Issues of Reproductive and Sexual Health, and of Domestic Violence Against
Women in Guyana carried out by Red Thread Women's Development Programme
in Guyana - May 1998 to April 2000. This was a result of an IADB funded
Project.
EXECUTIVE SUMMARY
Methodology
1. It is from its positioning as an organisation which consciously works towards democratic
transformation and empowerment that Red Thread views research with and for women as a
necessary element of any strategy for transforming women’s lives. Because of the
importance of producing research whose methodology can be validated (and replicated), this
report interrogates our use of both the techniques i.e., methods, we employed in this research
as well as the theories about the research process i.e., methodologies, from which the former
emerge.
2. We commence the Methodology Section by addressing current debates in the social
sciences concerning the standard ‘scientific method’ and the social production of knowledge.
The analytical framework adopted by Red Thread, that of post-colonial feminist research,
further necessitates addressing methodological issues of activist research, the role of agency
and positionality, and the relative merits of quantitative versus qualitative techniques. We
continue by contextualising the research we conducted by briefly outlining Red Thread’s
development practices and its previous work on violence against women and women’s
reproductive health. The remainder of the Methodology section describes the research
design, including the formation and training of the Research Team, the training curriculum,
the design of the questionnaires and the processes of data collection and analysis, including
the sampling rationale and sampling procedures. We conclude with an overview of the
lessons learned for replicability.
3. What are the implications of a post-colonial feminist stance for research methodology?
It is committed to producing alternative discourses and subjectivities. The project is, for
example, helping to break down the unequal power relations between researcher and
researched. It is collaborative research between the Consultant and the Research Team
members in the sense that it does not attempt to place the researchers outside the frame of
inquiry. It is accountable (not only to the funders) but to the community of women in Red
Thread. It is a call for action based on the situated and embodied knowledge claims of
Guyanese women. Such knowledge claims, as opposed to those of so-called experts, are
necessary for democratic procedures for the production of knowledge.
4. This project can be viewed as activist research in that it is an attempt to challenge the
divide between research as an academic practice and feminist politics. By taking research
procedures from the academy into women’s organisations it is attempting to close the gap
that exists between the literary practices of academic research, such as writing for publication
and giving conference presentations, and political work on the ground, such as counselling
and accompanying women to court. Research can then be a conduit for the production of
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alternative discourses that involve not only academic writing but that can enter into
circulation in a public realm.
5. Any interaction between academic consultants and women’s groups, such as Red Thread,
requires an awareness and accountability of positioning, of the outsider-insider relationship,
and of the power differential inherent in the role of white women, academics, the educated,
North – South linkages etc. Without an explicit awareness of such positioning there is the
possibility of perpetuating oppressive discourses and imposing white feminist agendas onto
other women’s agendas.
6. The coupling of quantitative techniques with masculinist science and of qualitative
techniques with feminist research is neither necessary nor inevitable. This viewpoint can only
be accepted at the risk of conflating particular methodologies i.e., techniques for collecting
information, with particular epistemologies i.e., with a theory of what can be known.
Feminists have discarded objectivist, value-neutral epistemological positions, but they do not
therefore have to discard techniques of inquiry usually associated with them. We examine the
uncoupling of quantitative techniques from masculinist versions of science in ways that are
consistent with post-colonial feminist research.
7. While there is a divide between those who do quantitative research and those who do not,
there is a larger divide between those who do not and those who cannot. To reduce this
divide, it is imperative that all Third World women who want it, be given access to skills that
help them analyse quantitative data, so that they can decide for themselves whether such
knowledge is useful to them.
8. Two other problems of quantitative analysis remain for any post-colonial feminist
methodological research project. First, is the conceptualisation of the category “woman”.
Second, is that categorisation fixes what in fact are processes – such as class, gender,
ethnicity.
9. Red Thread started in 1986 with the aim on engaging in income generation and
consciousness raising activities focused on women, with the underlying purpose of aiding the
democratisation of development processes. It has since engaged in a range of educational and
research activities as well as working with Indo-Guyanese and Afro-Guyanese women, and
less so with Amerindian women. It has also worked with a number of other organisations
within Guyana , as well as regionally and internationally. It has engaged in a number of
different activities in the fields of domestic violence and women’s reproductive health.
10. In May 1998 a total of eight women from Red Thread were chosen to form the Research
Team for this project. The women chosen were all long term members of Red Thread who
were currently working with Red Thread but not employed on any other project and who
wished to be involved in the research project. All the women were well known to one another
and everyone was aware of each other’s strengths and weaknesses. This relatively small
number of women allowed quality control of an individual’s work to be maintained while
also providing a sufficient number to ensure the work could be completed on schedule. While
all the women have participated in a variety of Red Thread activities, all bar one had no
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previous experience of doing research. In addition to the Consultant, the Red Thread coordinator, Karen de Souza, worked alongside the Research Team.
11. The Consultative Team, all of whom are based in Georgetown, have acted as an advisory
body to the Research Team. Its members have been contacted individually on their areas of
expertise to ensure the greatest efficacy of outcomes.
12. Training materials in social science research were devised in the first two weeks. It was
only possible to produce these materials in such a short time period because the Consultant
was familiar with the level of ability of the women in the Research Team; had previously
conducted research training with other Red Thread members; was familiar with the various
data bases available in the country; and had previous experience teaching social science
methodology at university level.
13. Only one of the two proposed workshops was held (once again, it proved impossible to
set a date when members of the Consultative Team could all be present). The first workshop,
with members of the Research Team was held at the end of June 1998 when they had had
sufficient training in research techniques to allow them to meaningfully engage in a set of
decisions about the design of the research projects on violence against women and women’s
reproductive health. This meeting was open to all members of Red Thread. The following
issues were determined at the workshop: the research methods to be employed in the
collection of data on domestic violence and women’s reproductive health; criteria for the
selection of respondents as well as the locations of the surveys; the timetable for data
collection and analysis; and procedures for the dissemination of results.
14. The months of May and June, 1998 were spent training the members of the Research
Team in research techniques and basic skills in literacy and computing. While the Consultant
was producing the training materials, Karen de Souza was responsible for training the
Research Team members in basic computer and literacy skills. The team members received
one week of training in each of these areas.
15. For the remainder of May and June 1998 training focused on an introduction to concepts
and skills in social science research. This included an introduction to research methodologies
including participant observation, experiments, archival research, survey research and
secondary research. Attention focused particularly on the latter two. In terms of secondary
sources we examined the 1992 Living Standards Measurement Survey, the 1992 Household
Income and Expenditure Survey and the Interim report for the 1991 census (the census was
not finally published until late in 1998 and was thus unavailable during the training period).
Survey research training included learning about survey design, random and non-random
sampling, questionnaire construction, in-depth interviews and interview techniques. Training
was also given in transcribing interviews, coding of questionnaires, transferring data from
questionnaires to coding sheets and transferring data from coding sheets into the SPSSx
software programme. During this stage the Research Team members were attending every
day for a full day over a period of six weeks.
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16. In July it was necessary to prepare materials for the chosen methodology of survey
research. This effectively meant designing and printing questionnaires for both the surveys
on domestic violence and reproductive health. As Red Thread was aware that the Caribbean
Association for Feminist Research and Action (CAFRA) in Trinidad and Tobago had
recently completed a questionnaire survey on domestic violence in Trinidad and Tobago we
decided to use their questionnaire as a basis on which to design our own in the hope of also
being able to have a comparative element to our research. However, the questionnaire was
substantially modified to fit the Guyanese situation.
17. The domestic violence questionnaire comprises 22-pages and is divided into fourteen
sections. These sections include demographic information; household composition;
characteristics of current partner; perceptions of violence; childhood experiences;
experiences in adult relationships; experiences of abuse in current relationship; responses to
violence with current partner; experiences of violence with a previous partner; responses to
violence with previous partner; responsibility for violence; knowledge about services
available; attitudes to violence; and, community violence. Both closed and open-ended
questions were included.
18. The questionnaire on reproductive health was modeled on questions from a questionnaire
survey and in-depth interviews on reproductive health that Red Thread had conducted in
1994 and 1996. This gave us the advantage of being able to incorporate the data from this
survey into what approximates a longitudinal study. It also served as the rationale for having
a smaller sample size for this survey than for the survey on domestic violence (165 cf. 360).
19. The reproductive health questionnaire comprises 23-pages and is divided into five
sections. These sections include demographic information; household composition;
contraceptive knowledge and use; knowledge of sexually-transmitted diseases; reproductive
health concerns and risks; abortions; and sex education. The final three sections apply to the
reproductive health experiences and knowledge of teenagers, women of childbearing age
over the age of nineteen, and menopausal women. Both closed and open-ended questions
were included.
20. The purpose of our studies was to:
investigate the attitudes and perception of domestic violence as well as the extent and nature
of violence experienced by Guyanese women;
investigate the state of Guyanese women’s attitudes and behaviour towards and knowledge
of, their reproductive and sexual health.
21. Such purposes required representative samples. A representative sample is one that will
reflect variations that exist in the population from which it is taken. This is probably best
achieved by taking a random sample because a basic principle of random sampling is that a
sample will be representative of the population from which it is taken if all members of the
population have an equal chance of being selected.
22. The study population, i.e., the aggregate of elements from which the sample is actually
selected was the adult population of the country. A sampling frame was available for this i.e.,
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the 1997 Electoral Register. However, lack of time and financial resources prevented us from
conducting a simple random sample that would have involved interviewing women in every
region of the country. It was necessary therefore to restrict the sample to Greater
Georgetown. The elements (i.e., those units about which information is collected and which
provides the basis of the analysis) in this case were adult women over the age of 18 years. A
list of all adult women over the age of 18 was available. This list, known as the sampling
frame (i.e., the list of sampling units from which the sample is selected) was the 1997
Electoral Register. We acheived a high response rate of over 90 per cent. We are convinced
that it was the expertise of Red Thread members, in being able to allay women’s fears about
answering questions (especially on the violence questionnaire), which resulted in such a high
response rate.
23. In order to compensate for the large geographical area to be covered and make most
efficient use of resources a simple random sample was not chosen. We needed to adopt a
sampling design that would concentrate the fieldwork and save time, labour and money.
Hence we adopted multi-stage cluster sampling with stratification. The first stage clusters (or
Primary Sampling Units, PSUs) were the 62 electoral sub-divisions of Greater Georgetown.
These PSUs were stratified by social class into middle class and working class strata.
24. The months of September to early December in 1998 were spent in the field in
Georgetown conducting the survey on domestic violence. Each respondent was interviewed
by two Red thread interviewers in interviews lasting on average for 90 minutes and ranging
from fifteen minutes to just over two hours. Each woman on the list was contacted on at least
four separate occasions before a participant on the substitute list replaced her. At the end of
each day’s work, when the Research Team had finished their interviews, each questionnaire
was checked over by either the Consultant or Karen de Souza. This was a very time
consuming exercise but was considered vital to maintaining quality control and ensuring that
any observations the interviewers had about the area they were working in or their comments
on participants could be recorded immediately.
25. The months of January and February in 1999 were spent coding the questionnaires on
domestic violence and transferring data from the questionnaires to coding sheets. Similar
work was done on the reproductive health questionnaires in June and July 1999. The
Consultant in Canada conducted this work with constant feedback from the Research Team
in Guyana. The data from each questionnaire were then run through a computerised analysis
(using the software package, SPSSx) to produce frequency counts. Both the Consultant and
the Research Team members under the guidance of Karen de Souza then prepared analyses.
The Consultant wrote the final draft of the data on violence in September and October 1999.
The reproductive health data was analysed and written up in November and December 1999.
The methodology report was prepared in January and February 2000. This writing took place
with continuous feedback from the Research Team.
26. Lessons learned for replicability. We consider the research was successfully completed
for the reasons outlined below: working collectively through a recognition of and respect for
the differences between women; flexibility; level of personal commitment required,
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especially during the fieldwork period; training and practice; the importance of maintaining
quality control on a daily basis; and the small size of team.
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Domestic Violence
27. We contend that violence is, first and foremost, a social and political act. Our concern is
to address this reality in relation to women in the Caribbean; in relation to the construction of
masculine and feminine identities; and in relation to human rights. In the Domestic Violence
Section we outline the history of the recognition of domestic violence as a human rights
abuse as well as summarizing which Caribbean territories have acted on this international
recognition. We follow with an account of research conducted within the Caribbean and
Guyana on domestic violence. We then identify factors comprising the social and
institutional context in Guyana relevant to the study of domestic violence. This is followed
by a brief account of the methodology we employed and the analysis of the data from the
survey we conducted. We end with recommendations for action.
28. In the 1990s in the Caribbean violence against women came to be a burning issue for
most women’s groups. But these actions are still just the tip of the iceberg in combating the
high level of violence against women in the region where there is a great deal of support for
‘wife beating’ and the corporal punishment of children at home and at school.
29. The terminology we have chosen to employ to discuss violence against women is that of
domestic violence. We prefer this term to either marital or family violence because unlike
these, it encompasses the range of relationships within which violence against women takes
place. We do, however, view the designation of ‘domestic’ as problematic for three reasons.
First, it is a term that makes us think of violence as being conducted within an atmosphere of
privacy or being encompassed within walls. Yet that very violence is maintained by very
‘non-domestic’ factors, namely structural relationships of gender that disadvantage women,
and children, in both domestic and non-domestic arenas. Secondly, we need to embrace a
definition of ‘domestic’ that comprises the full range of domestic spaces and relationships
that take place within them, regardless of marital status or living arrangements. In other
words, a definition which has the potential to be freed of the Western norms and assumptions
of the domestic as comprising only a married couple living under the same roof with their
children. Thirdly, the term ‘domestic’ primarily conjures up an image of gendered violence
against adult women, simultaneously blinding us to forms of violence that have a
generational basis. We, however, take violence against women to include violence against
children. This requires we pay close attention to the role played by women in domestic
violence. It is women who commit the majority of violent acts against children (and the
elderly) in the Caribbean.
30. We must also problematise the ‘violence’ side of the term ‘domestic violence’. Unlike
most other groups in the Caribbean, including women’s organisations and professional social
workers, we take violence against children to include what is normally considered as
acceptable discipline. That the boundary between what is abuse and what is discipline i.e.,
between acceptable and unacceptable behaviour, is culturally and geographically variable is
indisputable. In Guyana, and in the wider Caribbean, the line is clearly drawn in favour of
including corporal punishment as punishment rather than abuse. However, this is not the line
taken by Red Thread who are opposed to the notion that corporal punishment is an effective
and acceptable mode of discipline.
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31. Drawing on previous definitions and the points outlined above (as well as the research
findings we report) we define domestic violence as any act, including the threat of acts,
committed by a person with whom the victim has or had a conjugal, love or sexual
relationship, or a relationship of dependence, which impairs the life, body, psychological
well-being or liberty of a woman and/or children.
32. Domestic violence has a number of defining characteristics that set it apart from other
forms of violence, namely the spaces in which it takes place and the relationships,
supposedly based on love but often based on dependence, between the actors involved. We
outline our argument for an understanding of domestic violence against women based on the
repetition of the social practice of violence in domestic spaces as well as women’s
entanglement in this violence and their various efforts to contest it.
33. We focus in on the most intimate of geographical scales, that of the body, to examine
how recent theorisations of the discursive construction of women’s bodies as contested
arenas of male control aids in our understanding of the construction of Caribbean masculine
and feminine identities. And very little attention has been paid to questions of embodiment in
Caribbean social science, although this is a situation that is beginning to change. In the
Caribbean it can be argued that violent acts against women are a central feature of bodily
performances of masculinity. Caribbean masculinity, structured around the strength of peer
group influence and the need for male self–esteem, demonstrated through public displays of
one’s masculinity to one’s peers, emphasises the need for control of, and an exploitative
attitude towards, women. The belief that a masculine identity is defined by physical power,
as well as the belief of female inferiority and a man’s sense of entitlement to certain
privileges, demands that certain challenges to male power be met by violence.
34. Notwithstanding the way it is defined, the purpose of a definition is to protect women’s
and children’s human rights. The 1993 United Nations World Conference on Human Rights
defined gender violence as, “violence which jeopardizes fundamental rights, individual
freedom and women’s physical integrity” (British Council 1999: 5). Violence violates the
human rights of women by infringing the right to life, liberty, and security of the person, the
right not to be subjected to degrading treatment and the right not to be subjected to
discrimination on the basis of sex. The non-prosecution by the state of acts of violence
perpetrated against women also amounts to a lack of access to justice, and because violence
perpetuates inequality it is also a violation of the right to equality Violence violates the
human rights of women by infringing the right to life, liberty, and security of the person, the
right not to be subjected to degrading treatment and the right not to be subjected to
discrimination on the basis of sex. The non-prosecution by the state of acts of violence
perpetrated against women also amounts to a lack of access to justice, and because violence
perpetuates inequality it is also a violation of the right to equality.
35. The majority of anglophone countries now have legislation on domestic violence.
Trinidad and Tobago was the first country to pass its Domestic Violence Act in 1991 (revised
in 1999), followed by the Bahamas in 1992. Barbados, Belize, St. Vincent and the
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Grenadines, the British Virgin Islands, Antigua and Barbuda, Jamaica, St. Lucia and Guyana
(in 1996) have now all passed laws based on CARICOM model legislation.
36. There has been a burgeoning of research on domestic violence since the 1970s, but the
vast bulk of it has been based in the Western world. While there have been a number of
regional-based studies in the 1990s there are still large gaps in our understanding of domestic
violence in the Caribbean. Moreover, there are no official statistics on the occurrence of
domestic violence, hence it is difficult to know whether there is an escalating level of
domestic violence or merely an increased effort to document cases. Studies in the Caribbean
fall into two types: those that study secondary sources such as police, legal and medical
records; official statistics; and data from women’s shelters and secondly, those that conduct
primary research through surveys and focus groups. Danns and Shiw Parsad (1989)
conducted the first study of domestic violence in Guyana.
37. Although common perceptions of the Caribbean readily associate high levels of violence
with countries such as Jamaica and Haiti, violence is pervasive throughout the region.
Indeed, Guyana has a long history of the use of state violence against people, both from the
colonial state and the Burnham state. And as in many other Caribbean countries in the 1990s,
Guyana has been witness to an escalating level of violence within civil society. In Guyana,
where the legal system is inadequately equipped to deal with increasingly violent crime,
support for the death penalty as a last recourse for justice is high. In this context human rights
have made little purchase. Moreover, demands for human rights are one way of publicly
exercising citizenship and this is a rare phenomenon in Guyana. This finding is further
corroborated in the recent Red Thread (1999) report on good governance and civil society in
which the absence of a notion of legitimate entitlement was concluded from the hundreds of
interviews conducted. In such a context it is hardly surprising that both state and civil society
responses to domestic violence are still characterised by deficiencies and inadequacies.
38. In Guyana a number of interrelated factors fuse to create an environment in which
behaviours and attitudes conducive to domestic violence are reproduced. First, there is a
consensus among all ethnic groups in Guyana that the abuse of women is a male prerogative.
Secondly, the meanings attached to gender violation for women are often those of shame and
humiliation. Thirdly, the normative commitment to marriage and/or ‘having a man’ helps
explain why women stay in violent relationships. Fourthly, despite the disparate family
structures evident in Guyana, families are organised around the power of the male members’
i.e., on the basis of strong bonds of domination and unequal power relations. Fifthly,
undoubtedly the majority of domestic violence is not reported. There is, moreover, often a
lack of readiness to confront and intervene in cases, the common perception of domestic
violence still being that it is primarily a private and non-criminal matter.
39. In the 1980s, very few places were available for women to obtain help with violent
domestic situations. However, since the election into office of the PPP in 1992 a number of
initiatives relating to women and violence, mostly concentrating on legal reform, have been
undertaken at the governmental level. Most recently, in 2000 the Minister for Human
Resources and Social Security has established a National Steering Committee for the
Eradication of Violence against Women and Girls. In addition the recently established
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National Commission on the Family has produced a draft family code that will be debated by
various groups.
40. In the 1990s there has been a plethora of small-scale activities by a number of
community-based women’s groups. At the national level, however, there has been only one
significant NGO to emerge, Help and Shelter. In addition to WAB, Help and Shelter, and
Red Thread as places where women can go to seek help, there are a couple of residential
centres along the coastal strip where abused women can be sheltered. In addition to civil
society organisations there are two state organisations directly concerned with domestic
violence, the Probation and Family Welfare Service and the police. The police are often the
first and only link between an abused woman’s attempt to exercise her human rights and
concrete solutions. However, they lack the skills, resources, infrastructural arrangements, and
the will, they need to treat domestic violence seriously.
41. There have been significant advances in the legal status of women in Guyana in the
1990s in relation to domestic violence, cases of which can be tried in either civil or criminal
court. Most specifically, a Domestic Violence Act was passed in 1996 allowing speedy
access to injunctions or protection orders at the Magistrate Court level. The common practice
of families accepting financial compensation from the abuser’s family instead of taking the
case to court speaks to a belief in the failure of the legal system to bring perpetrators to
justice. Moreover, Guyana still has no sexual harassment law (although the 1997 Prevention
of Discrimination Act makes sexual harassment illegal as a form of discrimination). Neither
does it have a family court, although one is expected to open later in 2000-01.
42. While domestic violence is now legally indictable the laws relating to sexual offences are
still in need of revision. The Criminal Law Offences Act, Chapter 8:01, is an amendment of a
United Kingdom Act of 1893, and although it has received piecemeal amendments over the
years these are insufficient. Criminal offences under the Sexual Offences Act include incest,
rape, attempts to commit rape, carnal knowledge of a girl under thirteen, bigamy and
abduction. prostitution being far more severe than for women (see Trotz and Peake 1999). No
single law speaks to child prostitution. Chapter 8:01, Section 70, of the Laws of Guyana,
forbids children under age twelve from lawfully granting permission for sex. Child
prostitution is not widespread but is a rapidly growing phenomenon.
43. Clearly, the legal system is still failing women and girls. Access to justice is impeded by
the obsolescence of the Sexual Offences legislation, the ineffectiveness of existing penal
statutes, grossly inadequate sentences, and inefficient administration, in addition to a lack of
support systems, such as hostels. It is compounded by an ignorance of the law both by
victims and the legal community. There is moreover, wavering support in key sectors such as
the police and the legal community and the social services system is inadequate and not
geared for the implementation of the law.
44. In 1998 Red Thread conducted a questionnaire survey on domestic violence in Greater
Georgetown of approximately 360 women. The survey approximated a random design and
took the form of a multi-level cluster survey.
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Domestic Violence Analysis
Perception of Domestic Violence
45. Nearly four out of every five respondents perceived violence in the family to be very
common in Guyana (76.8%).
Definition of Domestic Violence
46. With regards to the kinds of behaviours that the respondents defined as domestic violence
everyday physically violent behaviour such as fighting, beating, or hitting, was recognised by
83 per cent of respondents. Moreover, 50 per cent of the respondents also defined domestic
violence as verbally abusive behaviour such as curses, threats, and humiliation.
Experience of Violence as a Child
47. Over 30 per cent of the respondents said they experienced abuse as a child (32.1%).
However, that ‘getting licks’, slaps, and beating is not perceived as abuse is evident in the
varying answers to differently worded questions regarding discipline and abuse. For
example, although only 32.1% of all women said that they experienced abuse as a child,
84.2% said that they had experienced physical abuse such as licks, slaps, beating. Also,
81.3% of respondents answered the question, ‘How did the physical/verbal abuse make you
feel?’, which, again, indicates that the number of women who experienced childhood abuse is
much greater than 32.1%.
48. In approximately eight out of ten cases of childhood abuse it was the respondent’s mother
or other female relative who had administered this abuse. However, for sexual abuse it was
invariably male relatives who were responsible.
49. While most of the respondents said that as children they had not witnessed any abuse
towards their mothers (76.6%), nearly one in four (23.4%) had done so. Moreover, 75 per
cent of all the respondents had witnessed as children some form of abuse against other
members of their households. For most of them it was their siblings or other children who
had been the victims of the abuse.
Knowledge of Domestic Violence
50. Over one in three of the respondents knew someone currently experiencing domestic
violence (35.5%). There is a much higher incident of personal knowledge of domestic
violence among Afro-Guyanese (two in five) than Indo-Guyanese women (one in five).
Experience of Domestic Violence in Current Relationship
51. Between 30 to 40 per cent of all the respondents had experienced the following
behaviours with a current or previous partner: been made to feel guilty or stupid or bad about
herself; been called names; has had her activities, personal relations and where she goes
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controlled by her partner; has had a partner who has used the excuse of jealousy to justify his
actions and whose behaviour has appeared unpredictable.
52. There were 237 respondents (65.8%) currently involved in a relationship or union of
some kind. Of these 27.7% (or one in four) had experienced physical abuse; 26.3% (or
one in four) had undergone verbal abuse; and 12.7% (one in eight) had suffered sexual
violence. The corresponding figures for all women are that 20.7% (or one in five) undergone
physical abuse; 19.1% (or one in five) experienced verbal abuse; and 9.5% (or one in ten)
suffered sexual abuse.
53. Although Indo-Guyanese women are much more likely to be suffering violent behaviour
from their current partner on a frequent basis, when the violence was not so frequent, that is
when it is only experienced ‘sometimes’, Afro-Guyanese women are much more likely to be
suffering from it. Overall however, when combining the frequency of occurrence then AfroGuyanese women showed higher levels of experience of abuse with their current partners.
The percentages of experiences of abuse for middle-class respondents was lower than for
working-class respondents in nearly every category of abuse, with the exception of damage
to their property.
54. A total of 83 women in current unions responded positively to the question, "Have
you had any of the following signs and/or symptoms" as a result of domestic violence
with your current partner. This is 35 per cent of the 237 respondents in current unions,
and 25.9% of all the respondents (and obviously a higher percentage than those who
responded to the question about types of abuse).
55. Of these 83 women, over 50 per cent (53.5%) had experienced psychological symptoms,
such as depression and anxiety, and 7 per cent had sustained physical symptoms such as cuts
and bruises and broken bones. Twenty of the women in current relationships had required
hospital treatment for the abuse they had received.
56. The reporting of physical symptoms and signs is higher for the Afro-Guyanese and
working-class respondents. And whereas middle-class women are much less likely than
working-class women to report psychological symptoms, Afro-Guyanese women are only
slightly less likely than Indo-Guyanese women to report them.
57. One hundred and one women responded to the question, "Which of the following do
you think causes or caused your partner's abusive behaviour?" This figure indicates
that over 40 per cent of the respondents in current unions had experienced abuse of
some kind at some point during their current relationship (42.6%), which corresponds
to approximately 30 per cent of all the respondents having experienced abuse of some
kind (31.6%).
58. The majority of women place blame for their partner’s abusive actions on behavioural
problems of their partners’, namely their hot tempers and jealousy. Apart from IndoGuyanese women, over a third of women also indicate their own culpability in violent
behaviour. All three of these responses speak to gendered power relations and the
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construction of masculine and feminine identities. Indo-Guyanese women’s responses differ
substantially in that they do not admit so much to provocation by women and place an
extremely high responsibility on alcohol use by their male partners.
59. Abuse can start at any time during a relationship, although for most women (70.2%) who
are currently in abusive relationships, there appears to be a ‘honeymoon period’ of one year
or more before abuse commences. However, three in ten women are likely to experience
abuse during the first year of a relationship. Over 70 per cent are likely to have experienced
violence within the first five years.
60. The abuse most often occurred in the home rather than in public places Very few women
were likely to experience abuse in public places but middle-class and Afro-Guyanese
respondents were the most likely too.
Experience of Domestic Violence in Previous Relationships
61. One hundred and ninety-seven respondents (64.6%) had been involved in previous
long-term relationships regardless of their current union status. Of these 41.9% (or two
in five) had experienced physical abuse with a previous partner; 32.2% (or one in three)
had experienced verbal abuse with a previous partner; and 12.2% (one in eight) had
suffered sexual violence from a previous partner. In terms of all respondents the
corresponding figures are: 26.6%, (or one in four), had experienced physical abuse, 20.1%,
(or one in five), verbal abuse and 6.8%, (or one in fourteen), sexual abuse. Apart from the
figures for sexual abuse (which are identical) women reported having experienced
higher levels of physical abuse (32.2% compared to 27.7%) and verbal abuse (32.2%
compared to 26.3%) with their previous partners than with their current partners.
62. Ninety women who had been in previous long-term relationships responded to the
question, "Did you have any of the following signs and/or symptoms?" This figure
represents nearly 50 per cent of all respondents who had previous unions (45.6%) and
nearly 30 per cent of all respondents (28.1%). More of the respondents experienced signs
and/or symptoms of abuse with previous partners (45.6%) than with current partners
(35.0%).
63. Ninety-nine women responded to the question on what caused their previous
partner's abusive behaviour. This figure represents (50.2%) of the respondents in
previous unions and 30.9% of all respondents. Again this figure is higher than for women in
current relationships (42.6%) who responded to this question.
64. Moreover, in nearly all categories the level of abuse with the previous partner is
invariably higher than with the current partner. This was especially the case in those
categories identified as illustrative of characteristics of masculinity, i.e., hot temper, jealousy,
outside women and the use of alcohol. External problems, such as financial and work
difficulties were however perceived as more important in current rather than previous
relationships. This could be indicative of the increased difficulties of finding employment in
the 1990s.
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65. With regards to the length of relationship before the women began experiencing the
abuse, results were similar to those for women in current relationships. However, it was more
likely that the abuse would have started within the first five years in previous relationships.
66. For nearly all women in previous relationships who experienced abuse, as for women in
current relationships, it was most likely to occur in the home rather than in a public place.
Violence in the Community
67. Nearly 50 per cent of the respondents thought some areas in Guyana have more frequent
incidences of family violence than other areas (49.8%). Of the women who felt that
incidences of family violence occur more frequently in certain areas of Guyana, over 40 per
cent felt that these were poor urban areas, closely followed by Afro-Guyanese areas.
68. The majority of respondents felt safe as a woman in their own neighbourhoods (81.3%).
Although the sense of safety is similar across class it is less for Indo-Guyanese women than
for Afro-Guyanese women. Nearly 20 per cent of all women said that they did not at all or
only sometimes felt safe in their own neighbourhoods.
69. Similarly, the majority of respondents said they felt safe as a woman in their own homes
(83.8%). However, over ten per cent of the respondents said that they did not at all feel safe
in their own homes (9.8%) or that they only sometimes felt safe in their own homes (5.7%).
Responses did not vary significantly across class but a much higher percentage of AfroGuyanese respondents than Indo-Guyanese respondents felt safer in their own homes.
70. Nearly 25 per cent of the respondents knew of someone in the area who had recently been
robbed (21.3%) and nearly 20 per cent knew of someone who had been recently assaulted
(17.3%), although fewer knew of someone who had been raped (6.4%). Middle-class and
Indo-Guyanese women were far less likely to know of someone who had been assaulted.
71. The majority of all the respondents felt a minimal risk in their communities of being
raped (76.0%), followed (72.0%), robbed or assaulted (63.8%), or having their property
stolen (56.7%). However, between 20 to 40 per cent did feel at risk. Indo-Guyanese women
feel substantially more at risk than Afro-Guyanese women and working-class women feel
more at risk than middle-class women.
Women’s Responses to Violence, including Knowledge and Use of Services
72. Approximately 40 per cent of women in current relationships, (41.3%), which
corresponds to 30.6% of all respondents, replied to questions on their response to the first
abuse they experienced in their current relationship. More than half said that their partner, in
response to his own abusive behaviour, begged forgiveness (55.1%) or promised never to do
it again (9.2%). However, nearly 30 per cent said that their partner's response was to ignore
his own abusive behaviour (27.6%).
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73. The same number (41.3%) replied to questions on their response to the first experience of
abuse they had in their current relationship. The majority of the women said that they either
accepted his apology (50.9%) or did nothing and tried to accept the situation (19.1%). Far
fewer women took an active stance to their partners’ abuse. Nearly one in five women
(19.1%) of the women said that they retaliated and fought back – physically or verbally.
However, very few women talked to their partners’ about the situation (4.5%) and even fewer
left the relationship as a result (1.8%).
74. At some stage in their current relationship, approximately 40 per cent of the women
experiencing violence with their partner sought help (37.4%). Of those who did seek
help, most went to either the police (39.5%) or a relative (34.2%) rather than to a friend
(15.8%), neighbour (5.3%), priest (2.6%) or counsellor (2.6%). A higher percentage of IndoGuyanese than Afro-Guyanese respondents had sought help, although Afo-Guyanese women
were more likely to go to the police or a friend than Indo-Guyanese women. Indo-Guyanese
women were more likely to seek help from relatives. Middle-class respondents were also less
likely to seek help from the police or their relatives or a friend than their working-class
counterparts and more likely to seek help from their neighbours.
75. For most of these women, the outcome of seeking assistance was that their partner
received a warning of some kind (40.0%) or that nothing changed (31.4%), that is, the
abusive behaviour continued. For only 20 per cent did the violence actually decrease as an
outcome of seeking help.
76. When asked if they had ever reported their case to the police at one time or another,
most of the women who had experienced domestic violence with their current partner
said that they had not done so (78.9%), indicating that only one in five cases of domestic
violence are reported.
77. A higher proportion, about 50 per cent (50.2%) of the respondents in previous unions, or
30.9% of all respondents, replied to questions about their responses to abuse with previous
partners. More than half of these respondents said that their partner, in response to his own
abusive behaviour, begged forgiveness (56.9%) or promised never to be abusive again
(7.8%). However, nearly 30 per cent said that their partner's response was to ignore his own
abusive behaviour (28.4%). These figures correlate strongly with the responses of male
partners in current relationships.
78. With regard to the women's reactions to their partner's response, the majority of the
women said that they either accepted his apology (36.7%) or accepted the situation (16.7%).
Although more women experiencing abuse in current unions had retaliated or fought back in
some way to their partner's response to his own abusive behavior, 15.8% of women in
previous unions either retaliated in some way (12.8%) or left the relationship (22.5%),
indicating that the greatest chance of ending abuse may come at a stage only when women
felt they had reached the end of their endurance of the relationship.
79. While more than 50 per cent of the women experiencing violent behaviour in a previous
relationship did not seek help in response to the violence (52.9%), more than 40 per cent had
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sought help at one point in time or another (46.1%). For the majority of women who had
experienced violence with a previous partner, what they considered as having stopped the
abuse was that the relationship had ended (73.1%), indicating that in seven cases out of ten,
violent relationships are not brought to an end by a behavioural change in their male
partner’s behaviour.
80. More than 60 per cent of all respondents said they take precautions in their
community to avoid being raped, followed, robbed, assaulted, or having their property
stolen (66.3%). For the women who said that they do not take precautions against such
violence, more than 50 per cent did not do so because they felt that violence was not a
problem in their community (53.2%). Fifteen per cent did not do so because they felt that
security does not help and/or that there was little one could do to prevent such occurrences of
violence (15.2%).
81. Out of those respondents who said that they do take precautions, the most common were
increasing home security (38.5%), avoiding travel at night or alone (23.4%), and avoidance
of certain streets (18.8%). Very few women took the pro-active step of protecting themselves
by carrying a weapon. There were few variations in these responses across ethnicity or class,
although Indo-Guyanese women were more likely to avoid going out alone.
82. More than 50 per cent of all the respondents indicated that they had knowledge of
where abused persons could go to seek help (57.7%). This proportion rose to two-thirds
in the case of Afro-Guyanese and middle-class women. Out of the respondents who said
that they did know where abused persons could go to seek help the most common
response was that of Help and Shelter (45.1%), followed by the police (27.7%) and a
priest (5.3%). Very few respondents specified Red Thread (2.9%), the Women’s Affairs
Bureau (2.4%), or another women’s organisation (2.4%). None of them mentioned the
Genesis Home. Respondents were also unlikely to refer to a professional such as a counsellor
(2.4%) or a lawyer (0.5%).
83. The majority of women, or more than 65 per cent, had no knowledge of the
Domestic Act (67.5%); this was especially the case for Indo-Guyanese women (77.3%). Of
the women who did have some knowledge of the Act, only a few (15.3%, or one in eight)
knew what the Act provided for.
Women’s Association with Violence
84. When asked if they had ever initiated violence within an adult relationship, nearly
all respondents said that they had not (83.1%, n=267), leaving 16.9% (n=53) to agree
that they had initiated violence. Approximately ten per cent of the middle-class
respondents reported that they had initiated violence at some point in time (9.4%),
while in contrast twice as many working-class respondents reported that they had
initiated violence within an adult relationship at some point in time (18.1%). Similar
proportions were evident for Afro-Guyanese (19.5%) and Indo-Guyanese (9.1%)
respondents. In practically all cases this ‘initiation’ was in response to a partner’s abusive
behaviour.
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85. When asked about specific forms of violence against anyone including children, many
more of the women reported being responsible for physical and verbal abuse (but not for
other kinds of violence). Nearly 60 per cent of the women had been responsible for
hitting or slapping at least occasionally (59.1%). Most of this hitting and slapping had
been against the respondent's children (67.2%), rather than an adult such as a partner
(15.8%), parent (10.9%), other relative, friend, or stranger. Extreme physical violence such
as wounding was much less common (8.4%) and invariably directed towards their partner
(91.6%). Verbal abuse was a relatively common action. Nearly 30 per cent of the women had
been responsible for cursing at least occasionally (29.1%) and most of this cursing had been
directed toward the respondent's partner (60.9%) or children (17.2%). A smaller number of
women had sometimes made threats of violence (12.5%), mostly to their partner (56.8%),
children (16.2%) or a parent (13.5%).
86. Working-class and Afro-Guyanese women were more likely to admit to physical abuse,
especially extreme physical abuse, and to verbal abuse, including making threats of violence.
They were also the only ones to admit to using sexual violence. In terms of indirect violence,
middle-class women were more likely than working-class women to evict a partner,
indicative of their higher level of access to property. Indo-Guyanese women were much less
likely than Afro-Guyanese women to evict their partner which could also be indicative of the
latter’s greater likelihood of owning or renting property outside of a marital relationship.
Attitudes and Behavioural Practices Relating to Violence Against Children
87. The majority of all women in the survey felt that children should be punished in
some form (70.0%). Responses were similar across class but varied across ethnic groups.
The majority of Afro-Guyanese women, but a minority of Indo-Guyanese women, felt that
children should be punished.
88. Women were also asked how children should be punished and how they punished their
children. When the women who agreed that children should be punished were asked
about how children should be punished, the most common response was hitting,
slapping, and/or lashing. Out of all the respondents hitting was seen as the most agreed
upon form of punishment by nearly a third (30.8%). A slightly smaller percentage
believed privileges should be withdrawn (26.2%) or that children should be grounded
(18.1%). This pattern changes somewhat when women were asked how they actually did
punish children. In all cases, corporal punishment was used more than when women were
asked the hypothetical question of how children should be punished. Moreover, for both
questions, corporal punishment was the most common form of punishment. Approximately
one in four women with children discipline them by means of physical violence
89. A slightly higher proportion, over 40 per cent of all the respondents (42.5%), responded
to the question, "From what age do you think hitting children should begin?". Out of these
respondents, most of the women indicated that toddler (26.5%) or pre-school ages (27.2%)
were the most appropriate ages to begin hitting, followed by between one and two years
(16.9%) and school age (six years old and older) (16.7%). Very few women indicated that
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from birth (2.9%) or between six months to one year of age was appropriate (5.1%). Very
few indicated that there was no special age to begin hitting (3.7%).
90. A 179 women responded to the question, "What do you hit children for?". This is 64
more women than the number who said hitting is acceptable and 115 more than the
number who earlier admitted to hitting their children. This number is 55.9% of all
respondents and 72.2% of all respondents with children. Nearly 50 per cent of the
responses indicate that one of the main reasons children are hit is for misbehaviour (47.5%),
while over 20 per cent of the responses indicate that another main reason children are hit is
for disobedience (21.2%). Rudeness or insolence accounted for 7.3% of responses.
91. The same number of women (n=179) responded to the question, "How do you feel after
you hit children?" The majority of these women indicated that they feel sad, guilty, sorry, or
badly after hitting children (62.4%). Many women, however, indicated that they felt no
different afterwards (18.2%) or that they felt good or justified after hitting their children
(13.3%). Indo-Guyanese women were the most likely to feel remorseful and least likely to
feel vindicated by their actions.
Women’s Reproductive and Sexual Health
92.While both men and women can be affected by the same diseases and conditions, they are
often affected differently; some conditions are more prevalent or more serious in women or
women have differential exposure to risk and may require different interventions (MaisonHalls 1998). There are moreover, conditions that only affect women and our concern is with
these, that is, conditions that arise out of women’s biological differences from men but the
treatment of which is related primarily to their subordinate position to men. Hence, Red
Thread’s framework for the study of women’s sexual and reproductive health and rights
incorporates issues pertaining to women’s economic and cultural roles as well as their
biological roles in reproduction. The aim of this study is to investigate the status of Guyanese
women’s reproductive and sexual health, both their knowledge of and practices related to
these aspects of their health, as well as to make explicit the links between Guyanese women’s
health and human rights.
93. In this section our aim is to provide information on the reproductive and sexual health
concerns of Indo-Guyanese and Afro-Guyanese women in the 1990s. Women’s role in
reproduction is taken here to refer to both biological and social aspects of reproduction. The
latter comprise daily practices such as cooking, washing, cleaning and so on as well as the
passing on of cultural patterns of behaviour through the generations. We divided our study to
look at three groups of women; adolescents, older women of childbearing age and
menopausal women. We focused on these three groups because their requirements and health
problems are often different yet little is known of the differences and similarities between
them in terms of their knowledge of and practices related to reproductive health.
94. We commence by giving an overview of the development of the international context of
human rights legislation in relation to women’s reproductive health, as well as outlining the
definitions of the key terms to emerge from this process. We then turn to some of the major
indicators of women’s health status and proceed to delineate the factors underlying the state
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of women’s reproductive and sexual health in Guyana. The remainder of this section of the
report comprises a brief account of the survey methodology and proceeds to the analysis of
the survey material.
95. While the 1948 United Nations (UN) Universal Declaration of Human Rights affirmed
equality between the sexes it was not until the 1975 International Women’s Year Conference
in Mexico City that the health condition of women was seriously examined. The Convention
on the Elimination of All Forms of Discrimination Against Women (CEDAW), an
international legal instrument which was ratified in 1979, was the foremost human rights
treaty in relation to women’s reproductive health and the key result of the UN Decade for
Women (1975-86). Prior to and parallel with the women’s decade the UN also held a series
of international human rights and population conferences that dealt directly with women’s
reproductive rights. In the 1990s a further four UN conferences have emphasised the link
between inequities in women’s status and women’s health disadvantages. Alongside the UN
conferences a women’s reproductive health and rights movement was gaining momentum.
96. In relation to older women the first international instrument to establish general principles
guiding the formulation of policies and programs on ageing was established in 1982 when the
UN World Assembly on Ageing adopted the ‘International Plan of Action on Ageing’. Since
the mid –1990s adolescent reproductive and sexual health have also been recognised as a
human rights issue. The 1989 Convention on the Rights of the Child (the Children’s
Convention), protects the rights of girl children, as do CEDAW, the 1994 ICPD Programme
of Action and the Beijing Platform of Action (1995). The ICPD gives particular attention to
the reproductive health needs of adolescents.
97. How has this international legislation been interpreted in Guyana? Guyana is a signatory
to CEDAW and submits regular reports. There are also a number of laws that are protective
of women’s reproductive health, such as the Medical Termination of Pregnancy Act 1995,
the Domestic Violence Act 1996, and more recently, the Prevention of Discrimination Act of
1997 prohibits anyone from discriminating against a woman on the grounds of pregnancy.
There are however, numerous barriers to these laws being utilised to their full capacity.
Guyana ratified the Children’s Convention in 1991, and in 1993 drafted a National Plan of
Action for Children, 1996-2000 (NPAC) which was approved by the Government of Guyana
in 1996. In relation to the elderly the government has done little.
98. In the 1990s in the Caribbean birth rates declined, life expectancy rose, and infant
mortality rates (IMR) and maternal mortality rates (MMR) fell (Massiah 1992). However,
although mortality rates have fallen, fertility rates are still high, with many territories having
over 40 per cent of their populations under the age of fifteen. But this mostly positive picture
is not one that applies to Guyana, as a recent UNICEF report attests: “In general, there has
been a marked decline over the past decade in the health status of Guyanese women and
children, although there have been improvements in certain areas such as in immunisation
coverage, the provision of health care in the hinterland and the promotion of breast-feeding”
(UNICEF 1999: no page numbers).
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99. In 1996 the population was estimated at 770,000, with 51 per cent of the population being
female. While in 1960 the population growth rate was 3.3 per cent, by 1997 this had been
reduced to 0.8 per cent. Life expectancy declined drastically from 70 years in 1985 to 66 in
1996 (69 for women and 63 for men). There has been a general decline in fertility rates,
currently at 2.6 per cent per annum (but at 3.2 per cent in 1980). The crude birth rate in 1970
was 33/1,000, in 1987 it was 24/1,000, and in 1998 was 30/1,000. Infant Mortality Rate
(IMR), another key health indicator, appears to be declining (see below). The drop in the
IMR in the late 1990s has been due to a reduction in deaths from acute diarrhoeal diseases.
However, the most recent figures are still much higher than all other countries in the
Caribbean (except Haiti). Figures on the IMR are: 54/1,000 in 1980; 44/1,000 in 1986;
35/1,000 or 53/1,000 in 1990; 44/1,000 for 1990-1995; and 24/1,000 in 1998. Guyana has
one of the highest Maternal Mortality Rates (MMRs) in the Caribbean. PAHO (1997)
indicates the MMR for 1990-1995 was 172/100,000 live births (compared to only 20 for
Barbados and 82 for Jamaica). Low Birth Weight (LBW) is between 18-20 per cent of live
births, a rate that is higher than in other CARICOM countries. Guyana is one of the few
countries left in the Anglophone Caribbean where malnutrition is still a significant problem
(UNICEF 1999). The incidence of Sexually Transmitted Diseases is rising, with Guyana
having the highest rate of infection in the Caribbean.
100. A number of factors, each of which is addressed below, underlie the status of women’s
reproductive and sexual health: the government’s policy of fertility control, which affects the
state’s provision of health care; macro-economic forces, such as structural adjustment
programmes (SAPs), which affect health care provision as well as increasing the burden of
women’s work; the role of private sector institutions and NGOs in the provision of health
care; traditional systems of health care and beliefs; the availability of contraceptives; social
support for child bearing and child rearing; and the status of women within gender relations.
101. A questionnaire survey on women's reproductive health was conducted in Georgetown.
One hundred and sixty-five women were randomly chosen for inclusion in the survey which
comprised a multi-level cluster survey. The questionnaire on reproductive health was
modeled on questions from a questionnaire survey and in-depth interviews on reproductive
health that Red Thread had conducted in 1994 and 1996. The questionnaire comprises 23pages and is divided into five sections. These sections include demographic information;
household composition; contraceptive knowledge and use; knowledge of sexuallytransmitted diseases; reproductive health concerns and risks; abortions; and sex education.
The final three sections applying to the reproductive health experiences and knowledge of
teenagers, women of childbearing age over the age of nineteen, and menopausal women.
Fifty-three of the respondents are teenagers, 60 women are of childbearing age, and 55
women are of menopausal age.
Reproductive and Sexual Health Analysis
102. The majority of respondents (79.4%), or 131 women, have been sexually active with a
boy or man.
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Contraceptive Knowledge and Use
103. The majority of respondents (84.2%) claimed that they know what contraceptives are.
When asked which contraceptives they were aware of the majority of respondents knew of
IUDs (commonly referred to as the ‘five year stop’) (49.4%), condoms (79.4%) and the birth
control pill (73.1%). Slightly fewer knew of injectables (51.9%) and tubal ligations (32.5%)
with 30 per cent referring to abortion as a method of contraception (30.6%). Approximately
20 per cent referred to foam methods (26.3%) and bush remedies (21.9%). The least
mentioned methods are gel (16.9%) and the diaphragm (12.5%).
104. Out of the 135 women (81.1%) who have current partners or were previously in a
long-term relationship, more than half reported that their partner does not or did not
use contraceptives (63.7%). The findings also indicate that the level of contraceptive
prevalence for women was very low. Out of the women with current or previous partners,
less than 50 per cent reported that they had used contraceptives (45.2%). Of those women
who said that they have used contraceptives (n=60), the majority said that they are no longer
are using them (71.2%). Only seventeen women currently still use contraceptives.
105. The most popular type of contraceptive used is the pill followed by condoms. More
than 50 per cent of the respondents who use or have used contraceptives said that they have
used the pill (53.2%), while over 40 per cent said that they used condoms (42.9%). Far fewer
had used injectables (16.9%) or an IUD (19.5%). Less than ten per cent claimed to have used
abortion (7.8%), bush remedies (3.9%), gel (3.9%), foam (3.9%), or diaphragm (2.6%).
106. Sixty per cent of all respondents said that they believe that both men and women are
responsible for birth control (60.7%) while nearly 30 per cent believe that women alone are
responsible (26.2%).
Knowledge of Sexually-Transmitted Diseases
107. The majority of respondents (83.0%) know about sexually-transmitted diseases
(STD), commonly known as ‘bad sick’, ‘leak’ or ‘blue bore’. The majority of
respondents do nothing to protect themselves from STDs. Only 46 women responded that
they did. Of those women, the most popular form of protection is having one partner (n=45),
abstain from sex (n=19) followed by the use of condoms (n=26).
108. Nearly all the respondents have knowledge of AIDS and HIV (99.4%), with most of
the women (84.6%) believing that anyone is likely to contract HIV/AIDS. The
respondents were also extremely well informed about how AIDS/HIV is transmitted.
Nearly all the women said that people get HIV/AIDS through sex (92.0%) or blood
transfusions (87.7%). The majority said that the use of intravenous needles by drug addicts is
another way (61.1%). Fewer than ten per cent of the women felt that people get AIDS by
kissing (4.3%), or by coming into contact with a person with AIDS (6.8%). However, more
than 60 per cent did not know that a person can have HIV without getting AIDS (62%).
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Reproductive Health Concerns and Risks
109. Nearly all the women do not have regular physical examinations by a doctor
(84.8%). Neither do the majority of the women practice breast self-examinations
(72.0%). The majority of women do not know what a pap smear is (60.9%). Of the 60
women who do know what a pap smear is, only eleven regularly have them.

