutch Reformed Church,
and others.

While traditional indigenous religious rites, such as an-
cestor rituals, were largely outlawed during the colonial era,
many of these indigenous beliefs have been integrated with
Christian doctrine in the new “spiritual” churches. Many of
the “new” churches follow a Christian dogma that inte-
grates aspects of traditional cultural practices—some of
which have been outlawed. One example is the practice of
polygamy, which was outlawed before independence. Po-
lygamy is practiced under customary traditions among the
Mazezuru; however, it is practiced “informally” within the
context of some religious movements.

B. Source and Character of Ethnic Values

Botswana is a country that is characterized by ethno-
cultural heterogeneity. The nation is essentially composed
of a number of ethnic groups, each of which has their own
languages—some of which are variations of dialects. These
ethnic groups have their own peculiar customs and beliefs.

The ethnic groups can generally be divided into two
main categories: Setswana-speaking and non-Setswana-
speaking groups. The main Setswana-speaking groups in-
clude the Bakwena, Bangwaketse, Bangwato, Bakgatla,
Barolong, Bamalete, Batawana, and Batlokwa. The com-
mon feature among these groups is that they all share
Setswana as a common language. They do, however, use
different dialects of Setswana. The non-Setswana-speaking
groups include the Basarwa (San or Bushmen), Bakalanga,
Baherero, Bayei, Bambukushu, Basubia, as well as people
of European, Asian, and African origin.

It must be noted that Setswana is the official language.
This is justified on the basis that most of the citizens of Bot-
swana are Setswana-speaking groups. This integration of
other ethnic groups has many implications for the interpre-
tation of culture and tradition, and perhaps explains why
there is a scarcity of information on sexuality within the
context of cultural diversity.
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3. Knowledge and Education
about Sexuality

A. Government Policies and Programs

Botswana has no policy on sex education. Issues of sex-
uality are highlighted in the National Population Policy,
and are discussed under Reproductive Health. The school
curricula offer adolescent and sexual reproductive health
through Guidance and Counseling. Other school subjects,
such as science, also subscribe to the idea of Sexual and
Reproductive Health. This is reflected by the topics that
are integrated into the school curricula: personal guidance,
social guidance, sexuality and HIV/AIDS, family life edu-
cation, teenage pregnancy and HIV/AIDS, sexually trans-
missible infections and HIV/AIDS, as well as HIV/AIDS
care and support. Topics are more comprehensive and de-
tailed for secondary-school level than they are for pri-
mary-school level.

B. Informal Sources of Sexual Knowledge

There exists among the Tswana the tradition of reticence
on sexual matters between parents and young people. Young
people are more comfortable discussing sexuality with their
friends and other members of the extended family than they
are with their parents. Studies done in the country show that
parents are uncomfortable talking about sexuality with their
children, but for others, it may be just lack of access to sexual
health information and services.

It is also evident that sexual norms have changed over
time in Botswana, and parents feel they can no longer exer-
cise control over their children as compared to the past,
where relationships between young people were governed
by strong societal norms that protected them. These norms
also encouraged their respect for elders. However, in spite
oflittle contribution by parents as a source of sex education,
there seems to be a considerable amount of information
about AIDS and increasing condom use among the youths.
The sexual attitudes of youth are positive about condom
use, and they are more likely to be engaged in safer sexual
practices now than in the 1990s, even though their sexual
behaviors are still risky.

4. Autoerotic Behaviors and Patterns

Most people in Botswana do not feel very comfortable
talking about their own sexuality, and autoeroticism is no
exception. However, negative attitudes towards such be-
havior appear prevalent in Botswana. As one sex education
magazine put it, “masturbation has always been associated
with trashy magazines and males especially ‘bo-sacmen.’
Society has come to define it in an extremely narrow
minded manner” (University of Botswana 2001, 10).

5. Interpersonal Heterosexual Behaviors

A. Adolescents
Puberty Rituals and Premarital
Sexual Relationships
Anthropologist Isaac Schapera (1970) documented the
customs and practices of Tswana groups in Botswana and
South Africa during the early part of the 20th century.
Tswana groups had gender-specific rites of passage
that served to prepare young persons for adulthood and to
control premarital fertility. Young adolescent males would
undergo bogwera, which included circumcision and seclu-
sion, during which time they would be taught survival tac-
tics as well as tribal laws and customs. Pubescent girls
would undergo bojale in the village, through which they
received formal instruction that prepared them for the as-

sumption of domestic and agricultural chores, as well as
what was deemed as appropriate sexual behavior upon
marriage. Current indications are that these rites of pas-
sage are no longer being practiced among different ethnic
groups. These processes are now mostly left to individual
parents and educational institutions.

Over the years, much debate (within civil society and in
certain government sectors) has focused on adolescent
sexual activities. One of the key concerns has been the rel-
atively high rate of teenage pregnancy in Botswana. Bot-
swana Health Surveys consistently indicate that the aver-
age age at first birth for women in Botswana is 18 years.
Data from the United Nations Development Programme
rates teenage pregnancy at 19%. Teenage pregnancies are
cited as a problem because they contribute to girls drop-
ping out of school. Studies conducted on sexual behavior
among adolescents point to the high rates at which young
persons are engaging in sexual activities. While most of
the sexual relationships are between young persons in
the same age cohorts, indications are that many young
women are engaging in sexual relationships with older
men, who are often referred to as “sugar daddies” for
financial reasons.

The discussion of teenage sexual relationships has
been largely limited to ‘problem’ areas, such as teenage
pregnancy and the spread of HIV/AIDS. This is partly be-
cause of the ambivalence in larger society about being
seen to ‘legitimate’ premarital sexual relations. The HIV/
AIDS prevalence rates point to the fact that up to 15%
of all HIV-infected persons are in the age cohort 15 to
19 years. As a result, more attention is turning to under-
standing the challenges faced by young people, both fe-
males and males, in a rapidly changing environment.
Within that context, the National AIDS Coordinating
Agency (NACA) and the government AIDS/STD Unit are
working with various nongovernmental organizations to
assess youth sexuality, as well as developing appropriate
measures to raise awareness and empower young people to
negotiate safe sex or abstain.

C. Adults
Premarital Relations, Courtship, and Dating

See Section 1C, Basic Sexological Premises, General
Concepts and Constructs of Sexuality, Love, Marriage, and
Family.

Sexual Behavior and Relationships
of Single Adults

When Botswana attained her independence from Brit-
ain in 1966, more than 80% of the population resided in the
rural areas, depending on family-based subsistence agri-
culture for survival. In some instances, family incomes
were supplemented with remittances from migrant work-
ers in South Africa. Statistics from the 1991 census indi-
cate that 45% of the population of Botswana currently re-
sides in towns or ‘urban villages.” The urban villages are
primarily those in which the majority of the population
does not rely on agriculture as their main source of liveli-
hood. The rate of rural-urban migration is high, with both
women and men leaving the rural areas in search of a
‘better life.” These changes have had profound impact on
individuals as well as family forms in Botswana. While
gaining their independence from parents and extended
family influences on the one hand, the lives of young
adults in Botswana are embedded in a juxtaposition of
traditional culture and the trappings of modernity.

Sexual behavior and relationships of single adults
should be seen within the context of rapid socioeconomic
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change, gender identities, and unequal power relations be-
tween women and men. Men are traditionally expected to
initiate and control sexual activity. This places women in a
subordinate position with regard to the negotiation of safe
sex, particularly with regard to the use of condoms.

Marriage and Family: Structures and Patterns

Table 1 presents data on marital status by sex for the
three census periods 1971, 1981, and 1991. The figures on
marital status reveal a significant decline in the proportion
married (by over 14%) between 1971 and 1991. While the
mean age at marriage for men used to be significantly
higher than that for women, the gap has been closing
steadily over the years. There are significant gender differ-
ences in the categories separated/divorced and widowed,
with more than 50% of the female population over 65 years
being widowed compared to only 10% of men. This gender
difference can be attributed to the tendency for men to re-
marry, or establish new co-residential consensual relation-
ships following the deaths of their spouses, while women
remain single.

A study conducted by the Women and Law in Southern
Africa Research Trust (WLSA) in 1996 reflected a range of
family forms that reflect the rapidly changing nature of so-
cial relations. While the conventional, male-headed family-
form based on marriage remains common, there is evidence
that a large proportion of families consist of mother-child
dyads, as well as cohabitants, both forms of which are on the
increase. The study observed that while the interests of the
collective remained paramount, individuals who are part of
the societal collective articulate their interests and needs
through a constant negotiation of cultural practices and in-
dividual autonomy. While families vary in form and con-
tent, the pursuit of material and emotional support continue
to be of paramount importance in determining family mem-
bership.

6. Homoerotic, Homosexual, and
Bisexual Behaviors

Homosexuality is a taboo subject in Botswana, and this
is generally reflected in the attitudes of the officials and
the society at large. People very rarely come out publicly
to declare that they are homosexuals. The homosexual
community as a whole is rejected, victimized, and some-
times blackmailed. This is because of societal myths, and
because homosexuality is a forbidden subject in Batswana
culture. Homosexuals face stigmatization and prejudice
from family members, friends, and society in general. In-
deed, same-sex activity between males and females is ille-
gal in Botswana. The Botswana Penal Code makes those

Table 1

Percentage of Population by Marital Status and Gender of Persons
Aged 15 and Older in 1971, 1981, and 1991

found guilty of ‘carnal knowledge of any person against
the order of nature’; ‘carnal knowledge of an animal’; or
‘permits a male person to have carnal knowledge of him or
her against the order of nature,’ is liable to imprisonment
for a term not exceeding seven years (Republic of Bot-
swana 1986).

Thus, the social status of homosexual, lesbian, and bi-
sexual couples is legally illicit and there are no legal provi-
sions providing for equality with heterosexual couples.
The Lesbians, Gays and Bisexuals of Botswana (LEGA-
BIBO) Charter was drafted in response to those amend-
ments to the Botswana Penal Code, which came into effect
on April 30, 1998, and extended the seven-year maximum
penalty for men caught engaging in same-sex sexual rela-
tions to women as well. The Charter emerged at a work-
shop on Lesbian and Gay Rights on May 2-3, 1998, hosted
by Ditshwanelo—The Botswana Centre for Human Rights.
The government has so far refused to register LEGABIBO
as an nongovernmental organization. Because homosexu-
ality itself is illegal in Botswana, LEGABIBO is in an
awkward position. A spokesman from the organization
claimed that “the government has stated that it will refuse
to register our organization because to do so would be tan-
tamount to registering an organization of criminals. Thus
we can’t raise funds to do our work” (Sunday Independent
[Johannesburg], September 26, 1999). Homosexuals have
no social or legal protection available for these experienc-
ing prejudice or discrimination, and LEGABIBO has
urged its constituency to choose very carefully those to
whom they tell about their sexuality.

Prosecutions for homosexual activity are, however,
rare. The last known case was the high-profile example in
2001 where a Botswana resident, who was accused of en-
gaging in sexual relations with another man, filed an appli-
cation in the country’s High Court challenging the state’s
“unnatural sexual liaisons” laws. The fact remains though
that homosexual liaisons are conducted furtively and there
is no “out” community of any note.

In fact, the depth of opposition to homosexual behavior
in Botswana runs deep. For instance, in 1999, the Bot-
swana Christian Council called for a relaxation of social
and legal prohibitions against homosexuality and orga-
nized a seminar at the University of Botswana. However,
the overwhelmingly youthful student audience rejected
such calls out ofhand, with one youth leader quoted as say-
ing the majority of Botswana’s people are “traumatized by
homosexuality” and “other ideas from overseas and (Euro-
pean and American) donors.” It is very common for homo-
sexuality to be dismissed as a “Western” disease and “un-
African,” even though there are numerous indigenous

societies in Africa where same-sex
relations are common.

7. Gender Diversity and
Transgender Issues
The status of transvestites, trans-

1971 1981 1991 genderists, and transsexuals in Bot-

Marital Status (%) Male  Female Male  Female Male Female ]stana Isnota tOlpli)Of dlSCuSSIEI;Dln
B otswana, simply because such be-

Neve.r Married 44 37 51.7 44.5 548 495 o vior would be seen as being ex-
Married 47.1 429 44.4 41.5 29 272 tremely strange and unusual. There
Cohabiting n/a n/a n/a n/a 12.2 12 are reports, however, that a handful
Separated/Divorced 5 6.6 2.1 3.3 1.7 2 of transvestites (less than ten) meet
Widowed 21 11.9 18 1 15 85 occasionally in a bar in central Ga-
: borone. With regard to transgender-

Mean Age at Marriage 294 24 30.8 26 30.8 28 ists or transsexuals in Botswana,

(Source: Mukamaambo 1995, 58)
n/a: not covered by the census

there is no information on such peo-
ple, and it is so far unheard of.
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8. Significant Unconventional
Sexual Behaviors

A. Coercive Sexual Behaviors
Child Sexual Abuse, Incest, and Pedophilia

Child sexual abuse in Botswana occurs against the back-
ground of age and gender-based hierarchies that subordi-
nate the status of children, particularly girl-children to adult
authority. Much of the child sexual abuse takes place within
homes and is perpetrated by male family members.

Sexual Harassment

The Botswana legal system is silent on the issue of sex-
ual harassment. The University of Botswana is one of the
few organizations that have a policy on sexual harassment.
The policy defines sexual harassment as: any unwanted, un-
solicited, and/or repeated sexually discriminatory remarks
made which are offensive and objectionable to the recipi-
ent, or which cause the recipient discomfort and humilia-
tion, or which the recipient believes interfere with the per-
formance of his or her job or study, undermine job security
or prospects, or create a threatening or intimidating work or
study environment. Sexual harassment continues to be
shrouded in secrecy in Botswana, and the absence of legis-
lation contributes to the reluctance of victims to report it.

Rape

Police statistics in Botswana point to a recent increase in
the frequency of rape. In a study conducted among 25 police
stations comparing, among other things, the number of re-
ported cases of rape and defilement of girls under 16 years
between the years of 1995 and 1998 rose by 18.3% between
1996 and 1998, while reported cases of defilement rose by
an alarming 65%. During those years, almost 58% of the
victims were in the age category 16 to 30 years; those under
16 years constituted 27%. The majority of the suspects/per-
petrators were between the age of 18 and 32 years. The Po-
lice Study on Rape, as well as the Study on Violence on
Women, indicated that more than two-thirds of all rapes are
committed by men known to their victims.

“Dry Sex” or “Wet Sex”

[Comment 2003: As noted in Section 8D, Significant
Unconventional Sexual Behaviors, Female Genital Mutila-
tion and Other Harmful Practices, of the Nigerian chapter,
sexual relations in subequatorial Africa are male-domi-
nated, with the male initiating coitus and dictating its style
and pace. Female response and satisfaction are not consid-
ered important. Coitus usually takes place with no foreplay.
The male-above position is standard, and marital coitus is
for procreation, not for pleasure. Women in many African
cultures do not even know what female orgasm is, and may
have never experienced it. In describing mating customs in
the chapter on Ghana, Augustine Ankoma reports that
penile-vaginal penetrative sex with little foreplay is the nor-
mal sexual style. Although among the well-educated youth
some forms of foreplay are gaining a foothold, fellatio and
cunnilingus are abhorrent. Genital manipulation is hardly
accepted, and, traditionally, women feel shy to touch the
penis, and most men are not interested in having their
genitals manipulated.

[These male-oriented cultural values underlie what is ap-
propriately termed “dry sex,” a common practice throughout
sub-Saharan Africa. The “dry sex” mating behavior fits com-
fortably with the male distaste for vaginal secretions and
foreplay, and disinterest in female sexual arousal and or-
gasm. In this setting, males quickly reach orgasm and satis-
faction. Women are left with painful intercourse, no arousal,
and no orgasm.

[In many African cultures, women prepare themselves
to pleasure their husbands with a dry vagina by mixing the
powdered stem and leaf of the Mugugudhu tree with water,
wrapped in a bit of nylon stocking and inserted in vagina for
10 to 15 minutes before intercourse. Other women use
Mutendo wegudo, soil mixed with baboon urine, which
they obtain from traditional healers. Still others use deter-
gents, salt, cotton, or shredded newspaper. These swell the
vaginal tissue, make it hot, and dry it out. The women admit
that sexual intercourse is “very painful, but our African hus-
bands enjoy sex with a dry vagina” (Schoofs 2000).

[The inevitable results of “dry sex” include increased
friction, vaginal lacerations, suppression of the vagina’s
natural bacteria, and torn condoms (when these are used).
All these consequences increase a woman’s risk of STD and
HIV infections. Fortunately, the tradition of “dry sex” is
waning among the educated urban young, but any change in
this traditional mating behavior is also resisted because of
rejection of Western gender roles (Stellwaggon 2001).

[“Dry sex” is a well-established and more-or-less wide-
spread practice in various subequatorial African cultures. It
is very common in Southern Africa, particularly in Zimba-
bwe, Zambia, Malawi, some parts of Nigeria, some parts of
Uganda, Southern Sudan, and even in Kenya and Bot-
swana. The only difference is in what these women use for
drying up their vaginas.

[In the northwest part of Tanzania and neighboring re-
gions, “wet sex” is widely known and practiced. “Wet sex”
consists of foreplay where there is intense stimulation by
the male partner on the woman’s labia and clitoral regions.
This stimulation results in copious production of secretions
(thought to come from Bartholin’s glands). People talk
about it openly, sometimes mixed with a sense of humor and
intertribe jokes. Some researchers have blamed this prac-
tice for the high incidence and prevalence of HIV and
STDs. The implications of this kind of information for ac-
tion plans (resource inputs and sociocultural issues) are
enormous. Now that these behaviors have been brought into
public attention, a well-thought-out survey that is repre-
sentative of different segments of the populations becomes
essential for an effective public health policy (Tanzania,
personal communication 2003). In March 2003, when the
editor of this encyclopedia inquired whether “dry sex” was
observed in Botswana, Dr. Ian Taylor replied: “‘Dry sex’ is
common in Botswana as well and leads to vaginal tears and
lesions which help spread HIV/AIDS, it is true.” (End of
comment by B. Opiyo-Omolo)]

B. Prostitution

While prostitution is outlawed by the Penal Code, it is
widely practiced in Botswana, predominantly by women.
The different types of prostitution include ‘streetwalkers’
and individuals who frequent establishments where alcohol
is sold. In addition, there are an increasing number of prosti-
tutes who focus specifically on long-distance drivers. While
little is known about the incidence of child prostitution, girls
and young women may engage in sex for financial and mate-
rial gains from older men.

9. Contraception, Abortion, and
Population Planning

Botswana has made remarkable progress in the provi-
sion and delivery of health facilities and services, but in
spite of these improvements, aspects of reproductive health
relating to abortion, teenage pregnancies, and HIV/AIDS
remain issues of concern. The increase in HIV/AIDS and
sexually transmitted diseases has emphasized the demands
for distribution of condoms in the country.
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A. Contraception

The current use of contraception in Botswana has been
reported by 44% of women aged 15 to 49 years (Central Sta-
tistics Office 2001). Majelantle and Letamo (1999) further
show that 61% of women attending antenatal clinics in the
country have used contraceptive methods.

The most popular method used by women is the pill, fol-
lowed by condom, injection, intrauterine device, and fe-
male sterilization. Condom use is, however, low among
women aged 35 years and above, despite its widespread dis-
tribution as a strategy to curb the spread of HIV/AIDS. Tra-
ditional practices of breastfeeding and postpartum absti-
nence continue to be important among rural women and are
less favorable among urban women.

Teenagers are far less likely to use contraception than
older women; however, virtually all of the sexually active
youths aged 15 to 24 years had used a condom at least once.
There is also high awareness of condoms, high condom use,
and consistency, as well as delayed onset of sexual activity
among the youth. Condom knowledge and its role in STD/
AIDS prevention have been reported at 100% among urban
adolescents (10 to 19 years). Attitudes towards condom use
are also positive among the young people in Botswana, but
the problem is still with embarrassment and the purchasing
of condoms.

Women'’s education level has been found to correspond
positively with contraceptive prevalence, and male partners
still play a role in the decision of a woman to use contracep-
tives.

B. Teenage (Unmarried) Pregnancies

There is a high incidence of teenage pregnancy in Bot-
swana, and this is indicative of unprotected sex and, there-
fore, has serious implications for the spread of HIV infec-
tion as well as other STDs. The rate of teenage pregnancy is
one in every three women aged 15 to 49 who attend antena-
tal clinics. The majority of these teenage women are single
and their pregnancies take place outside marriage.

Teenage childbearing also poses social, economic, and
reproductive health risks to the young women. These in-
clude social and economic problems, such as dropping out
of school, rejection by their families and community, and
unemployment, and health risks, such as low birth weight,
unsafe abortions, incidence of still births, and implications
for the spread of STDs, specifically HIV.

The mean age at first sexual intercourse for teenagers is
17.5 years and the mean age at first birth is 18.6 years.

C. Abortion

There is very little information available in Botswana on
abortion. This could be because of the fact that abortion is
treated as a sensitive topic and is highly stigmatized in
Tswana society.

Abortion is illegal in Botswana. It is only permitted
within the first 16 weeks of pregnancy under the following
conditions: when the pregnancy is a result of rape, defile-
ment, or incest; when the pregnancy poses a physical or
mental health risk to the pregnant woman, and finally, when
the unborn child would suffer from or later develop serious
physical or mental abnormalities or disease. These condi-
tions are observed only when a medical doctor from a gov-
ernment or registered private hospital or clinic approved by
the Director of Health Services confirms in writing that the
continuation of the pregnancy would risk the life of either
the mother or child.

Even though abortion is illegal, it is apparent that a sub-
stantial number of women in Botswana resort to illegally in-
duced abortion (Majelantle & Letamo 1999). These in-

duced abortions are done under unhygienic conditions and
are performed by untrained persons, who use dangerous in-
struments and abortifacients.

With abortion being illegal, educated and wealthy
women are reported to obtain their abortion services from
South Africa, because in Botswana, induced abortions are
only provided for certain medical conditions. Majelantle
and Letamo (1999) show that women aged 35 years and
above have had multiple abortions.

In its attempts to reduce maternal mortality, the Govern-
ment of Botswana is aiming to reduce the mortality rate, es-
timated between 200 and 300 deaths per 100,000 live births
in 1991, by at least 50% in 2011. Government hospitals and
clinics also provide post-abortion counseling.

D. Population Control Efforts

Botswana has one of the highest population-growth
rates in Africa, at 3.5% per year between 1981 and 1991. If,
however, the population continues to grow at this rate, it
will make it difficult for the economy to support gains
achieved over a long period of time. Thus, the challenge the
country faces is to reduce the growth rate of the population
and increase the growth rate of the economy.

The young age structure of the population will persist
for several years into the future as young women enter the
reproductive age. The rapid population growth also places a
burden on national and international efforts aimed at reduc-
ing poverty and improving the well-being of the population.

Efforts made to control the population growth include
the provision of reproductive health and family planning
services, counseling, and promoting modern methods of
contraception, especially the condom, at all government
hospitals and clinics.

The main emphasis is on human development and wel-
fare dimensions in order to enhance the quality of population
and improve the living standards, and as a result, the National
Population Policy contains explicit and comprehensive strat-
egies to influence population trends in a manner conducive
to the attainment of sustainable human development. The
Ministry of Finance and Development Planning is responsi-
ble for ensuring the integration of population factors in na-
tional plans and strategies for sustainable development at all
levels.

10. Sexually Transmitted Diseases
and HIV/AIDS

A. Sexually Transmitted Diseases

Sexually transmitted diseases found in Botswana in-
clude genital warts, herpes simplex type 2, gonorrhea, and
syphilis. These STDs may be the major determinants of the
HIV epidemic in Botswana, as a relationship has been es-
tablished between STDs and HIV transmission in the coun-
try. STDs present the third most common cause of atten-
dance at public health facilities (NACA 2002, 30).

According to the National AIDS Coordinating Agency
(2002), the prevalence of STDs in the country appears to
be declining among women using family planning meth-
ods for the years 1993, 1997, and 2002. This pattern is the
same for syphilis, gonorrhea, and Trichomonas vaginalis,
but it is accelerating for Chlamydia trachomatis and her-
pes simplex type 2. The incidence of STDs among adoles-
cents is higher as compared to women aged 35 and above.
This is attributed to the low attendance of teenagers at an-
tenatal clinics, and has worsened with the spread of the
HIV/AIDS epidemic. Since STDs facilitate the transmis-
sion of HIV, and HIV prolongs the duration of symptoms,
the prevention and management of STDs and HIV/AIDS
has been made the highest priority in the National Sexual
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Reproductive Health Programme. In addition to the pre-
vention strategies in Botswana, data on STDs are routinely
collected through the epidemiological reporting system.

However, there is still little data in the country on STD
surveillance, making it difficult to give an exact picture of
the magnitude of STDs in Botswana. Certain factors have
been identified to influence this inability to accurately esti-
mate STDs in the country, and include the asymptomatic
nature of STDs among women, and the fact that some peo-
ple with symptomatic STDs do not seek treatment from
public health facilities or seek treatment at all.

Control of STDS in Botswana is considered as one of the
main prevention strategies for HIV transmission, and ac-
cording to the Ministry of Health (1998), STD control in
Botswana encompasses a comprehensive program based on
effective case management of symptomatic STDs in health-
care facilities. This strategy calls for sound diagnosis, effec-
tive antibiotic treatment, preventive efforts that entail pa-
tient education on risk reduction, condom use, and the
referral of sexual partners.

B. HIV/AIDS

Botswana’s 1.7 million population has the highest HIV/
AIDS infection rate in the world, and HIV/AIDS affects
both urban and rural areas with the same intensity. In the
early stages of the epidemic, prevalence was higher in ur-
ban areas than rural, but the clear distinction does not exist
anymore.

AIDS in Botswana is spreading mainly by the hetero-
sexual route (Macdonald 1996, 1325), and several factors
may have contributed to the rapid spread of HIV/AIDS in
the country, among these are social/sexual factors:

¢ Relative gender inequality: the position of women in the
society, particularly their lack of power in negotiating
sexual relationships.
¢ High levels of STDs: The presence of STDs has been
shown to facilitate transmission and acquiring of HIV
infection.
* Social migration patterns: Botswana has one of the most
mobile populations in the world, and for years, Batswana
have had to be mobile and live regularly in two to four dif-
ferent abodes, on a cattle post, in farmlands, a village, and
towns). Circulating often between these areas for ex-
tended periods, especially during long weekends, has
proved to be one of the driving forces of the epidemic in
Botswana.
Disintegration of traditional family patterns: Most of the
pregnant women in Botswana are single, and sentinel
surveys done in the country show a high HIV prevalence
among single mothers who attend antenatal clinics as
compared to married mothers. This is also an indication
that many Batswana engage in short-term relationships
and have other sexual partners subsequently.
Lack of recreation facilities in the country and lenient
law enforcement on the sale of alcohol to minors also
make it easy for the youth to engage in risky sexual
behaviors.

Given the current infection rates, the infant-mortality rate is
expected to increase from 57 to 60 per 1,000 live births by
the year 2005 (National AIDS Coordinating Agency 2002,
ii). The population of orphans is predicted to increase from
139,000 to 214,000 by the year 2010. As the figures indi-
cate, many children have been orphaned, and before the in-
troduction of the prevention of mother-to-child HI V-trans-
mission program, many babies were born infected with the
HIV virus. Other age groups are not spared. It is estimated
that in 2002, about 258,000 persons aged 15 to 49 years

were infected with HIV. However, the HIV prevalence in
age groups 15 to 19 and 20 to 24 years has remained fairly
stable in the last three years, indicating that the rate of new
infections is not increasing as it was in the last ten years.
This pattern could be attributed to high condom use, a rela-
tively high awareness level, reduced numbers of sexual
partners, declining STD incidence, and delayed onset of
sexual activity among the youth (Ministry of Health 2001,
3; NACA 2002, 44).

A sentinel survey done in 2002 showed the HIV infec-
tion rate to be nine times higher in females aged 15 to 19
years than in males. Higher rates in females in young age
groups are attributed to behavioral data. It has been shown
that condom use is higher among males than females; girls
engage in sexual relationships earlier than boys. Girls also
engage in sexual relationships with older men for economic
reasons. The prevalence of HIV in pregnant women aged 15
to 49 and women aged 15 to 19 years is outlined in Table 2
for the years indicated.

With the first tentative HIV/AIDS case reported in 1985,
there is still no preventive vaccine or cure against HIV. How-
ever, the government of Botswana has various initiatives to
address the HIV/AIDS epidemic. This is evidenced by the
huge political commitment, the increase in resource mobili-
zation and utilization, and the multisectorial collaboration
and cooperation at all levels. The president of Botswana,
H. E. Festus Mogae, has recognized HIV/AIDS as “the great-
est challenge Botswana has faced”” and has warned his nation
that HIV/AIDS “threatens the country with annihilation.”
The president even chairs the National AIDS Council, the
government structure that coordinates all HIV/AIDS-related
activities in the country.

The Government of Botswana pays for at least 80% of
all HIV/AIDS activities in the country. Other achieve-
ments made in the combat against HIV/AIDS in Botswana
include the provision of highly active antiretroviral ther-
apy (HAART) to the public at no cost, vaccine develop-
ment, the Voluntary Counselling and Testing Programmes,
the Community Home Based Care, the orphan and vulner-
able children program, as well as the nationwide Preven-
tion of Mother to Child Transmission (PMTCT) program
to all public health facilities. Prevention and treatment of
opportunistic infections is also provided at all public
health facilities in the country.

Despite the achievements, there is still no provision made
in terms of the distribution of condoms or safer sex education
to the homosexual community. Consensual same-sex sexual
intercourse remains illegal in Botswana. [Comment 2003:
The practice of “dry sex,” as noted earlier, is also a factor in
HIV transmission. (End of comment by R. T. Francoeur))

[Update 2002: UNAIDS Epidemiological Assessment:
HIV sentinel surveillance among antenatal clinic attendees
began in Botswana in 1990. In 2001, median HIV preva-
lence among antenatal clinic attendees tested in Botswana

Table 2

Percentage Distribution of HIV Prevalence
among Women by Age and Year

Year 15-19 years 15-49 years
1992 16.4 18.1
1998 28.6 35.7
2000 — 38.5
2001 24.1 36.2
2002 — 354

(Source: The National AIDS Coordinating Agency, 2002, 20)
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in 22 health districts (190 sites) was 36.3% with a range of
25.8t0 55.8%; 12 districts had rates between 30% and 40%
and 7 districts had rates above 40%. HIV prevalence among
antenatal clinic attendees in Botswana increased rapidly
from 18.1% in 1992 to 32.4% in 1995, 38.5% in 2000, and
36.3% in 2001.

[Major urban areas in Botswana include Gabarone, Fran-
cistown, and Selebi-Phikwe. In Gabarone, HIV prevalence
increased from 14.9% in 1992 to 39.1% in 2001, while in
Francistown, the increase was from 23.7% in 1992 to 44.9%
in 2001. In Selebi-Phikwe, HIV prevalence doubled from
27% in 1994 to 55.6% in 2001. Sites outside the major urban
areas are also experiencing increasing HIV infection trends.
In 2001, median HIV prevalence in areas outside the major
urban areas was 38.6%, with rates ranging from 26.4% to
50.9%. The 15-to-19 and 20-to-24 age groups exhibit high
and increasing HIV infection trends. HIV prevalence among
the 15-to-19 year olds at all sites increased from 16.4% in
1992t024.1% in2001. Among the 20-to-24 year olds, the in-
crease was from 20.5% in 1992 to 39.5% in 2001. Peak HIV
prevalence rates were observed among the 25-to-29-year-old
antenatal clinic attendees; rates in this age group were 50.4%
and 48.4% in 2000 and 2001, respectively.

[There is no information available on HIV prevalence
among sex workers in Botswana. HIV prevalence among
STD patients shows an upward trend. In Gabarone, HIV
prevalence among male STD clinic attendees increased from
22% in 1992 to 44.1% in 1996, and then to 48.2% in 2000.
Similarly in Francistown, HIV prevalence among male STD
clinic patients increased from 29.7% in 1994 to 60% in 1997
and has remained around that figure since then. Outside
Gaborone and Francistown, HIV prevalence among male
STD clinic patients tested in six sites increased from no evi-
dence of HIV infection in 1985 to 1987 to a median of 53% in
1998; in 1999, HIV prevalence among male STD clinic pa-
tients tested at these sites ranged from 44.2% to 62%.

[The estimated number of adults and children living
with HIV/AIDS on January 1, 2002, were:

Adults ages 15-49: 300,000 (rate: 38.8%)
Women ages 15-49: 170,000
Children ages 0-15: 28,000

[An estimated 26,000 adults and children died of AIDS
during 2001.

[Atthe end 0f 2001, an estimated 69,000 Batswana chil-
dren under age 15 were living without one or both parents
who had died of AIDS. (End of update by the Editors)]

11. Sexual Dysfunctions, Counseling,
and Therapies
There is no information or data available.

12. Sex Research and Advanced
Professional Education

The Directorate of Research and Development at the
University of Botswana is the first point of contact for all
stakeholders interested in conducting or sponsoring research
and development in Botswana. This office works with all
University of Botswana faculties, departments, schools, cen-
ters, associated institutes, affiliated institutes, and together
with the Government of Botswana and nongovernmental or-
ganizations (NGOs) to facilitate and coordinate quality re-
search in the country. This office also advises the Office of
the President on applications made by researchers. Research
on sexual and reproductive health matters is done through the
Ministry of Health, Family Health Division. The National
AIDS Coordinating Agency is responsible for coordinating
all research on HIV/AIDS in Botswana.

There are, however, no programs or NGOs which spe-
cifically deal with issues of human sexuality; instead, issues
of human sexuality are often incorporated into mandates of
the different NGOs. There is also no association for sexolo-
gists or journals on sexuality in Botswana.

Information on sexual and reproductive health can be
obtained from the Ministry of Health, Family Health Divi-
sion. The University of Botswana, Department of Nursing
Education offers courses, some at the undergraduate and
postgraduate levels.

13. Significant Ethnic Minorities

Sexual Attitudes and Behaviors
among the Basarwa/San

The Basarwa (or San) are hunters and gatherers who live
in Southern Africa below the Congo—Zambezi watershed.
The Republic of Botswana is home to over half (approxi-
mately 42,000) of all the San in the region. This indigenous
group is distinct culturally, and their way of life is different,
from other ethnic groups in Botswana. Basarwa are mostly
found in the remote areas, and the population has high illiter-
acy levels. The Basarwa’s way of life has adapted over the
generations as they lived in contact with other ethnic groups;
as a result, their way of life today can take the form of a sed-
entary villager, part- or full-time unskilled laborer, and
squatters in freehold farms as herders and hunters. All these
socioeconomic and cultural changes have had an impact on
their sexual lifestyles. However, some of their cultural prac-
tices still hold to this day.

Basarwa culture is permissive to sexual activity at very
early ages, often prior to puberty. This is because of the rel-
ative openness and acceptance of adult sexuality. Pre-
puberty marriages also exist. Traditional initiation cus-
toms encourage safer sex practices among the youths, and
prohibit sexual intercourse outside marriage. Thus, in the
Basarwa tradition, one sex partner is preferred. However,
with modernization and urbanization, the traditional con-
trols over sexuality have lapsed and the youth are now
having multiple sexual partners.

Marriage relations among the Basarwa have no legal pro-
cedures, apart from gaining the mutual agreement of the
spouses involved and their respective families (Guenther
1986). The majority of the marriages are monogamous, but
this trait is slowly eroding as the Basarwa now live and mix
with other ethnic tribes in Botswana. Marriages are within
the same age group, as compared with other tribes in the
country where intergenerational relationships and marriages
are permissible.

Early marriages are, however, often sought for young
people if they are maturing quickly to prevent the possibil-
ity of premarital pregnancies, and this contributes to near-
ly all children knowing their parents. Failure to marry is
rare among the Basarwa, and this is in contrast to other
tribes in Botswana where a lot of families are female-
headed.

The use of modern contraceptives among the Basarwa is
very low. This is because they live in rural areas, and their
access to health facilities and services are limited in terms
of distance, affordability, and acceptability. Attitudes to-
wards condom use are positive among school-going adoles-
cents, even though their parents do not favor modern con-
traceptives. Most Basarwa adults rely on traditional medi-
cine, and this is because it is part of their culture and their
primary accessible choice.

Most Basarwa children in the school-going-age group
live in a boarding school, away from their parents for ex-
tended periods of time, and they miss out on their parental
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guidance, chaperoning on matters of sexuality, as well as on
traditional education and initiation that is conducted at
puberty.

Incidence of HIV/AIDS is still quite low among the
Basarwa, between 3 and 6% as compared with national av-
erages of 20 to 35% (Lee & Susser 2002). This incidence
is, however, enviable in this era, because they are found in
the heart of the world region worst hit by the epidemic.
Basarwa girls and women now engage in materially moti-
vated sexual relationships with “rich” men from other eth-
nic groups. This, however, makes them vulnerable to re-
productive health problems related to sexual debut and
teenage childbearing.
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Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics

Brazil occupies the eastern half of South America; with
3.28 million square miles (8.5 million km?), Brazil is larger
than mainland United States. Its neighbors include French
Guiana, Surinam, Guyana, and Venezuela on the north, Co-
lumbia, Peru, Bolivia, Paraguay, and Argentina on the west,
Uruguay in the south, and the Atlantic Ocean on the east. In
the north, a heavily wooded Amazon basin and tropical rain
forest covers half the country. All 15,814 miles (25,450 km)
ofthe Amazon River are navigable. The northeast is semiarid
scrubland, heavily settled, and poor. With more resources
and a favorable climate, the south central region has almost
half the county’s population, and produces three quarters of
the farm goods and four fifths of the industrial output. Most
of the major cities are on the 4,600 miles (7,400 km) of tropi-
cal and subtropical coastlines.

In July 2002, Brazil had an estimated population of
176.03 million. Estimates for this country explicitly take into
account the effects of excess mortality because of AIDS,
which can result in lower life expectancies, higher infant
mortality and death rates, lower population and growth rates,
and changes in the distribution of population by age and sex
than would otherwise be expected. (All data are from The
World Factbook 2002 (CIA2002) unless otherwise stated.)

Age Distribution and Sex Ratios: 0-14 years: 28% with
1.04 male(s) per female (sex ratio); 15-64 years: 66.4% with

*Communications: Main author: Sérgio Luiz Gongalves de Freitas,
M.D., Associagdo Brasileira de Sexologia, Rua Tamandaré 693-Conj
77,01525-001 Sao Paulo—SP-Brasil. Updates: Raymond J. Noonan,
Ph.D., Health and Physical Education Department, Fashion Institute
of Technology of the State University of New York, 27th Street and
7th Avenue, New York, NY 10001 USA;212-217-7460; rjnoonan@
SexQuest.com. Luciane Raibin, M.S., 315 South Avenue, Garwood,
NJ 07027 USA; L.Raibin@hotmail.com.
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0.97 male(s) per female; 65 years and over: 5.6% with 0.68
male(s) per female; Total population sex ratio: 0.97 male(s)
to 1 female

Life Expectancy at Birth: 7otal Population: 63.55
years; male: 59.4 years; female: 67.91 years

Urban/Rural Distribution: 77% to 23%

Ethnic Distribution: Caucasian (including Portuguese,
German, Italian, Spanish, and Polish): 55%; Mixed Cauca-
sian and African: 38%; African: 6%; others, including Japa-
nese, Arab, and Amerindian: 1%

Religious Distribution: Nominally Roman Catholic:
70%; Protestant: 5%; Muslim and other: 17%

Birth Rate: 18.08 births per 1,000 population

Death Rate: 9.32 per 1,000 population

Infant Mortality Rate: 35.87 deaths per 1,000 live births

Net Migration Rate: —0.03 migrant(s) per 1,000 popu-
lation

Total Fertility Rate: 2.05 children born per woman

Population Growth Rate: 0.87%

HIV/AIDS (1999 est.): Adult prevalence: 0.57%; Per-
sons living with HIV/AIDS: 540,000, Deaths: 18,000. (For
additional details from www.UNAIDS.org, see end of Sec-
tion 10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 83.3% for both males and females

Per Capita Gross Domestic Product (purchasing
power parity): $7,400 (2000 est.); Inflation: 7.7%; Unem-
ployment: 6.4%; Living below the poverty line: 22%; socio-
economically, 80% of Brazil’s population are classified as
low income

B. A Brief Historical Perspective

The first European to reach the land that is now Brazil is
generally believed to have been the Portuguese navigator
Pedro Alvares Cabral in 1500. At that time, the country was
sparsely settled by various indigenous tribes, whose deci-
mated descendants survive today mostly in the Amazon ba-
sin. In the following centuries, Portuguese colonists gradu-
ally pushed inland, bringing along with them a large num-
ber of African slaves. Slavery was not abolished until 1888.

In 1808, the King of Portugal moved the seat of his gov-
ernment to Brazil when threatened by Napoleon’s army,
and Brazil became a kingdom under Dom Jodo VI. When
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Dom Jo#o returned to Portugal, his son Pedro proclaimed
the independence of Brazil in 1822 and he was acclaimed
emperor. In 1889, when the second emperor, Dom Pedro II,
was deposed, the United States of Brazil was proclaimed as
arepublic. The country was renamed the Federative Repub-
lic of Brazil in 1967.

A military junta controlled the government between
1930 and 1945. A democratic government prevailed from
1945 to 1964 when the institution of new economic policies
aggravated inflation and triggered a military revolt. The
next five presidents were military leaders. Strict censorship
was imposed and political opposition suppressed amid
charges of torture and other human rights violations. In the
1974 elections, when the official opposition party made sig-
nificant gains, some relaxation in the censorship occurred.

Brazil’s agricultural production soared between 1930 and
the 1970s. In the same years, vast mineral resources and a
huge labor force enabled Brazil to make major industrial ad-
vances. However, soaring inflation and an unbalanced, two-
tiered society with a very wealthy few and a majority of peo-
ple barely managing to survive, led to a severe economic re-
cession. Brazil’s foreign debt, one of the largest in the world,
required restructuring in 1982. Announcement of a compre-
hensive environmental plan to develop the Amazon basin
brought an international outcry from environmentalists
deeply concerned about the growing destruction of the Ama-
zon ecosystem that is so vital to the world environment.

1. Basic Sexological Premises

[The New Civil Code: Update 2001-2003

RAYMOND J. NOONAN and SANDRA ALMEIDA

[On January 10, 2003, a new civil code with 2,046 arti-
cles took effect, which included significant changes affect-
ing the private and family lives of Brazilians. In August
2001, after 26 years of debate, Brazil’s Congress, the House
of Deputies, voted to replace the 1916 Civil Code. It was
signed into law in January 2002 by Brazil’s then-President
Cardoso, and now makes women and men equal under the
law (Rohter 2001; Galanternick 2002). In fact, the law
places equality in the Code itself with gender-neutral termi-
nology, referring to “person” in its second article, rather
than to woman or man generally; in the old code, it used to
be just man. In the same article, it reaffirmed the rights of
the unborn from conception, while specifying that legal
personhood began with a live birth, although this was ap-
parently not related to the debate on abortion, which re-
mains illegal under the penal code. The Code also changed
the age of majority, always the same for both women and
men, from 21 to 18, which is now equal in both the civil and
penal codes. The age of emancipation was changed from 18
to 16, and can be effected by either the mother or the father;
before, only the father had that legal power.