110. The majority of women have heard of breast cancer (76.8%) and lung cancer (62.8%).
Less than half, however, have heard of cervical cancer (46.0%) and only about one in three
have heard of bone cancer (32.3%). Only a few women have heard of other types of cancer
(12.8%).
111. The respondents are divided with regards to knowledge of factors contributing to
cancer. More than half the women do not know which factors help to cause cancer (54.6%).
Of those women who have some knowledge of these factors, the majority name smoking as
one factor (77.3%). There is also a strong belief, held by 48 per cent of these women that
being hit on the breast (48%) can also cause cancer. Some of them consider sex from an early
age to be a factor (17.3%) but very few consider genetic factors (4.0%) or multiple partners
(4.0%) as factors.
Abortions
112. In this study 116 woman reported not having had any abortions (71.6%).
Moreover, when this figure is disaggregated by age we find that one in two women
between 18-25 years had had abortions and one in two women aged over 26 had had
abortions. That abortion is perceived as a form of contraceptive is indicated in the
frequency with which it is used. Nearly half of the women who have had abortions, had one
or two abortions (55.0%) while 24.4 per cent had three to four abortions, 8.9 per cent had
five to seven abortions, and 11.1 per cent had more than seven.
113. The majority of the respondents do not know what the law is in relation to
abortion (61.0%) and less than ten per cent believe that abortions are legal in Guyana
(6.1%). The majority of the respondents have not heard of the Medical Termination of
Pregnancy Act (66.3%).
Reproductive Health – General
114. Less than ten per cent of women knew that there is a relationship between diet and
reproductive health (7.1%).
115. The majority of the respondents believe that children should be taught sex education in
school (86.3%).
116. Few respondents have ever attended a meeting on women's reproductive health concerns
(16.0%).
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117. More than half of the respondents with current or previous partners said that they
discuss or have discussed unsatisfactory sexual matters in their relationship with their partner
(59.7%). Slightly less said that they discuss or have discussed things that give them pleasure
in love-making.
118. The majority of respondents who have had sexual relationships reported that they
enjoyed sex (65.0%). However, while more than half of these women said that they do not
treat sex as a duty (52.1%), nearly half said that they do (41.0%). Very few women said that
they were shy about having sex (0.9%) or that they only have sex because it makes their
partner happy (2.6%). None of the women said that sex was uncomfortable for them.
119. Very few women said yes when asked if they had ever thought of having sex with a
woman (7.6%).
Teenage Women
120. Approximately 40 per cent of the teenage respondents have had sex (41.5%). For
nearly all of these 22 teenagers this involved sexual intercourse (93.8%) with only one
partner (81.3%). More than half had sex within six months after a first date (55.6%) while
over 15 per cent waited over a year after a first date (16.7%) before having sex.
121. Teenage girls were most likely to learn about periods from people unrelated to them.
Approximately four out of ten did not know why they get periods (37.7%). Of those who did
know (n=33) the reasons given by fourteen of them indicated that they were knowledgeable
about hormones and the menstrual cycle. However, others (n=18) made reference to beliefs
about ‘passing out waste blood’ and ‘cleaning out their womb’. And a few, but a disturbing
few, of the teenage respondents did not know that not getting a period could be a sign of
pregnancy (13.2%).
Women of Child-Bearing Age
122. Fifty-three of the 60 women of child-bearing age have been pregnant. Nearly half
of these women have been pregnant more than four times (45.1%). Age at first birth is
low. More than half of the women were between the age of seventeen and 21 (56.6%) for
their first pregnancy, with some under sixteen years of age (15.1%). Less than a third of first
births took place after a woman was over 22 years of age. None of the women were over the
age of 35 for their first birth.
123. Nearly 40 per cent of the women planned their pregnancies (37.7%). For the majority of
these women, the pregnancies were planned jointly with their partner rather than solely by
the woman (80%).
124. Forty-nine women, or nearly all of the women of child-bearing age who have been
pregnant, did go to a clinic or hospital for check-ups during their pregnancies (96.1%).
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125. Breast-feeding is common and is seen as nutritious and women breastfed for an
average of eight months. The nutritious value of breastfeeding needs to be cautioned
however. A practice of mixed feeding is very common with new born babies being fed
tea, thin porridges, water and baby formula and then being introduced to solids form
in a matter of weeks. Nearly all of the women gave their baby food or drink other than
breast milk at six months or earlier (82.6%). More specifically, 40 per cent gave their baby
food or drink between the age of four and six months (39.1%) and just over 40 per cent gave
their baby food or drink other than breast milk at less than four months (43.5%).
126. Women stop breastfeeding because of the following factors: the increased availability of
infant formula and other breast milk substitutes; work commitments; illness of the mother;
infant rejection of the breast; insufficient milk; and adherence to a cultural pattern of
breastfeeding supplemented with other foods; as well as a low level of commitment to the
importance of breastfeeding (including in hospitals).
127. The majority of women do not think that diet can affect a woman's breast milk (67.3%).
Women of Menopausal Age
128. Older women in Guyana are often marginalised and isolated in society. Those living
alone (15 per cent of menopausal women in the survey live alone) are in an even more
precarious situation. Those who live alone in poverty (40 per cent of menopausal women in
the survey live in households with an average weekly income of less than G$5,000) are triply
burdened. However, these women still play an important role in economic development (30
per cent of menopausal women in the survey are still in the labour force; 18 per cent are
working and 12 per cent are unemployed) and in social and family stability (50 per cent of
menopausal women in the survey live in female headed households and over 40 per cent
consider themselves to be head of their households). Many have had to re-enter the
workforce to support their families. Many support grandchildren (35 per cent of menopausal
women in the survey look after children other than their own, most of ten their
grandchildren). Many reach old age without any access to pensions or financial support (over
70 per cent of the menopausal women in the survey do not have access to an NIS pension).
Older women then have to face difficulties in relation to health, work and social security and
also in facing the ageing process.
129. In the survey there are 52 women who are of menopausal age. For the majority of
women the onset of menopause started between the age of 49 and 55 (70.6%). Just over ten
per cent started menopause between 40 and 48 years of age (11.7%) while less than ten per
cent started after the age of 56 (5.9%).
130. Nearly all of these respondents (94.1%) are aware that after a certain age a woman can
no longer have children and that this is referred to as menopause or more commonly as ‘gone
upstairs’. However, far fewer know why this happens (63.3%).
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131. The onset of menopause does not appear to have been a traumatic experience for
the majority of these women in the survey. Only six sought treatment by going to see a
doctor and only five women said that they were frightened or worried when it happened.
Indeed, over half the women in the survey claimed not to experience any of the following
symptoms of menopause, although significant numbers did. More than 40 per cent of the
women experienced sudden mood changes (42%) or physical weakness at the onset of
menopause (47.1%). Fewer than 40 per cent experienced hot flushes (37.3%) and night
sweats (34%) while fewer than ten per cent of the women experienced problems with bones
breaking easily (6%).
132. Regarding sexual activity 31 women reported that they still have sex while 20 women
indicated that they do not have sex any longer. Only one woman said that she has more sex
since entering menopause.
133. If experiences of menopause are varied then so is the level of knowledge about it. The
majority of women of menopausal age do not know that menopause can be delayed (71.2%)
through hormone replacement therapy (HRT). None of the women were taking HRT or any
other drugs, indicating that the medicalisation of menopause is not an issue among Guyanese
women.
134. In addition, the majority of women do not know how to relieve the hot flushes and other
symptoms of menopause (78%). More specifically, the majority do not know that diet can
affect menopause, i.e., that they should be taking less coffee, tea, and other stimulants (74%);
that hormone replacement can relieve menopause symptoms (58%); or that good sleeping
habits can relieve menopause symptoms (54%). Only half of the women who are
experiencing symptoms, i.e., 12 women, indicated that they are doing something in order to
relieve the symptoms; three women are taking vitamins, five are drinking extra milk, and
four are doing both. No women indicated taking any ‘bush’ remedies for menopausal
symptoms.
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A. METHODOLOGY
1. INTRODUCTION: HOW YOU RESEARCH IS ALSO WHAT YOU RESEARCH1
Social science research can be an important tool for raising awareness of issues as
well as creating a strong foundation from which to argue for resources. But research is also a
slippery tool that, if not properly controlled, can produce misleading findings. The way in
which research is conducted can profoundly influence the results achieved; unsuitable
techniques, as well as the inappropriate use of techniques, can lead to drastically different
findings. This is especially true when the research involves human subjects discussing issues
they may not normally discuss with strangers, such as domestic violence and their
reproductive health. Hence, because of the importance of producing research whose
methodology can be validated (and replicated), this report interrogates our use of both the
techniques i.e., methods, we employed in this research as well as the theories about the
research process i.e., methodologies, from which the former emerge.
We commence by addressing current debates in the social sciences concerning the
standard ‘scientific method’ and the social production of knowledge. The analytical
framework adopted by Red Thread, that of post-colonial feminist research, further
necessitates addressing methodological issues of activist research, the role of agency and
positionality, and the relative merits of quantitative versus qualitative techniques. We
continue by contextualising the research we conducted by briefly outlining Red Thread’s
development practices and its previous work on violence against women and women’s
reproductive health. The remainder of this section describes the research design, including
the formation and training of the Research Team, the training curriculum, the design of the
questionnaires and the processes of data collection and analysis, including the sampling
rationale and sampling procedures. We conclude with an overview of the lessons learned for
replicability.