[Among the provisions, the new code revised the con-
cepts of marriage and family, and established equality be-
tween the sexes in a relationship. A marriage is any planned
union where a man and woman share their life together as
spouses, and religious marriages became legally equal to
civil marriages. Now, the sociedade conjugal (“conjugal
society” or as-married association) rests with the couple as
a whole; before, it was the sole responsibility of the male,
thus ending the father’s unilateral legal power. The new un-
derstanding of marriage is a planned life communion, based
on the equality of rights and obligations of the spouses. The
direction of the conjugal society is exercised as a collabora-
tion by the husband and wife, always in the interests of the
couple and children. This is in contrast to the past, in which,
under the influence of the Roman Catholic Church, the in-

terests of the family as a symbol beyond the core individu-
als were paramount. The family was reconceived as a group
formed through a civil or religious ceremony, a stable rela-
tionship between a man and a woman (cohabitation), or a
community directed by a man or a woman, i.e., a single-par-
ent-headed household. With respect to proving the stability
of a nonmarried relationship, it is no longer necessary to
wait a minimum period of two years to demonstrate it; it is
enough that the union be public, continuous, and enduring.

[Under the new code, several provisions further make
partners in a marriage equal, changing marriage contracts
and inheritance rights. Under the old code, separate, partial,
or community property was declared at the inception of a
marriage; now, it can be changed during its course, facilitat-
ing access to a property change. Also, the dowry given by
the father of the bride to her future husband was eliminated
(it is interesting to note that only in 1962 was a law passed
that allowed a wife to work without the permission of her
husband). The husband now has the option of using his
wife’s last name, which before was only available to the
wife. In inheritance, the proportions of property received by
parents, children, and the spouse have changed and are now
shared equally; before, the children received the greater
amount, and then the parents and spouse, in that order.
Adopted and “illegitimate” children also gained a right to
inheritance and share equally with the others, as well as
children conceived through assisted reproduction.

[Divorce and separation practices changed with the fol-
lowing provisions in the new code: There is no longer a
minimum of two years required being married before a di-
vorce is allowed; now a couple may divorce after one year.
(Itis also interesting to note that divorce in Brazil was legal-
ized only in 1978.) After separation, if an agreement is not
reached, the courts will give custody of the children to the
parent who has the better living conditions (taking into ac-
count the emotional and financial stability, and the level of
education of the parents) and the ability to raise them. Now,
also, the desires of the children are taken into account. Be-
fore, even if the woman had guardianship of the children,
the father had final patrial authority; now, both have famil-
ial authority over major decisions related to the children.
However, if a parent punishes the children too harshly,
abandons the children, or practices acts against public mor-
als and good conduct, he or she loses family authority, in-
cluding guardianship, under the new code. A man is now
also able to ask for alimony from his divorced spouse. Al-
though adultery is still a reason to end a marriage, under the
new code, a spouse who commits adultery can remarry
without limitation; before, marrying the person with whom
one had an adulterous affair was prohibited by law. The
“end of love” is now a valid reason for separation, which
was not allowed before (incompatibility was starting to be
used by some judges, but it was not in the law).

[Some other changes might be considered curiosities by
many of the world’s standards. For example, the new code
eliminates the annulment of a marriage by the husband if he
finds out that his wife lost her virginity before marriage. It
also eliminates the expressions “legitimate” and “illegiti-
mate” from being specified on birth certificates, which used
to be done, because the legal circumstance of a child’s birth
inside marriage versus outside marriage affected inheritance
rights; if a child was not legal, the inheritance was less. Also,
the state cannot require or establish rules for family planning,
e.g., sterilization. Relatives by blood have also been rede-
fined to consist of those persons only four levels away; be-
fore, six levels were included as blood relations. Still, despite
these significant changes, the law is considered already out-
moded in some subjects, because of the 26-year time lag
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from when it was written to when it was passed. For example,
nothing is said of subsequent sex-related developments, such
as transsexualism, bioethics, or assisted reproduction (ex-
cept with respect to the presumption of paternity for purposes
of inheritance, as noted above), although some more-recent
efforts to include marriages between two gay individuals
failed. The following sections thus serve as a backdrop to the
ideals embodied in the new code (O Globo 2001; Codigo
Civil 2002; Folha de S. Paulo 2003). (End of update by
R. J. Noonan and S. Almeida)]

A. Character of Gender Roles

Brazil being a typically Latin and machismo society,
males enjoy a superior, almost demigod status. This is rein-
forced by the economic dependence of women. Only about
18% of the women are employed outside the home; the ma-
jority devote their time to caring for their house and chil-
dren. Nevertheless, women do possess some privileges that
protect them in the workplace. For example, they may retire
five years earlier than men and maternal leave is available
during illness of a child. A special pregnancy leave permits
them to be away from work for 120 days after childbirth.
However, all these apparent privileges significantly reduce
the chances and competitiveness for women seeking to
enter the workforce.

[Editor s Note 1997: In addition to the value of machismo
mentioned above, Brazilian sexual attitudes and behaviors
are strongly influenced by three other values—marianismo,
ediquetta, and pronatalism—which are commonly shared,
with some minor variations, across the Latino world of South
and Central America. To avoid duplication in several chap-
ters, these four basic values are described in detail in Section
1A, Basic Sexological Premises, in the chapter on Puerto
Rico in this volume. (End of note by R. T. Francoeur))

[Comment 1997: The structure of sexual life in Brazil has
traditionally been conceived in terms of a model focused on
the relationship between sexual practices and gender roles—
on the distinction between masculine activity (atividade) and
feminine (passividade) as central to the order of the sexual
universe. Comer (to eat) describes the act of penetration dur-
ing sexual intercourse, while dar (to give) describes those
who passively offer themselves to be penetrated and pos-
sessed by their active partners. In some respects, these role
distinctions are more fundamental than is sexual anatomy.
For details on the implications of these premises, see Sec-
tions 5, Interpersonal Heterosexual Behaviors, and 6, Homo-
erotic, Homosexual, and Bisexual Behaviors, below. (End of
comment by R. T. Francoeur)]

[Update 1997: In 1986, the Delegacia da Mulher, The
Women’s Advocacy group, was formed to protect women
against sexual and physical violence. All the employees of
this agency are women, because women feel more secure
filing complaints when they are speaking to other women.
Only 3% of the members of Parliament are women. Femi-
nist organizations are small, not very popular, and have lit-
tle influence in society.

[Nevertheless, over 20% of Brazilian families are sup-
ported exclusively by women. Moreover, the results of a na-
tional survey (representing 35% of the economically active
women in the country) by Veja/Feedback has described the
average Brazilian woman over 25 as follows:

She’s married, has two children, entered the work market in
the 1980s and wants to earn more. Contrary to her mother
and grandmother, she recognizes that eternal marriage does
not exist. All-providing husbands do not exist. She pre-
pares herself almost by intuition to keep going alone in life.
In everyday family life, she does everything for the chil-
dren but gives less to the husband—a husband who still

identifies the woman as the support of the home and the
happiness. The two become estranged. For this woman
busy with her own life, criminal violence and the preserva-
tion of health are preoccupations more important than sex-
ual pleasure or the fear of getting older. For that woman
who does not work outside of the house, the model of the
ideal woman is exactly of one who sweats her body and the
double shift [inside and outside the home]. (Veja 1994, 11)

[This same 1994 survey (p. 15) reported the following pri-
mary concerns of women: violence against women, 98%;
sexual abuse, 96%; daycare for children, 94%; equal salaries,
79%; free choice of contraceptives, 73%; more political par-
ticipation, 73%; division of duties at home, 70%; and legal-
ization of abortion, 56%. (End of update by R. J. Noonan and
S. Almeida))

[Update 2002: Even though Brazil is still a very male-
dominated country, we are seeing slight but significant
changes. Every day women are moving into strictly male-
dominated professions. Katia Alves Santos, for example, is
the first Secretary of Safety in Brazil. In Bahia, a very con-
servative state, she is responsible for 46,000 officers and
3,000 inmates. In Bahia, women occupy 49% of all police
chief positions in the state. More and more women are en-
tering politics. Marta Suplicy, at one time a leading Brazil-
ian sexologist, became mayor of the city of Sdo Paulo in
January of 2001, and there were rumors that she might run
for president in the then-upcoming elections. The latest
census shows that 26% of women are considered to be head
of household. Even with these advances, women are still
paid less then men for the same job. In 1999, women were
paid 60.7% of what males received for comparable work.
This was, however, a significant increase from 53.2% in
1992. A direct relationship between more women working
and the birthrates can be drawn. In 1960, the birthrate was
6.3 children per woman. As more women entered the
workforce, that number has been decreasing, 3.5 in 1985,
2.6in 1992, and 2.3 in 1999.

[Men in Brazil have also started to change their attitudes
about male and female roles. Over half of Brazilian working-
men, 51.2%, now help in house chores; this might not seem
like a large number, but it was only 35.8% in the early 1990s.
Those numbers indicate a change in the overall culture,
clearly suggesting cultural changes toward more equality of
males and females and away from the machismo culture
found in South America. (End of update by L. Raibin))

B. Sociolegal Status of Males and Females

From the legal viewpoint, Brazilian males and females
have equal legal rights as children, adolescents, and adults.
Adults, those over 18 years of age, both men and women,
have the right and obligation to vote. Voting is mandatory.
Each voter receives a receipt documenting his or her fulfill-
ment of this obligation. Wages of a worker who does not
have this receipt will be attached by the state in the month
following the elections. Adolescents between 16 and 18
years of age have the right to choose to vote or not to vote.

[Comment 1997: The traditional role of Brazilian women
as housewife, derived from the 19th-century European ideal,
was that of the “unproductive queen of the house,” who was
responsible for the respectability and harmony of the house-
hold and envied by the working woman. When one achieved
the status of housewife, she gained dignity and a higher so-
cial status. However, growing numbers of Brazilian women
have finally come to recognize their own power and the pos-
sibility of being an agent of change. In the last 20 years, the
number of economically active women in Brazil grew by
70% to 23 million—39% of Brazil’s population of women—
a figure almost equal to the populations of Holland and Den-
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mark combined (Veja 1994). (End of comment by R. J.
Noonan and S. Almeida)]

Alaw restricting abortion has produced some discussion
about women’s rights that developed into a sort of political
campaign. Recently, the List of the Rights of Children has
been promoted with considerable publicity. The intention is
to provide minors with greater protection against the vio-
lence they are victims of in the large cities.

[Comment 1997: Poverty and the inability of Brazil’s
majority poor to limit the number of offspring they have
drives many youth to abandon their families and make their
own lives on the street. Typical of Brazil’s urban scene is the
city of Salvador. In 1993, Salvador’s 2.5 million inhabitants
included a floating population of some 16,000 youths,
working, playing, begging, stealing, and sleeping on the
street. This was up 33% from an estimated 12,000 in 1990.
About 100 Salvadorian street children are murdered each
year by right-wing extremists. Social recognition of this
problem and efforts to remedy it are vital to Brazil’s future.
(End of comment by R. T. Francoeur))

C. General Concepts of Sexuality and Love

The development of the communication media, espe-
cially television, has greatly influenced the concept of love
and sexual behavior of the population. Every day, viewers
of'soap operas may witness episodes in which the sexual be-
havior of the protagonists is very permissive. This has defi-
nitely transformed Brazilian sexual relations in two ways.
Such programs decrease sexual taboos and endorse sexual
permissiveness, especially in the areas of the sexually
uncommon and “deviant” sexual behaviors.

Overall, the sexual attitudes of Brazilians depend on
gender, age, region of residence, and religious influences.
The rural population and the migrant rural workers living in
large cities suffer profound influences from Catholicism’s
religious teachings and ceremonies. This group is also char-
acterized by a low level of education and culture. In this
group, premarital and extramarital sexual contact is con-
demned. The Catholic Church approves only the natural
means of family planning and condemns abortion. Ignoring
Church doctrine, many in this group favor the contraceptive
hormonal pill and surgical sterilization; the incidence of
condom use is much lower. The Evangelical churches ac-
cept the use of the contraceptive pill as well as other meth-
ods, but are also vehemently opposed to abortion. Claims
that the IUD is an abortifacient rather than a contraceptive
method have caused its usage to be proscribed by Evangeli-
cals. However, some government programs support use of
the IUD in women of low income with numerous children.

Among Brazilians with a higher level of education, es-
pecially in the large cities, various forms of petting are ac-
ceptable, as well as premarital sex and extramarital sex, the
latter being less frequent than the former. A variety of con-
traceptives are accepted as normal, with a preference for the
contraceptive pill, surgical sterilization, condom, and abor-
tion, in that order. Brazil is the world champion of cesarean
births, 35% of all births. The majority of cesarean section
deliveries are accompanied by sterilization of the woman
through tubal ligation.

In comparing attitudes toward sexuality and love among
Brazilians of different socioeconomic levels and different
regions of the country, it seems to us that two different soci-
eties exist. One culture maintains the traditional attitudes of
the Third World; the other culture has been influenced by
the modernization trends commonly seen around the world
and has gradually adopted more permissive attitudes.

[Comment 1997: Popular women’s magazines have the
purpose of transmitting the cultural norms, such as monog-

amy, similar to those in the U.S. and other countries. The
August 1994 Portuguese edition of Cosmopolitan, called
Nova, for example, highlights such issues for women as “A
guide to self-confidence,” “Attracting the right man,” and
“Monogamy: Is it possible to keep the fires hot?” (End of
comment by R. J. Noonan and S. Almeida)]

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality

A. Source and Character of Religious Values

The predominant religion in Brazil is Roman Catholi-
cism, primarily because the Roman Catholic Church has
determined that newborns must be baptized and officially
registered as Roman Catholic at birth. In 1992, it was esti-
mated that of the country’s 148 million people, 70% are
Catholics, 20% are Protestants (Baptists, Presbyterians,
Pentecostals, Evangelicals, etc.), and 10% are Spiritualists
(Mystics, Umbandists, Voodooists, etc.). The predomi-
nance of Christian religions has set the stage for the war
against abortion, which is officially condemned as a crime.
However, in most cities, abortion occurs underground. For
similar reasons, sexual education in the public schools is
generally nonexistent.

[Update 2002: The religious debate over recognition and
acceptance of homosexual persons in the Christian churches
was accented in October 2002, when the Dean and the 3,500-
member congregation of the Holy Trinity Cathedral in Re-
cife, in the northeast of Brazil, decided to withdraw them-
selves from the Episcopal Church of Brazil. Holy Trinity is
the largest Anglican Church in Latin America. At first, the
Dean and congregation claimed the reason for the schism
was the bishop’s support for development of alternative rites
to bless divorcées (at the end of a divorce process), and alter-
native rites to bless couples who are already living together
or do not want to marry according to the civil law because of
the economic implications. But these are issues Brazilian so-
ciety has long ago debated and accepted. Holy Trinity Cathe-
dral is a conservative evangelical church, within the mostly
evangelical and conservative diocese of Brazil.

Later comments by the Dean indicated that the real issue
for the schism was the “exaggerated liberty homosexual
people have in the Church,” even though the Recife dioce-
san canons clearly state that no one from a homosexual ori-
entation, or even those who accept this orientation as nor-
mal, could be ordained within that diocese. (Ribas, Personal
communication October 2, 2002) (End of update by R. T.
Francoeur)]

B. Source and Character of Ethnic Values

Brazil has four distinct races of people: Caucasians
54%; Mestizo (mixed race) 34%; Negroes 10%; and Asians
2%. There are also about 200,000 indigenous Indians. Por-
tuguese, Africans, and mulattos make up the vast majority
of the population, with Italian, German, Japanese, Indian,
Jewish, and Arab minorities.

Brazil was colonized in 1500 by the Portuguese, making
it the only Portuguese-speaking country in all of Latin
America. Youth is highly valued in this nation where 51%
of the population is under the age of 27. This is obvious in
many aspects of Brazilian life. For instance, kissing and
petting by couples in the streets, theaters, and public places
are generally tolerated in liberal Brazilian society, despite
conservative religious influences.

[Comment 1997: In this respect, Brazilians tend to allow
expressions of sexuality and eroticism that are quite unac-
ceptable in other areas of the Latino world, especially in pub-
lic. This disparity can be traced to a unique blend of Roman
Catholic and native Indian values with a strong African in-
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fluence. Like other Latinos, Brazilians have taboos and re-
strictions on public sexual behavior. However, Brazilians
draw an important distinction between public and private be-
haviors that preserves traditional Indian and African values.
“Within four walls, beneath the sheets, and behind the mask
of carnaval, everything can happen!” “Everything,” or tudo,
refers to the world of erotic experiences and pleasure. The
phrase fazendo tudo, “doing everything,” means Brazilian
men and women have an obligation to experience and enjoy
every form of sexual pleasure and excitement, or more pre-
cisely those practices that the public world most strictly pro-
hibits. This, however, must all be done in private, behind the
mask, between four walls, or under the sheets.

[The concept of tudo is the key element in the domain
Brazilians call sacanagem (DaMatta 1983). Sacanagem is
an extremely complex cultural category, with no suitable
English translation, except perhaps “the world of erotic ex-
perience” or the “erotic universe.” Within this erotic world,
erotic pleasure is an end in itself, and the classifications of
active/passive, the sex of the partner, and the acts engaged
in are secondary. A Brazilian most clearly embodies the
erotic ideal of sacanagem by doing everything, particularly
those practices that the public world most condemns and
prohibits. The transgression of public norms called for by
sacanagem brings the playfulness of carnaval into every-
day life (Parker 1987; Moitoza 1982; Francoeur 1991, 43-
47). (End of comment by R. T. Francoeur)]

[Comment 1997: The African influence on Brazilian life
and sexuality takes many forms. For instance, at all levels of
Brazilian society, it is customary to offer a guest cafézinho, a
small cup of espresso made by pouring water over powdered
coffee through a cloth strainer. One way this custom is prac-
ticed illustrates the influence of how black magic brought to
Brazil by slaves from Africa is still strong in some parts of the
country. This custom can give the casadoiras, young women
looking to get married, an opportunity to enhance their pros-
pects of getting married. The young women believe that if
they pour the coffee through their own panties and give the
drink to their unsuspecting boyfriends, the men will be at-
tached to them forever and will not be able to escape mar-
riage. In The Scent of Eros: Mysteries of Odor in Human Sex-
uality New York: Continuum Press, 1995, 83-84), Kohl and
Francoeur have suggested a possible scientific basis of this
folk custom, which occurs in some African cultures, among
African Americans in the southern United States, as well as
in Brazil. The soiled undergarment used as a filter may con-
tain pheromones, which have been found in primate and hu-
man vaginal secretions. Released into the coffee, these may
serve as a natural sex attractant or aphrodisiac. However log-
ical it is in terms of what we know about vaginal phero-
mones, this suggestion is speculation and untested by experi-
mental research. (End of comment by R. J. Noonan and S.
Almeida)]

Racial prejudices exist, but they are concealed, and ra-
cial conflict and skirmishes/clashes are rare, except when
economic interests lead to attacks on indigenous peoples in
the Amazon basin. Couples with clearly different ethnic or-
igins are very commonly seen in any public gathering.
There exists a great mingling of the races that gives Brazil a
preeminently Mestizo population, especially in the north
and northeast. In the south, those of European Caucasian
descent, i.e., German, Italian, Spanish, and Portuguese,
predominate.

[Comment 1997 The expression pé na cozinha (“foot in
the kitchen”) illustrates the intermixing of the white and
non-white races common in Brazil. The phrase goes back to
the Brazilian colonial era when the slaves brought from Af-
rica worked in the kitchens and the white masters would

have sexual relations with them. Some of the offspring re-
sulting from these illicit liaisons had very light traces of the
African influence in their appearance and were considered
to be white with their “foot in the kitchen,” meaning they
had some African features. Pé na cozinha is still used today
to describe a person who has a vestige of African character-
istics. (End of comment by R. J. Noonan and S. Almeida)]

3. Knowledge and Education
about Sexuality

A/B. Government Policies, Sex Education
Programs, and Informal Sources

It is necessary to emphasize that sexual education has
been somewhat taboo in Brazil. Since the late 1980s, how-
ever, some sexual education programs have surfaced in the
private schools. In Sdo Paulo (in 1987), an experimental
study of sexual education in five public schools revealed
that sex education helped improve student scores in all their
subjects, as well as improved the relationships between
parents, students, and teachers.

Truthfully, in Brazil, there is no government program for
the sexual education of its youth. Recently, in the principal
cities of the country, a Program of Adolescent Support sur-
faced that informs, orients, and teaches adolescents about
their sexuality through educational interviews and seminars.

One study revealed that 72% of the men and 45% of the
women received their first information about sex from
friends and schoolmates. It also showed that in the large cit-
ies, youth learned about sex mainly from movies and maga-
zines. It seems that Brazilian families generally prefer that
their offspring obtain their sexual information through the
school system and published material, such as adult and
pornographic magazines. This frees the parents, who feel
insecure speaking about sex, from ever mentioning such a
“delicate subject” in the family circle and to their children.

One consequence of this lack of sexual education was un-
covered in an unusual study of 150 women treated for
anorgasmia. They were very poor and worked hard in the
fields. They lived in rural areas without radio or television
before they married, and had no time to watch television
even when it was available. None of these women ever re-
ceived any sexual education from family members or school.
Over a third of them did not know that the sexual act was a
normal part of marriage, although they knew that prostitutes
and other bad men and women engaged in sacanagem (“the
world of erotic experience”). For these women, sexual inter-
course was not a moral behavior, but immoral and indecent.
When they found out what sex was and that it was a part of
marriage, they thought that their husbands were crazy and
felt as if they had been raped. For these women, the lack of
sexual knowledge was the major cause of anorgasmia. In ad-
dition, 20% of the wives abandoned the therapy because their
marriages were destroyed by violence. For 80 of the women
in this study, other factors were responsible for the anor-
gasmia. These poor rural women are not typical of the real
universe of most Brazilian women (de Freitas 1990).