1

The Red Thread women who have participated in this research are: Chandradai Persaud; Joycelyn Bacchus;
Halima Khan; Shirley Goodman; Joy Marcus; Cora Roberts; Vanessa Ross. Thanks are especially due to Karen
de Souza for her work in co-ordinating the research. Thanks are also due to Andaiye, Sue Frohlick, Janice
Jackson, Rohit Samaroo, Malaika Scott and Alissa Trotz.
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2. METHODOLOGY AND METHODS
In this section we distinguish between and discuss issues pertinent to the methods i.e.,
tools for research, and methodology i.e., theory about the research process, employed in this
research.
A. Methodology
I. What is a Post-colonial Feminist Methodology?
Sprague and Zimmerman (1993: 266) point out that, “[a] basic principle of the
feminist project is that it is more than an intellectual stance: it is a commitment to the
empowerment of women and other oppressed people.” Certainly, the various projects
engaged in by Red Thread are drawn from its commitment to praxis. It is from this
positioning as an organisation which consciously works towards democratic transformation
and empowerment that Red Thread views research with and for women as a necessary
element of any strategy for transforming women’s lives. This is not to argue, however, that
Red Thread is concerned with the kind of empowerment that was focused on in Second
Wave feminism.2 Here, consciousness raising was a primary tool of feminist organising: “As
a process, feminist interpretations [of empowerment] focused on the ‘inputs’, that is,
women’s experiences, and ‘throughputs’, that is, women’s realisations of their own power.
The somewhat deterministic assumption was that the ‘outputs’, or women’s emancipation
through engagement in the women’s movement, would automatically follow” (Peake 1999a:
70). Rather, as the Co-ordinator of Red Thread commented on her thoughts about
empowerment, “My involvement in the empowerment of someone else is to provide the
space to let them do ……whatever” (Peake and Trotz 1999: 192).3
Such a way of thinking denies any essentialist privileging of her own positioning or
the assumption that women’s interests are identical. It is a recognition that, “feminist notions
of empowerment have moved away from the belief of any collective celebration of female
agency” (Peake 1999a: 71). It is in this sense that Red Thread’s feminism can be described as
post-colonial.4 The insistence on recognising differences between women not only admits to
the possibility of many different feminisms (especially in the wake of post-structuralism’s
critique of the feminist unified subject of ‘woman’(see Section 2B) but also denies any
centring of feminist praxis in the North. Indeed, one of the most stringent critiques of
Western feminism has come from post-colonial feminists who have highlighted its
ethnocentrism and its assumptions regarding Southern women’s agency (or lack of it) (see
Mohanty 1991).
2

Second Wave feminism refers to the resurgence of feminist activity that took place in the USA and Great
Britain at the end of the 1960s. It was termed Second Wave to distinguish it from the late nineteenth-early
twentieth century feminist struggles for the vote for women.
3
Indeed, the desire for personal and social transformation among the women in Red Thread is variable. Some
women have taken concrete actions to change their personal circumstances, including leaving violent
relationships. Others have participated in numerous feminist activities.
4
“Postcoloniality and post-colonialism refer, respectively, to the historical condition of living in a time after
colonialism and to theoretical positions which draw on experiences of this condition, influenced by poststructuralism” (Robinson 1999: 208).
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What are the implications of a post-colonial feminist stance for research
methodology? Defining a feminist post-colonial methodology requires an imaginary which
allows for the fragmentary nature of identities as well as the situated and partial nature of all
knowledges (see again Section 2B). However, while there is agreement that there cannot be
any one feminist methodology, there is also agreement on certain goals of any feminist
methodology. DeVault recognizes three:
“1. Feminists seek a methodology that will do the work of ‘excavation’, shifting the
focus of standard practice from men’s concerns in order to reveal the locations and
perspective of (all) women;
2. Feminists seek a science that minimizes harm and control in the research process;
3. Feminists seek a methodology that will support research of value to women,
leading to social change or action beneficial to women “(1996: 32-33).
A number of features further define the methodology employed here as belonging to a
post-colonial feminist project:
1. It is committed to producing alternative discourses and subjectivities. As Gibson-Graham
(1994: 215) claims, “There is no prior reality or unified identity to gain access to or to be
created by research from which we can launch a programme of change. There are,
however, existing discourses that position subjects in relations of empowerment and
disempowerment. The ways in which theory and research interact with these discourses
have concrete political effects”. The project is, for example, helping to break down the
unequal power relations between researcher and researched. This is not to naively assume
that inequalities will be dispensed with – the notion of non-exploitative relations is a
utopian one - but rather that partial connections can be made. The research on domestic
violence and reproductive health, moreover, is only one step in the ongoing process of
Red Thread’s engagement in political praxis i.e., it is investigating dimensions of
women’s subordination within an overarching framework in which explicit attempts are
continuously made to change the relations of inequality within which women are located.
2. It is collaborative research between the Consultant and the Research Team members in
the sense that it does not attempt to place the researchers outside the frame of inquiry.
Feminists have argued that theory develops (partially) from experience hence researchers
should not attempt to separate themselves from the social relations in which knowledge is
produced (Christie 1999: 188). Many of the Red Thread members have experienced
domestic violence, for example, as well as having a variety of reproductive health
concerns, and these are talked about freely within the group and to others. This discussion
not only blurs the boundaries between researchers and research subjects but also aids the
development of the research questions and research design. It also allows women in Red
Thread to research their own conditions of existence as gendered subjects.
3. It is accountable, not only to the funders, but to the community of women in Red Thread.
Being part of a community is essential, as we discuss in the following section, for the
production of situated knowledges of the kind to which Red Thread is contributing
(Haraway 1988). Hence, Red Thread anticipates this report can be used to aid the
replication of this research methodology throughout the region and that action can be
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taken to address the issues we identify in relation to domestic violence and women’s
reproductive health.
4. Finally, it is a call for grounded intersubjectivity instead of abstract notions of objectivity,
that is, it is a call for action based on the situated and embodied knowledge claims of
Guyanese women. Such knowledge claims, as opposed to those of so-called experts, are
necessary for democratic procedures for the production of knowledge, or for what has
been referred to as, “sustaining the possibility of webs of connection called solidarity in
politics and shared conversations in epistemology” (Haraway 1988, in McDowell and
Sharp 1997: 60).
The section below discusses these features in detail.
II. Scientific Method versus Situated Knowledges
“All knowledge is situated knowledge, necessarily and always partial” (Haraway 1991).
The above quotation epitomises what is at the heart of a feminist critique of the
scientific method, the mode of knowledge production that has dominated in the Western
world in the twentieth century. The scientific method is based on the philosophy of
positivism.5 Its method is that of logico-deductionism, based on hypothesis testing; science
proceeds by formally constructing theories, testing these against empirical reality and
developing laws. Hence, knowledge produced (supposedly) takes on the status of universal
truths and is perceived as pure, technical, rational and free of social bias and responsibility.
One important assumption in the production of scientific knowledge is that of objectivity i.e.,
it is assumed that individuals have the ability to remain wholly detached from the object of
study as well as being able to transcend their social positioning in the world. But feminists
claim objectivity is highly gendered (and racialised); the autonomous self is itself a
masculinist concept developed by male philosophers who have not been in the position of
having responsibility for others. Feminists have argued that there is no universal knowledge
but that all knowledge production is an always already political process (Gibson-Graham
1994). In other words, the scientific method is a social construction itself.
Two of the most influential feminists working on critiques of the scientific method
are Sandra Harding and Donna Haraway. Sandra Harding (1986) draws on what has been
referred to as “Standpoint Theory”. This claims that men’s dominant position in social life
led to perverse or partial understandings whereas women, who were subjugated, had the
possibility therefore of providing more complete, less perverse understandings of the world.
Because the viewpoints of the subordinated are less attached to positions of domination, she
claims they offer a greater objectivity. She argues it is a commitment to, “anti-authoritarian,
anti-elitist, participatory and emancipatory values and projects that increase the objectivity of
science” (Harding 1986: 27). Standpoint theory has been critiqued for its failure to
distinguish between different groups of women and to recognize their positionality in relation
to class, race, religion, age, etc. Moreover, as Haraway (1988: 584) has pointed out, the

5

Positivism is a philosophy of science developed by a group of philosophers working in the 1820s and 1830s,
the most influential of whom was Auguste Comte.
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standpoints of the subjugated are not ‘innocent’ positions”. They too, like those of male
scientists, need to be contextualised; there is no one standpoint of the subjugated.
Haraway has pointed instead to the impossibility of the disembodied gaze of the male
scientist who situates himself outside of what he is seeing. This is not necessarily to argue for
the demise of science but rather to support a science that is inclusive and that includes the
viewpoints of the subjugated. She argues for a critical feminist objectivity of ‘situated and
embodied knowledge’. This is a form of epistemology grounded in the social, relational and
contextual underpinnings of all knowledge production (Sparke 1999: 253). In other words, all
knowledge comes from somewhere and from somebody. It is not universalistic and
transcendent but partial and located. Hence, Haraway claims feminist objectivity is, “about
limited location and situated knowledge, not about transcendence and splitting of subject and
object. It allows us to become answerable for what we learn how to see” (Haraway 1988, in
McDowell and Sharp 1997: 59). Thus feminist constructions of knowledge are characterised
by knowledge which can construct, “worlds less organised by axes of domination” (Haraway,
in McDowell and Sharp 1997: 60).
III. Working with Red Thread: Activist Research
Attempts to ‘construct worlds less organised by axes of domination’ will not arise
solely out of thought, but rather through praxis. As noted elsewhere, “All feminist political
discourses arise out of praxis, that is from the dialectical relation between thoughts and
actions: as Nancy Fraser (1989: 6) so succinctly puts it, ‘you can’t get a politics straight out
of epistemology’” (Peake 1999b: 203). This project can thus be viewed as activist research
in that it is an attempt to challenge the divide between research as an academic practice and
feminist politics. By taking research procedures from the academy into women’s
organisations it is attempting to close the gap that exists between the literary practices of
academic research, such as writing for publication and giving conference presentations, and
political work on the ground, such as counselling and accompanying women to court.
Research can then be a conduit for the production of alternative discourses that involve not
only academic writing but that can enter into circulation in a public realm. In other words, it
is research that moves beyond, “a purely literary discursive intervention into representations
of women” (Gibson-Graham 1994: 216). Furthermore, in producing materials from this
research to be disseminated throughout communities we consider the literary outcomes of
this research to also be instruments for change.
Red Thread has designed this project working together from our various shared
subject positions as women who have been abused, community activists, mothers, friends,
feminists, facilitators and advocates. This is not to deny, however, that within each of us and
within the group as a whole there were differences and divisions. The group is forged on the
basis of counter-narratives; there were no attempts to enter into consciousness raising or to
assume unity on all issues. Rather there is a recognition of the relations of dominance and
subordination that bind us together and attempts to work through them.6

Red Thread’s capacity for organising with women cross differences has already been documented (see Peake
and Trotz 1999).
6
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Neither is this project activist research in the sense of an assumption underlying the
research that there is a hidden reality that can be revealed or that there is an already made
feminist consciousness from which later interventions can be made, but rather it is a means of
developing a ‘conversation’, a discursive space in which disparate groups can come together
and new subjectivities can be made. Following Gibson-Graham (1994: 223), Red Thread
espouses the view that, “In an overdetermined world conversations are
interventions/actions/changes in and of themselves, no matter whether they do or do not also
give rise to further planned interventions”.
IV. Positionality
Cross-cultural research is replete with opportunities for misunderstandings and
misrepresentations. For example, many academic consultants working on development issues
are middle-class white women who may hold certain assumptions about “Third World”
women. As Norma Proffit (1994:113), a white Canadian social worker, working with
women’s organisations in Central America, explains, “My preconceived ideas and erroneous
beliefs that I possessed some superior knowledge about poor women’s reality and promoted
the ‘right’ way of understanding the systematic violence we suffer as women, assigning poor
women more of a victim status, can only stem from a position of power and privilege. Any
interaction between academic consultants and women’s groups, such as Red Thread, requires
an awareness and accountability of positioning, of the outsider-insider relationship, and of
the power differential inherent in the role of white women, academics, the educated, North –
South linkages etc. Without an explicit awareness of such positioning there is the possibility
of perpetuating oppressive discourses and imposing white feminist agendas onto other
women’s agendas.
How then to frame the methodology so that the Consultant does not ‘direct’ the
project in her own direction? Attempts to grapple with positionality were taken by using
regular discussions within Red Thread and with individual members of the Consultative
Group. In this sense the Consultant was less an executor than a facilitator.
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B. Methods: Quantitative versus Qualitative Approaches
In this section we explore the debate between quantitative and qualitative approaches
in social science research.
Feminists have commonly advocated qualitative research methods such as in-depth
interviews and in some cases, ethnographies and participant observation, on the grounds that
these methodologies are less exploitative of the women being researched: “it is often argued
that qualitative, detailed, small scale and case study work is ideally suited to women studying
women. It is assumed that such a methodological approach draws on women’s (purported)
abilities to listen, to empathise, and to validate personal experiences as part of the research
process” (McDowell 1992: 419). Qualitative research, it is assumed, can also better
document power relations and open up the social construction of knowledge and
understandings of how to transform power relations; it gives us access to individual women
and women’s voices, so often silenced in masculinist research (Lawson 1995). However,
while it is the case that quantitative techniques are not particularly useful, for example, for
understanding questions concerned with subjectivity or identity, they do have their uses.
Feminist social scientists, as Lawson (1995) reminds us, with their concerns for
breaking down dualisms (in order to expose the process of othering that reinforces power
relations such as male/female, objective/subjective, scientific/unscientific,
rational/emotional), have tended to reproduce the quantitative/ qualitative divide. The
emphasis on the differences between these two sides of the divide has served to obscure their
similarities. For example, “quantitative methods rely on considerable subjective
interpretation, and qualitative methods necessarily entail considerable objectification
(Lawson 1995: 451).
Moreover, the coupling of quantitative techniques with masculinist science and of
qualitative techniques with feminist research is neither necessary nor inevitable. This
viewpoint can only be accepted at the risk of conflating particular methodologies i.e.,
techniques for collecting information, with particular epistemologies i.e., with a theory of
what can be known. As noted above, feminists have discarded objectivist, value-neutral
epistemological positions, but they do not therefore have to discard techniques of inquiry
usually associated with them. Lawson (1995) examines the uncoupling of quantitative
techniques from masculinist versions of science in ways that are consistent with post-colonial
feminist research. She does so by examining the role of counting in revealing the operation of
power relations.7 Indeed, quantitative techniques can be powerful tools for identifying the
operation of processes of oppression and difference.8
7

Counting is defined as “…the process of quantification (establishing categories and counting numbers of cases
within those categories), as well as the broad range of quantitative analytical techniques employed….” (Lawson
19995: 450).
8
Worldwide the best estimates of violence against women are that:
One in four women suffer domestic violence;
One in four women suffer rape and attempted rape;
One in four girls are subject to some form of intimate intrusion in childhood;
One in four women are usually harassed at work or in public spaces (British Council 1999). The quotation
above (that we use in the introduction to our study on domestic violence) illustrates well how descriptive
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Research that aims to inform and shape policy responses needs to be based on
principles of replicability and extrapolation. If we want to be able to say “x out of y women
experience domestic violence “ then we must have a method that allows us to say this with
confidence. As Sprague and Zimmerman (1993: 66) contend: “Arguments for broad change
must demonstrate the pervasiveness as well as the seriousness of a problem. Convincing
policy proposals are based on identifiable analysis, an explanation of causes and
consequences, and often on comparative research….It is difficult to see how women can
empower themselves without access to quantified information”. Moreover, while there is a
divide between those who do quantitative research and those who do not, there is a larger
divide between those who do not and those who cannot. To reduce this divide, it is
imperative that all Third World women who want it, be given access to skills that help them
analyse quantitative data, so that they can decide for themselves whether such knowledge is
useful to them. A desire to refrain from using ‘scientific’ methods can only be taken from a
condition of ignorance of the priorities of ‘Third World women’ and of the types of research
methodologies that predominate in Third World countries. The avenues open to obtain
funding to do research in the Third World are dominated by institutional agencies of
international organisations such as the United Nations and the Inter-American Bank for
Development (IDB). Development projects are concerned with accountability and the ability
to measure results, which require quantitative research. The emphasis on quantifiable results
is emphasised by Ford-Smith (1997: 227):
“Although the policies of development agencies vary widely, in general, those
funding the activities of NGOs involved with women can be said to have three
criteria: a) the production of a multiplier effect; b) a direct influence on a grassroots
target group; c) the achievement of some kind of measurable ‘improvement’ in a
given situation in relation to a particular problem (usually determined by the donor
agency).”
Two other problems of quantitative analysis remain for any post-colonial feminist
methodological research project. First, is the conceptualisation of the category “woman”.
Post-structuralist theory has opened up for debate the saliency of the category of woman as
an analytical category. The subject women has been replaced by, “ a notion of decentred,
partial and fractured identities” (McDowell 1993: 310). In other words, we need to
problematise our notions of gender. Rather than centralising gender as the way of
understanding women’s experiences, we need to theorise gender as only one of the multiple
dimensions of difference that shape women’s and men’s experiences. As we move away
from a notion of the unitary subject we need to theorise which differences are significant in
relation to the construction of difference in any particular research project. In this case,
racialised ethnicity and social class were deemed to be the other dimensions which would
highlight differences between women in their experiences and knowledge of domestic

statistics can represent unequal power relations and women’s oppression. Also note the International Women
Work Network for excellent examples of quantitative research being harnessed in women’s interests.
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violence and reproductive health.9 In other contexts it may not always be possible, however,
to determine beforehand which other differences are significant.
Second, is that categorisation fixes what in fact are processes – such as class, gender,
ethnicity etc (Lawson 1995). Hence, we need to be wary of the ways in which we are using
quantitative techniques. We use them here to describe power relations; to illustrate the results
of the exercise of power; and to reveal patterns. Moreover, as Lawson contends, “[c]ounting
can only be descriptive of carefully contextualised relations” (Lawson 1995: 454). Hence our
concern is to use counting in a context that is well known and understood, historically and
geographically. We interweave counting with a contextualised understanding of the gendered
power relations that operate in Indo-Guyanese and Afro-Guyanese communities in the capital
city of Georgetown. Our understanding is based not only on the data from the open–ended
questions in our questionnaires but also from our own experiences of living in Guyana and
from previous research conducted by Red Thread, research which has combined counting
with detailed, in-depth qualitative interviews (see, for example, Peake and Trotz 1999; Trotz
and Peake 1999).

9

See Peake and Trotz (1999) for an account of how a quantitative approach has been used to help identify the
construction of gendered, racialised and classed identities of Indo-Guyanese and Afro-Guyanese women and
how they are constituted in different ways in different places.
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3. THE DEVELOPMENT PRACTICES OF RED THREAD INCLUDING ITS WORK
ON VIOLENCE AGAINST WOMEN AND WOMEN’S REPRODUCTIVE HEALTH
In this section (taken from Peake and Trotz 1999: 181-184) we outline the emergence of
Red Thread and its activities.
“Red Thread emerged in 1986, taking the political vacuum of the early 1980s as its point
of departure. Its task was one of establishing a viable cultural politics of difference, helping in
small ways to reconstruct the fragmented civil society that had been turned against itself by the
dictatorship of the People’s National Congress (PNC). Unlike other women’s political
organisations at the time it denied the essentialist privileging of the party and its (male)
intellectuals, crossing classed and racialised ethnic divides to create gendered political subjects
outside the logic of a fixed identity. Given the increasing level of poverty throughout the 1980s
the initial needs Red Thread identified were economic ones. Adopting what appeared to be
traditional Women in Development (WID) initiatives and focusing on income generation, it
organised short-term projects in four communities, both Afro-Guyanese and Indo-Guyanese
(Peacocke 1995). Red Thread chose embroidery, a skill that many women possessed even if only
in a rudimentary form, as an organising tool. But its work went far beyond WID objectives of
establishing projects to generate income,
As women, we understood that the absence of democracy at the household level was a
more pressing matter for the majority of women than the absence of democracy in
national politics...Our decision was therefore to... begin the process of getting them to
understand the value of their labour; to facilitate contact, work and exchange with women
in other communities; and to develop modes of communication and education which
would allow women without formal education to learn, as well as to teach others; and to
facilitate working and learning experiences which were not subservient (Harris 1995: 3839).
In its efforts to democratise development practices Red Thread was also creating a new
discourse, one in which politicising cultural practices, reclaiming forms of representation and
bringing them within its own control, was critical:
It was something new for rural women, embroidery being traditionally the skill of the
genteel urban, middle-class ladies, not the rural poor in Guyana. The lilacs, the forgetme-nots, ladies with parasols and ringlets, the pussy cats and puppy dogs of the ‘women
and home’ magazine patterns would be finally dislodged; local flora and fauna, Indian
and Amerindian, Hindu and Muslim images would provide the basis and ideas for new
designs. Embroidery could be a cultural and educational tool...Embroidery was not just
about ‘income generation’, it was even more, or at least equally, about consciousness
raising and about valuing women’s work (Harris, quoted in Peacocke 1995: 10).
Within a few years Red Thread had established embroidery groups in a number of
communities, with a small retail outlet in Georgetown for its sales. Following the initial success
of the embroidery groups, it proceeded to diversify its income-generating projects. Recognising
the short supply and exorbitantly high prices of school exercise books it embarked on a project to
produce these itself, moving on to community-based production and sale of low-cost primary
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education textbooks which led to the acquisition, in 1990, of a printing press. Throughout the
1990s the press and a desktop publishing house have provided the bulk of Red Thread’s income;
operating on a commercial basis they also publish educational and cultural material on a nonprofit basis. Working through an internationally funded micro-credit scheme, Red Thread has
also been involved in providing credit to women who wish to establish their own businesses, as
well as (since 1991) running a laundry in Linden. Although all these projects (bar the laundry)
have been successful in generating (various amounts of) income, Red Thread measures its degree
of success not in terms of the amount of income generated but in the women participants’
commitment to take-over and run these projects themselves (Karen de Souza 1996).
In the early 1990s, Red Thread began to focus less on income generation than on efforts
to change social consciousness through community education. While still engaged in embroidery
a Group Building Team was formed which included an appointed woman from each of the
communities in which Red Thread was working. Meetings of the team focused on skill
development in chairing meetings, sorting out methods for organising their work and breaking
down barriers between women from the different communities (Radzik 1992). These meetings
led to the recognition of the need to take women out of their racially segregated communities and
an Education Team was formed which brought together, on an almost daily basis, IndoGuyanese and Afro-Guyanese women from communities outside Georgetown.
The Education Team has received in-house training as well as training from the Jamaican
Sistren Theatre Collective, in popular education methods. It has conducted hundreds of
community workshops based on issues such as women’s work, child abuse, family survival,
community development, women’s legal rights, sexual harassment, literacy and violence against
women. It has also organised workshops promoting leadership formation and skill transfer. It has
been contracted to do similar work for multilateral agencies, as well as being employed to
conduct the community education components of water-delivery and construction projects in the
interior. One of its latest projects focused on the production of a series of short television videos
on child abuse.
The most recent addition to Red Thread in the field of education is the Research
Team. Within Guyana there is a paucity of reliable research from which to draw on. It was a
recognition of the need for dependable research that Red Thread decided to form its own
Research Team. Started in 1993, the team’s aim was to equip women with the necessary
skills to participate in conducting the research undertaken by Dr. Linda Peake in her work on
gendered development practices (see Peake and Trotz 1999). Initially the women spent three
weeks learning about research methodologies, social survey design, questionnaire
construction and interviewing techniques. In the following ten-week period they successfully
completed the survey as well as in-depth interviews which they then transcribed. It was after
this experience that the women decided to form a permanent research team; it remains the
only grassroots women’s group in the country to conduct research. They have since received
five more training sessions on research methodologies for which they secured funding from
Linda Peake and the Canadian High Commission in Guyana.”
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Red Thread has been employed since on a number of different projects as survey
interviewers for independent researchers, and for Guyanese and international organisations
(see Table A.3.1)
Table A.3.1 Research Projects Engaged in by Red Thread Research Team
Year

Type of Project/
Employer

1993

Dr. Linda Peake
(survey on women and poverty)
Region 4 Democratic Council
(survey of youth)

Activities

Degree of
Autonomy
(Publications)
Training in social science
High
research methods; interviewing,(Peake and Trotz
including in-depth interviews 1999)
Interviewing; designing
Medium
questionnaire; training youth
interviewers
Interviewing
None

1994

Dr. Mark Pelling
(survey on environmental
issues)

1995

University of Guyana (survey on Interviewing
sugar estate employees)
Dr. Kamala Kempadoo
Design of in-depth interviews;
(Caribbean-wide study of sex
interviews
workers)

None

IDB(study on domestic violence
and women’s reproductive
health)
Commonwealth Foundation
NGOs and Civil Society
(study on civil society)
Ministry of Housing/
Consultancy (study on
low-income housing)
DFID, UK (study on water use)
Dr. Mark Pelling
(environmental survey)

Project design; questionnaire
design; interviewing

High

Project design; interviewing

High
(Red Thread
1999a)
Medium

1997

1998

1999

Questionnaire design;
interviewing
Focus groups
Interviewing

High
(Red Thread
1999b)

Medium
None

“Through their work in the Education Team, members came to speak out about needs
they were initially reluctant to voice. As a consequence, Red Thread started a Health Team in
1991 and after an initial focus on women’s health expanded into community health issues. The
Health Team received training from Dr. Nesha Haniff, another non-resident Red Thread
associate member. Red Thread also took up the theme of domestic violence in the 1990s (see
below).
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In addition Red Thread’s recognition of the links between women’s struggles and those
of other marginalised groups, has also led to its involvement with Amerindian groups and
environmental issues. Amerindian women are the ‘poorest of the poor’ in Guyana, but their
predicament received little attention, until the 1990s, from either indigenous NGOs or
multilateral organisations. While working with Amerindian women is not yet a central plank of
Red Thread’s activities it has been involved in sustainable development projects, providing
support for indigenous skills, conservation techniques and natural resources management.
Working with coastal Arawak women in St. Cuthberts’ Mission, Red Thread established a
project to grow alternative grasses to nibbi, the grass traditionally used to make furniture and
baskets, supplies of which are rapidly being depleted. Concern with the environment has also led
to joining demonstrations against the Canadian-owned gold mining company, Omai, which was
responsible in 1995 for a major cyanide spill. Environmental projects run by women’s groups are
virtually non-existent in the Caribbean (Dow 1997), and in this respect Red Thread’s
involvement is more indicative of its international links – with the Women’s Environment and
Development Organisation (WEDO) – than of any dialogue among women’s groups in the
region.
Red Thread also works at times with other Guyanese organisations with whom it shares
common concerns, such as Help and Shelter and Women Across Difference, and the women’s
organisations attached to the two major political parties i.e., the National Congress of Women
and the Women’s Progressive Organisation. In the last few years some members of Red Thread
have been involved in helping to establish the NGO Women Across Difference which is
attempting to organise across race and class.
All of these activities have allowed Red Thread to become a place where women can
access social networks, practical help and analytical skills, providing the opportunity for
reflection and assessment of what has been naturalised and taken for granted. Table A.3.2
summarises the group's current aims”.
Table A.3.2 The Aims of Red Thread
* Supporting Guyanese women and communities in empowering themselves;
* Building the unity of Guyanese women across race;
* Advocating for the rights of Guyanese women, bearing in mind the particular situations of the
poorest women, including Amerindian women, women with disabilities, single
mothers/grandmothers;
* Building Red Thread's capacity to sustain itself.
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A. Red Thread’s Work on Domestic Violence
As in other Caribbean and Latin American countries, and in other world regions in
the early 1990s, domestic violence emerged as probably the most important item on the
agenda of many women’s organisations (Moser with Peake 1996; Nelson 1996). Violence
against women is now seen as a global issue (Bunch 1990) and violence has been focused
upon both as a violation to women’s human rights (Anon 1991) and as an obstacle to
women’s participation in development (Proffit 1994).
Within Red Thread, as women became more at ease in talking about themselves and
came to know each other the topic of domestic violence came up time and time again; it was
an issue with which all of the women were familiar. Recognising the need to challenge the
culture of silence around women’s bodies, and along with a group of concerned women,
some Red Thread members have been active supporters of the recently established Help and
Shelter, a counselling service for battered women, transforming an issue primarily defined as
private into one having a public and political status. Indeed, public education about situating
domestic violence in relations of dominance and subordination has been an important
element of Red Thread’s work on domestic violence.
In 1993 it produced a popular radio series on domestic violence from which it
developed the script for a play called ‘Everybody’s Business’. It secured funding to perform
the play in various communities along the coast and in 1996 it produced a sequel for another
radio series. One result has been a flood of enquiries from parents and individual women
whom it has helped to file petitions in court over sexual harassment, rape and domestic
violence. Counselling and intervention with criminal justice, health and social agencies, such
as accompanying women to court, is a regular activity for Red Thread women. In 1997 it was
responsible for designing and producing for popular dissemination a household guide to the
Domestic Violence Act. It has also participated in numerous public demonstrations against
violence against women. In 1998 it secured funding to produce a number of videos
addressing the topic of violence against women and children and these have been shown on
local television channels.
Also in 1998 it was involved in this research project on domestic violence. A
questionnaire survey was conducted in Greater Georgetown of approximately 360 women.
The survey approximated a random design and took the form of a multi-level cluster survey.
(A simple random sample could not be conducted given the absence of any current sampling
frame for the city). Information was also collected from various organisations and groups that
have a concern with domestic violence e.g. Guyana Responsible Parenthood Association,
Help and Shelter, the Genesis Home for Women, social workers and lawyers.
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B. Red Thread’s Work on Women’s Reproductive Health
In 1991 Red Thread started a Health Team. It received training from Dr. Nesha
Haniff, a Red Thread resource person. Since this time it has conducted hundreds of
workshops in schools and communities on women’s and girls reproductive health both on the
coast and in the interior.
Red Thread has also conducted previous research on women’s reproductive health. In
1994 a questionnaire survey on women's reproductive health was conducted in three
locations (Linden, Berbice, and West Coast Demerara) which were familiar to the members
of the Research Team. These areas, given their ethnic composition ensured coverage of
women from the two largest ethnic groups in the country, namely Indo-Guyanese and AfroGuyanese. In each location a sample of women was chosen and stratified according to stage
of life cycle i.e., teenage women; women of child-bearing age; and menopausal women.
Approximately 160 women were interviewed (n=52 in each place).10 This was followed in
1996 by a series of in-depth interviews of the same women in the survey to further add to the
information already collected.11
The research for this project involved a questionnaire survey on women's
reproductive health which was conducted in Georgetown. One hundred and sixty-five women
were randomly chosen for inclusion in the multi-level cluster survey. The 165 women
represented three groups of women: teenagers; women of child-bearing age over the age of
nineteen; and women of menopausal age.

10

A sub-sample size of 50 is commonly regarded as necessary before a sample will start to approximate the
population distribution from which it is derived.
11
Both of these studies were conducted with the help of a graduate student from Canada.
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4. DESIGNING THE RESEARCH PROJECT
Divided into three phases, the section below outlines in detail the activities involved
in preparing for the fieldwork, the training received by the Research Team and the rationale
underlying the collection of data as well as the procedures employed in the collection of the
data. The actual timetable for these various elements differed somewhat from the original
timetable, most frequently for reasons beyond the control of the Research Team.12 However,
there are some salutary lessons to be learned for future research activities from the resulting
disjunctures and these are outlined in Section Five.
A. Phase One: Project Preparation
The project preparation period took just over one month to complete.
I. Formation of Research Team
In May 1998 a total of eight women from Red Thread were chosen to form the
Research Team for this project. The women chosen were all long term members of Red
Thread who were currently working with Red Thread but not employed on any other project
and who wished to be involved in the research project. All the women were well known to
one another and everyone was aware of each other’s strengths and weaknesses. In keeping
with Red Thread’s philosophy of not maintaining a focus merely on women in Georgetown,
members of the Research Team come from various settlements along the coast as well as
Linden as Table A.4.1 shows.
This relatively small number of women allowed quality control of an individual’s
work to be maintained while also providing a sufficient number to ensure the work could be
completed on schedule. While all the women have participated in a variety of Red Thread
activities, all bar one had no previous experience of doing research. In addition to the
Consultant, the Red Thread co-ordinator, Karen de Souza, worked alongside the Research
Team. The Research Team comprises the women listed in Table A.4.1.
II. Formation of Consultative Team
The Consultative Team, all of whom are based in Georgetown, have acted as an
advisory body to the Research Team. Its members have been contacted individually on their
areas of expertise to ensure the greatest efficacy of outcomes. However, the original intention
of consulting the Team as a group proved harder to put into practice than envisaged. This
was due to two reasons:

12

For details see Reports One and Two, prepared during the research process.
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Table A.4.1 The Red Thread Research Team Members
Location

Red Thread Member Ethnicity*

Age

Formal Education

West Coast
Demerara

Halima Khan
Daywattie Lilman **

IG
IG

37
38

Primary
Primary

Berbice

Chandradai Persaud
Vanessa Ross

IG
Mixed

37
48

some Secondary
Primary

Georgetown

Shirley Goodman

AG

48

Primary

Linden

Cora Belle
Joycelyn Bacchus
Joy Marcus

AG
AG
AG

48
25
25

Primary
some Secondary
some Secondary

* IG refers to Indo-Guyanese, AG to Afro-Guyanese and Mixed a union of the two.
** Daywattie had to leave the team before the research was finished on account of an accident she suffered. She
was also the only woman who had previously participated in the Red Thread Research Team.

1. Finding times when everyone could meet also proved extremely difficult. The
team’s members comprised busy professionals, some of whom are independent
consultants. Some were already acting in an advisory capacity on other projects and very
few were able to turn their attention to yet another (unpaid) request for their time.
2. Political disturbances in January 1998 and further public demonstrations in the following
months left members of the Team busy dealing with the difficulties of trying to organise
their own work in a climate of strong uncertainty, which resulted in many cases in
additional activities giving them even less time to devote to this project. Hence, in May
and June1998 it proved impossible to find a time when all members of the group could
meet. Members were consulted individually, however, (by phone, e-mail and in person)
and have been given written and verbal updates on the status of the research. Table A.4.2
lists the members of the Team13. This added not only to the amount of co-ordination
required but also to the time spent on this activity.
III. Development of Training Curriculum and Materials
Training materials in social science research were devised in the first two weeks. It
was only possible to produce these materials in such a short time period because the
Consultant was familiar with the level of ability of the women in the Research Team; had
previously conducted research training with other Red Thread members; was familiar with
the various data bases available in the country; and had previous experience teaching social
science methodology at university level.

A member of the Women’s Studies Unit at the University of Guyana was also invited to join but no member
responded.
13
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Table A.4.2

The Consultative Team Members

Consultative Team: Members and Organisations
Non Governmental Organisations
Andaiye
Red Thread
Dr. Janice Jackson
CAFRA (Caribbean Association for Feminist Research and Action)
The Guyana branch of a regional feminist NGO engaged in research, lobbying and
networking.
Ms. Ameena Gafoor
WAD (Women Across Difference)
A national, fledgling organisation which aims to bring women and women’s organisations
together across religious, political and racial barriers.
Mr. Vidya Kissoon
Help and Shelter
An NGO that provides counseling to battered women. It is also in the process of providing
accommodation to battered women and children.
Professional Organisations
Ms. Christine King
GAPSW (Guyanese Association of Professional Social Workers)
This organisation is engaged in research and educational work around social issues such as
effective parenting and family violence.
Mr. Frederick Cox
GRPA (Guyana Responsible Parenthood Association)
This organisation conducts educational work in schools and communities on topics such as
AIDS, STDs and teenage pregnancy.
Government Organisations
Ms. Magda Pollard
NCW (National Commission of Women)
This recently established body brings together women from political parties, trades unions to
advise the Minister on policy issues relating to women.
Ms. Hazel Halley
WAB (Women’s Affairs Bureau)
This long established agency is engaged in gender programmes and policies across
government ministries.
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IV. Research Priority Preparatory Workshops
Only one of the two proposed workshops was held (once again, it proved impossible
to set a date when members of the Consultative Team could all be present). The first
workshop, with members of the Research Team was held at the end of June 1998 when they
had had sufficient training in research techniques to allow them to meaningfully engage in a
set of decisions about the design of the research projects on violence against women and
women’s reproductive health. This meeting was open to all members of Red Thread, many of
whom attended, and was held on Red Thread premises at 173 Charlotte Street in
Georgetown. Members of the Consultative Team were also apprised of the decisions taken
and were asked for their input.
The following issues were determined at the workshop:
(i)
the research methods to be employed in the collection of data on domestic violence
and women’s reproductive health;
(ii)
criteria for the selection of respondents as well as the locations of the surveys;
(iii) the timetable for data collection and analysis;
(iv)
procedures for the dissemination of results.
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B. Phase Two: Training of the Research Team
I. Training of the Research Team in Research Techniques and Basic Skills.
The months of May and June, 1998 were spent training the members of the Research
Team in research techniques and basic skills in literacy and computing.14 While the
Consultant was producing the training materials, Karen de Souza was responsible for training
the Research Team members in basic computer and literacy skills. The team members
received one week of training in each of these areas.
a) Computer training was an integral element of the research training. Not only were
members of the Research Team trained in basic computer skills (the majority had never used
a computer before) but were also introduced to various software programmes such as
Windows and Word. Although this training occupied a specific week in May 1998 it has
been an on-going aspect of skill development throughout 1998 and 1999 with training
sessions, usually one on one, being supervised by Karen de Souza, the Red Thread Coordinator. As some women began to show a greater ability to develop computing skills they
were then charged with teaching other team members how to use a computer.
b) A further element of the research training was that of basic literacy skills. Although the
range of writing and reading skills varies greatly among team members all benefited from
rigorous attention to their skills in these areas. Attention was also paid in these sessions to
investigating ways in which to present information to a population that has a high rate of
functional illiteracy as well as ways to present the same information to policy makers and
other interested bodies who would expect to read a scholarly report.15 As with the computer
skills, the team members have continued to receive literacy training, on a one to one basis,
throughout the research period.
For the remainder of May and June 1998 training focused on an introduction to
concepts and skills in social science research. This included an introduction to research
methodologies including participant observation, experiments, archival research, survey
research and secondary research. Attention focused particularly on the latter two. In terms of
secondary sources we examined the 1992 Living Standards Measurement Survey, the 1992
Household Income and Expenditure Survey and the Interim report for the 1991 census (the
census was not finally published until late in 1998 and was thus unavailable during the
training period). Survey research training included learning about survey design, random and
14

While this stage should have focused solely on the preparation of training materials that were to be used for
the training of Red Thread and other individuals and organsiations it was decided by the Consultant and Red
Thread to spend less time on preparing materials to train others and to focus also on the techniques that the
Team members needed to know before the research could be conducted. The reasoning behind this was that the
Consultant was due to leave Guyana in late August and it was therefore imperative that members of the
Research Team had commenced the survey research before she left to ensure that this stage was fully
operationalised.
15
Although official publications state Guyana’s literacy rate is very high, approximately 97 per cent, and on a
par with levels in advanced industrialised countries this is patently not the case. Functional levels of numeracy
and literacy are alarmingly low, especially when it is taken into consideration that it is the younger generations
who are lacking in these skills. See the Jennings (1998) report.
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non-random sampling, questionnaire construction, in-depth interviews and interview
techniques. Training was also given in transcribing interviews, coding of questionnaires,
transferring data from questionnaires to coding sheets and transferring data from coding
sheets into the SPSSx software programme. During this stage the Research Team members
were attending every day for a full day over a period of six weeks.
II. The Questionnaires
In July it was necessary to prepare materials for the chosen methodology of survey
research. This effectively meant designing and printing questionnaires for both the surveys
on domestic violence and reproductive health. Both questionnaires were made available to
various members of the Consultative Team and Red Thread and a number of members gave
constructive comments on how to improve the final draft. Andaiye of Red Thread and Dr.
Janice Jackson, for example, gave extremely detailed comments that were very useful.
The women in the Research Team gained valuable interviewing experience by
practicing on each other and with other members of Red Thread. Time was spent ensuring
that the women could interview in a way that could inspire trust. This involved them being
very familiar with the questionnaire so that awkward silences did not disrupt the flow of
conversation. No member of the Team was allowed to go beyond this stage to conduct survey
interviews until both the consultant and Karen de Souza considered that she had the ability to
do so. Although this involved considerable time of both the Consultant and Ms. de Souza it
was only through such intensive ‘quality control’ measures that an acceptable level of
proficiency could be assured. When sufficient interviews had been conducted to ensure that
all Team members had acquired a high level of expertise they were further tested through the
use of small pilot surveys of ten women each.
During this time we also finalised the survey design and the areas to be sampled
(outlined below).
Domestic Violence Questionnaire (See Appendix A)
As Red Thread was aware that the Caribbean Association for Feminist Research and
Action (CAFRA) in Trinidad and Tobago had recently completed a questionnaire survey on
domestic violence in Trinidad and Tobago we decided to use their questionnaire as a basis on
which to design our own in the hope of also being able to have a comparative element to our
research. However, the questionnaire was substantially modified to fit the Guyanese
situation. Team members drew on their own experiences of abuse to discuss the themes we
wanted to address, such as what is domestic abuse and why men abuse women. The wording
of questions was also altered to fit in with the Guyanese vernacular and sections were added
to obtain information on the social and economic background of respondents.
The questionnaire comprises 22-pages and is divided into fourteen sections. These
sections include demographic information; household composition; characteristics of current
partner; perceptions of violence; childhood experiences; experiences in adult relationships;
experiences of abuse in current relationship; responses to violence with current partner;
experiences of violence with a previous partner; responses to violence with previous partner;
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responsibility for violence; knowledge about services available; attitudes to violence; and,
community violence. These sections are outlined in detail below. Both closed and openended questions were included.
Description of the Questionnaire.
Section One: Demographic Information
This section describes the background information of the respondent including age, ethnicity,
religion, current union status, schooling, and employment.
Section Two: Household Composition
This section describes the respondent's household composition. The definition of
"household" used here refers to the people who live and cook together. "Household" can
include the respondent's own children, children she is caring for who are not her own
children, her partner, relatives, friends, or others. Additionally, this section includes the
allocation of authority in the household with regards to whom the respondent considers to be
the head of the household; who the main income earner is; and who makes decisions as to
how money is spent on food, child maintenance, household repairs, and major purchases.
Section Three: Characteristics of Current Partner
This section describes the characteristics of the respondent's current (male) partner and
includes the partner's age, ethnicity, religion, education, and occupation.
Section Four: Perceptions of Violence
This section describes the respondents' views on violence. In particular, it describes the
degree to which the respondent views violence in the family in Guyana to be common or not.
It also asks the respondent why she thinks family violence is common or uncommon, and
what kinds of behaviour she thinks defines family violence. Finally, it asks the respondent
about her own experiences of specific behaviours by a current or previous partner that
include: fear of partner because of looks, gestures, or actions; fear of partner because of
smashing or destroying things, or because of drawing weapons; partner causing her to feel
bad, stupid, guilty, or as if she is crazy; partner controlling her social life and daily activities;
partner controlling her finances and employment; and her partner threatening her safety or
security or the safety and security of her children.
Section Five: Childhood Experiences
This section describes the abuse the respondent may have experienced as a child. More
specifically, it describes the type or types of abuse experienced, the frequency, and who
perpetrated the violence against the respondent. It also asks how the abuse made the
respondent feel, and whether or not she reported the abuse, to whom, and the kind of action
taken against the abuse. It also describes the types of abuse, the frequency, and the
perpetrator of abuse against other members of the respondent's family, including her mother,
and whether the respondent witnessed any such violence during her childhood.
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Section Six: Experiences in Adult Relationships
This section describes the respondents' knowledge of abuse that their friends, neighbours,
family members, or others who are emotionally close to the respondent may be currently
experiencing. The respondent is asked to describe the form of abuse that this person is
currently experiencing and the ways in which this person has responded to the abuse.
Section Seven: Experiences of Abuse in Current Relationship
For those women currently in a union, this section outlines the forms and frequencies of
abuse experienced by the respondent at any time in her current union. It also describes the
respondent's current partner's substance abuse practices as well as his own experiences of
childhood abuse. The respondent is asked to describe the type of abuse experienced and
whether it was or is physical, sexual, and/or emotional type of abuse. She is asked where,
when, and how often the abuse occurs. This section also describes any signs or symptoms of
abuse the respondent may have experienced during her current union, from a list of signs and
symptoms that includes: bruises and cuts, gynecological problems, internal bleeding, broken
bones, concussion, head injury, unwanted pregnancies from rape, miscarriages, drug or
alcohol abuse, lack of concentration, depression, mood swings, flashbacks, feeling confused,
anxiety, unable to sleep, feeling suicidal, low self-esteem, and loss of appetite. It also
describes the form and frequency of any abuse towards the respondent's children by the
respondent's current partner.
Section Eight. Responses to Violence with Current Partner
For those women currently in a union and currently experiencing abuse, this section
describes the respondent's responses to this abuse. The respondent is asked about her
partner's response to his own behaviour as well as her own reaction to his response, whether
or not this response has changed over time, and whether she has sought help and if so, who
from. She is asked about the kinds of assistance she has been offered and whether or not she
has ever left home because of abuse.
Section Nine: Experiences of Abuse with Previous Partner
For those women who have been in previous long-term relationships, this section outlines the
forms and frequences of abuse experienced by the respondent at any time with her previous
partner. Like Section Seven, this section also describes the respondent's previous partner's
substance abuse practices as well as his own experiences of childhood abuse. The respondent
is asked to describe the type of abuse experienced. She is asked where, when, and how often
the abuse had occurred. This section also describes any signs or symptoms of abuse the
respondent may have experienced during her previous union, from a list of signs and
symptoms that includes: bruises and cuts, gynecological problems, internal bleeding, broken
bones, concussion, head injury, unwanted pregnancies from rape, miscarriages, drug or
alcohol abuse, lack of concentration, depression, mood swings, flashbacks, feeling confused,
anxiety, unable to sleep, feeling suicidal, low self-esteem, and loss of appetite. It also
describes the form and frequency of any abuse towards the respondent's children by the
respondent's previous partner.
Section Ten: Responses to Violence with a Previous Partner
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For those women previously in a union and previously experiencing abuse, this section
describes the respondent's responses to this abuse. The respondent is asked about her
previous partner's response to his own behaviour as well as her own reaction to his response,
whether or not this response had changed over time, and whether she had sought help and if
so, who from. She is asked about the kinds of assistance she had been offered and whether or
not she had ever left home because of abuse.
Section Eleven: Responsibility for Violence
This section outlines the kinds of violence the respondent herself may have initiated or been
responsible for in her adult relationships.
Section Twelve: Knowledge about Services Available
This section describes the respondent's knowledge of services available for victims of abuse
including the Domestic Violence Act (1996).
Section Thirteen: Attitudes to Violence
This section describes the respondent's attitudes towards violence. Specifically, it outlines the
respondent's attitudes towards and practices of child punishment, her perceptions of
frequency of family violence in Guyana, and her perceptions of persons most likely to be
abusers in terms of gender, education, and occupation.
Section Fourteen: Community Violence
This section outlines the level of safety the women experience in their own homes and
communities. The respondents are asked if they know anyone in their community who has
recently been physically assaulted, robbed, or raped, and whether knowing this has affected
their own behaviour. They are asked what their own levels of risk are in terms of this
happening to them, what they do to protect themselves to avoid this happening to them, and
whether they have ever felt in danger as women going about their daily chores in their own
communities.
Reproductive Health Questionnaire (See Appendix B)
The questionnaire on reproductive health was modeled on questions from a
questionnaire survey and in-depth interviews on reproductive health that Red Thread had
conducted in 1994 and 1996. This gave us the advantage of being able to incorporate the data
from this survey into what approximates a longitudinal study.16 It also served as the rationale
for having a smaller sample size for this survey than for the survey on domestic violence
(165 cf. 360).
The questionnaire comprises 23-pages and is divided into five sections. These
sections include demographic information; household composition; contraceptive knowledge
and use; knowledge of sexually-transmitted diseases; reproductive health concerns and risks;
abortions; and sex education. The final three sections apply to the reproductive health
experiences and knowledge of teenagers, women of childbearing age over the age of
16

This is not strictly speaking a longitudinal study because this would be based on a panel study which aims to
interview the same individuals or at least people from the same cohort, over time.
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nineteen, and menopausal women. These sections are outlined in detail below. Both closed
and open-ended questions were included.
Description of the Questionnaire.
Section One: Demographic Information
This section describes the background information of the respondent including age, ethnicity,
religion, current union status, schooling, and employment.
Section Two: Household Composition
This section describes the respondent's household composition. The definition of
"household" used here refers to the people who live and cook together. "Household" can
include the respondent's own children, children she is caring for who are not her own
children, her partner, relatives, friends, or others. There are also questions on whom the
respondent considers to be the head of the household and who the main income earner is.
Section Three: Contraceptive Knowledge and Use.
Respondents were asked whether they have ever been sexually active and if so whether they
know about contraceptives and if so, what they know about them. Those using contraceptives
were asked which type they used, where they got them from and whom they thought was
responsible for contraceptives. Questions relating to sexually transmitted diseases (STDs)
covered knowledge of different types of STDs, the use of condoms, testing for STDs,
knowledge of how people get HIV and AIDS and testing for them. Respondents were also
asked whether they had any reproductive health concerns relating to pap smears, cancer or
excessive bleeding. In relation to abortions respondents were asked if they had ever had any
and what the law was in relation to abortions. Questions were also asked in relation to sex
education and disabilities.
Section Four: (Applies only to teenagers under the age of nineteen who had not been
pregnant). Questions related to sexual activity and the age at which sex is appropriate.
Further questions asked about menstruation and respondents knowledge of periods,
especially dismenorrhea.
Section Five: (Applies only to (non-teen) women of child-bearing age). Questions
related to age when had first child, miscarriages, and knowledge of pregnancy. Pre-natal care
was investigated through questions on planned pregnancies, when they first sought pre-natal
care, and nutrition during pregnancy. Questions on birth included location of the birth, the
involvement, if any, of health care specialists and knowledge of what they could do to releive
the pain as well as details of their actual experiences. Post-natal care covered breastfeeding
and post-natal depression.
Section Six: (Applies only to menopausal women). Questions related to knowledge
about the menopause, at what age it commenced, how respondents feel about menopause,
what symptoms they have, and knowledge of diseases to which they are now more
susceptible.
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III. Coding and Categorising
Many studies do not question the units of analysis they use. For example the
household is still often treated unproblematically according to a Western model of male head
and female partner. The procedure we followed is one we had already established in previous
Red Thread research exercises and we quote here at length on our rationale for categorising
households:
“The criteria used to identify a household were restricted to those who lived together and
either contributed to the household's upkeep or were seen as the responsibility of other
members. In all cases the dominant route to membership was through the family,
underscoring the importance of ethnic kinship ties.
The household has two related constitutive features: structure and headship. The
multiplicity of household forms in the Caribbean has given rise to perhaps as many
explanations as there are types. Most of the early analyses were locked into a restrictive
framework that took the nuclear family as its reference point. These biases were evident in
the descriptive terminology employed, with female-headed households variously labelled as
disintegrated, denuded and incomplete. For our purposes, it is thus imperative to reject the a
priori primacy of the nuclear model; it is so ideologically loaded that it automatically
becomes a yardstick.
The bias towards a male breadwinner model – automatically equated with male
presence - also affects definitions of household headship. These positions have since
been challenged but the difficulty of arriving at an accurate portrayal is widely
acknowledged, since the socially prescribed role of the man may lead to an
exaggeration of male headship both by the respondent and the interviewer, even
where the woman is in reality the dominant figure in the home. Thus a female-headed
household will denote the absence of a resident male partner. The term ‘male-headed’
will, however, be avoided; instead we indicate whether a woman is in a co-residential
unit or not. Accordingly, we will distinguish between female-headed households, coresidential households (women who live with men) and extended households.
Extended households comprise persons in addition to the respondent, her partner and
children” (Peake and Trotz 1999: 69-70).
We also indicate here how we classified employment. In the Guyanese context, categories
such as ‘full-time’ and ‘part-time’ employment make little sense today in what is largely an
unregulated economic arena. Nor did the women participants employ the words ‘work’ or ‘job’ in a
systematic manner. Women engaged in the same occupation (and especially if operating from their
homes) sometimes identified themselves as not working but merely ‘catchin’ their hand’ or doing
‘something on the side’, while others would claim they had a job. Consequently, we do not
distinguish between full-time and part-time work. Employment refers to all activities through which
income may be earned, regardless of how small or irregular it may be or where such activities are
carried out (see Senior 1991).
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C. Phase Three: Data Collection and Analysis
I. Sampling Rationale
The purpose of our studies was to:
a) investigate the attitudes and perception of domestic violence as well as the extent and
nature of violence experienced by Guyanese women;
b) investigate the state of Guyanese women’s attitudes and behaviour towards and
knowledge of, their reproductive and sexual health.
Such purposes required representative samples. A representative sample is one that will
reflect variations that exist in the population from which it is taken. This is probably best
achieved by taking a random sample because a basic principle of random sampling is that a
sample will be representative of the population from which it is taken if all members of the
population have an equal chance of being selected. Thus, a random sample (also referred to
as a probability sample) refers to the way in which each unit in the sample population is
chosen, i.e., each unit has an equal choice of selection and can only be chosen once. Or, in
other words, the definition of randomness refers to the mode of selection of sample units and
not to the resultant sample.
The study population, i.e., the aggregate of elements from which the sample is
actually selected was the adult population of the country. A sampling frame was available for
this i.e., the 1997 Electoral Register. However, lack of time and financial resources prevented
us from conducting a simple random sample that would have involved interviewing women
in every region of the country.17 It was necessary therefore to restrict the sample to Greater
Georgetown, in Region Four where 41 per cent of all residents live (National Census Report,
1990-91). The elements (i.e., those units about which information is collected and which
provides the basis of the analysis) in this case were adult women over the age of 18 years. A
list of all adult women over the age of 18 was available. This list, known as the sampling
frame (i.e., the list of sampling units from which the sample is selected) was the 1997
Electoral Register. The Electoral Register lists the names and addresses of men and women
of the age of eighteen and over. While we could have drawn new lists to contain only women
this would have been an extremely time consuming task. Hence, our use of the register was
base on the underlying assumption that it contained equal numbers of women and men.
While this was one year out of date it is the most recent database available. The high
percentage of women who were not available for interview (approximately 40 per cent)
because they had moved from the address listed for them does give rise to some concern
about the degree of bias this could have introduced into the survey.18 Bias was minimised
however by selecting the sample randomly and by achieving a high response rate of over 90
per cent. We are convinced that it was the expertise of Red Thread members, in being able to
allay women’s fears about answering questions (especially on the violence questionnaire),
which resulted in such a high response rate.

17

Some settlements in the interior regions are only accessible by air and in the rainy seasons may not be
accessible at all.
18
It is also indicative of the acute housing problem in Georgetown and could not have been avoided.
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In order to compensate for the large geographical area to be covered and make most
efficient use of resources a simple random sample was not chosen. We needed to adopt a
sampling design that would concentrate the fieldwork and save time, labour and money.
Hence we adopted multi-stage cluster sampling with stratification. The first stage clusters (or
Primary Sampling Units, PSUs) were the 62 electoral sub-divisions of Greater Georgetown.
These PSUs were stratified by social class into middle class and working class strata (see
Table A.4.3). The designation of an area as working-class or middle-class was determined
through discussions with the Research Team, other Red Thread members, and members of
the Consultative Team. There was much agreement on the designation of the majority of the
areas. Those that people considered to contain both working-class and middle-class residents
were placed in the category that the majority of people thought best represented that area. We
acknowledge that this is a subjective exercise and acts only as a rough proxy for the variable
of social class.
One immediate problem we faced with our choice of PSUs was their differing
population sizes. Whenever the clusters to be sampled are of greatly differing sizes the
standard procedure is to use a modified sampling design called probability proportionate to
size (PPS). Therefore, because of the unequal population sizes in each electoral sub-division,
each PSU was selected with probability proportional to size (PPS). For example, if one PSU
has twice the population of another one then it was given twice the chance of being selected.
The same number of women could then be selected from each of the chosen PSUs with the
overall probability of selection of any woman being the same i.e., the final sample is one in
which each element has the same chance of selection. A sample of the second stage (and
final) units i.e., individual adult women, within each PSU, was then taken (without
stratification).
II. Sampling Procedure
Below we list the steps followed to select the samples for the domestic violence and the
reproductive health surveys.
1.
The Primary Sampling Units (PSUs) were the 62 Electoral Districts of Greater
Georgetown.19 The first step was to find the total population (over the age of 18) for each
district (see Table A.4.3). The cumulative total population was then computed (n=104,000).
In order to group together clusters that were alike the electoral districts were stratified by
social class. Within each social class category districts were arranged geographically.
2.
While multi-stage cluster sampling has the advantage of efficiency the risk of
introducing sampling error is increased with each stage. Choosing a large number of clusters
can reduce this error. This is because of the need to ensure clusters are as heterogeneous as
possible given that only a sample of clusters is taken. The decision was made therefore to
sample 20 of the 62 areas. If sample size has already been determined this would mean, as a
general rule of thumb, choosing only a small number of elements from each cluster. This
general rule works well if the assumption can be made that elements within a cluster are
19

Sampling units are the set of elements chosen for selection at some stage in the sampling procedure. In this
case the PSUs were the Electoral Districts and the secondary sampling units were adult women.
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likely to be homogeneous. By stratifying the clusters according to social class the elements
within each cluster are more likely to be homogenous. However given the large size of some
of the electoral districts i.e., the PSUs, the assumption of homogeneity could not always be
made therefore it was decided to select a relatively large number (approximately 18) of
elements from each cluster. This gave us a sample size of (20 x 18) 360.
3.
The next step was to determine the sampling interval. This is done by dividing the
total population into 20 (104,000 / 20 = 5,200) to give a number within which the first PSU
should be chosen. In order to ensure that the method of selecting units was free of human
judgement a random number table was used to select a random number between one and the
sampling interval of 5,200. The random number chosen was for the domestic violence survey
was 3,016 and 815 for the reproductive health survey.
4.
The following step was to find in which PSU the 3,016th unit was located. Table
A.4.4 shows that this unit was located in the Bel Air Springs electoral district, hence this
PSU was selected. The next PSU was calculated by adding 3,016 to the sampling fraction of
5,200 i.e., 8,216. Hence, Cummingsburg, in which the 8,216th unit was located, was chosen.
A total of 20 PSUs were selected using this procedure. Table 4.4 shows the full lists of the
PSUs chosen for the domestic violence survey. An identical procedure was followed to select
the areas for the survey on reproductive health. See Table A.4.5 for a list of the PSUs
selected.
5.
Within each PSU an equal number of secondary sampling units i.e., women over the
age of 18, had to be chosen. As we wanted the total sample size to be approximately 360 we
needed to interview 18 women in each PSU. This was done by selecting a sampling interval
for each PSU. A sampling interval was computed by dividing the total population of each
PSU by 18. A random number was then chosen between one and the resultant number. For
example, a PSU with a total population of 682 would result in a sampling interval of 36 (682
/ 18 = 36). A random number was picked between 1 and 36. If, for example, this was 29 and
if the 29th name on the electoral register for this Division was a female she was picked. If the
name was a man’s we continued down the list until a woman’s name was reached. The
random number was then incremented by the sampling interval so that every 29th person
(women only) on the list was picked i.e., the 29th, the 58th, the 87th and so on until 20 were
picked. We continued to pick an extra 20 names for each PSU to put on a reserve list of
substitute households. This method of sampling is referred to as systematic sampling.
One important point to note is that this sample design only gives every woman an
equal chance of selection if the assumption we made that each electoral district has equal
numbers of men and women is correct. This is due to the fact that electoral districts were
given a chance of selection based upon their total number of residents with the assumption
that half the residents of each electoral district were women. Indeed, this was the case. We
were able to count the number of women and men in each electoral district we used in the
survey and the percentage of women always fell between 49-51 per cent.
6.
The method for choosing the sample of women for the reproductive health survey
followed a slightly different procedure. A total of 160 women were to be interviewed, sixteen
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in each of ten PSUs (see Table A.4.5). In each of these clusters a list was drawn up in the
same manner as for the previous survey. At each address the age of the woman was
ascertained to determine which of the three categories of interest she fell in (i.e., teenage,
child bearing or menopausal). Once five women were interviewed in any one of these three
categories no more women in that category were interviewed. For example, should one of the
designated women on the list prove to be a teenager and five teenagers had already been
interviewed then she was not interviewed and the interviewees went to the next chosen name
on the sampling frame. This required co-ordination in the field between interviewers but as
the team members all worked in the same PSU at the same time this was not difficult to
arrange.
TABLE A.4.3 Primary Sampling Units for Greater Georgetown Stratified by Social Class
Primary Sampling Unit