These women had access to sexual therapy only because
AB-SEX, headed by the main author, introduced this ther-
apy as a free part of Public Health in 1986 in Sdo Paulo. At
present, many of these patients are living in a big city and
have been married more than ten years.

[Comment 1997: On the television program, “Fantasti-
co,” in late 1994 on TV Globo, a national Brazilian network,
reporters interviewed two researchers, Emidio Brasileiro and
Marislei Espindola from the city of Goiania, who had con-
ducted a sex survey over the preceding five years. The re-
searchers, whose book, Sexo: Problemas e Solugdes, was to
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be published by the end of the year, reported that children
wanted to know what sex was for; adolescents wanted to
know what sex was like; young adults at about 20 years old
wanted to know how to avoid the consequences of sex; adults
from about 30 wanted to know how to educate their children
about sex; those over 40 think they know everything about
sex; and those around 60 think it’s too late. A few of the ques-
tions that these researchers said they were most often asked
included: 1. Can a pregnant woman have sex? 2. When is a
young person ready for his first sexual intercourse? 3. Sexu-
ally, is it easier to be a man or a woman? and 4. If | have sex
before or during a sports competition, will I decrease my
physical performance? (End of comment by R. J. Noonan and
S. Almeida)]

4. Autoerotic Behaviors and Patterns

A 1983 questionnaire survey indicated that boys and
girls in an urban group of 3- to 5-year-olds played together
in such a way as to touch or see each others’ sexual organs,
especially when no adults were present. When this type of
behavior was observed in a school setting by some teachers
at Colégio Batista Brasileiro in Sdo Paulo, the main author
was invited to provide some orientation for the teachers. As
we know, this type of behavior in infancy is practically uni-
versal and independent of social class or ethnic origins.

As mentioned earlier, it is uncommon for parents to
speak about sex to their children at home. When childhood
sexual curiosities are not satisfied by the parents, the child
naturally seeks answers on their own from other sources.
Usually such persons or sources they turn to are not pre-
pared or adequate to guide them efficaciously. In terms of
self-pleasuring, the child is likely to encounter one of two
attitudes or value judgments. One opinion, and probably the
less frequently encountered, is that self-pleasuring is a nor-
mal component in the psychosexual development of chil-
dren. The other opinion views masturbation as a negative
road to human development.

Regardless of the value message encountered and the
lack of external support, 92% of adolescent boys and 45%
of girls engage in self-pleasuring. However, the fear of be-
ing found out by parents or other kin is a common accompa-
niment. In our research, 66% of the boys and 36% of the
girls began self-pleasuring between 10 and 15 years of age.

While the Evangelical Protestants express a great preoc-
cupation with, and a negative view of, self-pleasuring, Ro-
man Catholic doctrine also condemns this behavior as dis-
ordered and seriously sinful, but seldom if ever mentions it.
There are no significant statistics about childhood and
adolescent autoeroticism.

5. Interpersonal Heterosexual Behaviors

A. Children

In a retrospective research project about child and ado-
lescent sexual behavior, 57% of all adults played sex games
as children (de Freitas 1991). The children, in general, do
not receive any sort of sexual guidance or information from
their parents, yet their sexual behavior seems generally ade-
quate and appropriate for their developmental ages as psy-
chologists understand this.

Going through the phases of sexual self-discovery and
autoeroticism characteristic of infancy, the children imitate
their parents and are influenced by peers and the mass me-
dia, movies, and television.

Recent research has uncovered that 60% of those inter-
viewed admitted to having played doctor and other games
that included the mutual touching of their bodies and the
sexual parts when they were children. The majority en-

gaged in this kind of play with children of both sexes. How-
ever, there was a tendency for girls to play more with girls,
while boys played mostly with children of the opposite sex.

We must call attention to the fact that only 60% of the
subjects interviewed revealed having practiced this type of
play in childhood, when it is well known that the frequency
of this activity is much higher all over the world. From this
we understand that many respondents omitted the truth
from their information about their infancy. To speak of
childhood sexuality is an intolerable outrage for many Bra-
zilians. Even today in our culture, childhood sexuality is a
taboo theme that cannot be mentioned with total tranquillity
because of the intense anxiety it awakens in adults. Most
adults want to forget the sexual experiences of their child-
hood because they were punished for demonstrating an in-
terest in those activities. This perhaps explains the fact that
many people, especially women over 45 years of age, did
not answer the questions about sexual play in childhood.

While our observations and data are limited, two general
forms of childhood sexual behavior have been observed.
Children, 2 to 4 years old, generally limit themselves to
speaking words of sex, showing their penises or buttocks, or
even lifting the little girls’ skirts and making drawings of
nude girls or urinating boys. Children, 5 to 7 years old, seek
closer contact with the opposite sex. Meanwhile, attitudes
of punishment by the older family members for erotic play
reinforce fear and redirect behavior towards self-pleasuring
in private.

[Comment 1997: In contrast with Euro-American sexual
values that frown on sexual rehearsal play among children
and adolescents, Brazilian culture expects young boys and
girls to experiment with sexual pleasure and prepare for
marriage within certain limits and in private.

[In the game troca-troca—Iliterally “exchange-ex-
change”— pubescent and adolescent boys take turns, each
inserting his penis in the other’s anus. In addition, the early
sexual interactions of adolescent boys and girls draw on a
wide range of nonvaginal sexual practices, in particular on
anal intercourse, in order to avoid both unwanted preg-
nancy and rupture of the hymen, still an important sign of a
young woman'’s sexual purity (Parker 1987). (End of com-
ment by R. T. Francoeur)]

Clitorectomy does not exist in Brazil. Male circumcision
exists only in the Jewish community. However, postectomy
to shorten the prepuce is performed for uncircumcized boys
with a long prepuce.

B. Adolescents

Puberty Rituals

Some social celebrations are observed when girls cele-
brate their 15th birthday. In some rural cities, this involves a
“Big Party” with the fathers presenting their daughters to so-
ciety and the girls dancing their first waltz. In upper-class ur-
ban families, these girls are then allowed to court and have a
boyfriend. [Editor’s Note 1997: See also the discussion of
quinceariera in Section 2, Latino Perspectives, of the U.S.A.
chapter. (End of note by R. T. Francoeur)]

Premarital Sexual Activities and Relationships

The period of puberty involves biological, psychologi-
cal, and sociological transformations. In Brazilian girls,
menarche occurs between the ages of 10 and 13, having al-
ready had the partial growth of the breasts and the hips. Re-
search shows that 62% of Brazilian mothers try to teach
their daughters about their first menstruation before it oc-
curs. Meanwhile, 38% of the young women confess not
having any knowledge of the phenomenon before it hap-
pened.
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Research indicates that the first menstruation in girls
causes a strong emotional reaction that prompts the girls to
inform their mothers. It is rare that girls hide their menar-
che from their mothers, although 15% of the subjects inter-
viewed reported that as their response. The reaction of the
boys to the signs of sexual maturation and their first noc-
turnal emission depends on the level of information they
have received from their older friends. Unlike girls’ reac-
tion to menarche, boys almost always hide their first noc-
turnal emission from their parents, preferring to tell their
older friends. The sexual maturation of puberty brings in-
terest in the opposite sex, but the majority only start dating
about age 15.

Sexual intercourse is generally initiated between the ages
of 12 and 17 for men and 17 to 20 for women, again confirm-
ing a more permissive standard for men than for women.
About the age of 16, dating becomes more intimate with
noncoital sexual contact more evident. By age 16, 17% of the
men and 8% of the women have had sexual intercourse. Only
40% of the women and 52% of the men revealed that their
first sexual experience was positive and pleasant.

Research on adolescents in Botucatu, a rural area of the
Séao Paulo district, and in the capital of Sao Paulo district re-
vealed sharp differences in the sexual behavior of adoles-
cents. In the rural cohort of 290 adolescents, we found that
65 youngsters or 22.4% had already had heterosexual con-
tactbetween ages 13 and 19 years. Nineteen of these adoles-
cents had experienced coitus, while 46 had only played sex
games without having penile-vaginal intercourse. Of this
group, 60% had a pleasant sexual experience and 40% felt
guilt, mental anguish, and remorse. By comparison, in a
parallel group of 290 youths in the city of Sdo Paulo, a simi-
lar number and percentage of adolescents had already had
heterosexual contact. However, the breakdown was re-
versed, with 41 youths or 13.8% having experienced coitus,
and 24 engaging in noncoital sex play, or outercourse. In the
urban cohort, sexual contact was pleasurable for 69.3%.
This demonstrates that the urban Brazilians are more liberal
and more venturesome in their sexual behavior.

C. Adults

Premarital Courtship, Dating, and Relationships

In research conducted by AB-SEX (1991), 81% of adult
men reported having had premarital relations, while 53% of
women reported the same behavior. Again, this was more
commonly reported in the large cities. The preoccupation of
women with virginity is more evident in the rural zones in
the interior of the country, and less so in the state capitals.
Among college students in the larger cities who are politi-
cally active and quite influential, there is often a shame
attached to being a virgin.

Recent data indicate that single adults suffer from pres-
sure to be married, but about 7% of Brazilian women be-
tween the ages of 35 and 45 years of age have children with-
out being married, only 2% of whom marry after the birth of
their first child. Single men between the ages of 37 and 46
prefer to remain single, even if their partners have children.
There are many couples in the lower economic class who
start a family and have many children without being mar-
ried. About one quarter of all women are pregnant when
they get married.

Marriage and the Family

The majority of marriages occur between the ages of 20
and 25, about 65% of all marriages. As in the developed na-
tions, the small family model has become the standard. An
accentuated fall in fertility has been noticed, since we have
gone from the average of 6.3 children per woman in the

1960s to a current average of 2.8 children. This has come as
aresult of a series of transformations to which we generally
refer as the process of modernization of Brazilian society.

In Brazil, monogamy is the fundamental pattern; bigamy
and polygamy are illegal. Research in 1991, reported by
IPPM (Institute of Market Research of Sdo Paulo), found that
in Sao Paulo, 54% of the people are opposed to female adul-
tery while an equal number are against male adultery. Extra-
marital sex is acceptable under “certain circumstances” to
25% of the men and 23% of the women. People in smaller
cities and economically lower are more rigorous in their op-
position to extramarital sexual relations.

The average frequency of marital intercourse ranges be-
tween twice a week and three times per month. However,
more and more of those interviewed say that they might feel
happier if they had sex more often; they often added that
they would feel less anxiety (E acrescentam que seriam
menos nervosos).

[Comment 1997: Based on the University of Chicago’s
report on sexuality in America, which had recently been re-
leased, TV Globo, a national network, in the last quarter of
1994 conducted a mini-survey of the frequency with which
Brazilians have sexual relations. On the television program
“Fantastico,” they reported that 17.6% of Brazilians have
sexual relations once a week, 35.9% have none, and 46.5%
do so two or more times per week. They also interviewed
two researchers, Emidio Brasileiro and Marislei Espindola,
who had conducted a sex survey over the preceding five
years. These researchers reported finding that men ap-
peared to be more liberal about sex, but actually were more
conservative, in comparison to women, who were appar-
ently more conservative, but actually were more liberal.
(End of comment by R. J. Noonan and S. Almeida))

In 1978, divorce was legally recognized after 25 years of
Parliamentary discussion. The most frequent cause of di-
vorce is extramarital sex, 33%, followed by excessive use
of alcohol, physical violence, personality incompatibility,
and irreconcilable differences. Usually it takes from two to
four months to obtain a divorce. Divorced persons are not
allowed to remarry for at least three years. Bigamy is con-
sidered a felony and a guilty verdict is accompanied by ajail
term to be determined by a judge. The majority of divorces
occurs between three to seven years after marriage. Fre-
quently the divorcing couple has no children, 41%, or only
one child. Divorce after 20 to 30 years of marriage is rare,
and seems to be connected with andropause (the Brazilian
term for male menopause) or menopause.

In one out of every five divorces, the mother retains cus-
tody of the child, while the male must pay alimony usually
equal to 30% of his salary. In cases where the male refuses
or stops paying alimony to the ex-wife, he is immediately
arrested by order of the courts.

Sexuality and Older Persons

[Update 1997: Lucia Helena de Freitas, a Brazilian psy-
chologist and gerontologist, studied the sexuality of a group
of retired commercial workers who participated in the cul-
tural activities of a social club. She found that 73.8% of them
still had sexual relations, with 35.7% doing so two or three
times a week, 21.4% once a week, and 16.7% less often. Al-
most all the interviewees (90.5%) felt the necessity of having
sexual relations; 95.2% believed that sexual desire does not
end with age, with 40% saying that it increased with age and
59% thinking the opposite. However, 33.3% believed that
pleasure during the sexual act increased with age, as opposed
to 66.7% who said the pleasure decreased. Regarding or-
gasm, 28.6% said they were able to reach it quickly against
40.5% who said they needed more time. Only 13.5% of
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women said they experienced a change in their sexual life as
a result of menopause; some said they reached orgasm more
quickly once they stopped menstruating. In the case of men,
4.8% acknowledged problems of impotency. Freitas con-
cluded that with the advance of age, typically the frequency
of sex decreases, but the quality does not. (Manchete 1992,
40). (End of update by R. J. Noonan and S. Almeida))

Incidence of Anal and Oral Sex

IPPM’s (Institute of Market Research of Sdo Paulo) sur-
vey revealed that at least 23.5% of S@o Paulo residents
(Paulistanos), 12.6% of Rio de Janeiro residents (Cariocas),
and 18.8% of those in other Brazilian cities reject oral sex
because they consider it abnormal. Also, 53% of the Paulis-
tanos, 38.6% of the Cariocas and 45.7% of those in other
cities consider anal sex abnormal; 10% refused to answer.

The belief that oral and anal sex are abnormal sexual
practices has its origin in many sources. One of these is the
moral order, based in the Catholic tradition. This tradition
believes sex in itself to be a mortal sin if it does not involve
vaginal intercourse for the purpose of procreation within
matrimony, and condemns all other erotic practices. Thus
all sexual activities without a procreative end are consid-
ered taboos and sexual perversions that should be avoided.

In spite of this prohibition, many people go against the
conventional sexual standards, since the primary message
of Brazilian folk culture—fazendo tudo—prompts a free-
dom of sexual expression in private where anything can
happen and everything is possible, encouraging everyone to
broaden one’s repertoire of sexual practices even when they
violate public sexual norms in private.

The IPPM survey, for example, showed that, at least oc-
casionally, 52.9% of Cariocas, 37.8% of Paulistanos, and
42.1% of other Brazilians have practiced anal intercourse.
Statistical analysis revealed that men 30 to 45 years of age
were three times more likely to solicit anal sex than women.
These results confirm that among married couples, as else-
where, it is generally the male that initiates new sexual
practices, while the female frequently is limited to accept-
ing passively her partner’s solicitation. This presents a “del-
icate situation” for the female who is pressured to accept
anal or oral sex, because there are no legal restrictions in
Brazil.

The emphasis on fazendo tudo, tesdo (excitement), and
prazer (enjoyment) promotes “rather elaborate and varied
forms of sexual foreplay, a strong emphasis on oral sex, and
especially a focus on anal sex” (Parker 1987, 164). Inter-
views of 5,000 men and women throughout Brazil revealed
that over 50% of those surveyed in Rio de Janeiro, and over
40% of those in the rest of Brazil, reported practicing anal
sex at least occasionally (Santa Inéz 1983, 41).

Carnaval
In Brazilian sexual culture, the annual celebration and
unrestrained exuberance of Carnaval is typical of

an erotic universe focused on the transgression of public
norms through a playfulness reminiscent of . . . one’s ado-
lescent sexual experience and the excitations they pro-
duced play[ing] themselves out again repeatedly through-
out adult life. They undercut the effects of sexual prohibi-
tions and make polymorphous pleasures such as oral and
anal intercourse, an important part even of married,
heterosexual relationships. Such acts [whether engaged in
with same or other gendered persons, with a nonspouse or
stranger], along with the tesdo or excitement which is
thought to underlie them and the prazer or enjoyment
which is understood to be their aim, are essential to the
Brazilian sexual culture, with its context of ‘no shame,’

‘within four walls,” ‘beneath the sheets,” or ‘behind the
mask.” (Parker 1987, 165)

6. Homoerotic, Homosexual, and
Bisexual Behaviors

[Comment 1997: The categories of homosexuality (4o-
mossexualidade), heterosexuality (heterossexualidade), bi-
sexuality (bissexualidade), and a distinct homosexual iden-
tity (identidade homossexual) were introduced into Brazil-
ian culture in the mid-20th century by social hygienists,
medical doctors, and psychoanalysts.

[Despite their current prevalence in the media, these
concepts of sexual classification remain, in large measure,
part of an elite discourse. As mentioned in Sections 1B, A
Brief Historical Perspective, and 2A, Religious, Ethnic, and
Gender Factors Affecting Sexuality, Source and Character
of Religious Values, Brazilian sexual culture is centered on
the distinction between masculine activity—eating
(comer), conquering and vanquishing (vencer), and owning
and possessing (possuir)—and feminine passivity (giving,
being penetrated, dominated, subjugated, and submissive).
In keeping with the overriding importance of every male
considering himself macho, the Brazilian male considers
himself heterosexual man (homem), as long as his dominant
mode of sexual expression involves active phallic penetra-
tion, regardless of the gender of the partner being possessed
and penetrated.

[If the category of “men” or homens seems clear, its
counterpart is less so. Those who ddo (give or submit) in-
clude biological women or mulheres, and others, the biolog-
ically male viado (deer), bica (worm, intestinal parasite),
and the feminine form of bicho (best translated as queer or
faggot). Though endowed with male anatomy, the viado or
bicha is linked with the fundamentally passive social role of
mulher, not homem. Within these categories, a male can
have sexual relations with mulheres, viado, and bicha and
maintain his masculine (heterosexual) identity, provided he
exercises phallic dominance. In any discussion of sexual
behaviors, gender orientation, and AIDS education, it is
essential to keep in mind this Brazilian folk model.

[The interplay between traditional and modern medical
models of sexual behavior is evident within the open, shift-
ing, and flexible subculture of entendidos and entendidas
(“those who know”) in Brazil’s larger cities. Organized
around same-sex practices and desires, this subculture is
found in certain bars, beaches, saunas, discos, and the like.
Entendidos (studs) are sometimes contrasted with homens,
and the traditional bicha as the passive partner of the active
bofe. Both the entendidos and bofe are considered mascu-
line homens despite their participation in same-sex activity.

[The same dichotomy structures the increasingly open
presence of the once almost-invisible “lesbian” subculture,
where sapatdo (big shoe, dyke, or butch) contrasts with
sapatilhdo (slipper or femme dyke) (Parker 1987). (End of
comment by R. T. Francoeur)]

In Brazil, homosexuals communicate among themselves
with their own subcultural language, including the signal of
an earring in the left ear for gay men and a left ankle bracelet
for lesbians. This combination of in-group verbal and non-
verbal communication allows homosexual persons to func-
tion in a generally hostile environment.

The recent IPPM (Institute of Market Research of Sédo
Paulo) survey made it clear that homosexuality is one of the
areas of human sexuality most marked by prejudice. Over
half, 51.5%, of Paulistanos, 57.1% of Cariocas, and 56.3%
of those in other cities oppose homosexuality. On the other
hand, a small number of those interviewed, only 13.5%,
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8.7%, and 9.4%, respectively, in these same areas, consider
homosexuality normal conduct. We do not have data con-
cerning the number of homosexuals in the country, but it is
probable that it is similar to that of other Latin American
countries.

The social status of homosexuals is favorable only among
those who have achieved fame in the arts, music, theater,
movies, television, and haute couture. A homosexual orien-
tation and lifestyle seem to facilitate self-promotion and pro-
fessional success in these fields. In other areas of profes-
sional life, homosexuality is not a positive factor. In recent
research in Sao Paulo, it was found that homosexuals, espe-
cially those with an exaggerated behavior, were usually re-
jected for employment following interviews with the com-
pany psychologists, although these same psychologists deny
being prejudiced against homosexuals. In some areas, such
as sales, there are minimal chances for an overt homosexual
to find employment. Discrimination is also strong against
overt lesbians. But, since they are generally more discreet
and less overt in their behavior, they are not as easily identi-
fied. They only call attention to themselves when they are on
a date with a younger (fem) lover, or when they cause a scene
triggered by jealousy when the (fem) lover speaks to men.

Legal problems arise only when homosexuals become
physically violent or when they wish to marry legally.
Brazil’s laws do not permit homosexuals or lesbians to
marry.

Homosexual prostitution, especially when transvestites
are involved, is the object of frequent police raids. How-
ever, this repression does not appear to have much effect on
this, considering the open activity at night on the streets in
the large cities.

Religious restrictions on these sexual practices are stron-
ger among the Catholics, 68% of whom condemn homosex-
ual behavior, even though there are cases involving homo-
sexual priests who continue to practice their duties. The
Catholic Church officially teaches that homosexual activi-
ties are contrary to the procreative purpose of sex.

The Protestants do not persecute homosexuals, but in-
stead seek to help them recuperate through faith in God.
There are many cases where homosexuals who were pas-
sive (bottoms) and prostituted themselves, have been re-
generated or cured, becoming heterosexual to the extent of
marrying and having children. They even lost their effemi-
nate behaviors. (Os protestantes ndo perseguem os homos-
sexuais, mas procuram ajudda—los na recuperag¢do, em que
homossexuais passivos e que ate se prostituiam na noite,
tornaram—se heterossexuais, casando—se, tendo filhos e
perdendo os trejeitos efeminados.)