Middle Class Areas
Queenstown
Bel Air Park
Bel Air Springs
Prashad Nagar
Lamaha Gardens
Kingston
Cummingsburg
Alberttown
Sophia North/Liliendaal
Patterson/Turkeyen
Cummings Lodge
Kitty North
Kitty Central
Kitty South
Subryanville/Bel Air Gardens
Campbellville NE
Campbellville NW
Campbellville
Newtown
Tucville
Festival City
Ruimveldt
South Ruimveldt Gardens North
South Ruimveldt Park A
South Ruimveldt Park B
Lodge North (B.H. Gardens)
Meadow Brook Gardens
South Ruimveldt Gardens South

Population of men Cumulative Population of
and women over
men and women over the
the age of 18
age of 18
2,036
727
733
1,037
507
1349
2,264
2,685
588
337
1,432
3,234
1,856
3,848
663
1,809
1,683
1,583
4,437
3,008
1,010
3,067
1,473
1,693
1,743
790
1,950
521

2,036
2,763
3,496
4,533
5,040
8,653
8,653
11,338
11,926
12,263
13,695
16,929
18,785
22,633
23,296
25,105
26,788
28,371
32,808
35,816
36,826
39,893
41,366
43,059
44,802
45,592
47,542
48,063
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Roxanne Burnham Gardens
Guyhoc Gardens
Industrial Estate
Working Class Areas
Agricola
McDoom
Houston – Meadowbrook
Rome
Turkeyen/Cummings Lodge
Sophia/Patterson
Cummings Lodge South
Turkeyen
Sophia/Liliendaal South
Guyhoc Park
Thomas Lands
Non Pareil Park
Bourda West
Bourda East
Wortmanville East
Wortmanville West
Werkenrust A
Werkenrust B
Robbstown/Lacytown
Stabroek Central
Lodge North
Lodge South
Alexander Village
Riverview
West Ruimveldt
East La Penitence
North East La Penitence
West La Penitence
Albouystown
Charlestown

827
400
142

48,890
49,290
49,432

2,336
1,020
1,114
276
143
1,154
1,164
1,887
1,231
1,139
56
239
964
1,452
2,898
1,725
2,900
714
558
1,725
2,071
3,046
1,977
570
10,141
3,402
2,269
4,246
4,231
3,657

51,768
52,788
53,902
54,178
54,321
55,475
56,639
58,526
59,757
60,896
60,952
61,191
62,155
63,607
66,505
68,230
71,130
71,844
72,402
74,127
76,198
79,244
81,221
81,791
91,932
95,334
97,603
101,849
106,080
109,737

TABLE A.4.4 Location of Primary Sampling Units and Population sizes of Areas chosen for
Survey on Violence
Location of PSU

Population of men and
women over the age of 18

Bel Air Springs
Cummingsburg
Sophia North / Liliendaal

733
2,264
588

Cumulative population
of men and women over
the age of 18
3,496
8,653
11,926
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Kitty Central
Subryanville / Bel Air Gardens
Campbellville
Tucville
Ruimveldt
South Ruimveldt Park
Agricola
Sophia / Patterson
Thomas Lands
Wortmanville East
Werkenrust
Lodge North
Alexander Village
West Ruimveldt

1,856
663
1,583
3,008
3,067
1,743
2,336
1,154
56
2,898
2,900
2,071
1,977
10,141

North East La Penitence
2,269
Albouystown
4,231
Charlestown
3,657
Sampling interval: 5,200; random number: 3,016

18,785
23,296
28,371
35,816
39,893
44,802
51,768
55,475
60,952
66,505
71,130
76,198
81,221
91,932
97,603
106,080
109,737

TABLE A.4.5 Location of Primary Sampling Units and Population Sizes of Areas chosen
for Survey on Reproductive Health
Location of PSUs

Population of men and
women over the age of 18

Queenstown
2,036
Alberttown
2,887
Kitty South
3,157
Newtown
4,464
South Ruimveldt Park A
1,337
Houston/ Meadowbrook
1,144
Wortmanville East
3,254
Stabroek Central
1,671
West Ruimveldt
4,901
West La Penitence
3,502
Sampling interval: 10,398; random number: 815

Cumulative Population of
men and women over the
age of 18
2,036
13,048
23,715
33,938
43,602
53,577
66,092
73,909
86,672
109,737

III. Data Collection
It was at this stage that discussions took place on the logistics of doing fieldwork.
Decisions were made about which areas were to be sampled first and where and when team
members would meet up with each other in the field.
The data collection period was affected by the political situation in Guyana in 1998.
After the general election in December 1997 and the continuation of the People’s Progressive
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Party (PPP) in government, tensions were high and in January 1998 there were street
demonstrations and riots. Relations between the PPP and the major opposition party, the
People’s National Congress (PNC), were breaking down and Caribbean Community
(CARICOM) officials were called in to help resolve the impasse between the two parties and
their supporters over the question of the extent to which the elections could be said to be free
of bias. Regardless of these interventions street demonstrations broke out again in June 1988.
Many Indo-Guyanese citizens of Georgetown, where we conducted our research, were afraid
to go on the streets for fear of being attacked. Indeed, the fear, for many, of being attacked
was palpable. Many of their businesses and workplaces were closed down. As a result there
were several days when the women in the Research Team did not feel safe to go into certain
areas of the city to work. In addition, our decision that the women would work in pairs
instead of singly in order to provide a safer context in which to work, obviously increased the
length of time it took to complete the surveys. The months of September to early December
in 1998 were spent in the field in Georgetown conducting the survey on domestic violence.
As the interviewing in one area was coming to an end only one pair of women would stay in
that area to finish off any remaining interviews while the other pairs would start a new area.
Each respondent was interviewed by two Red thread interviewers in interviews lasting on
average for 90 minutes and ranging from fifteen minutes to just over two hours.
Each woman on the list was contacted on at least four separate occasions before a
participant on the substitute list replaced her. These four contacts were not made at the same
time of day. Every effort was made to contact women during a weekday, an evening and on a
weekend.
At the end of each day’s work, when the Research Team had finished their
interviews, each questionnaire was checked over by either the Consultant or Karen de Souza.
This was a very time consuming exercise but was considered vital to maintaining quality
control and ensuring that any observations the interviewers had about the area they were
working in or their comments on participants could be recorded immediately. It was also at
these daily debriefing sessions that decisions were made as to whether a participant would be
a good candidate for the focus group.
The survey for the research on reproductive health was conducted in a similar manner
in March and April 1999. Because the Consultant was no longer in the country Karen de
Souza was responsible for ensuring that each questionnaire was checked at the end of the
day.
IV. Data Processing and Analysis
The months of January and February in 1999 were spent coding the questionnaires on
domestic violence and transferring data from the questionnaires to coding sheets. Similar
work was done on the reproductive health questionnaires in June and July 1999. The
Consultant in Canada conducted this work with constant feedback from the Research Team
in Guyana.20 It was decided to employ a professional data inputter to input the data. The
reason for this was twofold: it was much quicker for a professional to do this work and a
20

This was achieved through the Internet with e-mail.
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professional inputter would make far fewer errors thus reducing the amount of bias
introduced into the analysis.
The data from each questionnaire were then run through a computerised analysis
(using the software package, SPSSx) to produce frequency counts. Both the Consultant and
the Research Team members under the guidance of Karen de Souza then prepared analyses.
The Consultant wrote the final draft of the data on violence in September and October 1999.
The reproductive health data was analysed and written up in November and December 1999.
The methodology report was prepared in January and February 2000. The writing took place
with continuous feedback from the Research Team.
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5. LESSONS LEARNED FOR REPLICABILITY
We consider the research was successfully completed for the reasons outlined below.
1. Working collectively through a recognition of and respect for the differences between
women.
Rigid hierarchies still characterise the majority of women’s organisations in the Caribbean
with deference to leaders willingly given and expected. This research methodology requires
such differentials to be dispensed with. Not only is it antithetical to the achievement of
‘situated knowledge’ but also the flexibility of time and skills and tasks that is required will
not be achievable. In other words there is a need for a political commitment to work
collectively and against hierarchy and to recognise that different skill levels do not constitute
an automatic hierarchy; rather the research process is about making connections at the level
of individual women. This imperative includes the external Consultant. All decisions,
therefore, concerning the research were made collectively taking into consideration the heavy
demands on the time of the Research team members, the volatile political situation and the
different commitments and responsibilities that individual members had to the project.
Moreover, if the interviewers are not already part of a network through which they
connect to other women then it is unlikely that they will be able to empathise with the
women they are interviewing, and the interviewing may be unsuccessful. A recent example
of this is the domestic violence research project conducted by CAFRA in Trinidad and
Tobago (CAFRA 1999). They hired twenty-one women some of whom had interviewing
experience while others were undergraduate students, homemakers and social workers. They
were given only one day of training. CAFRA claims that lack of experience and interviewing
skills by the interviewers led to an absence of probing and checking of responses that were
obviously incorrect. Their interviewers’ obvious lack of sense of being part of a community
meant there was no compunction to be responsible for the quality of the work they produced.
Previous experiences of Red Thread, working with students from the University of Guyana,
were also not totally successful. The students had little interest in the results achieved and in
some cases resorted to making up interviews when they were falling behind schedule.
In other words, mutual respect is based on members of the group being able to trust
each other. Trust is not built up over night; rather, it is the product of working together over a
long period of time. It is also the product of similar beliefs in consciously working together
towards a more democratic future. Finally, it is unlikely that connections will be established
between the Consultant and the Research Team members if the former is paid at overseas
rates and everybody else is paid at local rates. Consultants engaged in research with women’s
organisations, which are invariably under funded, will often find themselves in circumstances
in which they are more powerful, more affluent and with greater access to resources than
their co-workers. A lack of recognition of, and responsibility for, her own positionality may
severely disrupt the establishment of democratic working practices.
2. Flexibility.
Flexibility is a keyword when conducting research in a context which is:
a) politically volatile; and
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b) which requires the co-ordination of the schedules of Team members. When a nonresident consultant is employed then inability to stick to the original time line can affect
the ability to complete the work on time because of other responsibilities she may have at
home. There are also multiple demands on the time of the Research Team members,
especially because the majority do not live in Georgetown and may have to travel
approximately two hours to reach town as well as having the same journey at the end of
the day. Their days would often commence at 4-5am, reaching Georgetown for 9am and
leaving after an intensive day in the field as well as a debriefing session ending about
6pm, only to arrive home after 9pm.
Moreover, this flexibility needs to be a feature of individuals as well as the group as a
whole. The time taken to complete the research can be reduced the more that members of the
team can substitute for each other. A willingness to be flexible also aids intangible aspects
such as the establishment of trust and mutual respect among the Research Team members.
3. Level of personal commitment required, especially during the fieldwork period. Working
weekends and evenings for a period of months, which is often necessary when conducting
survey work, will only be achieved if there is both individual and group commitment to the
project. The level of trust required is also high. For example, members have to be able to
believe each other that they went back to addresses for the requisite number of times before
giving up on a potential respondent.
4. Training and Practice
When the Research Team comprises individuals of differing skill levels and abilities it is
imperative that training be intensive, thorough, face-to-face and with ample opportunity for
repetition and practice. Giving interviewers, for example, written instructions and asking
them to read them at home before going out into the field cannot be expected to achieve the
expected results. Difference in abilities and lack of previous research experience can be
compensated for if Research Team members are known to each other and have a history of
being able to work together on previous projects. Each brings different skills to the project
such as experience of community work on women’s reproductive health, a knowledge and
experience of the legal system in relation to abused women, knowledge of social science
research methodologies, experience as interviewers and so on. Skills may be uneven but they
should not be unevenly valued.
5. The importance of maintaining quality control on a daily basis.
Quality control is especially important during the fieldwork period. At the end of each day
the questionnaires finished had to be checked by the Consultant or the Red Thread Coordinator when the information collected was still fresh in the mind of the interviewer and
any inconsistencies in the data could be explained and corrected. It was during this time that
any other details pertaining to the interview were discussed and recorded. For example, was
the woman crying during the interview, was she afraid, was she alone, and so on. While
maintaining records of the research process may be considered a standard procedure in many
cases comprehensive records are not kept. Paper records are not always deemed important
and filing has to be taught and not assumed to be a skill that has already been acquired. This
is doubly important in a physical climate such as Guyana’s where floppy discs do not have a
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long life and also where viruses and e-mail connection problems abound.21 Therefore, it
cannot be emphasised enough that back up copies of all data and reports be kept along with
paper copies.
6. Size of

Team.
Previous research experience with members of Red Thread had led us to the conclusion that
monitoring the work of more than ten women at any one time leads to less than satisfactory
results.

21

Early on in the course of this research Red Thread lost two computers and all the data on them when their
hard drives defaulted.
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B. RESEARCH PROJECT ON DOMESTIC VIOLENCE
Worldwide the best estimates of violence against women are that:
One in four women suffer domestic violence;
One in four women suffer rape and attempted rape;
One in four girls are subject to some form of intimate intrusion in childhood;
One in four women are usually harassed at work/ or in public spaces (British Council 1999).
6. INTRODUCTION: DOMESTIC VIOLENCE
In the 1990s in the Caribbean violence against women came to be a burning issue for
most women’s groups. The decade witnessed the emergence of domestic violence laws, crisis
centres and shelters, counselling services and an increased reporting of cases of violence by
women.22 Increasing awareness of the extensiveness of domestic violence23, achieved largely
through the dissemination of information by government and NGOs and public debate and
dialogue, especially by women’s organisations, has led to a heightened social consciousness
of the human rights issues involved when women are abused. The media and various
research projects on the nature and extent of domestic violence have contributed to this
increased sensibility in the region, as has the training and consciousness raising of personnel
working in the justice system, especially the police.
But these actions are still just the tip of the iceberg in combating the high level of
violence against women in the region where there is a great deal of support for ‘wife beating’
and the corporal punishment of children at home and at school. Indeed, very few social
sanctions against domestic violence exist, allowing numerous men to avoid justice, including
prominent ministers and government officials who are well known wife abusers and who
22

Although shelters, self-help groups, legal mechanisms, women police networks, and rape crisis lines have
emerged throughout Latin America and the Caribbean in the 1990s they are all more prevalent in Latin America
than the Caribbean, where they are thin on the ground. In late 1999 in CARICOM countries crisis and
counselling centres existed only in Barbados, Guyana, St. Lucia and Jamaica (where there is one in Kingston
and one in Montego Bay). Centres for battered women exist in Grenada, Belize, St. Croix and Jamaica (where
there is also a Hostel and Skills Training Centre for young women). Centres are also to open in early 2000 in
Guyana, St. Lucia and Antigua and Barbuda. A Rape Crisis Centre exists only in Trinidad and Tobago. Special
units with a mandate that includes domestic violence have only been established in Jamaica, Trinidad and
Tobago, St. Kitts and Nevis and Barbados (Clarke 1998).
23
The table below indicates the extent of the problem as reported in the mid-1990s, prior to the Beijing
conference.
Table B.6.1 Reports of Domestic Violence in Selected CARICOM countries, 1991-1993
Anguilla
317
Montserrat
50
Bahamas
436
St. Kitts and Nevis
32
Belize
103 (6 month period)
Surinam
448**
BVI
156
Trinidad and Tobago
1,670*
Jamaica
392
TCI
18
____________________________________________________________
Source: Adapted from Table 6 Mondesire and Dunn 1995.
* Figures taken from the Sunday Express newspaper, March 26th 1995. The extremely large gap between the
figures for Trinidad and Tobago and the other countries could relate to the fact that this was the only country in
the anglophone CARICOM to have passed a domestic violence law and which received much publicity and was
widely known about in the country.
** Figures taken from Eersel and Goede (1994) for 1990.
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have remained in office. Throughout the region the historical conviction of the sanctity of the
family’s right to privacy is upheld and there is still a stigma attached to women who leave
their abusers. There is, moreover, a feminist backlash that seeks to blame feminists and
women for ‘the crisis of manhood’ throughout the Caribbean, commonly referred to as the
‘male marginalisation thesis’ (see Lewis 1996). The belief that women are inferior to men is
widely held and violence is so normalised in male-female relations that many women
recognise it as an unfair but ordinary and expected practice. Moreover, because of the
dominant view that violence is a spontaneous occurrence rather than one characterised by
gender inequalities in society, human rights legislation has little purchase and noncompliance with international conventions is common.
Notwithstanding the increasing willingness of women to report cases it is still a very
small proportion that are officially reported with even fewer ending in prosecutions. Thus all
forms of violence against women are under-reported and under-recorded and access to justice
is still difficult to achieve. Moreover, recorded cases of physical and emotional abuse against
children are practically non-existent with the only reported cases relating to sexual abuse.
Many women remain ignorant of legal advances and those who do report cases of violence
have to contend with a law enforcement environment that is not user-friendly, even though
the police are the only recourse women have in many countries. Police personnel are
repeatedly derided as insensitive, often believing the individual woman brought the violence
upon herself. Not only is the police response to victims unsatisfactory, so are their reporting
systems and follow up. Moreover, despite new domestic violence laws, sentences are
negligible and there is also a lack of clarity among law enforcement personnel about
procedures applicable to the acts.
Individuals and communities are very reluctant to incarcerate abusive men and to
force them to receive help. The system moreover is punitive not rehabilitative; no treatment
in the form of counselling or psychological therapy for male aggressors is available. Neither
does civil society provide support. There are few self-help groups for violent men and little,
if any, critical reflection in other civil society institutions, such as the media, on their
responsibility and role in the reproduction and perpetuation of violence against women.24
It is within this context of the broader Caribbean that Red Thread has undertaken a
number of initiatives on domestic violence in the 1990s. These include writing, producing
and performing a play entitled “Everybody’s Business”, transcribing Guyana’s Domestic
Violence Act into a form that is accessible to women regardless of their level of literacy, and
acting as advocates for individual women and children as they work their way through the
judicial system (see the Methodology Section). Its latest activity in this field has been to
conduct the research reported in this document on the extent and nature of violence against
women in Guyana.

24

In Guyana there has also been the introduction recently of salacious soft porn magazines masquerading as
newspapers.
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We commence this section by defining what we mean by the term ‘domestic
violence’. We contend that violence is, first and foremost, a social and political act.25 Our
concern is to address this reality in relation to women in the Caribbean; in relation to the
construction of masculine and feminine identities; and in relation to human rights. The
following section outlines the history of the recognition of domestic violence as a human
rights abuse as well as summarising which Caribbean territories have acted on this
international recognition. We follow with an account of research conducted within the
Caribbean and Guyana on domestic violence. The next section identifies factors comprising
the social and institutional context in Guyana relevant to the study of domestic violence. This
is followed by a brief account of the methodology we employed and the analysis of the data
from the survey we conducted. We end with recommendations for action.

25

We do not attribute violence to any biological determinism. Male violence, for example, has been accredited
to the effect of hormones on the developing male brain and women’s failure to leave violent relationships has
been explained in terms of an addiction to a hormonal surge that accompanies violence (see Birke 1986). Any
explanation based on biological determinism does not allow for any social or psychological causes; at best these
are given, “the status of environmental triggers which reveal but do not really cause an already present
condition or tendency” (New 1999).
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7. DEFINING VIOLENCE
A. Defining Violence Against Women in the Caribbean
In this study we investigate male violence against women in both public and privates
places. Numerous studies have revealed that most violence against women, and against elders
and children, takes place in the private space of the home. This violence against women in
the private space of the home is referred to under a number of titles: domestic disputes,
domestic violence, marital violence, and family violence, for example, all refer to forms of
violence that take place within the family and home. The terminology we have chosen to
employ to discuss violence against women is that of domestic violence. We prefer this term
to either marital or family violence because unlike these, it encompasses the range of
relationships within which violence against women takes place.
We do, however, view the designation of ‘domestic’ as problematic for three reasons.
First, it is a term that makes us think of violence as being conducted within an atmosphere of
privacy or being encompassed within walls. Yet that very violence is maintained by very
‘non-domestic’ factors, namely structural relationships of gender that disadvantage women,
and children, in both domestic and non-domestic arenas. The ‘domestic’ is imbued with
power issues that necessitate us not treating it as a bounded or autonomous entity, but rather
as one in which meanings and identities are constructed across other overlapping sites. As
Peake and Trotz (1999: 155) assert: “although the household as domestic space does
frequently impose physical restrictions, confinement and even seclusion on certain of its
members, it is important to consider the flows through which these spaces are made
meaningful and experienced as constraint, and the ways in which repeated acts of occupation
recreate them as female and subordinate”.
Secondly, we need to embrace a definition of ‘domestic’ that comprises the full range
of domestic spaces and relationships that take place within them, regardless of marital status
or living arrangements. In other words, a definition which has the potential to be freed of the
Western norms and assumptions of the domestic as comprising only a married couple living
under the same roof with their children. Domestic spaces in Guyana are often as likely to
encompass the yard and street as the home. In a context in which so many everyday activities
take place out of doors, especially in rural and working-class urban areas and especially for
men of all ages, some teenage girls, young children, and women engaged in various domestic
tasks, the domestic cannot be restricted solely to the enclosed rooms of a house. Moreover, in
Guyana a variety of domestic living arrangements can be found: a married couple living
together with all or some of their children; a similar couple ‘living home’ together who are
not legally married; a woman living with her children in a visiting relationship with a man;
and all of these arrangements also exist within extended households. One important
recognition of the variety of these relationships can be seen in the recent revision of the
Domestic Violence Act in Trinidad and Tobago which purports that domestic violence
affects a woman whether or not she resides in the household of the abuser, allowing a person
not in a residential union, but having a child with that person, to apply for a protection order.
At the other end of the spectrum, in the Bahamas, domestic violence legislation is not as
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recognisant of the range of domestic living arrangements, making it applicable only to parties
in a marriage (Tang Nain 1999).
Thirdly, the term ‘domestic’ primarily conjures up an image of gendered violence
against adult women, simultaneously blinding us to forms of violence that have a
generational basis. We, however, take violence against women to include violence against
girls. This requires we pay close attention to the role played by women in domestic violence.
It is women who commit the majority of violent acts against children (and the elderly) in the
Caribbean. Yet, as the British Council (1999: 5) notes, “…the connections between the abuse
of women and the abuse of girls are often poorly understood”. This is especially so because
women are rarely considered to be abusers. Pringle (1999b), for example, has argued that
men have a near total monopoly of authority, force and coercion and that women are largely
restricted to ‘weaker’ forms of power such as manipulation and influence. Such a belief
obfuscates the physical power that women can, and do, wield over children. While we would
reiterate that the vast majority of abuse between woman and men is perpetuated by men we
argue that the power relations involved in violence are complex, multiple and contradictory,
rather than fixed and predictable (Pain 1999), resulting in every individual having the
capacity to be violent. Just like men, women do not live outside patriarchal ideology and
practice and some perpetuate violence against people they are likely to have control over
such as children and elderly people (Kelly 1991). The domestic abuse of women and children
and elders shares a common basis in power relations about authority and control over other
people’s bodies. We understand domestic violence in the Caribbean, therefore, as having a
generational dimension well as a gender dimension. Domestic violence is used to maintain
and reinforce male authority over women and adult authority over children, perpetuating both
the subordination and devaluation of the female as opposed to the male and the child as
opposed to the adult.
We must also problematise the ‘violence’ side of the term ‘domestic violence’.
Unlike most other groups in the Caribbean, including women’s organisations and
professional social workers, we take violence against children to include what is normally
considered as acceptable discipline. That the boundary between what is abuse and what is
discipline i.e., between acceptable and unacceptable behaviour, is culturally and
geographically variable is indisputable. In Guyana, and in the wider Caribbean, the line is
clearly drawn in favour of including corporal punishment as punishment rather than abuse.
However, this is not the line taken by Red Thread who are opposed to the notion that
corporal punishment is an effective and acceptable mode of discipline. Bonita Harris of Red
Thread suggests, “..corporal punishment is accepted by the victims as a natural part of
childhood, and often adolescence; and by the perpetrators as the unavoidable and principal
means of ‘training’ and ‘disciplining’ children. This type of ‘training’ ensues that the cycle of
violence against women and girls continues from generation to generation.” (Harris 1998: 1).
Such discipline, or ‘training’, however, is not generally seen to constitute abuse and
very few people see anything wrong with such discipline. Indeed, ‘spare the rod and spoil the
child’ is the maxim to which the majority subscribes. Olive Senior (1991) claims that
physical punishment of children is considered legitimate, and even expected, when
disciplining children at home and at school. Without discipline the child could be a cause of
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‘eyepass’ i.e., they could embarrass the parents in public, being ill mannered, untidy and
unclean. In other words, discipline is considered necessary to produce a well behaved and
turned out child, which is an indicator of parental competence. Children are also punished,
therefore, for lying, stealing, disobedience, impoliteness, not completing their chores, crying
too much, or not eating their food (Barrow, 1996). Barrow (1996: ) goes on to claim that,
“After an easygoing first four or five years of life during which the child is petted and
spoiled, discipline at both home and school becomes severely enforced through ‘shouting’
and ‘flogging’ and ‘beating’”. Regardless of social class, children tend to be talked ‘at’ rather
than ‘with’ and communication is by licks, not conversation.
As Elsa Leo-Rhynie (1993) states: “Many parents are unaware of the value of
developing language to be used as an instrument of thought, description and analysis and
unaware also of its importance in encouraging initiative and creativity. In many homes,
language is used almost exclusively to express anger and disappointment and to
reprimand…..” (1993:17).26
Moreover, abuse, which constitutes violence, inflicted upon children above and
beyond that considered to be ‘discipline’, is generally not considered to be an issue in the
Caribbean. Even Christine Barrow, a well known and respected sociologist who has written
extensively on family patterns and relations in the Caribbean, claims, "“..although some
cases of child abuse have been reported in the literature (Henriques 1953: 131) these are rare.
The language of punishment may be loud and brutal (Clark 1970 (1957): 156-157) but the
reality does not usually involve mental or physical cruelty” (Barrow 1996: 400).
Our data do not correspond to such interpretations. One reason for this may be the
dated references drawn on by Barrow, but it also speaks to a mentality in which people have
become inured to violence. In the 1990s the level and intensity of violence towards women
and children is everywhere visible in Guyana. The cries of children being beaten are
common, the number of abandoned children living on the streets, the number of neighbours
and relatives who have reported persistent abusers to authorities and the number of rape cases
and gang rapes of young girls and teenagers are growing. The consideration that abuse it not
a serious problem in the Caribbean also speaks to differing interpretations of the effects of
disciplining children. Green (1964) speaks of the ways in which Afro-Trinidadian women
who beat their children instilled in them the qualities of self-reliance and personal
independence. Children are also taught to believe that they are beaten because they are loved.
More recently however, Rohner et al. (1991), in their work in St. Kitts, found that there was
significant evidence to establish a link between corporal punishment and psychological
maladjustment of children. Moreover, children in homes where abuse is taking place become
nervous, irritable, fearful, do not do well at school and are often abused themselves by their
father or the woman herself.27 In addition, Handwerker (1993) found that children in
26

Many homes are also characterised by a lack of books and the virtual absence of toys including any items that
constitute the child’s own belongings.
27
Research in the United States on the effects of children who have witnessed domestic violence indicate that
this results in a diminished well-being in children. In a review of the existing literature, Carlson (1996) found
that these children exhibited increased levels of internalising behaviour problems such as depression, anxiety,
and withdrawal, manifesting excessive sadness or worrying; externalising behaviour problems such as
aggression and misbehaviour; and impaired social competence. The level of distress experienced by the child
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Barbados subjected to violence were more likely to engage in promiscuous sexual activity in
their teens. She also states that, “Women in abusive relationships abused their own
children….child abuse reflects gender power relationships and …conventional risk factors
exhibit no influence once we control for gender power relationships” (Handerkwer 1993:
311).
One final consideration relating to studies of violence is that there is no agreement
among Caribbean women (or indeed, women anywhere) as to whether all forms of sexual
exploitation are violations of women’s dignity and human rights, especially in cases where
force is not overtly used.28 But in countries experiencing economic restructuring, such as
Guyana, the question is somewhat mute: few women, for example, enter the sex trade freely
but rather for economic survival. However, this situation may be changing as one study in
Guyana discovered that some young teenage girls engage in paid sex not out of economic
necessity but in order to be able to participate in consumerism and buy the latest brand name
fashions (Trotz and Peake 1999). As the British Council (1999: 6) reports, “The debate is
also complicated by two other facts: across the globe, the involvement of many women in
prostitution and pornography begins in girlhood; and a high proportion has previous histories
of sexual abuse by trusted adults”. However, it is further complicated in that within Guyana
many girls who are abused do not end up in the sex trade or engaging in pornography. We do
not consider these forms in this report but for research on sex workers in Guyana see Trotz
and Peake 1999.
Drawing on previous definitions and the points outlined above (as well as the
research findings we report) we consider domestic violence to be an outcome of the
negotiation of hierarchical gender and generational relations. We define domestic violence
as any act, including the threat of acts, committed by a person with whom the victim
has or had a conjugal, love or sexual relationship, or a relationship of dependence,
which impairs the life, body, psychological well-being or liberty of a woman and/or
children.

was even higher if they too had been abused, indicating that this is an independent and additive effect. Ethnic
differences have only rarely been studied and compared and further research is needed to verify effects (if any).
Overall, younger children appear to be more symptomatic than older children and boys are somewhat more
symptomatic than girls, especially in relation to externalising behaviour problems.
28
Violence in the form of the sexual exploitation of women is commonly considered to include, for example,
prostitution, traffic in women, pornography, sex tourism etc.
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B. Space and Bodies; Domestic Violence, Femininities and Masculinity
Domestic violence has a number of defining characteristics that set it apart from other
forms of violence, namely the spaces in which it takes place and the relationships,
supposedly based on love, between the actors involved. As Pain (1999: 287) notes, “The
incidence, nature and policing of violence are profoundly conditioned by the social structure
of space”. For example, abusers are known to often attempt to prevent their partners from
having contact with other people and places and hence ideas and resources. They may also
attempt to monitor women’s thoughts and daily actions, preventing them from leaving the
area around the family dwelling and from engaging in any critical thinking of their own.
Women’s forms of expression, including their sexuality, and movements and are seen as
legitimate areas of control for men. Indeed, Ashworth (1989) has argued that the greatest
restriction of movement, dignity and liberty, is the threat and realisation of domestic
violence.29 The interdependent nature of the social construction of space and of feminine and
masculine identities has been well documented and is discussed at length in relation to
Guyana in Peake and Trotz (1999). As they comment (p.83):
“The public space of the street is the hub around which masculine identities are
generated, the home the central domain for women. Men rarely have to account for
their movements, whereas women may be called upon to justify activities that appear
to be unrelated to the social reproduction of the household [but which may be related
to ensuring that they have not been associating with other men].”
While the above quotation applies to men and women in an urban area of Georgetown the
quotation below, which refers to the rural village of Meten Meer Zorg East, reveals that the
inscription of gendered identities upon the spaces of everyday life, manifests itself in a
similar way (pp.115-116):
“Within the village there is an effective division of space into male and female
spaces. Men, even if not working, are rarely found in the home during the day,
preferring to occupy the male-dominated spaces of the rum shops, setting up a card
table or ‘liming’ on the street. Places with a predominantly male presence, such as the
rum shops, the mosque/temple and the alley-ways at night are avoided by women
who are closely tied to their homes, especially at certain times of the day……[I]t is
the repeated occupation of these spaces that has imbued them their inhabitants with
masculine and feminine characteristics. In other words, men and women do not
respectively occupy public and private domains predicated upon some essentialised
notion of male and female, but through the repetition of a series of social practices in
specific spaces. In turn, gendered village spaces, including notions of ‘inside’ and
‘outside’ are produced by the encoding and decoding of behavioural
practices…..Thus do representations of space, ‘arise out of the world of social
practices [and] then become a form of regulation of those practices’ (Harvey 1996:
212), opening them to contestation and renegotiation.”
Below we further outline our argument for an understanding of domestic violence against
women based on the repetition of the social practice of violence in domestic spaces as well as
women’s entanglement in this violence and their various efforts to contest it. First, however,
we focus in on the most intimate of geographical scales, that of the body, to examine how
29

The threat and fear of male violence is also central in curtailing the behaviour of women as a group,
especially in relation to women’s concerns about rape (Pain 1999).
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recent theorisations of the discursive construction of women’s bodies as contested arenas of
male control aids in our understanding of the construction of Caribbean masculine and
feminine identities.
In the 1970s and 1980s some Western feminists argued for an analytical distinction to
be made between gender and sex, seeing the body as a priori and biological and gender as
socially constructed and separate from the body but at the same time also socially ascribed to
bodies. Hence the emphasis in explaining male dominance was removed from any
consideration of the body and discussed solely in terms of gendered, but disembodied, power
relations.30 Alternatively, some radical feminists chose not to award such prominence to the
disembodied study of masculinity and femininity but to focus instead on men’s deep-seated
fear and hatred of the female body. Drawing on commonly used metaphors of the female
body in relation to the nation, for example, feminists have revealed the female body as
something to be controlled, penetrated and dominated.
In the 1990s feminist theorists came to focus on the body as historically and
geographically produced and actively involved in the production of subjectivity (i.e., that
subjectivity is not simply a function of the mind). Embodied subjectivity, “ entails not simply
the material or anatomical body but an imaginary body, or a body which is organised around
introjected images. This psychic image of the body is a product of the culturally specific
meanings, values and symbols of the subject’s social milieu…..The meaning of the body, its
very existence of itself, its capabilities, traits and characteristics are products of the
discourses in which it is articulated” (Pringle 1999a: 18/19). Concern, then has come to be
focused on the lived body that is inextricably interwoven with and constitutive of systems of
meaning. In other words, the body plays an active role in coding the meanings that are
projected onto it. As Bordo notes, “Masculinity and femininity are not simply social
categories as it were externally or arbitrarily imposed on the subject’s sex. Masculine and
feminine are necessarily related to the structure of the lived experience and meaning of
bodies….masculinity and femininity mean different things according to whether they are
lived out on and experienced by male or female bodies” (Bordo 1993, quoted in McDowell
and Sharp 1997: 245).
Butler (1990) has put forward the notion that the lived body is made from repetitive
stylised acts of performance, arguing that it is the repetition of bodily acts and gestures that
produces a coherent gendered identity: “Gender is therefore a fiction or fabrication that
requires constant regulation” (McDowell and Sharp 1997: 204/5). Bordo’s concern is also
with, “the ‘direct grip’ (as opposed to representational influence) that culture has on our
bodies, through the practices and bodily habits of everyday life. Through routine, habitual
activity, our bodies learn what is ‘inner’ and what is ‘outer’, which gestures are forbidden
and which required, how violable or inviolable are the boundaries of our bodies, how much
30

In relation to knowledge production, feminists have also pointed out the body-mind dualism in which the
mind has been valorised and the body seen as Other, as lack: “Through most of the twentieth century the
individual has most frequently been theorised in terms of consciousness, thus reinforcing the positive valuation
of the mind and (by omission) the negative evaluation of the body” (Pringle 1999: 17). See the Methodology
Section for further discussion of the ways feminists have demonstrated the fallacy of unbodied, perspectiveless
knowledge in Western systems of thought in which knowledge and truth are fixed and only known through
detached observation and testing (Haraway 1998: Harding 1986).
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space around the body may be claimed, and so on. These are often far more powerful lessons
than those we learn consciously, through explicit instruction concerning the appropriate
behaviour of our gender, race, and social class” (1993, quoted in McDowell and Sharp 1997:
232). Bourdieu (1977) also argues for the importance of understanding social relations,
especially gender relations, in terms of habitual practices. Everyday, taken-for-granted
practices arise from what he refers to as ‘habitus’ which, although embodied in individuals
and individual practices, is in fact a widely shared set of dispositions giving rise to relatively
uncritical, naturalised behaviour (Duncan 1999).31
The social theorist, Michel Foucault, has also done much to interest feminists in the
relationships between regimes of power and women’s bodies. McDowell and Sharp (1997:
203) claim, “[he] argued that the body is a field or surface on which the play of power,
knowledge and resistance is worked out. Through social norms, self-surveillance and
disciplinary practices, the body’s materiality, and its desires and pleasures are produced and
restricted to a narrow range of acceptable attitudes“. Thus, Foucault also understands
subjectivity as being produced within discourses that are inscribed directly on bodies. Such
reasoning allows the body to be viewed as a surface of inscription and, moreover, that
different types of bodies, of corporeal subjectivity, will be produced under different
discursive regimes. In relation to ethnicity we can begin therefore to understand how
differences between Indo-Guyanese and Afro-Guyanese women’s bodies come to be
inscribed; differences, for example, in comportment and dress but also in relation to their
reactions to domestic violence.
Despite these analytical advances, Western feminists appear to be restricting their
attention either to theorising the body or to focusing on bodily constructions of desire and
pleasure, especially in relation to sexuality.32 Indeed, the Western female body has
increasingly been articulated as sexuality. Little reference has been made to the issue of
violence as a bodily regulator, either in relation to female or male bodies. Connell, for
instance, one of the principal theorists of masculinity, argues that the, “clearest examples of
the construction of masculinity through bodily performance are to be seen in sport and in
manual labour” (McDowell and Sharp 1997: 205). There has been little emphasis on the
ways in which the inscription of bodies occurs in openly aggressive and other coercive ways.
And very little attention has been paid to questions of embodiment in Caribbean social
science, although this is a situation that is beginning to change.33
In the Caribbean it can be argued that violent acts against women are a central feature
of bodily performances of masculinity.34 As structural adjustment policies in the Caribbean
31

For a study of Indo-Guyanese women in relation to habitus see Peake and Trotz, 1999, Ch. 6.
Indeed, McDowell and Sharp (1997) remark that in the wealth of theorising that has emerged on the body,
the bodily subject is in danger of disappearing.
33
This is despite the fact that it is over 40 years since Fanon first published his groundbreaking study, Black
Skin, White Masks, “which considered how racist discourses about the body engendered what he termed a
‘dependency complex of colonise peoples’, including the sexual fetishisation of ’racial’ characteristics” (Allen
1998: 276).
34
Kaufman (1999: 1) claims that, “Men’s violence against women does not occur in isolation but is linked to
men’s violence against other men and to the internalization of violence, that is, a man’s violence against himself
”. He adds that the construction of power is also the source of fear, isolation and pain for men: “The personal
32
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have contributed to the collapse of economies and especially to the closing down of options
of employment in bauxite mining and sugar cane production, men are less able to play out
their role of breadwinner (Lewis 1996). In addition, in some sectors of the economy, such as
professional and administrative employment as well as less well paid employment, for
example, as guards, women are increasingly competing with men for jobs traditionally
considered to be a male reserve. Masculinity is increasingly in crisis then as traditional roles
for men are usurped or harder to attain. However, we do not intend to infer here that
economic factors are necessarily primary or even dominant factors in a consideration of
masculinity. As Kaufman (1999) reminds us, masculinity is constructed from early childhood
as absence or emotional distance. Even in families where fathers and adult men are present
masculinity is, “codified as a rejection of the mother and femininity, that is, a rejection of the
qualities associated with care giving and nurturance” (Kaufman 1999: 3). Indeed, he claims
that for some men the only valid emotion is anger; a whole range of other emotions has been
ruled as invalid. Hence, even though men’s control over women is centred less on economic
prowess, its expression through violent acts is undiminished. Indeed, Caribbean masculinity,
structured around the strength of peer group influence and the need for male self–esteem,
demonstrated through public displays of one’s masculinity to one’s peers, emphasises the
need for control of, and an exploitative attitude towards, women. The belief that a masculine
identity is defined by physical power, as well as the belief of female inferiority and a man’s
sense of entitlement to certain privileges, demands that certain challenges to male power be
met by violence.35

insecurities conferred by a failure to make the masculine grade, or simply, the threat of failure, is enough to
propel many men, particularly when they are young, into a vortex of fear, isolation, anger, self-punishment,
self-hatred and aggression” (Kaufman 1999: 3).
35
Rico (1997:8) argues that gender-based violence is a, “key social mechanism for perpetuating the
subordination of women, since male hegemony….is based on social control over women”.
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C. Defining Domestic Violence in Relation to Human Rights
Domestic violence is often classified as having physical, psychological, emotional,
sexual and indirect attributes.36 But these are artificial divides that do little to help the design
of policies to prevent its occurrence. Notwithstanding the way it is defined, the purpose of a
definition is to protect women’s and children’s human rights. As Clarke (1998: 12) asserts:
“The human rights regime…represents the ethical dimension from which calls can be made
for state action and from which state action can be monitored and evaluated”. There was a
lack of a universal definition linked to human rights however until as recently as 1993. The
1993 United Nations World Conference on Human Rights defined gender violence as,
“violence which jeopardizes fundamental rights, individual freedom and women’s physical
integrity” (British Council 1999: 5). Articles 1 and 2 of the United Nations Declaration on
the Elimination of Violence against women expanded this further:
“The term ‘violence against women’ means any act of gender-based violence that
results in or is likely to result in physical, sexual or psychological harm or suffering to
women including threats of such acts, coercion or arbitrary deprivations of liberty,
whether occurring in public or private life.
Violence against women shall be understood to encompass but not be limited to, the
following:
a) Physical, sexual and psychological violence occurring in the family, including
battering, sexual abuse of female children in the household, dowry-related
violence, marital rape, female genital mutilation and other traditional practices
harmful to women, non-spousal violence and violence related to exploitation.
b) Physical, sexual and psychological violence occurring within the general
community, including rape, sexual abuse, sexual harassment and intimidation at
work, in educational institutions and elsewhere, trafficking in women and forced
prostitution.
c) Physical, sexual and psychological violence perpetrated or condoned by the State,
wherever it occurs.” (British Council 1999: 5).
That domestic violence is a human rights issue is obvious when its social, economic,
political consequences are considered, both for individual women and for society. Women’s
personal lives are blighted by pain and shame and they are deprived of relationships based on
trust. Their choices, behaviour and options become limited as violence prevents the process
of self-affirmation needed to make independent decisions.
The economic cost can be measured in the waste of human resources, such as the work days lost and the school
days lost by children of victims. There are also financial costs to the individual women who may have to leave
her home. Male partners may also deprive them of any money they may have and deny them opportunities for
training. The social costs can be seen in the lack of women’s participation in decision-making and public
activities, impeding the exercise of their citizenship and the development of democracy.

Indirect violence, “occurs when the aggressor destroys personal objects or property of the woman, refuses to
contribute to the support of the household, prohibits the woman from working or studying, prevents her from
having social contacts and controls her activities and friendships, all as part of an effort to limit her freedom and
her opportunities for taking decisions based on her own criteria and desires” (Rico 1997: 22).
36
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8. LEGISLATION AND HUMAN RIGHTS IN RELATION TO VIOLENCE
AGAINST WOMEN IN THE CARIBBEAN 37
Violence violates the human rights of women by infringing the right to life, liberty,
and security of the person, the right not to be subjected to degrading treatment and the right
not to be subjected to discrimination on the basis of sex. The non-prosecution by the state of
acts of violence perpetrated against women also amounts to a lack of access to justice, and
because violence perpetuates inequality it is also a violation of the right to equality (Vicente
1995). Despite these rights and despite the centuries-long historical subordination of women,
with violence as one of its major mechanisms, legislation concerning domestic violence has
only a short and recent history.
Prior to the Convention on the Elimination of all Forms of Discrimination against
Women (CEDAW) being adopted by the United Nations in 1979, and becoming a legally
binding agreement in 1981, masculine authority was still enshrined in Western laws
(Binstock 1998). Moreover, CEDAW dealt with violence against women only tangentially
and it was not until 1989 that CEDAW advocated that when states submitted their periodic
reports on the degree to which they have complied with its recommendations that they
include information on the measures they had taken to eradicate domestic violence. In 1992
another amendment was made to it recommending that states take all actions necessary to
protect women against violence.
The issue of violence against women was first mentioned specifically at the World
Conference of the United Nations Decade for Women, held in Copenhagen.38 In 1985 the
Nairobi World Conference for the end of the United Nations Decade for Women, for the first
time, treated domestic violence as a major obstacle to world peace.39 However, although it
established the elimination of domestic violence as a priority it did not classify it as an abuse
of women’s rights. This came in 1986 with a declaration by the Social and Economic Council
of the United Nations.
In 1993 the World Conference on Human Rights (WCHR) addressed a number of
issues concerning violence against women, stating that gender-based violence was
incompatible with the dignity and worth of the human person. Following the calls made by
the WCHR for the elimination of violence against women, also in 1993 the United Nations
General Assembly approved the Declaration on the Elimination of Violence against Women
(48/104), placing such violence firmly within the framework of international human rights
standards. The Committee also considered that the failure of the state to prosecute abusers
amounted to complicity in the initial act. As a result not only was there an expansion of the
state’s responsibility but domestic violence was no longer perceived as a problem solely of
the private sphere.40 Concomitantly, the legal distinction that until now had separated the
Human rights can be defined as, “a group of ethical principles having a legal dimension” (Rico 1997:7).
One of the 48 resolutions to emerge from the conference was entitled “Battered Women and Violence in the
Family” (Binstock 1998).
39
The World Health Organisation has also identified violence against women as one of the most significant
factors affecting women’s health (British Council 1999).
40
While a declaration is not legally binding it does establish a vision and a commitment to the view that
violence infringes upon women’s human rights (Vicente 1995).
37
38
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public and private spheres of life was invalidated and human rights abuses were no longer
restricted to those perpetrated by the state on the rights of groups and individuals in the
public sphere (Vicente 1995).
A further stage in international legislation to combat domestic violence came in 1994
with the appointment of a United Nations Special Rapporteur on Violence Against Women
whose task is to document and analyse the phenomenon of violence against women
worldwide.41 The Rapporteur also provides a practical mechanism, “through which
individual incidents and general patterns of violence against women can be assessed and
acted upon” (Clarke 1998: 14). In 1995 at the Fourth World Conference on Women (FWCW)
in Beijing the United Nation’s General Assembly also declared all forms of sexual violence
and sexual trafficking to be a violation of the human rights of women and female children.
This was the first time a resolution on female children had been passed (Binstock 1998).
In addition to this international legislation some regions have developed international
conventions on violence against women, including Latin America and the Caribbean42. In
1990 the Inter-American Commission of Women of the Organisation of American States
(OAS), held the first Inter-American Consultation on Women and Violence and in 1994 the
Inter-American Convention on the Prevention, Punishment and Eradication of Violence
Against Women, also known as the Convention of Belem do Para, was approved (ISIS n.d.;
Rico 1997). The Convention states that women have the right to be free from violence in
both the public and private spheres. At least 26 countries in the Caribbean and Latin America
have signed and ratified this convention, including Guyana (Binstock 1998). The Convention
allows individual countries to present petitions on individual complaints to the InterAmerican Commission on Human Rights as well as being able to request advisory opinions
of the Inter-American Court of Human Rights. A further regional initiative was the United
Nations Latin American and Caribbean Feminist Network Against Domestic and Sexual
Violence, started in 1992, which now has 21 country members (although Guyana and
countries of the anglophone Caribbean are not members). In addition, in the Commonwealth
Caribbean, UNIFEM has initiated a project on capacity building on gender which aims to
produce a number of policy studies, the first of which is a report on domestic violence in the
region (see Clarke 1998).
Numerous governmental and non-governmental forums were held to prepare for the
1993 World Conference on Human Rights. In January 1993 the San Jose Declaration on
Human Rights, adopted by the Latin American and Caribbean Regional Conference of the
World Conference on Human Rights, reiterated the need for States to recognise the rights of
women and to eradicate any form of discrimination against women, especially the
elimination of gender violence (Binstock 1998). Furthermore the Economic Commission on
Latin America and the Caribbean (ECLAC) member countries’ Regional Programme of
Action for the Women of Latin America and the Caribbean, 1995-2001, includes the subject
41

In 1994 the Special Rapporteur recommended that an optional Protocol to the Convention be drawn up to
allow victims of violence the right to petition individually once they have exhausted all local means. This was
approved in 1995.
42
As with many ECLAC documents that purport to cover Latin America and the Caribbean, Binstock’s study
covers only Latin American countries.
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of violence against women as one of its strategic areas relating to human rights. In 1998 the
United Nations launched an inter-agency campaign in Latin America and the Caribbean on
violence against girls and women and the Second Regional Conference on Sexual and
Domestic Violence was held in the Bahamas.43 ECLAC also has plans to introduce a Special
Rapporteur for the Caribbean.
In the Caribbean Puerto Rico began the move to legislate in 1989 when is passed Law
54 on Preventing and Intervening in Domestic Violence (Binstock 1998). Legal progress
against violence against women has been made in the anglophone Caribbean since the early
1990s.44 The majority of anglophone countries now have legislation on domestic violence.
Trinidad and Tobago was the first country to pass its Domestic Violence Act in 1991 (revised
in 1999), followed by the Bahamas in 1992. Barbados, Belize, St. Vincent and the
Grenadines, the British Virgin Islands, Antigua and Barbuda, Jamaica, St. Lucia and Guyana
(in 1996) have now all passed laws based on CARICOM model legislation.45 As Nesha
Haniff (1998) asserts:
“A Domestic Violence Act is critical to the combating of violence against women,
particularly domestic violence. This Act makes it easier for women to apply for
protection and sets apart rules of evidence that would make it easier to prosecute
offenders. Apart from providing legal improvements for women its enactment would
communicate a moral message that violence against women is unacceptable and that
the society will legally punish those who commit such crimes” (p.363).
However, the effectiveness of these laws is constrained. They are often written in gender
neutral language, supposedly to comply with constitutional concerns. They also refer to
specific manifestations of violence against women as opposed to the international
instruments that recognise violence as a structural problem. And as Vicente (1995: 12) notes,
“Criminal law is an important discursive measure to impact upon generalised practices and
views, but at the same time it means augmenting state power and the use of a coercive system
to confront violent conduct”.
43

In Guyana this led to a colloquium on violence against women and girls.
Reference here is primarily to the anglophone Caribbean. This has an overlapping membership with
CARICOM but is not synonymous with it. CARICOM (Caribbean Community) comprises fifteen full members;
these include twelve independent English-speaking territories, the Dutch-speaking Surinam and Frenchspeaking Haiti (which is still in the process of joining) and Montserrat, which is not an independent territory but
is a full member of CARICOM. The independent English-speaking territories comprise Antigua and Barbuda,
the Bahamas, Barbados, Belize, Dominica, Grenada, Guyana, Jamaica, St. Kitts and Nevis, St. Lucia, St.
Vincent and the Grenadines, Trinidad and Tobago. There are also three Associate Member states: Anguilla, the
British Virgin Islands (BVI), and the Turks and Caicos Islands (TCI). The English-speaking territories of
Bermuda, St. Croix and the Cayman Islands are not members of CARICOM.
45
The acts that exist in the anglophone CARICOM countries are as follows: Antigua has a Domestic Violence
Act, 1998 and a Sexual Offences Act 1995; the Bahamas has a Sexual Offences and Domestic Violence Act,
1991; Barbados has a Domestic Violence Act, 1992 and a Sexual Offences Act, 1992; Belize has a Domestic
Violence Act, 1996 and a Protection Against Sexual Harassment Act, 1996; Dominica has a Sexual Offences
Act, 1995; Jamaica has a Domestic Violence Act, 1995; Montserrat has a Family Protection Against Domestic
Violence Act in progress; St. Lucia has a Domestic Violence Act, 1995; St. Vincent and the Grenadines has a
Domestic Violence Act, 1994; and Trinidad and Tobago has a Domestic Violence Act , 1991(revised in 1999).
Mondesire and Dunn (1995) report that in Grenada there are no legal provisions against domestic violence but
incest is now an offence. St. Kitts and Nevis has a Law Reform Programme in relation to women and the
family. Neither is there relevant legislation in Anguilla or Dominica (but a Family Protection Against Domestic
Violence Bill is before parliament) (Tang Nain 1999).
44

77

The increasing references to domestic violence in international, regional and national
conventions has succeeded in creating the recognition of it as a widespread problem affecting
many women and largely without effective remedy. Networks of women’s organisations
have also been successful in influencing international organisations to expand the application
of state responsibility for domestic violence as well as exposing the non-prosecution of
domestic violence as constituting a violation of the human rights of women (Clarke 1998).
Another technique that women’s organisations throughout the region have used to spread the
message that violence is of primary importance to women is that of research.
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9. RESEARCH ON DOMESTIC VIOLENCE IN THE CARIBBEAN
There has been a burgeoning of research on domestic violence since the 1970s, but
the vast bulk of it has been based in the Western world.46 While there have been a number of
regional-based studies in the 1990s there are still large gaps in our understanding of domestic
violence in the Caribbean. Moreover, there are no official statistics on the occurrence of
domestic violence, hence it is difficult to know whether there is an escalating level of
domestic violence or merely an increased effort to document cases.
Studies in the Caribbean fall into two types: those that study secondary sources such
as police, legal and medical records; official statistics; and data from women’s shelters and
secondly, those that conduct primary research through surveys and focus groups. The former
group is restricted to reported types of violence such as physical and sexual violence. In
addition, data are often not compiled in relation to gender. While there have been attempts to
segregate data on reported assaults along gender lines, most commonly, domestic violence
cases will not be separated out from all other cases of violence. Primary research is also
limited in that surveys of populations typically use non-random samples, resulting in
problems of not being able to extrapolate results beyond those of the sample chosen. Primary
research does, however, have the advantage of the researcher being able to choose her own
categories of analysis and of being able to acquire rich detail on individual women’s lives.
Moreover it is extremely difficult to compare these studies and to develop a comprehensive
picture of the nature and extent of violence in the Caribbean. The different methodologies
employed, the lack of co-ordination over definitions of domestic violence, and often poorly
reported methodologies make it difficult, if not impossible, to compare results or to
extrapolate from them. Objectivity, moreover, is sometimes sacrificed for polemical
statements. The result is a paucity of comparable data in the Caribbean. These studies,
however, have gone a long way to indicating the magnitude of the phenomenon. A selection
of the largest of these studies is listed in Table B.9.1.

46

Statistics Canada so far has conducted the largest and most rigorous study using a national random sample of
12,300 women in 1993. It found that one in two women had experienced at least one assault since the age of
sixteen: 45 per cent by their partner or ex-partner, 23 per cent by other known men and 23 per cent by strangers.
Two out of three reported repeat assaults and one in three women feared at some point for their life. Official
statistics from Britain reveal that a current partner or ex-partner is the most likely murderer of women (which is
not the same for men) and that only 10 per cent of alleged rapists are convicted. Research data from Britain
reveals that one in four women have been victims of domestic violence and one in four women have
experienced rape or attempted rape (British Council 1999).
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Table B.9.1 Selected Studies of Domestic Violence in the Anglophone Caribbean
Author
Haniff (1998)

Country
British
Virgin
Islands

Iyo (1998)

Belize

CAFRA (1999) Trinidad
and Tobago
Eersel and
Paramaribo,
Goede (1994)
Surinam

Jordan (1986)

Barbados

Handwerker
(1993)

Barbados

Handwerker
(1993)
Jamaica
National
Preparatory
Commission
(1994).

Antigua

Haniff (1994)

Jamaica

Jamaica

Sample Size and Type
Non-random
questionnaire study of
330 women aged
between 15-54.
Sample of 184 men
and women.
Random sample of
207 women
Secondary sources
such as police and
hospital records

Main Findings
29 per cent of women had
experienced physical abuse.

49% of women had
experienced violence of some
sort.
(Results not yet public).

The majority of abused women
were between the ages of 1540. 48% of crimes against
women occurred in the home
and 24% in the street. 60% of
victims had a permanent
relationship with their
offender.
Secondary sources
In the Police Records for 1985
such as court, police
for the 156 cases of violence
records, hospital
against women reported, in
records as well as
95% of case the woman knew
interviews and case
her attacker. 1 in 17 women
studies of 297 reported reported continuous abuse.
rape cases in the
period 1978 to 1983.
Random sample of
30% of women had
407 women and men
experienced abuse.
aged 20-45.
97 women
30% of women had
experienced abuse.
Study of police
In 1992 there were 1,108 cases
records
of rape reported to the police.
In 52 % of the cases the
victims knew the offenders. In
1992 domestic murders
accounted for 42% of all the
629 murders that took place.
Survey of 3,000 police In the age range of 15-55, one
reports of violence for in six Jamaican women
selected months in
experienced an act of violence.
1993/1994
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Danns and Shiw Parsad (1989) conducted the first study of domestic violence in
Guyana. Their major findings are listed below:
-For their ‘random’ sample they found that two out of three women were hit by their partners
on at least one occasion.
-98 per cent of Indo-Guyanese women experienced violence in the home, especially the
kitchen and bedroom. However, only 67 per cent of the Afro-Guyanese women reported
violence occurring in the home, with a further 21 per cent reporting it occurring at parties or
at the cinema, 12 per cent in the market or shop, 19 per cent in the street, and 8 per cent at
their place of work (more than one response was allowed).
-Indo-Guyanese women who are joint household heads are less likely to experience
violence but the opposite is true for Afro-Guyanese women.
-Husbands who drank alcohol or who witnessed or experienced violence as children were
more likely to hit their wives.
-Women with children are more likely to suffer from abuse than childless women.
-The majority of women believe men have the right to hit their wives under certain
circumstances.
-Around 20 per cent of all women who were abused did not feel physically abused.
This study, while providing much needed data on domestic violence, has to be
interpreted with caution. It is problematic on two grounds, those of methodology and of
interpretation of results. Danns and Shiw Parsad interviewed 120 Indo-Guyanese women and
100 Afro-Guyanese women. Of these, 50 per cent of each sample were selected from police
records as being women who had suffered and reported domestic violence. The remaining 50
per cent were selected randomly. However, the authors do not specify how they selected
these respondents except that they were chosen from three places in Georgetown and three
rural areas (Enmore, Bush Lot and Leguan). It is highly improbable that the authors had
sampling frames for all six of these areas. Therefore we suspect that rather than being
selected randomly they instead chose convenience samples. If this is so then their results
cannot be extrapolated from their samples to the national population. Moreover, their results
are often difficult to interpret. Their ‘random’ survey has a sample size of 100 and their
purposive sample has a size of 120, yet they report the results of the two samples together.
Of particular concern also is their claim that there is a culture of violence in Guyana,
a thesis that has been much critiqued. That a violent society produces violent families is a
common belief; when cultural norms sanctioning violence allow and even encourage family
members to assault each other, hitting easily crosses the line into battering and bludgeoning.
But this thesis of a culture of violence is not as straightforward as it seems. As Erchak
(1984:332), and others, claim, “the relationship of cultural norms to social interaction is
indirect and subtle and mitigated by several structural and situational factors”. Danns and
Shiw Parsad base their belief on the understanding that there are normative supports for
violent behaviour, which they claim, “ points to certain patterns of behaviour within specific
relations and situational contexts” (p.84). They go on to assert that, “This disposition is
particularly evident in lower class communities” (Danns and Shiw Parsad 1989: 8). They also
repeatedly state that women with a low educational background or low incomes or a low
socio-economic occupational status were more likely to experience violence. Yet they make
no attempt to explain why this is so beyond referring back to the culture of violence thesis to
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verify their assertions. In so doing their reasoning is redundant, that is, they mistakenly
conflate correlations with causative factors. Their claim, for example, that women in lower
class areas are more likely to experience violence could be a result of these women having
large families; it could be family size that relates to violence, not class.47 Hence, to
understand the causal factors underlying the relationship between domestic violence and
variables such as class and ethnicity it is necessary to investigate the specific historical and
socio-cultural context within which domestic relations take place.
Another characteristic of their analytical approach is to commence from the
assumption that there are essential differences between Indo-Guyanese and Afro-Guyanese
women, which domestic violence serves to highlight: “Danns and Shiw Parsad (1989: 103)
assert that in Guyana, violence is utilised by Afro-Guyanese men to achieve control over
women, and by Indo-Guyanese men to maintain control over women. Not only does this
rather unproblematically reproduce an essentialist cultural divide, it also reinforces the
stereotype that Afro-Guyanese women are partially autonomous actors while Indo-Guyanese
women are subdued victims” (Peake and Trotz 1999: 173). Such reasoning does not allow for
the variety of overlapping responses and reactions to violence that can be found between the
two communities, nor for the ways in which these change over time in relation to external
factors such as, for example, the Domestic Violence law. As Peake and Trotz (1999: 13)
report: “[t]he temptation to treat Afro-Caribbean and Indo-Caribbean populations as bounded
groups presupposes that these subjectivities are stable and homogenous. Yet the
representation of stability disguises a shifting terrain in which other axes of difference make
it useless to speak of a singular Afro-Guyanese or Indo-Guyanese identity, even if we think
we know what is claimed in their name”.