7. Gender Diversity and
Transgender Issues

There are no legal restrictions on transvestites in Brazil.
However, in Brazil, transvestism is a marginal phenomenon
(um fenémeno marginal, implying “practiced by a criminal
element of society”). Transvestites are often men who work
during the day, and at night apply makeup, dress as women,
and work the street or nightclubs to prostitute themselves
with men or bisexual couples. Legally, they are considered
prostitutes and are treated as such by the police.

In Brazil, sex-change surgery for transsexuals is consid-
ered to be mutilation surgery, and legislation prohibits sur-
gical treatment of a transsexual. Participation in such medi-
cal treatment is considered a felony for both the patient and
surgeon.

Some transsexuals have gone to Europe to be operated on
and change their sexual identity. However, these are isolated

cases, because the majority of the transsexuals are content to
dress as women at night and prostitute themselves.
Surgical techniques are well developed in Brazil so that
many cases of congenital ambiguous or anomalous genitals
are regularly corrected with surgery. These operations try to
preserve the sexual (gender) identity adequate to the patient.

8. Significant Unconventional
Sexual Behaviors

A. Coercive Sex

Sexual violence is a crime for which there are provisions
in the Brazilian Penal Code. The law protects citizens
against sexual assaults in four categories: estupro or rape;
tentativa violenta ao pudor, a violent attempt against pudor
(meaning chastity, decency, modesty, virtue, purity, and
more), or sexual molestation involving violence; posse sex-
ual através de fraude, sexual possession through fraud; and
atentado ao pudor mediante fraude sem violéncia, or an at-
tempted violation of pudor involving fraud.

The first two categories of sexual assaults involve vio-
lence, and if grave physical harm results, the crime is
viewed as aggravated and the convicted offender subject to
a heavier sentence. In some cases, even if the victim con-
sented to or invited the sexual partner, the law considers vi-
olence to have been part of the sexual act. These are usually
cases where the victim is under 14 years of age, mentally in-
competent, or unable to offer physical resistance.

Sexual Abuse, Incest, and Pedophilia

Sexual relations involving an adult or older adolescent
with a child is legally termed sexual victimization (victimiza-
¢do sexual). When sexual victimization involves a relative of
the victim, it is classified as incest.

Since 1982, there have been more reports of this type of
behavior because of the feminist movement and the fact that
females are the most common victims. The frequency of
such acts is very difficult to establish because only the grav-
est and most brutal cases become known to the authorities.
Research conducted in Sao Paulo by Azevedo between De-
cember 1982 and December 1984 showed that only a small
percentage, about one in 25 cases, of incest and pedophilia
are reported to the authorities.

Research in greater Sdo Paulo found that 87% of the
cases of pregnancy in girls up to the 14 years of age resulted
from incest perpetrated by the father, uncle, or stepfather of
the victim. About 6% of the victims surveyed by Azevedo
were males. In 70% of the cases of incest, the biological fa-
ther was the perpetrator. The majority of such aggressors
were 30 to 39 years old and blue-collar workers.

Rape and Sexual Harassment

Rape is punishable by a minimum sentence of three
years solitary confinement (rec/usdo) in prison. The sexual
violence documented in police and court records is decep-
tive, because most cases of sexual violence are not reported
to crime detection units and because the requirements of the
law to gain a conviction of either sexual violence or seduc-
tion are excessive. A man can only be found guilty of a
crime of seduction if the women is under the age of 18, and
even then, a guilty verdict is rare. Only a male who seduces
an underage, minor virgin and continues having coitus with
her is at risk of being convicted of seduction. If convicted,
he may be sentenced to two to four years in prison. If the
woman seduced is under the age of 14, then the crime be-
comes one of rape and the minimum sentence is three years
in jail. If the woman seduced is over 18 years of age, there is
no crime unless there is a serious threat, violence, or sus-
pected violence.
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Domestic Violence

[Update 1997: Being beaten by a husband is no longer
just crying at home, suffering in silence, and ashamed to say
anything. It is now judged as a crime and taken seriously by
society. With the opening of the doors on August 6, 1985, of
the 150 women’s precincts (Delegacias da Mulher), police
stations directed by women who specialize in domestic vio-
lence against women, Brazilian women made a great gain.
These police stations became the arm of the judiciary most
trusted and least feared to be used by the people. For many
years, the beating of women was not seen by policemen as a
crime, but rather a minor domestic affair that did not in-
volve them. This picture has now changed significantly. Ini-
tially, 80% of the cases involved women who had been
beaten two or three times by their husband; today, the ma-
jority file a report at the first strike. An average of 300
women are seen each day (U.S. News & World Report 1994,
40-41; Veja 1994, 20).

[In 1991, Brazil’s highest appeals court threw out the
“honor defense” in adultery cases that allowed men who
were accused of murdering their wives and/or their wives’
lovers to escape punishment by arguing that they were de-
fending their honor (U.S. News & World Report 1994, 41).
(End of update by R. J. Noonan and S. Almeida))

B. Prostitution

Prostitution, whether heterosexual or homosexual, is not
a criminal offense in Brazil unless it involves public solicita-
tion or pudor em publico (a public violation of pudor, mean-
ing chastity, decency, modesty, virtue, purity, and more). In
1970, the liberation of the press, which strongly influenced
sexual liberty, accentuated the reduction in female prostitu-
tion in the larger cities. Meanwhile, the increase in liber-
tinism (o aumento da libertinagem, meaning debauchery, he-
donism, immorality, and more) has facilitated the appear-
ance of male prostitution in public places, for both hetero-
sexual and homosexual contacts. The presence of houses of
prostitution (casas noturnas) has decreased, being replaced
by massage parlors, telephone callgirls, and street soliciting.
A large number of motels have appeared throughout the
larger cities, often catering only to couples seeking private
encounters or to prostitutes and their clients.

Statistics on the total number of prostitutes in Brazil do
not exist, but the police estimate their number at about one
million for the whole country.

There is a Prostitutes Association or union (Associagdo
de Prostitutas) founded in 1986, with its main purpose to
obtain recognition of prostitution as a legal profession. So
far, this effort has produced no results.

C. Pornography and Erotica

The military regime that dominated Brazil from 1964 to
1985 repressed the publication of erotica and sexually ex-
plicit films. Since 1985, there has been a great surge in the
number of pornography shops and erotic films, videos, and
publications. Presently both hard- and soft-core pornogra-
phy is easily accessible in Brazil. Both television and cin-
ema theaters exhibit erotic films. Scenes showing sex with
children or animals are strictly avoided, as is any depiction
of sadomasochism, although sexual cruelty and violence
may sometimes be shown.

[Update 1997 In 1995, a growing concern about the
spread of AIDS, confusion over sexual values among the
young, and the competition among television’s prime-time
soap operas to stage the steamiest love scenes, provoked a
social backlash against Brazil’s fabled comfort with sensual-
ity. In July 1995, the weekly news magazine, Veja, identified
95 nude shots, 74 sex acts, and 90 scenes with smutty dia-

logue in a week’s worth of programming on the five major
networks. Complaints from individuals, local governments,
and church groups have prompted the federal government to
investigate the prevalence of sex on prime-time television
and recommend steps to control this (Schrieberg 1995). (End
of update by R. T. Francoeur)]

D. Paraphilias

Some specialists deal with paraphilic clients, but there are
no statistics on the incidence or types of paraphilias encoun-
tered in clinical practice, or among the general population.

Bestiality or zoophilia is a widely distributed sexual
practice, both geographically and historically. Its frequency
is greater among adolescents in the rural areas, generally
constituting a temporary sexual outlet or experimentation
rather than a long-term behavior. Our surveys found that
12% of Paulistanos and Cariocas and 17% of other, non-ur-
ban respondents reported erotic contact with animals in
their childhood or adolescence. This behavior is much rarer
among Brazilian women.

9. Contraception, Abortion, and
Population Planning

A. Contraception

Forty years ago in the rural areas of Brazil, families not
infrequently had between ten and 20 children. In recent
years, that number has decreased, especially in the large cit-
ies. The average number of children in a family has gone
from 6.3 in 1960 to 2.8 in 1993.

Some progress has been made by the federal government
in contraception and sexual education. Since 1986, the gov-
ernment has directed its efforts to educate young women in
the use of contraceptives in order to reduce the number of
teenage unmarried pregnancies. The programs are run by
nurses and social workers who also teach the use of the con-
traceptive pill and condom use for STD prevention. These
programs operate mostly in the large cities, such as Sdo
Paulo, Rio de Janeiro, Brasilia, Belo Horizonte, and Recife.

Some branches of the federal government, such as SUS
(Sistema Unico de Satde) offer free distribution of contra-
ceptive pills as an IUD replacement for women who do not
want to become pregnant. Research undertaken by the
IPPM (Institute of Market Research of Sdo Paulo) showed
that 73% of those interviewed favor family planning in
Brazil. In Rio de Janeiro, the number reached 83% of the
women and 78.9% of the men. Only 8.5% of those inter-
viewed in Rio de Janeiro and 6.8% of those in other cities
declared themselves totally and radically opposed to birth
control.

[Update 1997: Although 75% of Brazil’s 154 million
people are Roman Catholic, the world’s largest Roman
Catholic population, every relevant statistic shows that
most people ignore the Church’s teachings on contraception
and abortion. In a June 1994 survey of 2,076 Brazilian
adults, 88% of the respondents said they did not follow the
Church’s teachings; for women 25 to 44, this figure was
90%. On a national scale, Brazil has experienced one the the
most radical reductions in family size recorded in modern
history. With 40% of adult Brazilian women working out-
side the home, the fertility rate in the developed south is be-
low the replacement level of 2.1 children per woman; in the
impoverished northeast, it is 4.0, but this is well below the
5.8 recorded in the region in 1980 (Brooke 1994).

[About two thirds of the married women practice some
form of contraception; 43% use oral contraceptives and
42% have been sterilized. The government, pressed by the
Catholic bishops, has maintained laws against abortion and
sterilization and blocked legislative efforts to provide free
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contraceptives through Brazil’s national health service. Vir-
tually all clinics that dispense contraceptives and informa-
tion are maintained by private groups. Although opinion
polls show that Brazilian women want universal access to
modern contraceptives, they have little power to press this
in the political establishment. Brazil has no women as state
governors or Supreme Court justices; women hold only
4.7% of the seats in the 580-member Congress; and no
women in the Brazilian Bar Association are directors, al-
though 52% of the Association’s members are women
(Brooke 1994). (End of update by R. T. Francoeur)]

[Update 1997: The Brazilian woman is having fewer
children than in the past. The average number of children for
Brazilian women has been steadily decreasing over the last
four decades. The 1991 Census reported an average of 2.7
children as compared to 6.28 children in 1960, 5.76 children
in 1970, and 4.35 children in 1980 (4nudrio Estatistico
Brasileiro 1992, cited in Veja 1994, 75). The decrease may be
attributed to several factors, including the use of contracep-
tives, sterilization, and abortion, as opposed to the world-
wide economic and social reasons for the decline.

[In contrast with the 1994 report by Brooke cited above,
the Instituto Brasileiro de Geografia e Estatistica—Anti-
concepgdo (Institute of Geography and Statistics, IBGE,
Contraception), 1988, cited in Veja (1994, 75), reported that
the majority of women, 23 million women or 62%, do not
use a contraceptive method. As a result 1.4 million un-
wanted pregnancies result in abortion (Alan Guttmacher In-
stitute, cited in Veja 1994, 75). Of the methods of contracep-
tion that are most used, the oral contraceptive pill is used by
43% of the women, sterilization is used by 42%, 7% use the
calendar method, 2% use condoms, 1% use the IUD, and
5% use other methods (Instituto Brasileiro de Geografia e
Estatistica—Anticoncepgdo 1988, cited in Veja 1994, 75).
The pill, sterilization, and the IUD account for 86% of the
contraceptive use in Brazil, as compared to their combined
use of 38% in other “developed” countries (Instituto Brasi-
leiro de Geografia e Estatistica—Anticoncepgao 1988,
World Health Organization—Reproductive Health 1990,
cited in Veja 1994, 75).

[Among the live births, 32% are done by cesarean sec-
tion, the highest rate in the world, as compared to 29% in
Puerto Rico, 24% in the United States, 10% in England, and
7% in Japan (World Health Organization 1991, cited in Veja
1994, 75). One reason for the high incidence of cesarean de-
liveries in Brazil can be traced to the high number of women
who choose to have a tubal ligation done at the same time to
limit future births. United Nations statistics show that ma-
ternal mortality is also high, with 150 deaths per 100,000
births, as compared to 3 deaths, 12 deaths, and 1,000 deaths
per 100,000 births for Japan, the United States, and Guinea,
respectively. In the rural areas, 35.6% of the births are done
at home versus 7% in the urban areas.

[Of those people who use condoms, women at every age
level buy fewer condoms than men. A Brazilian company
reports that, on average, 12% of the condoms bought are
bought by women and 88% are bought by men. The break-
down by age level is as follows: Among those 15 to 19, 5%
are bought by women and 95% by men; of ages 20 to 24,
18% by women and 82% by men; of ages 25 to 29, 19% by
women and 81% by men; of ages 30 to 39, 23% by women
and 77% by men; and of ages 40 or older, 28% by women
and 72% by men (Dispomed Comercial Ltda., cited in Veja
1994,75). (End of update by R. J. Noonan and S. Almeida)).

B. Teenage Unmarried Pregnancies
There are no reliable statistics on the number of unwed
teenage pregnancies in Brazil.

In recent research among adolescents, we found that
16% of the subjects approved of the IUD as a contraceptive
method while 48% disapproved. Meanwhile, the lack of in-
formation about sexuality and contraception has caused
many single adolescent females to become pregnant. In Sdo
Paulo, 54% of the adolescent males interviewed considered
women’s preoccupation with pregnancy a female problem
for which the female is solely responsible. Even with the
risk of AIDS infection, 35% of the adolescents refused to
use condoms because they believe it takes away from their
pleasure. All these factors contribute to an increasing num-
ber of unwed teenage pregnancies. SUS (Sistema Unico de
Saude) has an unwanted pregnancy education and preven-
tion program for female adolescents in several regions of
Sao Paulo, and similar programs exist in other capital cities.
Practically nothing is available in the rural areas.

Many young women faced with an unwanted pregnancy
resort to clandestine abortion clinics to hide the pregnancy
from family. When the unwanted pregnancy does not end in
a clandestine abortion, it is more frequent for the unwed ad-
olescent mother to remain single than to marry the father. In
the majority of cases, 51.8%, the young fathers shirk their
responsibility as a parent.

C. Abortion

With the increase in sexual activity, the number of abor-
tions in Brazil is slowly growing. Article 128 of the Penal
Code of 1940 allows only two reasons for legal abortion:
when the pregnancy is the result of rape or when there is no
other way to save the woman’s life.

Abortion statistics are not reliable or consistent. In 1989,
the World Health Organization reported nearly 5 million
abortions a year in Brazil, about 10% of the number of abor-
tions performed worldwide. A research study in Sao Paulo,
1993, revealed 4.5 million induced abortions per year in
Brazil. The incidence is highest among women ages 15 to
19, with 136 abortions per every 1,000 women in this age
bracket. Nationally, there are 8.3 illegal abortions for every
100 pregnancies. Brazil records about 400,000 hospitaliza-
tions for medical complications of abortions annually; in
the United States only 10,000 women experience complica-
tions requiring hospitalization.

In 1989, a National Research of Health and Nutrition
study conducted by the Institute of Geography and Statis-
tics (IBGE), found the index of abortions greater among
women of the southeast, 16.4%, than among women of the
northeast, 14.4%. These two regions accounted for 75% of
all the pregnant women in Brazil. These statistics are infor-
mative when one recalls that the southeast region has a
higher standard of living than the northeast. In the poorer
northeast, there were 45 pregnant women per 1,000 women;
in the more economically developed southeast, the rate was
33 per 1,000 women. This is in keeping with the hypothesis
that a higher standard of economic development and better
standard of living leads to a lower number of pregnancies. A
second factor in the incidence of clandestine abortions is the
number of previous pregnancies a woman has had. Of
13,862,844 women who were pregnant in the past five
years, 14.9% terminated a pregnancy at least once. Among
women who had had four previous pregnancies, 47.1% ter-
minated the fifth pregnancy. Among women who had had
five previous pregnancies, 77.1% terminated a subsequent
pregnancy.

Several reasons are commonly cited to justify the legal-
ization of abortion in Brazil: (1) a woman’s right to control
her own body, (2) socioeconomic factors, such as the lack of
support and sustenance for children resulting from un-
wanted pregnancies, (3) “if so many people are doing it,
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why not legalize it?” (4) fetal malformations, (5) therapeu-
tic abortions are already legal to save a mother’s life, and (6)
abortion is already allowed in cases of rape. Other factors
supporting the legalization of abortion include the increase
in sexual promiscuity, which increases the number of illegal
abortions, and the chaos in the official system of public
health, which reduces the distribution of contraceptives that
could reduce the incidence of illegal abortions.

Presently, a task force of the Federal Council of Medi-
cine is proposing the legalization of abortion for cases
where the fetus will be born with serious or irreversible
physical or mental problems. If this proposal is approved by
The National Congress, then abortions will become legal in
private or public hospitals, up to the 24th week of gestation,
with the consent of the pregnant woman and the affidavit of
two doctors. However, abortion continues to be a crime in
Brazil today.

D. Population Control Efforts

There are numerous efforts to promote a reduction in the
population growth in Brazil. It is worrisome to find that Sao
Paulo has 16.4 million inhabitants, being the second largest
city in the world, second only to Tokyo, Japan, with 20 mil-
lion inhabitants. Government campaigns carried on televi-
sion and in newspapers inform people on the need to prevent
an excessive growth of the population that does not have the
necessary infrastructures, especially work and food supplies,
to support it. Haphazard, uncontrolled population growth has
led to the appearance of abandoned children, beggars, and
would-be criminals (marginais desocupados) with nothing
to do, all of whom are a heavy burden to a society without
sufficient support structure.

The small family model has been in place in the large
Brazilian cities since 1960, when the average of 6.3 children
per family started to drop to the current 2.8 children per fam-
ily. In rural areas, which comprises the largest area of the
country, the average number of children in a family is still
high at 5.7. However, we can assume that an accentuated
drop in fertility in Brazil has resulted from the family plan-
ning campaigns. Reports tell us that 65% of the Brazilian
couples of reproductive age use some type of contraceptive,
with female surgical sterilization predominating. For exam-
ple, in the United Kingdom female sterilization accounts for
8% of all contraception, in Belgium 5%, and in Italy 1%. In
Brazil, female surgical sterilization accounts for 27% of the
contraceptive usage. Hormonal therapies account for 25%,
IUDs 1.3%, and vasectomies 0.7%. Other less-effective
methods account for 11% of all contraception used.

10. Sexually Transmitted Diseases
and HIV/AIDS

A. Sexually Transmitted Diseases
Incidence, Patterns, and Trends

The incidence of gonorrhea, which had diminished con-
siderably until 1960, increased greatly with the sexual lib-
erty that developed in the 1970s. Syphilis also increased
during that period of greater sexual promiscuity. With the
advent of AIDS, the condom that had been used solely by
prostitutes to avoid disease or pregnancy became the princi-
pal method of protection against the transmission of the
HIV virus, and in the process benefited the campaigns
against other STDs in our country.

In Brazil, STDs have increased significantly in the
younger population, 15 to 20 years old. Based on statistics
from several states, we estimate that 15% of the youth has
already contracted a venereal disease. This amounts to
about 2.2 million youths.

The Ministry of Health wants to encourage the war
against the incidence of STDs through educational cam-
paigns. They believe that any serious effort to control STDs
must begin in the schools. According to Dr. Belda, venereal
diseases are symptomatic of what he called a “social sick-
ness,” because their basic causes are connected to the behav-
ior of individuals and communities. Among the factors cited
as responsible for the changes in sexual conduct are the in-
crease in promiscuity, variation in sexual customs, the mi-
gration of populations, and greater ease in transportation. We
also admit that the increasing use of contraceptives also
serves to increase promiscuity. Along with increased promis-
cuity, there is increased risk of contracting venereal diseases
such as syphilis, gonorrhea, venereal lymphogranuloma,
chancroids, inguinal granuloma, genital herpes, condyloma
acuminatum, and HIV.

The most frequent STDs are syphilis and gonorrhea. The
other STDs are not very common and escape the Health Min-
istry’s statistical control. Syphilis is found in men in its pri-
mary phase, mostly because of its obvious clinical signs.
However, it goes unnoticed in women, being confused with
other vulvar inflammations. When it is diagnosed in women,
it is most often in the secondary phase as a part of prenuptial
exams. That is why the campaigns must especially reach
groups such as prostitutes, homosexuals, and unwed youth.

Despite the lack of credible data, there is much evidence
to indicate a new surge in gonorrhea in Brazil. In Rio de Ja-
neiro, the incidence of gonorrhea grew by 120% between
1968 and 1972 while the population grew only 6%.

B. HIV/AIDS
Incidence and Transmission

Atthe end of 1992, The Ministry of Health reported a to-
tal of 31,466 cases of AIDS in Brazil. An estimated 450,000
Brazilians are infected with the HIV virus but present no
clinical signs characteristic of the disease. Sao Paulo has the
largest number of cases, 18,755 patients, followed by Rio de
Janeiro with 4,933 cases and Rio Grande do Sul with 1,468
cases. Out of a total 0f 31,466 AIDS patients, 13,874 have al-
ready died, according to a report from the AIDS Division.