At one point they do recognise their tendency to confuse correlations for causative factors: “The social
factors of education, occupation, income, religion, type and length of marriage, number of children, and
childhood encounters all point to tendencies to employ violence but none taken by itself or in combination with
others can reliably explain the use of violence in conjugal unions” (Danns and Shiw Parsad 1989: 57).
47
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10. THE CONTEXT OF DOMESTIC VIOLENCE IN GUYANA
Although common perceptions of the Caribbean readily associate high levels of violence
with countries such as Jamaica and Haiti, violence is pervasive throughout the region.
Indeed, Guyana has a long history of the use of state violence against people, both from the
colonial state and the Burnham state. And as in many other Caribbean countries in the 1990s,
Guyana has been witness to an escalating level of violence within civil society.48 Although
uncorroborated, the increase in crimes against the person, the increasing use of violence
involving assault weapons and guns49 as well as the introduction of gangland style public
assassinations, is attributed by many citizens to the tightening grip of the cocaine trade in the
country.50
In Guyana, where the legal system is inadequately equipped to deal with increasingly
violent crime, support for the death penalty as a last recourse for justice is high. In this
context human rights have made little purchase. Moreover, demands for human rights are one
way of publicly exercising citizenship and this is a rare phenomenon in Guyana. One
important exception was the anti–violence fast and vigil of a Red Thread member, Karen de
Souza, in February 1999, which she held for a week on the street outside the Houses of
Parliament.51 Not only was she expounding her view of the role citizens should play in a
democratic society but also raising a dialogue about the factors that would enable citizens to
play a more effective role in developing a good society. Red Thread reports that:
“The action she took in February 1999 was the action of an individual citizen in the
sense that she conceived it, decided on it, and began planning for it without seeking
the ‘permission’ of any other person or group. The immediate cause of her outrage
was the fact that the dumping of a body of a three-year-old child on a city pavement
had warranted only passing mention in the local press and barely impinged on the
collective consciousness of the nation. Galvanized by the growing brutality
manifesting itself in society at all levels and by the indifference of citizens to that
brutality, she decided to take a stand” (Red Thread 1999).
Red Thread does contend, however, that the vigil had positive impacts: “it popularised and
demonstrated the concept of “legitimate entitlement”; the fundamental right to exercise one’s
rights of citizenship; it demonstrated that taking political action at a personal level is a direct
and effective way of exercising civil liberties and winning popular support; it addressed in a
48

There is a long history of violent rebellion in Guyana going back to slavery. The twentieth century has
experienced a variety of gang-based violence from centipede gangs in South Georgetown in the mid-twentieth
century, ‘choke and rob’ gangs in the 1970s, ‘kick-down-the-door’ bandits since the 1980s and heavily armed
gang robberies in the 1990s.
49
The proliferation of guns in the country is widely accorded to be the result of two separate factors. One is the
presence of Guyanese nationals compulsorily repatriated from the United States, a number of whom have
maintained their contact with crime networks in the States and have colluded in the smuggling of weapons into
the country. Secondly, the formation of community-based militia groups by the current government has spread
gun ownership into the rural areas.
50
Guyana has become a major transshipment point for the passage of cocaine from South America to the rest of
the Caribbean and the United States.
51
She stated that, “This vigil is against the violent killings in our homes and on our streets; against the battering
of women and the abuse of children; against the miseries visited on our pensioners; against the lies and
hypocrisy, the pettiness and callousness of high officials; against the unhearing ears and unseeing eyes, deaf and
blind from fear and hopelessness” (de Souza 1999).

83

dramatic way the need to see the political as different from the political party partisanship
and ethnic insecurities that predominate in Guyana”(Red Thread 1999: 32). Karen de Souza’s
action went to the root of what it mean to be a citizen in calling on citizens to act. Such
alternative ways of thinking and doing are rare in Guyana. That this was an alien act became
evident from the questions she was frequently asked, such as whether she had permission to
sit on the street corner and whether she was not afraid that the police or City Council would
remove her. Red Thread claim:
“These questions reflected the general sense of citizens, developed over years of “Big
Brotherism”, that protest and self-representation are seen as antagonistic rather than
an attempt to correct things. The fear of victimisation is still very much alive.
Citizen’s rights and an ingrained sense of civil liberties have not widespread currency
in the Guyana on the eve of the millennium” (Red Thread 1999: 31).
This finding is further corroborated in the recent Red Thread (1999) report on good
governance and civil society in which the absence of a notion of legitimate entitlement was
concluded from the hundreds of interviews conducted. In such a context it is hardly
surprising that both state and civil society responses to domestic violence are still
characterised by deficiencies and inadequacies.
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A. The Historical and Socio-Cultural Context in Guyana
Hierarchical gender relations, perpetuated through gender socialisation and socio-economic
inequalities, are integrally related to violence against women (Heise with Pitanguay and
Germain 1994). Yet, as stated earlier, to understand the causal factors underlying the
relationship between domestic violence and hierarchical gender relations it is necessary to
investigate the specific historical and socio-cultural context within which they take place. In
Guyana a number of interrelated factors fuse to create an environment in which behaviours
and attitudes conducive to domestic violence are reproduced.
1. There is a consensus among all ethnic groups in Guyana that the abuse of women is a
male prerogative. Among many Indo-Guyanese families the ideal of a wife is that she be
submissive and obedient. If she is not, the man is entitled in using violence against her.
Among Afro-Guyanese there is also the accepted notion for many that men can discipline
their partners by means of physical violence.
2. The meanings attached to gender violation for women are often those of shame and
humiliation. Women often have strong feelings of disgrace and embarassment associated
with being beaten, feeling that they are partially or wholly responsible for their partner’s
behaviour. As a consequence, they often want it to be kept hidden. Among middle-class
women the impetus is often on saving their and their partner’s reputation in a society in
which domestic violence is perceived as being a problem of the working class.
3. The normative commitment to marriage and/or ‘having a man’ helps explain why
women stay in violent relationships. In Indo-Guyanese families the notion that the
woman ‘has made her bed and must lie in it’ is paramount. High levels of poverty in
many cases make it impossible for women to relocate back to their parents who do not
have the money to support them. In Afro-Guyanese families the importance of ‘having a
man’ often comes at whatever cost to the woman and displays of violence can even be
interpreted as the man revealing his jealousy and ‘love’ for the woman. In both cases,
violent behaviour is not seen as abnormal for men to engage in. So long as a man
continues to provide for her and her children, many women prefer a bad marriage or a
bad man to no marriage or no man at all.
4. Despite the disparate family structures evident in Guyana, families are organised around
the power of the male members’ i.e., on the basis of strong bonds of domination and
unequal power relations. Matrifocality, for example, does not mean the male is absent,
indeed authority is invariably maintained by the male.
5. Undoubtedly the majority of domestic violence is not reported. Across all classes,
friends and family, and officials such as doctors, social workers, the police, and lawyers,
as well as the local community, more often act as a powerful reason to remain silent. One
man may be responsible for the violence but the responsibility for not reporting it
permeates the whole community. There is, moreover, often a lack of readiness to confront
and intervene in cases. Indeed, family members often try to persuade women to ‘patch
up’ their relations with their male partner so that their business does not become ‘public’,
the common perception of domestic violence still being that it is primarily a private and
non-criminal matter.52
52

Three armed men burgled an expatriate woman living in a middle-class area just outside Georgetown early in
1999. She screamed for help but no-body came (she finally escaped after jumping out of an upstairs window).

85

B. State and NGO Bodies Concerned with Domestic Violence
In the 1980s, very few places were available for women to obtain help with violent
domestic situations. The Women’s Affairs Bureau (WAB), the state body designated to deal
with women’s issues, had insufficient personnel and resources and could only refer women to
the police and the legal system. The Women’s Progressive Organisation (WPO) and the
National Congress of Women (NCW), which are, respectively, the women’s arms of the PNC
and PPP, have not reported any activities they were engaged in beyond helping individual
women who came to them for help.53 Rather it has been women’s NGOs that have provided
support for individual victims of violence, organised campaigns to raise awareness of the
issue and acted as the conscience of civil society. However, since the election into office of
the PPP in 1992 a number of initiatives relating to women and violence, mostly
concentrating on legal reform, have been undertaken at the governmental level. Most
recently, in 2000 the Minister for Human Resources and Social Security has established a
National Steering Committee for the Eradication of Violence against Women and Girls.54 In
addition the recently established National Commission on the Family has produced a draft
family code that will be debated by various groups.
In the late 1980s, Red Thread turned its attention to domestic violence and engaged in
a variety of activities (see the Methodology Section), helping individual women as well as
campaigning for the recognition of domestic violence as a public issue. In the 1990s there has
been a plethora of small-scale activities by a number of community-based women’s groups,
as well as the emergence, in 1997, of a group called Men against Violence against Women.55
At the national level, however, there has been only one significant NGO to emerge, Help and
Shelter. This commenced activities in November 1994 with the aim of providing counselling
and help for women in violent relationships such as accompanying women to the police,
courts and hospitals. Within two years it had counselled 678 people (96 of whom were below
the age of sixteen years) and trained 62 volunteer counsellors (although only fourteen of
these were active). The organisation also has a shelter for abused women and children that
will open in early 2000. Residents will be able to stay a maximum of six months, and receive
counselling and skill-training as well as help in finding satisfactory housing. The work of
Help and Shelter gives us a window on the magnitude and characteristics of domestic
violence. In its first year of operation it had 206 clients (these included 94 Afro-Guyanese, 82
Indo-Guyanese, 22 Amerindians and eight others); 41 were under the age of sixteen, and of
these 36 were girls and five were boys. Of the 20 clients reporting rape, nineteen were under
the age of sixteen (fifteen girls and one boy).
In addition to WAB, Help and Shelter, and Red Thread as places where women can
go to seek help, there are a couple of residential centres along the coastal strip where abused
women can be sheltered. These suffer from financial difficulties as well as being unable to
Neighbours told her later that they did hear her but because she had shouted ‘help’ instead of ‘thief’ they
assumed she was involved in a domestic dispute and thus did not intervene.
53
Until 1994 the NCW was known as the Women’s Revolutionary Socialist Movement (WRSM).
54
This is to have a three year programme of action (yet to be determined).
55

In addition, over 3,000 males signed the Guyana Human Rights Association’s pledge to eradicate violence.
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provide services to help women move on to a new life.56 A crisis centre in Berbice was
established in 1996 by Kamal International, a small NGO, catering for battered women and
homeless children and the elderly. In 1998 it had only seven children, one woman and one
elderly man staying there. Another NGO, Genesis, also opened a shelter in 1997 on the West
Coast Demerara. It can accommodate 30 women at a time and has sheltered over 100 women
and children. It currently has eight women and thirteen children staying there.57 Both of these
NGOs provide real, but limited, help for women in terms of immediate relief from violent
situations.
Since 1995 there has also been a Children’s Development Center in Linden that
provides counselling and skills training for children in difficult circumstances. More recently,
in 1999, a drop-in centre opened for street-children in Georgetown. None of these centres,
however, can provide accommodation for abused children or teenagers, who have to stay in
orphanages or with relatives. Alternatively they end up living on the streets of Georgetown.
Teenage girls below the age of seventeen have a particularly difficult time being placed given
the shortage of places in orphanages and a desire by relatives not to take them because of the
risk of them engaging in sexual activity and becoming pregnant.58
In addition to civil society organisations there are two state organisations directly
concerned with domestic violence, the Probation and Family Welfare Service and the police.
The Probation and Family Welfare Service liaises with the courts and also provides
counselling services to families and couples. Private matrimonial cases are often the largest
category of cases they deal with, resulting in a significant reduction in the number of cases
going to court (Danns and Shiw Parsad 1989). The service however suffers from
understaffing and its structure is hierarchical and inflexible; rules cannot be dispensed with to
help individuals, with procedure taking precedence over clients’ needs. One social worker
reports, “Sometimes when the woman asks, ‘If you were in my place what would you do, not
leave the man?’. I am tempted to say, ‘Yes it is the best solution’. But I never say it because
my official role as mediator and counsellor does not allow me to voice personal opinions”
(Danns and Shiw Parsad 1998: 135). The lack of co-ordinating links between social service
agencies also results in an inadequate level of services being provided by social workers.
Under the Domestic Violence Act, for example, social workers should have been designated
to institute actions of behalf of victims but this has not been done.
The police are often the first and only link between an abused woman’s attempt to
exercise her human rights and concrete solutions. However, they lack the skills, resources,
infrastructural arrangements, and the will, they need to treat domestic violence seriously.59
Domestic violence is not always recorded, investigated or prosecuted by the police.
56

Many agencies fail to realise their organisational potential. The St. Francis Night Shelter for Battered Women
in Georgetown , for example, was underutilised for years and in the 1980s was converted into a home for nuns
(Danns and Shiw Parsad 1989).
57
In November 1999 the Genesis home was adopted by another NGO, Food for the Poor, in an attempt to solve
its financial difficulties (Anon 1999).
58
There is only one hostel for working women in Georgetown but they have to be at least seventeen year of age
before being allowed to stay there.
59
The accusation that police members accept bribes from assailants to not charge them is very common. (de
Souza, 2000).
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Commonly, officers may warn the offender (or promise to, but do not) or they refer the
victim to a welfare agency or tell them to come back later. One police officer interviewed by
Danns and Shiw Parsad (1989) claimed:
“We don’t take husband-wife disputes seriously because families must have ups and
downs and they should solve their problems privately with the help of friend, relatives
and social workers. If we encourage wives to take their husbands to court then what
will happen to the family? On the other hand, violence between strangers is a very
serious matter and we do not play around with it. Once the victim complains and is
willing to press charges, we throw the book at the offender” (p.127).
Sixty-eight per cent of the police Danns and Shiw Parsad (1989) interviewed agreed that a
man has the right to hit his partner if they were unfaithful, thriftless or lying and 52 per cent
confessed to hitting their partners. In the late 1990s there have been training sessions for
police members in the Domestic Violence Act and copies of the Act have been distributed to
police stations. However, these activities have proved insufficient for changing a cultural
mind set that individual women deserve the violence meted out to them by their male
partners and that incidents of domestic violence require conciliation rather than being treated
as a criminal offence.
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C. The Legal Context
There have been significant advances in the legal status of women in Guyana in the
1990s in relation to domestic violence, cases of which can be tried in either civil or criminal
court. Most specifically, a Domestic Violence Act was passed in 1996 allowing speedy
access to injunctions or protection orders at the Magistrate Court level (see Clarke 1998).60
However, the gap between the legal and de facto status of women is extremely large.
Revising the law does not transform commonly held misconceptions about violence and
many women remain ignorant of the legal advances that have been made, while others are
reluctant to bring forward cases because the inefficient operation of the legal system makes it
unlikely that a conviction will result. Figures from WAB (1996) appear to corroborate this
belief. For example, between 1992-1994 there were 408 reported cases of rape; a total of 202
charges were laid and only nine convictions resulted.61 The common practice of families
accepting financial compensation from the abuser’s family instead of taking the case to court
also speaks to a belief in the failure of the legal system to bring perpetrators to justice.
Moreover, Guyana still has no sexual harassment law (although the 1997 Prevention of
Discrimination Act makes sexual harassment illegal as a form of discrimination).62 Neither
does it have a family court63, although one is expected to open later in 2000-01.64
The Domestic Violence Law places priority on the protection of the victim rather than
punishment of the offender. Moreover, the granting of the protection order (which takes
effect for one year) is discretionary, taking into account any hardship caused to the
respondent and the abuser. Under the law, it is stipulated that a person can apply for a
protection or an occupation or tenancy order (or interim order) against another person with
whom he/she have been married, co-habiting, had sexual relations, lived together in the same
household, or agreed to marry.65 An important aspect of this is that regardless of who owns
the family dwelling in which the woman is living, her male partner can be legally required to
move from it. In the case of abuse against a child, an adult who is the parent or has parental
responsibility for the child, can apply for an order. Applications can also be made by police
officers and gazetted social workers. However, reporting the case to the police is not
mandatory and the petition may be made in person at the court or in writing within a certain
period of the incident. Court clerks are supposed to provide forms and assistance in filling
This was submitted to the government by the National Women’s Rights Campaign, a group of women
lawyers and other concerned women and is based on the model legislation developed by the CARICOM
Women’s Desk.
61
In the same time period there were eighteen reported cases of incest, nine of which were administered with
only one conviction being made. And of 128 reported cases of indecent assault, there were only 37 charges and
nine convictions.
62
In the anglophone CARICOM countries only the Bahamas and Belize have legislation on sexual harassment
(Tang Nain 1999).
63
In the anglophone CARICOM countries only the Bahamas, Belize and Jamaica have a family court (Tang
Nain 1999).
64
At present, although domestic violence cases fall under civil legislation, they are held in criminal court and
heard by a magistrate. Prior to the Domestic Violence law women only had the option of reporting assault to the
police who could then lay assault charges which would be heard in Magistrate’s court. Alternatively, women
also had the costly and lengthy option (and still do) of hiring a lawyer to file for an injunction and monetary
compensation in the High Court.
65
Ancillary orders can also be made in relation to the use of furniture and household appliances.
60
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them in so that women can set the legal process in motion without having to rely on the
services of a lawyer. However, forms are often not available or the clerks aware of the
procedure, and some magistrate’s require a lawyer to be present in court. The case should be
heard within seven days of filing an application and proceedings are supposed to be held in
camera although this does not always occur.
The Law also provides for police officers to enter any premise without warrants for
the purpose of helping any person if s/he suspects that person is suffering abuse or if a
protection order is being violated. It also stipulates that the police must ensure that records of
domestic violence cases are compiled. Finally, the role of the Director of Human Services in
the Ministry of Labour in alleviating domestic violence is also spelled out.
Criminal sanctions only ensue if a protection order is breached. Breach of a protection
order results in a penalty of a fine of G$10,000 (G$180=US$1) or one year’s imprisonment.
However, a woman is also entitled to file criminal complaints at the same time as seeking a
protection order.66 No records are available of the number of protection orders that have been
obtained nor has there been any monitoring of the law. However, informal observations have
revealed problems arising from magistrates’ interpretations of the law, untrained court
personnel who try to dissuade women from filing applications, the difficulties of serving
court documents on the abuser and the enforcing of protection orders.
While domestic violence is now legally indictable the laws relating to sexual offences
are still in need of revision. The Criminal Law Offences Act, Chapter 8:01, is an amendment
of a United Kingdom Act of 1893, and although it has received piecemeal amendments over
the years these are insufficient. Moreover, as Rico (1997: 33) claims, “Sexual freedom must
be considered as a legal right requiring two different types of protection: positive protection
of the right to exercise one’s sexuality freely, and negative protection of every person’s right
to be free of any imposed form of sexual contact”. In Guyana, the former type of protection
is not in evidence: homosexuality, for example, is considered a socially abhorrent status, for
both women and men (see Peake and Trotz, 1999, Ch. 7). However, although buggery is
deemed an illegal activity it is not illegal for women to engage in homosexual sex.
Criminal offences under the Sexual Offences Act include incest67, rape68, attempts to
commit rape, carnal knowledge of a girl under thirteen, bigamy and abduction. Successful
prosecutions for rape have to face a number of obstacles. According to the Common Law
Rule of Recent Complaint, a report is only admissible if the report of having been raped is
made quickly after the rape. Secondly, the law permits evidence to show that the complainant
is of immoral character. Thirdly, there is a practice of the judge warning the jury against
accepting the complainant’s uncorroborated evidence (given a lack of any medical evidence).
66

Domestic violence victims are eligible for legal aid. There is no provision for this at all in the rest of the
anglophone Caribbean, except in Trinidad and Tobago.
67
In Guyana it is illegal for a man to have intercourse with a woman he knows to be his granddaughter,
daughter, sister or mother.
68
Under the common law on rape, which is still in force in Guyana, rape is defined as, “as sexual intercourse by
a male with a female who is not his wife without her consent, or if with consent if it is extorted by threats of
bodily harm, is obtained by impersonating her husband or by false representations of the nature and quality of
the act” (Clarke 1998: 18). According to this definition husbands are legally incapable of raping their wives.
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As one woman lawyer stated, “This is the only criminal offence in which this sort of warning
is given, and it seems to imply that women and children lie and therefore they are not to be
believed” (Branche 1999b: 33). Fourthly, there is the issue of consent and whether the man
reasonably believes the woman consented. Proof of lack of consent is notoriously difficult to
achieve; the offender is not considered guilty so long as he believes there was consent.69
When children are the victims court appearances can be horrific experiences; girls as young
as five years old have had to give testimony if there are no witnesses to the rape, the lack of
proper forensic facilities making it impossible for blood tests to be used as evidence.
Moreover, whether cases are held in camera or not there is still a lack of privacy and no
guarantee of anonymity. Finally, rape within marriage is not criminalised under all
circumstances.70
Prostitution is illegal under the laws of Guyana, with the laws for male prostitution
being far more severe than for women (see Trotz and Peake 1999). Under Chapter 8:01 of the
Criminal Law, Section 73, the maximum penalty for female prostitution, either by the
procurer or by the prostitute, is two years, while for males it is a minimum of ten years and a
maximum of life imprisonment. While this trivialisation of the sexual exploitation of women
compared to men may speak to women’s supposed inferior status, it may also allude to the
aversion that male homosexual acts engenders. Brothel owners are also liable for a fine of
G$1,000 or six months imprisonment on a first conviction under the Summary jurisdiction
(offences) Act, Chapter 8:02.
No single law speaks to child prostitution. Chapter 8:01, Section 70, of the Laws of
Guyana, forbids children under age twelve from lawfully granting permission for sex.
Chapter 8:01 Section 69 of the Laws of Guyana also states: “Everyone who unlawfully and
carnally knows any girl of or above the age of twelve years and under the age of thirteen
years shall be guilty of a misdemeanor and liable to imprisonment of five years. It shall be
sufficient defense to any indictment under this section if it is made to appear to the Court or
jury that the accused person had reasonable cause to believe that the girl was of or above the
age of thirteen years”. Hence, it is legal for girls aged thirteen and over to partake in sexual
activities. Meanwhile, a boy below the age of fourteen is deemed incapable of having sexual
intercourse and is therefore incapable of committing rape and like offences.
Child prostitution is not widespread but is a rapidly growing phenomenon (Danns
1996). In a 1993 PAHO study of sex workers one out of every ten prostitutes is a teen or
child prostitute. Once ‘prostitution behaviour’ i.e., accepting money for sexual favours, by
children is also taken into account, Danns found that 4.2 per cent of a sample of 1,024
secondary school children have accepted money for sexual favours. While not a high figure it
has to be understood in a context in which less than 50 percent of children in secondary
schools age in Guyana were recorded as attending school. The majority i.e., 56 per cent, were
not attending school and were engaged in various economic survival activities.

69

In Barbados the Sexual Offences Act states specific conditions under which it is deemed that the victim did
not give consent e.g. intimidation, the use of force etc.
70
Only in the Bahamas in the anglophone CARICOM territories does a similar situation pertain (Tang Nain
1999).
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No legislation has been enacted on sexual harassment.71
Clearly, the legal system is still failing women and girls. Access to justice is impeded
by the obsolescence of the Sexual Offences legislation, the ineffectiveness of existing penal
statutes, grossly inadequate sentences, and inefficient administration, in addition to a lack of
support systems, such as hostels.72 It is compounded by an ignorance of the law both by
victims and the legal community. The vast majority of complaints to the police do not reach
to the courts. Those which do often fail because of lack of ‘objective witnesses”, lack of
conclusive evidence, women dropping the charges (because they do not want their
husband/partner to be imprisoned or because they are treated in a hostile or discriminatory
way by officials or they are blamed for the circumstances), the slowness of the proceedings
and so on. There is moreover, wavering support in key sectors such as the police and the
legal community and the social services system is inadequate and not geared for the
implementation of the law.

71

Indeed, throughout all the CARICOM member states only the Bahamas has enacted legislation on this matter.
One disturbing development is the offer of financial compensation, and often quite paltry amounts, in
exchange for the termination of criminal proceedings.
72
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11. METHODOLOGY
In 1998 Red Thread conducted a questionnaire survey on domestic violence in Greater
Georgetown of approximately 360 women. The survey approximated a random design and
took the form of a multi-level cluster survey. (A simple random sample could not be
conducted given the absence of any current sampling frame for the city). Information was
also collected from various organisations and groups that have a concern with domestic
violence e.g. Guyana Responsible Parenthood Association, Help and Shelter, the Genesis
Home for Women, social workers and lawyers. See earlier Methodology section for details.
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12. ANALYSIS: RESULTS OF THE SURVEY
A. Background Information
In this section we briefly outline demographic, social and economic factors pertaining to
the respondents and their households, including the current partners of the respondents. This
background information serves to give a general overview of the population we surveyed and
the extent to which it is representative of the larger population of Greater Georgetown, from
which it was drawn. We conclude this section with an account of how the respondents define
and perceive violence in Guyanese society.
I. Demographic Information
The Respondents
The survey population comprised 320 female respondents. These were selected by
means of a multi-stage cluster sample survey, stratified by social class. The survey was
conducted in Georgetown in 1998. (For further details on the methodology employed see the
associated Methodology Report). The respondents were dispersed evenly throughout the 20
neighbourhoods included in the survey area except for Thomas Lands which has a
disproportionately small population. The working-class neighbourhoods included in the
survey were: Agricola, Sophia / Patterson, Albouystown, Alexander Village, Thomas Lands,
Wortmanville East, Charlestown, Werkenrust, Tucville, Sophia North /Lilliendaal, Lodge
North, West Ruimveldt, and North East La Penitence. The following Georgetown
neighbourhoods were categorized as middle-class: Bel Air Springs, Cummingsburg, Kitty
Central, Subryanville/ Bel Air Gardens, Campbellville, South Ruimveldt Park, and
Ruimveldt. Reflecting the class composition of Georgetown, there are more working-class
neighbourhoods than middle-class neighbourhoods, resulting in a higher number of workingclass respondents (n=205)73 than middle-class respondents (n=115) in the survey.
Age
TABLE B.12.1.1 Distribution of All Respondents, and across Class and Ethnicity, by Age
Age Group

18-25 years
26-35 years
36-50 years
51+ years

Percentage
of Workingclass
Respondents
(n=204)
19.8
31.7
29.7
18.8

Percentage
of Middle
-class
Respondents
(n=115)
20.0
30.4
24.3
25.2

Percentage
of AfroGuyanese
Respondents
(n=167)
20.6
32.1
26.1
21.2

Percentage
of IndoGuyanese
Respondents
(n=70)
15.7
31.4
34.3
18.6

Percentage
of All
Respondents
(n=320)
19.8
31.3
28.0
21.0

73

Discrepancies with one questionnaire led to only 204 being used for the analysis of working-class
respondents.
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Table B.12.1.1 above shows the age distribution of respondents revealed a
concentration between the ages of 26 and 50 (59.1%). Approximately a further 20 per cent
were between 18 and 25 years of age (19.8%), with another 20 per cent being over 51years of
age (21.1%). Younger Indo-Guyanese women tended to be slightly less represented than their
Afro-Guyanese counterparts, while there was a higher proportion of middle-class
respondents over the age of 51 than working-class respondents.
Ethnicity
More than 50 per cent of the respondents identified themselves in this survey as AfroGuyanese (52.2%, n=167), approximately 20 per cent identified themselves as IndoGuyanese (21.9%, n=70) and a further 20 per cent identified themselves as Mixed (22.5%).
Only a very few women identified themselves as Dougla (2.5%) or as Amerindian (0.6%).
Table B.12.1.2 shows the distribution of middle- and working-class respondents across
ethnicity. The distribution of Afro-Guyanese women shows they are more likely to be living
in working-class areas while Indo-Guyanese and Mixed women are slightly more likely to be
living in middle-class areas.
TABLE B.12.1.2 Distribution of All Respondents, and across Class, by Ethnicity
Ethnicity

Afro-Guyanese
Indo-Guyanese
Mixed
Dougla
Amerindian

Percentage of
Working-Class
Respondents
56.9
17.6
21.1
3.4
0.6

Percentage of
Middle-class
Respondents
44.3
28.7
27.0
0
0

Percentage of All
Respondents
(n=320)
52.2
21.9
22.5
2.5
0.6

These figures are indicative of the uneven geographical spread of ethnic groups and
of the preponderance of working-class neighbourhoods in the city. Afro-Guyanese are overrepresented in Georgetown in terms of their total proportion of the population, whereas IndoGuyanese are under-represented.74
Religion
The vast majority of women could easily identify with a religious denomination. Only
about six per cent of women (6.3%) claimed to have no religion. The majority of the
respondents were Christian (76.5%), followed by Hindus (10.7%) and Muslims (5.6%). This
distribution was the same for working-class and middle-class respondents.The most common
Christian denomination were Pentecostal (29.2%), followed by Roman Catholic (19.6%),