The known cases of AIDS in newborns are few and rare.
Recent reports indicate only 634 perinatal cases. Of all the
occurrences, 3.6% or 1,143 were found in people under 15
years of age. Among adolescents, ages 15 to 20, the inci-
dence of AIDS associated with IV-drug use has risen from
3% in 1980 to 24% in 1993. While there has been a reduc-
tion in the number of infections transmitted by sexual con-
tact, authorities are increasingly concerned about this rising
transmission of the virus among IV-drug users. According
to the latest report (1993), 19,060 of the 31,466 total AIDS
cases were victims of heterosexual, bisexual, or homosexu-
al transmission. Another 8,508 have contracted the disease
through contact with infected blood. In adults, the ratio is
seven infected males for every one female infected with the
virus.

In a research project in Rio de Janeiro involving 1,350
men and women between 15 and 59 years of age, the au-
thors found that 100% of homosexual and bisexual respon-
dents were informed about AIDS. However, only 38.8% of
the men and 18.3% of the women had changed their sexual
practices to avoid AIDS. The government campaigns stress
the importance of using the condom as a means to avoid
AIDS. Many homosexuals and bisexuals do not use con-
doms because it “inhibits sexual pleasure.” They say the use
of the condom is not well accepted because a man may be
offended if a woman insists he use one or a woman may be-
come suspicious if a man uses one. Weighing the risks of
losing a partner who already loves you against the risk of
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contracting AIDS, many people choose to take the risk of
contracting the disease.

In the Brazilian cultural tradition, the notion of homo-
sexuality is more related to a passive (receptive) versus an
active (penetrative) role. As Parker noted:

The medical/scientific model has often been reinterpreted
in traditional folk concepts, with their emphasis not on
sexual object choice, as in the categories homossexuali-
dade or heterossexualidade, but rather on atividade and
passividade. In popular thought, the category of homos-
sexuais or ‘homosexuals’ has generally been reserved for
‘passive’ partners, while the classification of ‘active’ part-
ners in same-sex interactions has remained rather unclear
and ambiguous. (Parker 1987, 162)

This causes some men to classify themselves as heterosexu-
al, when in reality they are homosexual or bisexual. The re-
sult is that many AIDS prevention programs adopted from
the United States to reach males engaging in anal inter-
course do not reach their target audience. The disease is
spreading among homosexuals and heterosexuals alike as a
consequence of poor sexual knowledge and a lack of care.
There has not been any research among lesbians, but it
seems to us that there has not been an increase in disease
among these women except among those who use IV drugs
(Paiva 1995).

Availability of Treatment and Prevention Programs

Prevention programs for AIDS using the slogans “Use a
Condom” or “Practice Safe Sex” copy the North American
models and do not take into account the particularities of
sexuality in Brazil (Parker 1987). The practice of anal sex,
as noted in Section 5C, Interpersonal Heterosexual Behav-
iors, Adults, is much more common between men and
women in Brazil than in the United States, where it is a more
frequent behavior among homosexuals.

There is a great mobilization of the community in a pro-
gram of AIDS prevention through the development of sev-
eral societies, the organization of lectures (palestras), the
showing of films, professional health courses, the distribu-
tion of pamphlets, and information on radio and television
programs. Meanwhile, religious groups protest and critique
the campaigns because they seem to support solely the use
of the condom and the disposable syringe. They believe it
would be more educational and formative to discourage
homosexuality, promiscuous sex, and drug use.

There has been no lack of the drug AZT. Even though it
is a very expensive drug and not very efficacious in the
treatment of AIDS, it has been distributed freely to patients
with HIV who report to the Health Centers. Presently,
Brazil is fourth worldwide in the number of AIDS cases, ac-
cording to the World Health Organization. The United
States has the most cases, followed by Uganda and Tanza-
nia. France is fifth and Zaire is sixth (1992 data). Several
years ago, Parker noted that:

itis clear that a careful examination of the cultural context
in Brazil inevitably leads to the conclusion that the health
problem posed by AIDS and facing Brazilian society is
potentially far more widespread and serious that has thus
far been acknowledged. . . . Brazil is facing an epidemic
disease that is potentially as devastating as the other seri-
ous public health problems that already exist there, and a
combination of prejudice, short-sighted planning, and
economic instability has left Brazilian society almost
entirely unprepared to confront it. (Parker 1987, 169)

Presently, much attention has been given to the protec-
tion of those who work in the health industry and have con-

tact with the high-risk groups in the general population, es-
pecially adolescents. The voluntary testing for HIV has
been encouraged, and there is a campaign to protect those
who test positive against discrimination.

Government Policy

[Update 2001: In 1997, Brazil introduced a controver-
sial policy to manufacture its own generic AIDS medicines
and distribute them free to patients. By 2001, this contro-
versial program had turned Brazil into a global leader in
fighting the AIDS pandemic. In the 1980s, Brazil was one
of the hardest-hit countries. By early 2001, while 20% of
South African adults and 5% of Haitians were HIV-posi-
tive, only 0.6% of Brazilians were HIV-infected. The AIDS
death rate in Brazil was cut in half between 1996 and 1999.
Despite opposition from the Roman Catholic Church, some
10 million condoms were distributed during Carnaval cele-
brations in 2001. Frank prevention talk, and free medicine
and treatment have put Brazil in the position of being a role
model for the world (Rosenberg 2001).

[In March 2001, the first batches of the AIDS vaccines,
Alavac vCP1452 (France) and MN rGP120 (United States),
arrived in Brazil to be tested for human side effects by 40
volunteers. This study is part of a larger study sponsored by
the United States government to study the vaccines in sev-
eral developing countries. Researchers for O Projecto Praga
XL, the AIDS research group of the Federal University of
Rio de Janeiro (UFRJ), hope to study the side effects and
immunobiological responses of the human body to the new
AIDS vaccines, starting in June 2001. (End of comment by
L. Raibin)]

[Update 2002: UNAIDS Epidemiological Assessment:
The HIV/AIDS epidemic in Brazil is showing clear signs of
stabilization. The incidence of AIDS has remained stable
over the last five years at around 20,000 new cases per year,
or 14 new cases per 100,000 population, and HIV preva-
lence also appears to be stabilizing across all sentinel sur-
veillance studies conducted in the last four years.

[In 2000, 16,477 samples collected at 140 antenatal
clinic sites were analyzed as part of sentinel surveillance of
pregnant women. The national HIV prevalence in antenatal
clinic settings was found to be 0.61%. When disaggregated
by size of urban population, the prevalence in cities with
more than one million inhabitants was found to be 1.25%. In
cities with populations between 500,000 and 1,000,000, the
prevalence was 0.34%; cities with populations between
200,000 and 500,000 had a prevalence of 0.46%, munici-
palities with populations 50,000 and 200,000, prevalence of
0.50%, and among cities with fewer than 50,000 inhabi-
tants, 0.22%.

[Based on this study, it was estimated that in 2000 there
were 597,443 individuals of both sexes between the ages of
15 and 49 years with HIV infection in Brazil, corresponding
to a prevalence of 0.65%. UNAIDS estimates for the end of
2001 place the figure at 610,000 individuals living with
HIV/AIDS, a prevalence of 0.65%.

[A 2001 study on 869 intravenous drug users in five ur-
ban areas found a median prevalence of 36.9%. A study of
sex workers conducted in 2000 with 2,712 women in eight
cities found median HIV prevalence to be 6.1%. Between
March 1997 and October 2001 seven rounds of surveillance
were conducted to establish the prevalence of HIV among
STD patients. In total, 41,229 patients were tested, averag-
ing 5,890 patients across 32 clinics per round. Median HIV
prevalence for the period was 2.9%, with a decreasing trend
from 4.2% in March 1997 to 2.7% in October 2001.

[In 2001, estimates of incidence and prevalence were de-
veloped for other STDs. Of the STDs examined, HPV preva-
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lence was highest, at 15.17%, followed by HSV2 (0.76%), 1.
vaginalis (3.4%), syphilis (2.06%), trichomoniasis (1.92%),
and gonorrhea (0.71%). Incidence was highest for 1. vag-
inalis (5.1%), followed by trichomoniasis (2.32%), gonor-
rhea (1.82%), 1. pallidum (1.10%), HPV (0.81%) and HSV-2
(0.76%).

[The estimated number of adults and children living
with HIV/AIDS on January 1, 2002, were:

Adults ages 15-49: 600,000 (rate: 0.7%)
Women ages 15-49: 220,000
Children ages 0-15: 13,000

[An estimated 8,400 adults and children died of AIDS
during 2001.

[At the end of 2001, an estimated 130,000 Brazilian
children under age 15 were living without one or both par-
ents who had died of AIDS.

[*Adults in this UNAIDS Fact Sheet are defined as
women and men aged 15 to 49. This age range covers people
in their most sexually active years. While the risk of HIV in-
fection obviously continues beyond the age of 50, the vast
majority of those who engage in substantial risk behaviors
are in the latter group. (End of update by the Editors)]

11. Sexual Dysfunctions, Counseling,
and Therapies

A/B. Concepts of Sexual Dysfunction
and Treatment

Sexology has been a medical specialty in Brazil since
September 30, 1980. But, the majority of the physicians
and the public are not aware of this. Brazilian culture ex-
alts the virile man, and erectile dysfunction is considered a
great shame. This leads men to depression and the com-
mon practice of not admitting they are impotent and blam-
ing the woman when forced to admit it. Various sexual
therapy clinics have emerged in the large cities, some of
them without any modern scientific basis. There are a few
legitimate groups that deal mostly with male sexual dys-
functions; a breakdown of such clinical treatment includes
lack of erection 52%, ejaculatory problems 26%, and
reduced libido 22%.

The use of vascular surgery is very common for male
erectile dysfunction, followed by the insertion of a prosthe-
sis to improve erection, for problems of an organic origin.
Psychotherapy and hormone therapy are used in psycho-
genic problems.

Since 1986, the Department of Sexology of the ARE—
Varzea do Carmo in Sdo Paulo has been exclusively dedi-
cated to the treatment of female sexual dysfunctions. Their
case distribution is: inhibited sexual desire/arousal 37%,
anorgasmia 61%, and vaginismus 2%. In a study of 150 cli-
ents at this clinic, Sergio L. Freitas found that 80% of the
treated women were cured of their symptoms, while 20%
dropped out of therapy for several reasons. Half of the
women treated did so without their husband’s knowledge.
The husband’s machismo jealousy and pride will not permit
them to seek help openly. It was necessary to combine
psychoanalytical and gynecological methods, and the tech-
niques of Helen Singer Kaplan’s New Sex Therapy, with a
reconditioning and remedial sexual education. The main
causes of sexual disturbances were related to sexual disin-
formation, negative early sexual experiences, and a poor-
quality sex life. The average age was 32 years old. Treat-
ment lasted from three to ten weeks. We found that 27% of
the women were married without knowing that the sexual
act was normal conduct in matrimony. Sixty percent were
virgins when they married; 87.7% found their first sexual
relation to be somewhere between bad and awful; 13.3%

found it to be acceptable; while none rated their early sexual
experiences as either good or great.

The training of professionals for diagnosis and treat-
ment takes place at the institutes mentioned in Section 12A,
below. Certificates are awarded at a postgraduate level, fol-
lowing both theoretical and practical training through the
observation of cases in active therapy.

Recent economic conditions have taken their toll on
Brazilian sexuality. In a tropical land soaked with sensual-
ity, economic anxieties are tarnishing a point of Brazilian
national pride: bedroom performance. Harried by an annual
inflation of 2,500%, two thirds of the adults surveyed in
1994 complained that the economic crisis was dampening
their libido. Brazil’s sex crisis is manifest at the dilapidated
motels that line the roads into Rio de Janeiro. These estab-
lishments, featuring ceiling mirrors and suggestive names
like “Lipstick,” “Pussycat,” and “L’ Amour,” offer hourly
rates. Opened in the economic go-go years of the 1970s,
many of these 225 motels in Rio are now deteriorating for
lack of maintenance. Once discreet, they now fight to sur-
vive by advertising on television and offering promotions
like discount lottery tickets or free lunches. Even so, Rio’s
motel industry trade association estimates that motels are
renting their rooms at discounts averaging 40%. Respon-
dents in a Brasmarket poll listed the following reasons in
descending importance for the flagging sex drive: insecu-
rity, lack of money for a date, street crime that keeps people
at home, and lack of money for a motel.

12. Sex Research and Advanced
Professional Education

A. Institutes and Programs for
Sexological Research

Sexology was recognized as a medical specialty in
Brazil in 1980. Some postgraduate courses are offered at the
Institute Saedes Sapietiae and at the Institute Havelock
Ellis. These courses have been run by the Department of
Sexology—ARE—Varzea do Carmo since 1986 by Dr.
Sérgio Freitas. They offer practical training in sexology to
professionals in the areas of psychology, nursing, social
work, and medicine. The text, Becoming a Sexual Person
(R. T. Francoeur, 2nd ed., New York: Macmillan, 1991), has
been utilized as the basis for graduate courses in sexology,
along with research in the area of sexuality and behavior of
the Brazilian woman since 1992. Interest for this clinical
specialty has had a recent impulse because of the XI World
Congress of Sexology, held in June 1993 in Rio de Janeiro.

Among the organizations carrying on research, promot-
ing courses, and running conventions on human sexuality in
Brazil are the following:

Brazilian Association of Sexology (AB-SEX) (Asso-
ciagdo Brasileira de Sexologia). Dr. Sérgio Luiz G. de
Freitas, M.D., President. Address: Rua Tamandaré, 693 -
Conj. 77, 01525-001 Sao Paulo, SP, Brazil.

Brazilian Sexual Impotency Research Society. Soci-
edade Brasileira de Pesquisa sobre Impoténcia Sexual.
Roberto Tullii, M.D., Director. Address: Alameda Gabriel
Monteiro da Silva, 1719, 01441-000 Sdo Paulo, SP, Brazil.

Brazilian Sexual Education Association. Associagdo
Brasileira de Educagdo Sexual. Address: Alameda Itu, 859,
Apto 61, 01421-000 Sao Paulo, SP, Brazil.

Brazilian Society of Sexology. Isaac Charam, M.D.,
President. Address: Praga Serzedelo Correia, 15, Apto 703,
22040-000 Rio de Janeiro, RJ, Brazil.

Brazilian Society of Human Sexuality. Sociedade Brasi-
leira de Sexualidade Humana. Address: Av. N.S. Copaca-
bana, 1072, s. 703, 22020-001 Rio de Janeiro, RJ, Brazil.



112

Continuum Complete International Encyclopedia of Sexuality

Sexology Nucleus of Rio de Janeiro. Nucleo de Sexo-
logia do Rio de Janeiro (NUDES). Address: Av Copaca-
bana, 1018, Grupo 1109, 22060-000 Rio de Janeiro, RJ,
Brazil.

National Sexology Commission of the Brazilian Feder-
ation of the Societies of Gynecology and Obstetrics. Co-
missao Nacional de Sexologia da Federagdo Brasileira das
Sociedades de Ginecologia ¢ Obstetricia (FEBRASGO).
Address: Edf. Venancio 2000, Bloco 50, Sala 137, 70302-
000 Brasilia, DF, Brazil.

Paranaense Commission of Sexology. Comissal Para-
naense de Sexologia. Address: Rua General Carneiro, 181 -
4° andar. Maternidade do Hosp. de Clinicas, 80060-000
Curitiba, PR, Brazil.

Department of Sexology—ARE—Varzea do Carmo. De-
partamento de Sexologia—ARE—Varzea de Carmo. Address:
Rua Leopoldo Miguez, 257, 01518-000 Sao Paulo, SP,
Brazil.

B. Sexological Publications and Journals

The only sexological journal published in Brazil is
Jornal da AB-SEX, published since 1986 by the Brazilian
Association of Sexology (AB-SEX) (Associagdo Brasileira
de Sexologia). Address: Rua Tamandaré, 693, Conj. 77,
01525-001 Sao Paulo, SP, Brazil.

Some newspapers, magazines, and other popular periodi-
cals publish columns dealing with sexual interests that pro-
vide an insight into Brazilian sexual cultures and behaviors.
These include Noticias Populares (SP), Claudia, Nova, and
Caricia (Editora Abril).

13. Sexual Behaviors of Aboriginal Indians

A. Puberty Rituals and Premarital Activities

The behavior of several indigenous tribes of Brazil is
similar, except for some variations particular to each na-
tive culture. The indigenous groups, such as the Kapalo,
Xavantes, Tupinambas, and the Alpinages, have devel-
oped similar rituals for children and adolescents.

A girl is promised as a future bride while she is still very
young, usually about 5 years of age. The future groom is a
male adolescent, about 16 years old, who will marry her
when she enters puberty and has her first menstruation. Af-
ter her first menstruation, the girl is taken to the women’s
house (Oca). There she will remain for an entire year with-
out being permitted to see sunlight or trim her hair. After a
year’s time, she is removed from the house and prepared for
the nuptial party. She will be married to that same young
man, who is now about 26 years of age.

Among the Kapalo, rituals of preparation for the male
adolescent begin when he completes his 16th birthday. He
must pass tests of courage, physical endurance, and resis-
tance to pain. The boy must run through the forest for sev-
eral kilometers while carrying a tree trunk. He must climb a
tree and insert his arm into a bee or wasp hive, descending
only after he has been stung several times. He must not
hurry his descent nor run from the tree. He must also not
scream or cry in pain. The boy must also demonstrate his
skill in hunting and fishing with arrows (nets and hooks are
not permitted for fishing). After passing all these tests, he is
considered to be an adult. He will no longer live in the boys’
house and must now reside in the unmarried men’s house
(Oca). He will then begin to take part in the adult fights and
competitions.

At this point, he begins his sexual initiation. He may
have sexual relations with any widow, older single women,
and his older brother’s wife. Sexual intercourse occurs
mostly between people of different generations: the older
generation teaches the younger generation.

Virginity is of secondary value. Girls usually lose their
virginity before their wedding. The explanation is simple.
The young women and men are not knowledgeable of the
ways of the world. They marry old people of the opposite
sex so they can learn from them.

B. Sexual Behaviors of Single Adults

Because girls are married about age 5, there is a lack of
young single women. Young men thus must be content with
much older women. Although most are postmenopausal
and sterile, there is the advantage of having a wife who
knows how to cook, tend the fire, and keep the house. Thus,
single young men will take any old woman for a bride, even
if they do not find her attractive. As soon as it becomes pos-
sible, she will be traded for a younger wife. Men can only
have sexual relations with fertile women after they have ex-
ecuted at least one enemy in a ritual killing.

Sometimes, the parents of the groom offer him an enemy
to execute. However, if he wishes to marry a young woman,
he must capture and kill an enemy himself. Because of this
ritual, a single young man very seldom marries a fertile
young woman before he is at least 30 years old. Men may
only take part in war expeditions between the ages of 26 and
40 years of age. A man that has never imprisoned any slaves
is labeled a “bad apple,” or weak, timid, and cowardly
(Mebek). He will never marry.

C. Cohabitation, Marriage, and Monogamy

There is cohabitation without marriage, but once mar-
ried, a woman’s fidelity is demanded. Older men may re-
serve for themselves a high number of women, especially if
they have gained power or prestige as warriors, medicine
men, or Great Chiefs (Caciques). Old men are privileged;
they can even reserve prepubescent (premenarche) girls for
themselves. When a Cacique receives a young girl from her
parents, he will wait for the first menstruation before having
sexual intercourse with her. It is taboo to have sexual rela-
tions before menarche. There are frequent cases where
there is reciprocal affection between a couple, and they re-
main united until the death of one of the consorts.

Dissolution of a marriage occurs with ease and fre-
quency. Any incident as simple as a domestic disturbance
or indisposition can lead to separation. The major cause of
breach is the wife’s adultery. In these cases, the mildest
punishment is for the wife to be returned to her parents. A
man may also repudiate, or even kill an adulterous woman,
according to the tribe’s natural laws. However, a man’s
adultery is received with approval by the community,
which is amused by it. When a pregnant woman, widowed,
divorced, or with a traveling husband, has sexual relations
with another man, there is the difficulty in determining the
father of the child. Such children, known as Maraca, “fruit
of two seeds,” are buried alive immediately following
their birth.

This procedure also occurs any time twins are born.
They believe twin children are generated by antagonistic
spirits and must therefore be sacrificed.

After a birth there are some sexual prohibitions. The
husband must abstain from sexual relations from the begin-
ning of the pregnancy until the child can walk by itself or is
atleastayear old. This is the reason why men may have sev-
eral wives (polygyny). In this manner, a man only has sex-
ual relations with the same wife two years after the begin-
ning of pregnancy.
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Demographics and a Brief
Historical Perspective
ROBERT T. FRANCOEUR
A. Demographics

Bulgaria is located in southern Europe, with Romania
and the Danube River on its northern border, the Black Sea
on the east, Turkey and Greece on the south, and Macedonia
and Yugoslavia on its western border. With a total landmass
of 42,823 square miles (110,910 km?), Bulgaria is slightly
larger than the state of Pennsylvania. The terrain is mostly
mountainous, with lowlands and rolling hills in the north
and southeast. The Balkan Mountains cross the center of the
country, east to west. The Rila, Pirin, and Rhodope Moun-
tains are in the west and south. The climate is temperate,
with cold damp winters and hot dry summers. Nearly two
fifths of Bulgaria’s land is arable, and a fourth of this is irri-
gated, mostly in the southeast during the dry summer sea-
son. About a fifth of the country is pastureland and one third
forested. Over the centuries, the strategic position of Bul-
garia and Turkey in the Balkan Peninsula enabled the two
nations to control a key trade and migration route between
Europe and the Middle East.

According to the latest national survey (National Insti-
tute of Statistics (NIS), March 1, 2001), Bulgaria had a
population of 7.98 million. Since the previous census in
1992, the population has declined by 6.6%. (All data are
from The World Factbook 2002 (CIA 2002) unless other-
wise stated.)

Age Distribution and Sex Ratios: 0-14 years: 14.6%
with 1.06 male(s) per female (sex ratio); /5-64 years: 68.5%
with 0.97 male(s) per female; 65 years and over: 16.9% with
0.72 male(s) per female; Total population sex ratio: 0. 94
male(s) to 1 female

Life Expectancy at Birth: Total Population: 71.5 years;
male: 67.98 years; female: 75.22 years

Urban/Rural Distribution: 69% to 31%

*Communications: Michail Alexandrov Okoliyski, Ph.D., Na-
tional Center of Public Health, Sofia, Bulgaria; mental@mbox
.cit.bg; Petko Velichkov, M.D., Human Sexuality Research Foun-
dation, Sofia, Bulgaria; sexology@acad.bg; http://www.sexology
.bol.bg.
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Ethnic Distribution: Bulgarian: 83.6%; Turk: 9.5%;
Roma (Gypsy): 4.6%; Macedonian, Armenian, Tatar,
Gagauz, Circassian, and others: 2.3% (NIS 2001; CIA 2002)

Religious Distribution: Bulgarian Orthodox: 83.8%;
Muslim: 12.1%; Roman Catholic: 1.7%; Jewish 0.8%;
Uniate Catholic: 0.2%; Protestant, Gregorian-Armenian,
and other: 1.6% (1998 est.)

Birth Rate: 8.05 births per 1,000 population

Death Rate: 14.42 per 1,000 population

Infant Mortality Rate: 14.18 deaths per 1,000 live
births

Net Migration Rate: —4.74 migrant(s) per 1,000 popu-
lation

Total Fertility Rate: 1.13 children born per woman

Population Growth Rate: —1.11% (2002 est.); —1.14%
(NIS 2001 est.)

HIV/AIDS (1999 est.): Adult prevalence: 0.01%; Per-
sons living with HIV/AIDS: 346; Deaths: < 100. (For addi-
tional details from www.UNAIDS.org, see end of Section
10B.)

Literacy Rate (defined as those age 15 and over who
can read and write): 98%; attendance for nine years of com-
pulsory school; education is free and compulsory from age
6to 16

Per Capita Gross Domestic Product (2001 est.) (pur-
chasing power parity): $6,200; $5,720 (NIS est.); Inflation:
7.5%; Unemployment: 17.5%; 21.7% (NIS est.); Living be-
low the poverty line: 35%; 21% (NIS est.)

B. A Brief Historical Perspective

About 3500 B.C.E., the Thracians established the first
civilization in what is now known as Bulgaria. In the fourth
decade C.E., this region became part of the Roman Empire.
As the Roman Empire declined, the Goths, Huns, and Avars
moved in. In the 6th century, Slavs from what are now
northwest Ukraine and southeastern Poland settled the re-
gion. In 679 C.E., the nomadic Bulgars from central Asia
crossed the Danube River from the north and took control of
the region, blending with the Slavs. The first Bulgarian
kingdom was established in 681 and gradually became the
most powerful state in the Balkans. Under Simeon I, who
ruled from 893 to 927, Bulgaria experienced a golden age,
as Macedonia, Albania, Serbia, and other parts of the
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Byzantine Empire came under its influence. In 865, Boris |
adopted Orthodox Christianity. Between 893 and 1280, the
Bulgars twice conquered most of the Balkan Peninsula. In
1396, the Ottoman Turks invaded the land and made it a
Turkish province until 1878. Bulgaria’s position on the
northern border of Turkey made its occupation by the
Ottomans particularly harsh and inescapable.

In 1878, after winning the Russo-Turkish War (1877-
1878), Russia forced Turkey to give Bulgaria its independ-
ence. Fearing the growing influence of Russia and Bulgaria
in the Balkans, European powers intervened at the 1878
Congress of Berlin and fashioned Bulgaria’s territory into a
small principality ruled by Alexander, a nephew of the
Russian Czar.

Prince Ferdinand of Saxe-Colburg-Gotha succeeded Al-
exander and declared Bulgaria a kingdom independent of
Russia in 1908. After losing the Second Balkan War (June to
August 1913) and all the territory it had gained in the First
Balkan War (1912-1913), Bulgaria joined Germany in World
War 1. After being defeated in World War I, Ferdinand abdi-
cated in favor of his son in 1934-1935. After joining the Ger-
mans in World War II, Bulgaria switched sides when Russia
declared war on Bulgaria in September 1944. In three days,
Russia took control of the country and installed a communist
regime. The People’s Republic of Bulgaria was officially es-
tablished in 1946. Communist domination ended in 1990
with multiparty elections and movement toward political de-
mocracy and a free-market economy. High inflation, unem-
ployment, corruption, and crime have been problems in re-
cent years. In 2000, Bulgaria started on the path to eventual
integration into the North Atlantic Treaty Organization
(NATO) and the European Union (EU).

1. Basic Sexological Premises

A. Character of Gender Roles PETKO VELICHKOV

The social stereotypes concerning gender roles in Bul-
garia are highly influenced by the long-lasting patriarchal
tradition. Nevertheless, there are some considerable varia-
tions according to ethnic groups. In the present day, one can
find some remnants of a patriarchal (men rule) model among
the Turks, Armenians, Jews, and Gypsies. In general, Bul-
garians did not subscribe to a macho style of social function-
ing. Ethnopsychological research has shown that the male
domination was quite limited mostly in its outer expressions.
Usually, Bulgarian men never made any major decision con-
cerning the family’s well-being without asking the opinion
of their wives. In most families, women were (and often still
are) the treasurers of the family’s wealth. This kind of rela-
tionship was idiosyncratic for Bulgaria, but was not specific
for the rest of the Balkan Peninsula (Panov 1914).

B. Sociolegal Status of Males and Females

The United Nations Convention on the Rights of the
Child is the fundamental principle of the Child’s Protection
Law. To monitor and enhance the implementation of this
law, a State Agency for Child Protection has been in opera-
tion since October 2002.

During the totalitarian regime (1944-1989), great empha-
sis was put on the women’s emancipation. However, Bulgar-
ian women were already accustomed to such a model, as by
the end of the 19th and the beginning of the 20th century, dur-
ing three successive wars, when men were permanently ab-
sent for years, the country’s economic output retained a
peacetime level. Women successfully substituted for men as
manpower in all kinds of labor.

In the present day, the concept of equal rights between the
sexes is guaranteed by the Constitution. Article 6, paragraph
2 reads: “All persons shall be equal before the law. There

shall be no privileges or restriction of rights on the grounds of
race, nationality, ethnic self-identity, sex, origin, religion,
education, opinion, political affiliation, personal or social
status or property status.” This principle is further elaborated
in the legislation and is valid for the entire legal system of
Bulgaria. The age of consent in Bulgaria is 18 years.

The Constitution also regulates the protection of moth-
erhood, the recognition of its social function, and the joint
responsibility of men and women in parenthood. According
to article 14, “the family, motherhood, and childhood shall
enjoy the protection of the State and society.” Article 47,
paragraph 2 reads: “Mothers shall be the object of special
protection on the part of the State and shall be guaranteed
prenatal and postnatal leave, free obstetric care, alleviated
working conditions, and other social assistance.” Either
spouse can benefit from postnatal leave.

The Republic of Bulgaria is a party to most international
instruments on human rights, as well as to international con-
ventions on the rights of women such as the Convention on
the Elimination of All Forms of Discrimination against
Women, the Convention on the Political Rights of Women,
the Convention on the Nationality of the Married Women,
the Slavery Convention, the Convention for the Suppres-
sion of the Traffic in Persons and the Exploitation of the
Prostitution of Others, as well as to most of the ILO Con-
ventions regarding the labor conditions of women.

Many women’s nongovernmental organizations (NGOs)
have been registered in this country and, especially, during
the last decade. Their aims include promoting the accom-
plishments of women in social life and the observance of
their rights, elaborating and implementing programs and
projects on the problems of women, their development, and
progress, engaging in cultural, educational, charity, and in-
ternational activities, and assisting women in business, sci-
entific, and research work. Finally, they provide legal and
psychological assistance to victims of violence, and so on.

The Penal Code contains a number of provisions related
to violence against women. The relevant chapters titled
“Crimes Against the Person” and “Crimes Against Mar-
riage, Family and Youth” contain provisions directly con-
cerning women, like abduction of a female person for the
purpose of forcing her to enter into marriage (article 177,
paragraph 2) or a parent or other relative receiving a consid-
eration to permit his or her daughter or relative to conclude a
marriage (article 178, paragraph 1); violating an obligation
to a spouse or relative in an ascending or descending line,
who is incapable of caring for him- or herself, and thereby
placing him or her in a position of serious embarrassment
(article 181); entering into marital relations with a female
person under the age of 16 (articles 190, 191, and 192); per-
suading a female person to practice prostitution or abduc-
ting a female person for the purpose of her being placed at
the disposal of others for acts of lewdness (articles 155 and
156), and so on. Legislation is envisaged to protect women
from sexual harassment and exploitation of their economic
dependence or low status in the workplace (Boskova 1998).

Acrecent public poll has demonstrated that Bulgarian men
show strong approval for the existing egalitarian model.
Only 6.7% of men expressed a negative attitude toward
women’s emancipation. The same research demonstrated
equal representation of both sexes in the structure of the
workforce: 46.7% women and 53.3% men. There were no
significant differences in the educational level according to
sex, although women’s pay is nearly 30% less than men’s.
One possible explanation is that most women are employed
in agriculture, textiles, and sewing manufacturing, educa-
tion, healthcare, and other highly underpaid areas (Sociology
Agency “Pleades 2002”).
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C. General Concepts of Sexuality and Love

The socioeconomic and moral values in Bulgaria tend to
vary, and hence, the growing variety of sexuality concepts
and constructs, as well as the ways they are expressed.

Since ancient times, women’s ideal was to raise children
and maintain coziness in the family’s home. Men were ex-
pected to ensure material comfort and protection. At that
time, the tribal tradition of marriage was quite liberal
(Draqganov 1984). The pairbonding process was based on
mutual attraction and love. If pregnancy occurred, then
marital rituals were performed (Kaloyanov 1995). In the
pagan tradition, both male and female sexuality was highly
prized, which is demonstrated by an unusually affluent
erotic folklore (Sheytanov 1932).

In 865 C.E., Bulgarians adopted Christianity and the so-
ciety switched to the Judeo-Christian patriarchal model.
This transition was rather slow and was disrupted by the
forced conversion to Islam of a significant portion of the
population during the 14th to 19th centuries.

With the industrialization of the country in the 19th and
20th centuries, the patriarchal family model gave way to the
nuclear family. Actually, the serial monogamy model is on
the rise. A plausible reason behind this phenomenon might
be the very high—and mostly unrealistic—expectations of
modern Bulgarians toward partnership, marriage, parent-
hood, and children. Love, friendship, and material comfort
are the key factors to a marital relationship. In 66% of fami-
lies, both spouses rank love first as a reason for their mar-
riage, 23% rank friendship first, and only 9% rank material
comfort first “Pleades 2002”).

2. Religious, Ethnic, and Gender
Factors Affecting Sexuality
PETKO VELICHKOV
A. Source and Character of Religious Values
The strongest religious values among Bulgarians are
rooted in Orthodox Christianity, although some vague rem-
iniscences of the ancient pagan tradition are adding some
nuances. The common Bulgarian folk have not been famous
for their religiousness. As a rule, the religious doctrine is
subject to rather down-to-earth interpretations, and fanati-
cism or fundamentalism is not prized at all. The restrictive
attitude toward sexuality has vanished with the patriarchal
morality.

B. Source and Character of Ethnic Values

The contemporary Bulgarian nation is a highly rich eth-
nic blend. Various cultures with their specific ethics have
met and blended in this land, which has always been at a
crossroad between the Western world and the East, as well
as between the North and the South. Hence, the diversity in
attitudes, ranging from pronounced openness and tolerance
to moderation in sexual matters.

3. Knowledge and Education
about Sexuality

MICHAIL OKOLIYSKI

A Caution: The short and deep political and economic
changes of recent years in Eastern Europe have created a dif-
ficult situation regarding sexual behavior and AIDS preven-
tion in Bulgaria. On the one hand, rapid modernization and
the opening to the West have created an overabundance of
new sexual options (pornography, commercial sex work, the
self-identification of sexual minorities, etc.). On the other
hand, there is no public education on the dangers of the new
sexual freedom, no sex counseling, no educational literature,
no outreach to persons at risk, or no concerted prevention ef-

fort. According to this situation of poverty and crime, there
are some cynical voices in Bulgaria that would claim it is un-
necessary to spend effort and money on empirical scientific
and prognostic studies about social risks. But when we
search for answers to these problems only in the “here and
now” perspective without trying to learn about people’s atti-
tudes and behaviors, it is clear that the results of the health
prevention programs will be negative. Under these circum-
stances, it is very difficult to run scientific studies. Given this
reality, the picture of sexuality in Bulgaria provided in this
chapter is based on the few studies and surveys available,
namely:

* 2002: Overview of HIV/AIDS in South Eastern Europe.
International Organization for Migration (I.0.M.) and
UNICEF.

* 2000: A.S.A. 4 representative high school students sur-
vey of Sofia and the country. United Nations Develop-
ment Program/Mental Health (UNDP/MH), conducted
by A.S.A.; Sofia sample—761 students; national sam-
ple—1666 students; 9-12 grade. Comparative data for
Sofia are for a comparable age (16-year-olds).

* 1999. Conditions of AIDS prevention in Bulgaria.
Michail Okoliyski, Humboldt University (Disserta-
tion), Berlin, http://edoc.hu-berlin.de/abstract.php3/
dissertationen/phil/okoliyski-michail-alexandrov.

* 1996: Reproductive Behavior Family Planning. Contra-
ceptives Use. (An empirical sociological survey di-
rected by Mihail Mirchev). A.S.A.-MH, Ministry of
Health, The Phare Programme, Sofia (Mirchev, Jach-
kova, Kasakova, Velikova).

¢ 1995: National Health Center. A NHC Representative
Survey of Sofia (1044 respondents, 9-11 grade).

* 1995: AIDS and Sexuality; a study based on a repre-
sentative sample for Sofia on 15- to 17-year-olds. The
Agency for Socioeconomic Analyses—A.S.A., June-
July, 1995.

* 1992: Argirova, R., D. Beschkov, O. Troschev, E. Bod-
scheva, V. Georgieva, The AIDS Experience, AIDS-
Centre, Sofia.

* 1988: Medical Academy Representative Survey of Sofia
(1100 respondents, 9-11 grade).

A/B. Formal and Informal Sources of
Sexual Knowledge

There is very little sex education for Bulgaria’s youth in
the schools and at home.

For effective AIDS prevention among Bulgaria’s youth
and others target groups, health professionals need insights
into the behavior patterns and motives that hide behind epi-
demiological data. In order to gain a better understanding of
sexual knowledge, attitudes, and practices in Bulgaria,
Michail Okoliyski (1999) undertook a survey using face-to-
face interviews on the “Conditions of AIDS prevention in
Bulgaria” during his doctoral studies at the Humboldt-Uni-
versity in Berlin under the scientific guidelines of Prof.
Erwin. J. Haeberle. The resulting dissertation is the result of
the analysis of an initial survey of IV-drug users, persons
with homosexual, bisexual, and heterosexual behavior, and
people who are selling sexual services. Although the survey
respondents were not a representative sample, their re-
sponses can provide, with caution, some insights into the
sexual attitudes, knowledge, and behaviors of Bulgarians in
general. The study was conducted in the period 1997-1998
in the capital city of Bulgaria, Sofia.

Of those answering Okoliyski’s questionnaire, 84.7% re-
ceived their sexual knowledge from friends, with 20.3%
through the media. Only 15.3% received sex education from


http://edoc.hu-berlin.de/abstract.php3/dissertationen/phil/okoliyski-michail-alexandrov
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their parents. This confirms the claim of many Bulgarian ed-
ucators that sex is still a taboo subject in most Bulgarian fam-
ilies. The fact that only 13.6% learned anything about sex
from their teachers reflects the general absence of sex educa-
tion in Bulgarian schools, where students are taught a total of
only two hours about the biological differences between the
sexes. There is a total lack of formal education with regard to
the psychological and social aspects of sex. As a result, Bul-
garian adolescents feel abandoned by their elders as far as
their own sexual problems are concerned. They still get their
sexual knowledge “in the streets” (see Table 1).

Knowledge about HIV/AIDS is obtained in a quite dif-
ferent way. Most Bulgarians learn about it from the media,
since friends and peer groups are largely uninformed be-
cause of a lack of any intensive government campaigns.
Again, parents and schools play a very modest role, illus-
trating once again the inadequacy of formal sex education.
There is one relative difference between our target groups,
however. Persons with bisexual and homosexual behavior
receive more AIDS information from their friends and peer
groups (see Table 2).

The ideas of sexuality and sexual behavior in the youth
population in Bulgaria are becoming more and more prag-
matic. In 2000, 15.2% of 16-year-old students in Sofia do
not agree that sex without love is useless (A.S.A. UNDP/
MH 2000). Five years ago, they were 12.2% (NHC 1995),
and in 1988, just 8.2% (Med. Academy Represent. Survey
Sofia 1988). There are changing attitudes towards using
commercial sex services. A third of the students (from the
national sample) support a possible legalization of prostitu-
tion, and 6.7% state they have used commercial sex.

According to the same survey, 11.2% of students who
have an active sexual life have a positive attitude to acci-
dental sexual contacts, and the attitude to this is that 7.8%
are neutral. In other words, 19% of the sexually active teen-
agers consider accidental sexual contacts permissible. Even
more informative is the fact that 33.4% of surveyed students
who have a sexual life would under certain circumstances
take part in group sex.

There is an abrupt rise in positive attitudes towards con-
dom use, but it is not accompanied by actual behavior. At
the same time, the share of respondents who would not in-
sist with their partner on condom use remains at the 1995
level and even increases by 2% (see Table 3). In 2000, the
attitude that condoms reduce sexual pleasure is still the
greatest obstacle to their use. The share of students who do

Table 1

Sources of Sexual Knowledge

Parents School Friends Media
Bisexual behavior 6.7% 20 % 80 % 6.7%
Homosexual behavior 15 5 85 25
Heterosexual behavior 15.4 15.4 923 23.1
IV-drug use 27.3 18.2 81.8 27.3
Table 2

Sources of Information about HIV and AIDS

Parents School Friends Media
Bisexual behavior 6.7%  6.7% 733% 40 %
Homosexual behavior 5 30 50 75
Heterosexual behavior 14.3 14.3 21.4 71.4
IV-drug use 16.7 8.3 16.7 66.7

not share the opinion rises in comparison with 1995 by only
4%. Factors such as feeling embarrassed to buy a condom
are no longer valid—over 60% of students would not feel
embarrassed to buy a condom (see Table 4).

HIV/AIDS awareness among Sofia students in 2000 is
almost the same as in 1995. Indicators of awareness such as
the understanding that the disease is incurable and that a
week after sexual intercourse, transmitted virus cannot be
identified are rising. The basic knowledge that the virus is
transmitted through sperm, blood, and vaginal secretions
remains at the same level for all samples (76% to 78%).

At the same time, there are indications that anal sex risk-
awareness is decreasing. In 1995, 39.8% of 15- to 16-year-
old students in Sofia were aware that anal intercourse is the
riskiest one, while only 32.9% of same-age students know
that today. At the national level, this knowledge is common
for 36.8% of high school students. Additional analyses
failed to confirm the hypothesis that lowered awareness of
anal sex risk is connected to the higher tolerance to homo-
sexuals in the last few years.

HIV/AIDS awareness, as with prevention attitudes, de-
pends on the type of school, size of settlement, and ethnic
background. Thus, for instance, the knowledge of the long
latent period of HIV is common for 35.7% of vocational
school students, 51.1% of secondary school students, and
70.0% of high school students. Other indices do not show
such substantial differences among students in vocational
and secondary schools. The basic line of division is be-
tween vocational and secondary schools, on the one hand,
and high schools, on the other.

Understanding of the subjective HIV-infection risk is an
important indicator of awareness of the problem. Available
data show little development in the understanding of the sub-
jective HIV-infection risk. The majority (50%) of students do
not worry that they personally can be infected. On the na-
tional level, only 19% perceive HIV as a big danger and are

Table 3

Would You Refuse Sexual Contact If Your
Partner Would Not Use a Condom?

2000
1988 1995  (16-year-olds)
Definitely yes 13.1% 16.8% 22.9%
I think yes 14.3 22.6 19.9
I cannot say 38.8 26.8 26.3
I think I would not insist 19.9 20.2 15.3
I would definitely not insist 13.9 13.6 15.7

Source: Medical Academy, 1988; NHC/ASA, 1995; UNDP/MH/
ASA, 2000; Comparable Sofia Samples.
Table 4

Do You Think That Condom Use Makes
Sexual Intercourse Unpleasant?

2000
1988 1995  (16-year-olds)
Definitely yes 14.2% 14.0% 12.3%
I think yes 13.9 17.2 10.2
I cannot say 52.5 359 38.1
Probably not 10.6 16.4 18.6
Definitely not 8.7 16.4 20.8

Source: Medical Academy, 1988; NHC/ASA, 1995; UNDP/MH/
ASA, 2000; Comparable Sofia Samples.
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thinking about that. An important fact is that this attitude is
higher in smaller settlements and teenagers of families of
lower social and economic status. Additional analyses show
an important connection between HIV/AIDS unawareness
and subjective risk perception. Thus, for instance, teenagers,
who are not aware that the HIV virus is transmitted through
blood, sperm, and vaginal secretions, perceive this risk as
higher. Therefore, we are not talking so much about aware-
ness of the problem, but rather about the higher level of con-
cern, which is always connected to less awareness.

Be it so, this concern has changed only a fraction in the
last five years. And this is only natural from the point of
view of insignificant changes in HIV/AIDS awareness.
Nevertheless, there is a slight increase in subjective risk
perception in the last 12 years (see Table 5).

However, this is just one side of the gradation that shows
how often students received information from one source or
another. It must be mentioned that such data are to a large
degree conditional. Respondents tend to point to sources
that should inform and not the ones they actually used. A
significant fact is that the influence of information sources
in Sofia is different from that for the country as a whole.

Despite this conditional status of the data, it is evident
that the influence the same channel (information source)
exerts in Sofia and in the countryside is different. Obvi-
ously, the influence potential of Sofia schools is higher than
that of the countryside. On the other hand, friendships in the
province are probably closer and more influential.

4. Autoerotic Behaviors and Patterns

MICHAIL OKOLIYSKI

Only a minority of the respondents of the Okoliyski sur-
vey made between 1998 and 1999 reported not engaging in
this sexual practice (see Table 6). Also, the intensity and the

Table 5

How Big Is the Possibility That You
Will Become AIDS Infected?

2000
1988 1995  (16-year-olds)

No risk exists 26.1% 27.7% 21.4%
The risk is small (I am 46.5 42.0 40.3

not worried)
There is some possibility 15.5 21.0 22.2
The risk is considerable, 9.1 5.7 10.7

I often think about it
There is very big possibility 3.6 53

Source: Medical Academy, 1988; NHC/ASA, 1995; UNDP/MH/
ASA, 2000; Comparable Sofia Samples.
Table 6

How Often in the Week Do You
Practice Masturbation?

Never More than Every Several
once day times daily
Bisexual 20 % 73.3% 0% 6.7%
behavior
Homosexual 10 75 15 0
behavior
Heterosexual 35.7 64.3 0 0
behavior
Drug users 333 66.7 0 0

frequency of the masturbation were high: About two thirds
of the respondents practice sexual self-sufficiency (self-
stimulation) more than once a week. The survey data show
that the sexual self-sufficiency and the mutual partner mas-
turbation (hand and body massage) are an important part of
the sexual lives of these people. Although these sexual prac-
tices are used mainly in connection with other sexual varia-
tions, they are an important part of the sexual lives of these
people.

[Comment 2003: Sex therapists have noticed a bullish
tendency of acceptance towards sexual self-gratification, es-
pecially among single males. In married couples, male as
well as female masturbation is perceived as some kind of de-
viation rater than a sign of the couple’s malfunctioning (Ar-
chives of Human Sexuality Research Foundation (H.S.R.F.)
unpublished data). (End of comment by P. Velichkov)]

5. Interpersonal Heterosexual Behaviors

A. Children

[Comment 2003: Very little is known about children’s
sexuality in Bulgaria, and no research has been carried out
on this topic. [End of comment by P. Velichkov)]

B. Adolescents PETKO VELICHKOV
Some ethnic differences have been perceived concern-
ing menarche and the age of first sexual intercourse for fe-
males (see Table 7). The average age at which male adoles-
cents start their sex life is 16.1 years (Tzekov 2003).

C. Adults
Marriage, Affairs, and Divorce PETKO VELICHKOV
The institution of marriage, in Bulgaria, is in a transition
as more than one fifth of the households are in fact couples
in a steady relationship without official marriage. Thus, in
2002, about 40% of the children are born of some kind of
nonmarital relationship. As the marital index, currently at 4
per 1,000—half the rate of 20 years ago—is plunging down,
it is only natural for the divorce index to be affected at a
lower rate. Thus, when the number of officially registered
marriages decreases, implicitly the probability for divorce
also decreases, but not at the same pace of 1.3 per 1,000
(Belcheva 2002).

Sexual Satisfaction PETKO VELICHKOV

It has been established that 63% of women in the age
range of 20 to 31 years, cohabiting with a male partner, had
sexual intercourse two or three times weekly. Among mar-
ried women in the same age range, less than 20% attained
such a frequency. In the tenth year of marriage, 38% of hus-
bands are not happy with their marital sex; of them, 43% of
men rank as a first cause the diminished interest of their
wife toward sex; 67% of wives declared that they had been
solicited for sex more frequently than they would have
wished to be “Pleades 2002”).

Sexual Relationships MICHAIL OKOLIYSKI
A significant majority of people were in a committed
(unpromisk “non-promiscuous”) sexual relationship: 65.6%

Table 7

Estimated Age of Menarche and Sexarche
(2003 Estimates)

Age at Menarche Age at First Sex Contact

Roma girls 12.2 14.6
Turk 12.8 15.4
Bulgarian 13.5 16.8
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were with a partner-relationship; 26.2% were without a part-
ner-relationship; and only 29% of the respondents have more
than one partner at the same time (Okoliyski 1999) (see Ta-
ble 8). There are also some changes in the quantitative pa-
rameter of the partner relationships in recent years, with a de-
crease in the number of sexual partners.

Incidence of Oral and Anal Sex PETKO VELICHKOV

Anal sex, fellatio, and cunnilingus are not subject to
any restrictions, provided they are practiced between con-
senting adults. According to therapists, anal sex in hetero-
sexual relationships is almost exclusively initiated by the
male. Nowadays, fellatio and cunnilingus are willingly ac-
cepted by most couples as an element of their loveplay.
Cunnilingus is regarded as a must by most men with pre-
mature ejaculation (H.S.R.F.).

6. Homoerotic, Homosexual, and
Bisexual Behaviors

MICHAIL OKOLIYSKI
Respondents in the Okoliyski 1999 survey engaging in
same-sex and bisexual behavior were very ambivalent to-
ward their own sexuality: 46.7% of the sample with bisex-
ual behavior and 75% of the respondents with homosexual
behavior were negative about their own sexuality (see Ta-
ble 9). In our opinion, this statistic shows that they did not
consider their sexuality as a common part of human sexual
behavior. Since the late 1960s and early 1970s, homosexu-
al activity between consenting adults is no longer prose-
cuted. This decriminalization was an official step toward
emancipation of the sexual minorities made under the to-
talitarian regime. As we know from other researchers, two
types of commercial sex workers do appear to be at risk of
HIV transmission. In the first place, those without a self-
identity, and in the second place, those resulting from iso-
lation and stigmatization; the absence of social support
and control may discourage condom use. Anyway, unsafe
sex practices may result from this lower degree of insti-
tutionalization in prostitution, which may result in unsafe
sex practices.

Table 8

Adult Sexual Relationship Partner Situation*

7. Gender Diversity and
Transgender Issues

PETKO VELICHKOV

A search into the archive of the former sexology outpa-
tient clinics has shown that, for a 35-year period, gender-con-
flicted clients composed only a tiny share of the patient pop-
ulation, only 0.1%. A total number of 47 persons were trans-
sexuals looking for sex reassignment. Among them, as many
as 38 were female-to-male patients and only 9 were diag-
nosed as male-to-female transsexuals. (The fact that more
than half of the biologically male transsexuals emerged dur-
ing the first seven years following the abolishment of the dic-
tatorship may suggest some socioeconomic explanation to
the striking discrepancy of the male/female ratio.)

Twenty-three persons, 15 female and 8 male, obtained a
legal sex reassignment procedure. After at least one year of
“adaptation” period, 21 patients (14 female and 7 male) pro-
ceeded with a sex-reassignment surgery. (The first operation
in Bulgaria on a female-to-male transsexual after a legal sex
reassignment was performed in 1988 by an andrologist and
plastic surgeon team.

Two of the transsexuals decided not to undertake sur-
gery. They felt comfortable and satisfied with the legal
change of their sex alone and have not pursued surgery. The
follow-up on the operated patients demonstrated a benefi-
cial effect mostly on the quality of their lives.

Actually, there are no special legal regulations con-
cerning transsexuals. Sex-reassignment procedures are
performed on transsexuals within the existing legal frame-
work that is being routinely applied to intersexual cases.
The court presumes that sex assignment at birth, exclu-
sively based on the appearance of the external genitalia,
may be inaccurate (H.S.R.F. unpublished data).

8. Significant Unconventional
Sexual Behaviors

A. Coercive Sexual Behaviors PETKO VELICHKOV
One of the most acute social problems to emerge during
the political transition period is the increase in the national
crime rate, which in the late 1990s reached un-
precedented levels. For example, in 1989, the

number of annually registered crimes was only

663 per 100,000 persons, while over the next 10

years this figure annually approximated 3,000

per 100,000. Crime is among the major sources

Homo-  Hetero- ; .
Bisexual sexual  sexual Drug of distress and concern of the population (see Ta-
behavior behavior behavior  Use Total ble 10). Women in particular have become af-
I live in a partner- 73.3% 50% 78.6% 66.7%  65.6% fected increasingly. Since the mid-1990s, the
relationship
I live without 0 45 21.4 333 26.2
a partner- Table 10
relationship 2001 Crime Statistics
I have more than 26.7 5 0 83 8.2
one partner at Crimes Persons
the same time reported Convicted*
*confirmative answers. Totals 24,291 28,729
These totals included:
Table 9 Crimes against the person, 1,735 1,819
comprising:
Is Your Sexual Behavior Acceptable to Society? Debfuchefy 18 125
Bisexual Homosexual Heterosexual Drug Rape 139 164
behavior behavior behavior Use Crimes against marriage, 969 952
Yes 40 % 20% 71.4% 50 % family, and youth
No 46.7 75 7.1 333 *The number of Crimes and Convicted persons do not
I don’t know 33 5 21.4 6.7 match because sentences are pronounced on crimes

committed during previous years.
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number of women who have been victims of crime has
risen by over 60% (United Nations 2001).

B. Prostitution MICHAIL OKOLIYSKI
Sexual Behavior of Commercial Sex Workers (CSW)

Under the Bulgarian penal legislation, persons who or-
ganize or distribute sex services are subject to penalty.
Women introduced to this activity are not subject to penalty.
Article 156, paragraph 1 of the Bulgarian Penal Code pro-
vides a penalty of 10 years in prison and a fine of up to
BGN100 for anyone convicted of kidnapping a person of
the female sex to commit her to obscene activities.

The legal status of prostitution determines to a large de-
gree the non-transparency of researching and understanding
thereof. The Epidemiological Control and Surveillance Sys-
tem does not record the professional status of infected peo-
ple. It is even less possible to do that with regard to female
prostitutes. However, a number of subgroups of women can
be separated according to the different types of prostitution:

Street and Highway Prostitution.

These are girls who work on the outside, in central and
peripheral city and town areas—railways and bus stations,
streets, highways, border and roadside motels, and TIR
parking lots. They are known as “crew girls.” The majority
are of Roma (Gypsy) or Turkish descent, young, low-edu-
cated, with no health or sexual education. Characteristic be-
havior models include parental violence, selling the girl
into the business, or total exploitation of her income by the
procurer or the whole family. The factor that makes this
group one of the highest risk groups is “regular customers.”
With the flow of time, the girls start to regard them as reli-
able partners and, therefore, lower safety measures when
serving them. Another factor is different cultural and reli-
gious attitudes to safe sex and condoms that some of the
multinational customers have. A specific subgroup is nota-
ble—the group of “transit girls,” who travel with one cus-
tomer from border to border, and then either return with
their next customer or go to a third border. This extremely
high mobility, as well as supposedly low typical level of
working conditions and safety, turns it into one of the
highest risk groups with regard to both HIV/STD risk and
physical safety.

Hotel Prostitution. Hotels have a constant contingent of at-
tending girls with set prices and working hours. In the sum-
mer, some of them are sent to the seaside “on business
trips.”

Companion Clubs. This business is under tight control. The
tariffs of all clubs offering sex services are strictly uniform.
The girls are aged 18 to 22. They come from all social
strata—schoolgirls and college-girls, as well as married
working girls who work as call-girls. Beside Bulgarians, the
clubs employ many foreigners, mainly Russian and Ukrai-
nian. Characteristics of the clubs are unconditional safety
measures and condom use; medical examinations and test-
ing are obligatory, according to certain information.

Unofficially, there exists another subgroup of elite pros-
titutes. Closely related to the high levels of the business or-
ganization, they and their work gain no publicity. They are
called “escort” girls.

Sociological data regarding CSWs were gathered by the
Health and Social Environment Foundation for the years
1997 to 1999. These data were collected in face-to-face in-
terviews with “highway” CSWs using standardized ques-
tionnaires. The 1997 survey covered 167 girls working in
Lom, Russe, and Sofia. The 1998 and 1999 follow-up sur-
veys covered 63 and 66 CSWs, respectively, in the same

places. The surveys were held within the framework of this
project and the AIDS on Wheels project. The results were:

* Age: More than 10% of the girls were below age 16.
Thirty to 50% were 16 to 18 years old. The other two age
groups, 18 to 22 and over 22 comprise 40% of the women.

* Education: Elementary education was the prevailing
level of education—with 40.1% of the group members.
Girls who have primary and secondary education form
equal proportions of the commercial sex workers—24%
each.

e Ethnic Background: Bulgarians form the largest ethnic
community within the group—46.7% of the interview-
ees described themselves as Bulgarians. Of ethnic mi-
norities, girls of Roma background form a 33.5% share,
Bulgarian Muslims 6.6%, and 5.4% are Turkish. A not-
so-small share of Roma girls describes themselves as
Bulgarians.

* Marital Status: 23.4% of the interviewees were di-
vorced, 7.8% were single, 6% were married, and 5.4%
stated they were living with a friend/constant partner.

e Social Background and Material Status: most of the
group representatives are of lower social and economic
status—unemployed or low-paid or unskilled workers.
Most of the village girls come from families of farmers.
These data apply mostly to women working on the out-
side.

* Health Care Related Behavior: No stable habits of going
for prophylactic examinations were observed. For over
a third of the women, the reason to seek healthcare was
health disorders. On the other hand, more than 85% of
the women admitted that no one had ever prevented
them from seeing the doctor, regardless of whether they
had had a health problem or wanted to have a prophylac-
tic examination. Attitudes toward the quality of services
offered by the respective health facilities should also be
accounted for. The general attitude toward healthcare is
positive. Confidence in the preservation of personal
secrets, however, is low.

C. Pornography and Erotica PETKO VELICHKOV

Pornography was prohibited in Bulgaria until 1989.
That means there was no such business or market. But inter-
ested individuals could obtain some imported materials at
their personal risk.

After the last political changes in the early 1990s, the
pendulum switched to the other side and pornography
flooded the market, although it could still be prosecuted.
The trick is that the law does not specify what exactly por-
nography is, and so the business and the merchants are of-
fering only “erotica.” In 13 years, the interest in pornogra-
phy and its market has visibly shrunk.

9. Contraception, Abortion, and
Population Planning
PETKO VELICHKOV
A. Contraception

As soon as abortion on request was legalized in the mid
1950s, it became the most common form of birth control in
this country.

Nowadays, 76% of the women admit to using some kind
of contraception. However, there are a great variety of meth-
ods according to socioeconomic status. A small portion of
the well-to-do women (middle class included) has access to
modern contraception. The rest benefits predominantly from
the calendar method, withdrawal, and condoms (in order of
frequent use). (Data supplied by V. Tzekov, expert in gyne-
cology at the Human Sexuality Research Foundation).
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There are very few NGOs that provide contraceptive
means for the needy, and when they do, this is on a rather ir-
regular basis.

See data on condom use in Section 10, Sexually Trans-
mitted Diseases and HIV/AIDS.

B. Teenage (Unmarried) Pregnancies
Each year, about 5% of Bulgarian women in their fertile
age give birth between ages 15 and 19.

C. Abortion

First-trimester abortion on request is legal, provided it
takes place in a state medical institution, and post-abortion
contraceptive counseling is legally required. In 2002, an es-
timated 41.2% of pregnancies were terminated by an abor-
tion (V. Tzekov, expert in gynecology at Human Sexuality
Research Foundation, unpublished data).

D. Population Programs

Studies show that economic hardships have encouraged
negative tendencies in reproductive and sexual behavior,
hence, anegative population growth. The two-children model
is still present among Bulgarians, but only as an unattainable
ideal. So far, no effective pronatalistic policy has been elabo-
rated and implemented in this country (Belcheva 2002).

10. Sexually Transmitted Diseases
and HIV/AIDS
MICHAIL OKOLIYSKI
A. Sexually Transmitted Diseases
STD Trends
The rate of sexually transmitted non-HIV/AIDS infec-
tions, which is an indicator of HIV infection, has increased
over the last ten years. Since 1990, there has been an alarm-
ing trend in the number of syphilis cases. Whereas, in 1990,
the number of newly recorded syphilis cases was 378 (4.5
outof 100,000), in 1999, there were 2,509 new cases (30 out
of 100,000). According to the World Health Organization
(WHO) criteria, some regions of the country are on the
verge of an epidemic outbreak. The hepatitis B and C infec-
tion rates in Bulgaria are several times higher than that in
some European countries. The large number of chronic
cases resulting in disability and death, combined with the
considerable expenditures for their treatment, make them
socially and economically important.

Condoms and Safe and Unsafe Sexual Practices

Detailed data were collected by the first author from re-
spondents concerning the types and safety of their sexual
contacts. Respondents were asked about their specific sex-
ual acts. The vast majority of the people with heterosexual,
bisexual, and homosexual behavior, in general, often used
condoms; only the group of the intravenous drug users used
condoms very inconsequently—66.7% of them performed
unsafe coitus and cunnilingus. Half of the drug users were
willing to perform fellatio without the protection in order to
secure money for drugs. This group of drug users represents
diverse segments of the population, who, in turn, are char-
acterized by inconsequent and low frequencies of condom
use, a high prevalence of STDs, and inadequate knowledge
of the basic concepts of HIV transmission and prevention
(see Table 11). About 50% of the respondents indicated
changes in their sexual behavior because of AIDS (see Ta-
ble 12), but there is the potential danger of infection with
HIV for about half of the respondents who do not use
condoms regularly (see Table 13).

Evaluation of Condoms. A series of questions were asked to
elicit beliefs and attitudes about condoms. In fact, the opinion
of the respondents on condoms was predominantly negative.

Frighteningly, nearly half the respondents report that
they do not use condoms regularly, 27.3% report that when
they use alcohol or drugs, they do not care about AIDS,
and 41% said they usually do not use condoms (see Ta-
ble 14).

Table 11

Sexual Practices of Intravenous Drug Users,
With and Without Condoms During the
Last Sexual Relations*

Not With Without
practiced condom condom
Vaginal intercourse 0% 33.3% 66.7%
(Coitus)
Masturbation/Body 0 0 100
massage
Cunnilingus 333 0 66.7
Petting 20 0 80
Fellatio 50 0 50
Anal sex 90.9 0 9.1
Group sex 100 — —
Sadomasochistic sex 100 — —
*confirmative answers
Table 12
Changes of Sexual Behavior
Homo- Hetero-
Bisexual sexual sexual Drug
behavior behavior behavior users Total
Yes 60% 50% 64.3% 59%  49.2%
No 40 50 35.7 50 50.8
Table 13
How Often Do You Have Condoms
When You Are Going Out?
Bisexual Homosexual Heterosexual Drug
behavior  behavior behavior users
Always 73.3% 40% 28.6% 16.7%
Sometimes 20 35 35.7 25
Never 6.7 25 35.7 58.3
Table 14
Attitudes to Condoms*
Homo-  Hetero-
Bisexual  sexual sexual Drug
behavior behavior behavior users Total
T use 66.7% 50 % 50 % 16.7% 47.5%
condoms
because of
AIDS/STDs
I don’t use 333 40 42.9 50 41
condoms
WhenTuse 21.4 15 333 50 27.3
alcohol/
drugs, |
don’t care
about AIDS

*confirmative answers
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Condoms were not only inconsequential in use, but they
also are not always available for the commercial sex work-
ers. The respondents did not seem to consider accessibility
or cost to be important obstacles to condom use, but nearly
21% reported that they never have condoms when going out
and 29% said condoms were sometimes unavailable when
needed; 50% always have condoms.

B. HIV/AIDS
HIV/AIDS History and Current Status

The first HIV-positive case in Bulgaria was diagnosed
18 years ago, in 1989. At the start of the epidemic in the
country (1985-1986), in most of the cases the virus was im-
ported from Africa, and the infection sources were sailors
who had had sexual intercourse in the ports of Zaire, South
Africa, and other African countries.

In 1986-1987, all hemophiliacs living in the country
were subjected to obligatory testing, and 11 HIV-positives
were found among them. They were probably infected be-
fore 1985 (i.e., before testing of each donated blood unit
was introduced).

A few years later, after 1991, the picture was totally
changed. At present, in over 70% of the time, transmission
is from an infected Bulgarian citizen to another person
within the country.

Bulgaria is still considered a low HIV/AIDS-prevalence
country. By May 15, 2000, there had been registered a total
0f287 HIV-positive people—75 of whom have AIDS—and
73 AIDS deaths. The statistical index for the spread of the
disease among adult men and women used in AIDS-related
reports is 2.2—a number comparable to the figures for Af-
rica. Analysis of the distribution of the registered HIV-posi-
tive cases by sex shows that 70% of the infected are men and
30% are women. In 2000 (May 15), the number of newly
registered HIV-positives was 17, 14 of whom were men
(82.3%) and 3 were women (17.7%).

Analysis of age distribution shows the majority are men
aged 20 to 40, and, in particular, 21 to 30 year olds. Another
worrying fact is that about 7% of HIV-positives are aged 15
to 19.

Among people living with AIDS in the period from 1977
to 1999, most affected were people in the active age—15 to
49 year olds (93%), with 7%