74

In the 1990-91 Census the distribution of ethnic groups is as follows: Black 32.7 per cent; Indo-Guyanese,
48.3 per cent; Mixed 12.2 per cent; Amerindian, 6.3 per cent; and Other 0.5 per cent.
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Anglican (14.9%) and Methodist (7.7%).75 Indo-Guyanese respondents were almost equally
likely to be Hindu (40%) or Christian (35.5%), with a smaller proportion being Muslim
(21.4%). By far the majority of Afro-Guyanese respondents identified themselves as
Christians (89.2%), as compared to Muslim (6.0%), or having another religion (6.0%), or
having no religion (7.2%) or as identifying as Hindu (2.4%). Not all were practising their
religion however; only just over half of all the respondents claimed to regularly attend a
church, temple, or mosque (55.7%).
Education
With regards to education, the majority of respondents had obtained either a primary
(39%) or a secondary (39%) level of education. Much smaller numbers claimed university or
tertiary levels of education as the highest level received (10%), while some claimed
community high or technical or vocational school (10%). A very few claimed that they had
received no education whatsoever (1%). See Table B.12.1.3 below. The level of schooling
varied with age with women over the age of 41 being more likely to have primary level as
their highest level of schooling

. Only eight women over the age of 58 had any secondary schooling.
TABLE B.12.1.3 Distribution of All Respondents, and across Class and Ethnicity, by
Highest Level of Education
Highest Level
of Education

None
Primary
Secondary
Community
High/Technical
/ Vocational
Tertiary/
University

Percentage
of WorkingClass
Respondents
1.0
40.8
36.3
13.5

Percentage
of Middleclass
Respondents
0.9
36.0
43.5
5.2

Percentage
of AfroGuyanese
Respondents
0
30.9
41.8
13.4

Percentage
of IndoGuyanese
Respondents
1.4
60.0
32.9
1.4

7.5

13.0

13.3

2.9

Percentage
of All
Respondents
(n=316)
0 .9
39.2
38.9
10.5

9.5

Working-class respondents were more likely to have only primary school education
whereas their middle-class counterparts were more likely to have secondary school
education. Middle-class respondents were more likely to have a university education,
although equal proportions had a secondary education once Community High is taken into
account. Middle-class respondents were more likely however to have a university education.
In is in relation to ethnicity that large differences in educational levels were apparent; IndoOther demoninations included Seventh Day Adventitst (4.2%), Presbyterian (3.6%), Jehovah’s Witness
(3.6%), and Baptist (1.8%).
75
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Guyanese women were twice as likely as their Afro-Guyanese counterparts to have only
received primary education. They were also much less likely to have received any technical
or vocational training.76 It would appear that Indo-Guyanese women are much less likely to
attend school and to only proceed beyond primary level if they secure a place in a secondary
school. Indeed, the majority of Indo-Guyanese respondents claimed primary school as their
highest level of schooling received (60.0%), while the average number of years of schooling
received was ten years. Most Afro-Guyanese respondents however, claimed that secondary
school was their highest level of schooling received (41.8%) with the average number of
years of schooling received being twelve years. Afro-Guyanese women were also much more
likely to attend university.
Employment Status
Approximately half of all the respondents were not employed outside the home
(51.5%). Most of these were housewives rather than students or having retired. The vast
majority of those in the labour market were working full-time. Only a few women claimed to
be unemployed at the time of the interview. The distribution of employment status between
working-class and middle-class respondents was similar. Almost half of the working-class
(46.6%) and two-fifths of the middle-class respondents (40.0%) were employed outside of
the home. Of these women, most were working full-time or were self-employed rather than
working part-time or on a seasonal basis. However, more middle-class respondents held fulltime jobs, though they were less likely to be self-employed or housewives than working-class
respondents. A higher percentage of Indo-Guyanese respondents are housewives and a lower
percentage are employed full-time than the Afro-Guyanese respondents. More than half of
the Indo-Guyanese respondents were not employed outside the home (58.8%), the vast
majority of them describing themselves as housewives, whereas a similar proportion of the
Afro-Guyanese respondents were employed outside the home (54.9%), the majority of these
being employed full-time. See Table B.12.1.4 below.
TABLE B.12.1.4 Distribution of All Respondents, and across Class and Ethnicity, by
Current Employment Status
Current
Employment
Status

Percentage
of Workingclass
Respondents
Housewife
44.6
Full-time
30.9
Self-employed
13.2
Unemployed
2.9
Part-time
2.5
Student
2.0
Seasonal
2.0

Percentage
of Middleclass
Respondents
40.0
37.4
9.6
4.3
0
0
0

Percentage
of AfroGuyanese
Respondents
37.3
38.0
13.3
2.4
2.4
4.2
1.2

Percentage
of IndoGuyanese
Respondents
50.0
27.1
14.4
2.9
1.4
2.9
0

Percentage
of All
Respondents
(n=318)
43.4
33.3
11.9
3.5
2.5
2.8
1.3

76

After the Common Entrance examination taken at the age of eleven students are streamed in to academic i.e.,
Secondary schools, or vocational i.e., Community High or vocational schools.
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Retired

1.5

0

1.2

0

0.9

Occupational Status
The bulk of respondents were employed in the service sector. Working–class and
Indo-Guyanese women were under-represented in the Professional/ Technical occupations as
well as in the Managerial and Administrative category.
Table B.12.1.5 Distribution of Respondents, and across Class and Ethnicity, by Occupational
Status
Occupational
Status

Professional/
Technical
Managerial /
Administrative
Clerical/related
Service or shop
sales
Craft sector
Transportation/
Communication
/Agriculture
Unemployed

Number of
Middle
-class
Respondents
n=62
13

Number of
Workingclass
Respondents
n=104
15

Number
of AfroGuyanese
Respondents
n=91
19

Number
of IndoGuyanese
Respondens
n=34
3

Number
of All
Respondents
n=166

7

5

6

1

12

12
21

15
51

17
39

7
17

27
72

4
0

9
3

4
2

4
0

13
3

5

6

4

2

11

28

Union Status
At the time of interview, the majority (74.3%, n=237) of the respondents were
involved in a union of some kind; this was either marriage, a common law (live home) or a
visiting relationship. Of these women 87 had no experience of previous relationships ,
whereas 150 had also been in a previous relationship.
Differences in relationship status were not clearly defined by class. Middle-class
women (68.4%) were slightly less likely to be in a relationship than working-class women
(77.5%) and those in a relationship were less likely to be in common law relationships and
more likely to be divorced or never to have been in a union than working-class respondents.
However, for those women in a relationship there were no significant differences between
middle-class and working-class respondents in terms of whether they were legally married or
in a visiting relationship. However, middle-class women were less likely to be in a common
law relationship. Differences between Indo-Guyanese and Afro-Guyanese women, however,
were obvious. Most Afro-Guyanese respondents were involved in visiting relationships
versus marriages and common law (live home) relationships, whereas a significantly higher
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proportion of Indo-Guyanese respondents were married rather than being in common law or
visiting relationships. There were also similarities across ethnicity. At the time they were
interviewed, the majority of the Afro-Guyanese (76.0%) and Indo-Guyanese women
(72.9%) were currently involved in a union of some kind either married, common law, or a
visiting relationship. See Table B.12.1.6 below.
TABLE B.12.1.6. Distribution of All Respondents, and across Ethnicity and Class by
Current Union Status
Current Union
Status

Percentage
Of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of Middleclass
Respondents

Percentage
of Workingclass
Respondents

Percentage
of All
Respondents
(n=320)

Married

48.6

24.0

27.8

28.4

28.4

Visiting
relationship
Common law
Never in union
Single
Divorced/separated
Refuse to respond

11.4

34.7

24.3

27.5

27.5

15.7
12.8
4.3
1.4
4.3

16.2
10.8
8.4
3.6
2.4

13.9
17.4
5.2
4.3
6.1

21.1
10.8
8.3
2.5
1.0

18.4
12.2
7.2
3.4
2.8

Length of Union
Of the women involved in current unions, more of them had been in the relationship
longer than five years (54.0%) than less than five years (46.0%). While 21per cent had been
in the relationship longer than 21 years the most common length of current union was
between one to five years. There were differences across ethnicity. Almost half of all the
Afro-Guyanese women involved in current unions had been in the relationship between for
only up to five years (50.4%), whereas most of the Indo-Guyanese women involved in
current unions, had been in the relationship longer than five years (69.0 %). These
differences reflect the different union status across ethnicity with Indo-Guyanese women
more likely to be in long-term marital relationships and Afro-Guyanese women most likely
to be in visiting relationships. These differences were not apparent across class where the
distribution was very similar to the sample population as a whole. See Table B.12.1.7 below.
TABLE B.12.1.7 Percentage of All Respondents by Length of Current Union
Length of Current
Union
< 1 year
1-5 years
6-10 years
11-20 years
>21 years

Percentage of All
Respondents
6.9
38.6
17.4
15.4
21.2
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II. Household Composition
Household Types
Over half of the respondents’ households comprised extended family members, split
evenly between being headed by a couple or a female only (54.3%).77 Hence, approximately
a quarter of the households can be categorized as female-headed with extended family
members (26.2%) while a similar figure can be categorized as dual-headed with extended
family members (28.1%).
In terms of whether they were headed by a couple or a single female, over 50 per cent
of all the households can be categorized as dual-headed (53.1%), with 25.0% comprising
only one generation rather than extended family households.78 Slightly fewer households can
be categorized as female-headed (42.5%), with 16.3% being of one generation rather than
female headed with extended family members. See Table B.12.2.1.
TABLE B.12.2.1 Distribution of All Respondents, and across Class and Ethnicity, by
Household Type
Household
Type

Couple with
extended
family
members
Femaleheaded with
extended
family
members
Couple with
children
under 18
years
Couple
without
Children

Percentage
of Middleclass
Respondents
28.7

Percentage
of Workingclass
Respondents
27.9

Percentage
of IndoGuyanese
Respondents
31.4

Percentage
of AfroGuyanese
Respondents
24.6

Percentage
of All
Respondents
(n=320)
28.1

27.9

25.5

15.7

31.7

26.2

14.8

23.6

28.6

19.8

20.6

7.8

2.5

8.6

3.0

4.4

77

Extended family members include children over eighteen years of age and/or family members other than the
person's children.
78
As far as dual headed households with children under eighteen years of age, 13.1% of these had the male only
in the labour force, 7.2% had both the male and female in the labour force, and only 0.3% (or one household) of
these had the female only in the labour force.
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Femaleheaded
without/ with
children
under 18
years
Female alone
Other

10.4

12.2

8.6

12.0

11.6

5.2
5.2

4.4
3.9

2.9
4.3

4.8
4.2

4.7
4.4

The Indo-Guyanese respondents were less likely than their Afro-Guyanese
counterparts to be living in female headed households and more likely to be living in dual
headed households, both extended and single generation. The distribution of household types
is about the same for the working-class population as it is for the general survey population,
but is slightly different for the middle-class population which has much lower percentages of
couples without children.
Respondents' Children
The majority of respondents (76.9%) had children of their own. This figure was much
higher for working-class respondents (83.3%) than for the middle-class (65.2%) but was
approximately the same for Indo-Guyanese (72.9%) and Afro-Guyanese (78.4%) women.
Table 7.2.2 shows that while very few women had been under fifteen years of age
when they had their first child (2.4%), a large number of women had still been teenagers
when they had had their first child; 32.4% had been between the ages of fifteen and eighteen.
Over 50 per cent had been between the ages of nineteen and 25 when they had their first
child (51.4%), while significantly fewer had been between 26 and 40 years of age (13.8%).
The only significant deviations from this pattern were from middle-class respondents who
were much more likely to have children at an older age.
Table B.12.2.2 Distribution of Respondents, and across Class and Ethnicity, by Age at Birth
of First Child
Age at Birth
of First
Child
Under 14
15-18 years
19-25 years
26-40 years

Percentage
of Middleclass
Respondents
1.3
26.3
50.0
22.4

Percentage
of Workingclass
Respondents
2.9
34.7
52.4
10.0

Percentage
of IndoGuyanese
Respondents
1.9
30.8
53.8
13.5

Percentage
of AfroGuyanese
Respondents
1.5
33.8
51.5
13.1

Percentage
of All
Respondents
(n=247)
2.4
32.4
51.4
13.8

More than 50 per cent of all the respondents with children had one or two children (51.6%),
nearly 20 per cent had three children (18.5%), another 20 per cent had four or five children
(19.0%) while less than ten per cent had six or seven children (7.2%). Very few had eight or
more children (3.6%).
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Most of the Indo-Guyanese women with children of their own had either two or three
children (65.3%), while 13.5% of them had only one child and 21.2% had four or more
children. Most of the Afro-Guyanese women, however, with children of their own had fewer
children. They either had one or two children (50.7%), 18.2% of them had three children, and
31.3% of them had four or more children. Variations across class were less obvious;
working-class women were more likely to have over four children, but similar proportions
had one, two or three children, with the most freqently occuring category being that of one
child.
Head of Household
The respondents were nearly equally divided with regards to who they consider to be
the head of their household. Nearly 40 per cent of all the respondents considered themselves
to be the head of household (36.1%), while over 30 per cent considered their male partner to
be the head of household (33.5%). The results also indicate that, in the case of extended
households, 6.9% of the respondents consider their fathers the head of household, bringing
the percentage of all respondents' households headed by a male, to over 40 per cent (40.4%).
However, ten per cent of the respondents, in the case of extended households, consider their
mothers to be the head of household. Thus, the percentage of households considered to be
headed by a female reaches nearly 50 per cent (46.1%). Some women considered another
relative, such as a brother, aunt, or uncle, to be the head of the respondent's household
(7.5%). Very few women considered themselves and their male partner to be joint heads of
household (3.8%). See Table B.12.2.3 below.
TABLE B.12.2.3 Percentage of All Respondents by Head of Household
Head of Household

Respondent
Respondent’s partner
Mother
Other relative
Father
Respondent and partner
Other

Percentage of All
Respondents
(n=320)
36.1
33.5
10.0
7.5
6.9
3.8
9.7

A much higher percentage of Afro-Guyanese (48.5%) than Indo-Guyanese (25.7%)
respondents consider themselves to be the head of household. Conversely, more IndoGuyanese respondents (45.7%) considered their male partners to be the head of the
household than the Afro-Guyanese respondents (37.7%). This difference can be accounted
for by the differing household types of Indo-Guyanese and Afro-Guyanese women, with the
former being less likely to live in female-headed households. Differences across class were
less noticeable; 38.2% of working-class respondents considered themselves to be head of the
household compared to 32.5% of middle-class respondents and 36.3% of working-class
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respondents thought their partner was head of the household compared to 28.1% of middleclass respondents. Middle-class respondents were more likely to have their father or another
relative as head of their household.
Many of the responses given as to the rationale for deeming the head of household
(37.6%) were of a religious nature, for example, "because the bible says so," or paternalistic,
"because he is the man." The second-most frequent response given was financial, that he or
she "bring in the money" (24.2%) or that he or she "owns the house or pays the rent"
(12.1%). Some women also felt that the head of household was determined through
household labour and decision-making, because he or she "does everything" (9.1%) or looks
after the house (3.0%). Alternatively, headship was determined through seniority, that is,
because he or she was the eldest (8.5%).
Main Income Earner in Household
The perception of who holds authority in the household is not directly linked with
income. For example, while nearly 40 per cent of all respondents considered themselves to be
the head of household, just over 20 per cent of all respondents were the main income earners
in the household (22.6%). Similarly, nearly 40 per cent of the respondents said their partner
was the main income earner in their household (39.2%), though just over 30 per cent
considered their partner to be the head of household. Approximately ten per cent of all
respondents said that they were the main income earner along with someone other than their
partner (12.9%). Another ten per cent said that their parents were the main income earners
(9.1%) while less than five per cent said that they along with their partner were the main
income earners (4.1%). See Table B.12.2.4 below
TABLE B.12.2.4 Percentage of All Respondents by Main Income Earner
Main Income
Earner
Partner
Respondent
Respondent and
other person
Resp. and partner
Parent
Brother/sister
Aunt/uncle
Other

Percentage of
All Respondents
(n=320)
39.2
22.6
12.9
4.1
9.1
2.5
0.6
9.1

With regards to the main income earner in the household, the distribution is only
slightly different for the middle-class respondents than for the working-class respondents.
Most notably, in all households the main income earner is usually the male partner 33.9% cf.
41.7%) followed by the respondent (21.9% cf. 23.0%). In very few middle-class households
were the male partner and the female respondent responsible together (1.8% cf. 5.4%) for
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providing the household income although middle-class women were more likely than their
working-class counterparts to bring in a joint income with someone other than a male partner
(17.5% cf. 10.3%).
There were substantial differences however, across ethnicity. Afro-Guyanese women
were more likely to be the main income earner than were their Indo-Guyanese counterparts
(25.7% cf. 14.3%). Indo-Guyanese women were much more likely to name their partner as
the main income earner than were Afro-Guyanese women (45.7% cf. 28.1%) or to be the
joint income earner with their partner (7.1% cf. 3.0%).
Decision-making in the Household
The vast bulk of respondents felt that they held authority in decision-making around
household expenditures in every area except household repairs. Yet as we reported earlier,
less than 40 per cent of all the respondents considered themselves to be the head of
household (36.1%), while over 30 per cent considered their male partner to be the head of
household (33.5%). Hence, again there is a gap between the women holding greater decisionmaking responsibility for all major decisions within the household and a recognition of their
male partner as the head of household. (although does this differ across ethnicity).
Food was the area in which most respondents felt they were the primary decisionmakers. Nearly 80 per cent of the respondents felt either that they alone made the decisions
with regards to how money is spent on food (61.8%) or that they shared this decision-making
with their partner (17.9%). More than 70 per cent of the respondents also felt either that they
alone were the decision-makers with regards to child maintenance (52.9%) or that they
shared this decision-making with their partner (19.3%). Again, 70 per cent of the respondents
felt either that they alone were the decision-makers with regards to major purchases (47.0%)
or that they shared this decision-making with their partner (23.8%). However, less than 50
per cent of the respondents felt either that they alone were the decision-makers with regards
to household repairs (30.2%) or that they shared this decision-making with their partner
(17.4%). Household repairs was also the area where most respondents felt that decisionmaking belonged to someone other than themselves or their partner, such as the landlord or
building superintendent. See Table B.12.2.5 below.
TABLE B.12.2.5 Percentage of All Respondents by Authority with Regards to Decisionmaking on Expenditures on Household and Childcare Expenses

Decision-making
on Household
Expenditures
Food
Child maintenance
Major purchases
Household repairs

Percentage of All Respondents (n=320)
Self
Self and
Partner
Parent
Partner
61.8
52.9
47.0
30.2

17.8
19.3
23.8
17.4

2.5
7.1
4.4
9.3

6.9
6.1
6.0
9.6

Other

11.0
14.6
18.7
33.4
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The distribution of authority with regards to domestic expenditures differs only
slightly across ethnicity and class. More of the Afro-Guyanese and working class
respondents felt they were the sole decision-makers, while fewer felt that they shared the
decision-making with their partners regarding spending in all categories. This is due to the
higher percentage in female-headed households and visiting relationships. Conversely, fewer
Indo-Guyanese and middle-class women felt they were solely responsible for decisionmaking and were more likely to report higher scores on the category of ‘self and partner’.

III. Characteristics of Current Partner
Current Partner’s Ethnicity
Two hundred and thirty-seven women were involved in current relationships, or
nearly 75 per cent of all respondents (74.3%). Women were most likely to report having a
partner whose ethnic identity was the same as their own. Of those who did not, IndoGuyanese women were far more likely to have a partner they identified as Afro-Guyanese
than vice-versa whereas Afro-Guyanese women were more likely to have a partner who they
claimed was Mixed than Indo-Guyanese. The working-class respondents were most likely to
report having Afro-Guyanese partners whereas the middle-class respondents exhibited a
broader ethnic spread of partners, with the majority claiming to have partners of Mixed
ethnicity. These differences among the middle-class respondents may relate more to
perceptions of racialised identities and therefore do , rather than reflecting the fact that there
are fewer Afro-Guyanese men available as partners. See Table B.12.3.1.
TABLE B.12.3.1. Distribution of All Respondents, and across Class and Ethnicity, by
Current Partner's Ethnicity
Current
Partner's
Ethnicity
IndoGuyanese
AfroGuyanese
Mixed /
Other

Percentage of Percentage of Percentage
Working-Class Middle-class of AfroRespondents
Respondents Guyanese
Respondents
19.0
23.8
3.1

Percentage
of IndoGuyanese
Respondents
81.1

Percentage
of All
Respondents
(n=239)
56.1

60.1

33.3

83.5

11.3

22.2

20.9

42.9

16.5

7.6

21.8

Current Partner's Age
With regards to the ages of current partners, more of them were between the ages of
31 and 60 (66.9%) than between the ages of nineteen and 30 (22.7%) or older than 60
(9.7%). A higher percentage of Afro-Guyanese (63.8%) than Indo-Guyanese (51.0%) had
partners who were between the ages of nineteen and 40 rather than older than 40 years of
age. There were no differences, however, across class from the total sample.
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Current Partner's Religion
The majority of the respondents' current partners were Christian (64.0%). Ten per
cent were Hindu (10.9%) and less than 5 per cent were Muslim (4.2%). Nearly 20 per cent of
the respondents said that their current partner had no religion (18.4%). See Table B.12.3.2
below. The percentage of Afro-Guyanese respondents with Christian partners is considerably
higher than in the Indo-Guyanese population. Not surprisingly, there are significantly fewer
Muslim and Hindu partners in the Afro-Guyanese population than in the Indo-Guyanese
population. There was also a higher proportion of Hindus and fewer men with no religion
among the middle-class respondents’ partners.
TABLE B.12.3.2. Percentage of All Respondents by their Current Partner's Religion
Current Partner's Percentage of
Religion
All Respondents
(n=237)
Christian
64.0
None
18.4
Hindu
10.9
Muslim
4.2
Don't know
2.1
Other
0.4
Current Partner's Education Level
With regards to level of education, the highest level of schooling received by 40 per
cent of the respondents' partners was Secondary school (40.6%) or Community High/
technical (7.1%). Twenty-five per cent of respondents said that their partner received primary
education as the highest level of schooling (25.5%), and just over 10 per cent said their
partner had tertiary or university education (13.4%). Very few had received a technical or
vocational education (3.3%).
There was a strong correlation between the respondents’ level of schooling and that
of their partner. The highest level of schooling received by almost half of the Indo-Guyanese
women's partners was primary education (41.5%) and the average number of years of
schooling was eleven years. The highest level of schooling received by almost half of the
Afro-Guyanese respondents' current partners (49.6%) was secondary education and the
average number of years of schooling received was also higher at twelve years.
Across class the distributions of responses for primary and secondary education were
very similar apart from the middle-class respondents’ partners having a much higher number
of university-level education (23.8%).
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Current Partner's Employment Status
With regards to employment, nearly all the respondents said that their current partner
was employed at the time of the survey (94.6%). More than 60 per cent were employed on a
full-time basis (64.8%), with 16.1% self-employed, 8.5% employed part-time, 4.7%
seasonally employed, and 0.4% employed on contract work. Hence, only five per cent of the
respondents' current partners were not employed, with 3.4% retired, 1.3% unemployed, and
0.8% of them students. There were no significant differences across class or ethnicity,
although Afro-Guyanese men were more likely to work part-time than their Indo-Guyanese
counterparts.
Of all the respondents' current partners, 19.6% were employed in construction jobs,
19.2% in transportation or communication jobs, 17.0% in professional/ technical jobs, 13.8%
in service / shop sales jobs, 6.3% in administrative/ managerial jobs, 2.2% in clerical or
related jobs, 2.2% in agricultural, forestry, or fishing jobs, and 2.2% in craft or related jobs.
The remaining 17.4% were employed in other jobs, indicating the wider range of
employment opportunities for men than women.
The partners of middle-class respondents were twice as likely to be in professional/
technical and administrative/ managerial jobs as well as service/ shop sales than workingclass respondents’ partners. Significant differences in occupational categories were exhibited
across ethnicity. Afro-Guyanese respondents’ partners were more likely to be in professional/
technical jobs whereas Indo-Guyanese respondents’ partners were more likely to be in
administrative/ managerial and service/ shop sales, and transportation/ communication jobs.

IV. Definitions and Perceptions of Violence
Perceptions of Family Violence in Guyana
Regardless of whether women have or have not experienced violence in their own
lives they are aware of its prevalence. Importantly, nearly four out of every five respondents
said that they perceived violence in the family to be very common in Guyana (76.8%). A
much smaller number said that they perceived violence in the family in Guyana to be
somewhat common (15.0%) while very few said that they perceived violence in the family in
Guyana to be not at all common (2.5%). A lower percentage of middle-class respondents
than working-class respondents feel that violence in the family in Guyana is very common.
While 80.0% of working-class respondents said that they think family violence is very
common in Guyana, the corresponding figure for the middle-class respondents was only
70.8%. See Table B.12.4.1 which also shows that the distribution of frequencies is the same
for both the Indo-Guyanese and Afro-Guyanese populations.

107

TABLE B.12.4.1 Distribution of All Respondents, and across Class and Ethnicity, by
Perception of Domestic Violence in Guyana
Perception of
Domestic
Violence in
Guyana
Very common
Somewhat
common
Not common
Don't know

Percentage
of Working
-class
Respondents
80.0
13.5

Percentage
of Middle
-class
Respondents
70.8
17.7

3.0
3.5

1.8
9.7

Percentage
of IndoGuyanese
Respondents
72.9
15.7

Percentage
of AfroGuyanese
Respondents
77.4
14.6

2.9
8.6

Percentage
of All
Respondents
(n=314)
76.8
15.0

3.7
4.3

2.5
5.7

When asked to give reasons for their perceptions, of the respondents who did, 40 per
cent responded by saying that they had heard a lot about violence in the family in Guyana
(39.4%). Others claimed that they had seen it everywhere (26.7%), read about it a lot
(15.2%), or had personal experience of family violence or knew someone else who had
(12.3%).
Definitions of Domestic Violence
With regards to the kinds of behaviours that the respondents defined as domestic
violence, the most frequent response was everyday physically violent behaviour such as
fighting, beating, or hitting, with more than 80 per cent of the respondents giving such
responses (83.0%). Moreover, 50 per cent of the respondents also defined domestic violence
as verbally abusive behaviour such as curses, threats, and humiliation. Smaller numbers
defined it in specific terms such as extremely physically violent behaviour, such as murder
(10.0%), or sexually violent behaviour (4.1%). Variations in definitions did not vary
significantly across ethnicity or class, although slightly more Indo-Guyanese women
recognised verbal abuse as violence and middle-class women were less likely to recognise
extreme physically violent behaviour. See Table B.12.4.2 below.
Table B.12.4.2 Distribution of All Responses, and across Ethnicity and Class, by Definitions
of Domestic Violence *
Definitions
of Domestic
Violence
Everyday physically
violent behaviour
Verbally abusive
Behaviour
Extreme physically
violent behaviour
Sexually violent

Percentage
of IndoGuyanese
Responses
84.0

Percentage
of AfroGuyanese
Responses
86.4

Percentage
of Middleclass
Responses
82.6

Percentage
of Working
-Class
Responses
87.8

Percentage
of All
Responses
(n=311)
83.0

58.8

50.4

47.8

48.3

50.0

9.9

12.8

7.0

12.5

10.0

2.8

4.3

2.6

2.0

4.1
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Behaviour
Other
13.0
13.6
Don’t know
2.9
1.2
*More than one response was possible.

13.9
2.6

12.7
2.0

14.8
1.6

Perceptions of Abusers
The respondents were asked to give a general description of the type of person they
thought most likely to be an abuser. Women invariably thought of abusers as males.
However, beyond this agreement there was great variation in responses indicating that there
is no one stereotype of a violent man in the minds of women. However, when attempting to
categorise the responses, it was revealed that the most frequent responses (apart from the
‘Other’ category) did indicate stereotypes at play; they were that an alcoholic (32.0%) or
drug addict (23.0%) was most likely to be an abuser, followed by an ignorant or uneducated
person (14.4%).79 However, although many women felt that acoholics or drinkers are those
who abuse, in response to the question on what was the most likely cause of their partner’s
abuse not so many women tended to say that the likely cause of abuse was their partner's
drinking, rather it was jealousy and hot temper. The rest of the women said that they thought
any man (16.5%), an angry or hot-tempered person (4.6%), or a sick person (1.3%) would be
the type of person most likely to be an abuser. See Table B.12.4.3. Significant differences
were that Indo-Guyanese women were far more likely to identify men who drank and men
who had a temper as being likely to abuse women while middle-class women were much
more likely to identify drug addicts. These deviations could speak to their experiences.
Table B.12.4.3 Distribution of All Respondents, and across Class and Ethnicity, by
Perceptions of Abusers.
Perception
of Abusers

Type of
person*
(n=285)
Alcoholic
Drug Addict
Ignorant
Angry man
Anyone
Other

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of Middleclass
Respondents

Percentage
of WorkingClass
Respondents

Percentage
of All
Respondents

43.2
25.2
10.8
7.2
16.2
30.6

26.6
26.0
18.8
2.6
21.4
44.8

34.0
21.0
24.0
3.0
12.1
50.0

30.0
24.1
15.3
4.9
17.2
38.2

32.0
23.0
14.4
4.6
16.5
43.2

The ‘Other’ category received the most replies. A lot of women said something along the lines that those who
were abused themselves were most likely to be abusers or those who did not get love but other than that the
answers varied considerably including, ‘a young man’, ‘a womanizer’, ‘wicked people’, ‘those who don't get
love’, and ‘a passionate person’.
79
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Level of
Education
(n=312)
High
Low or none
Any level

3.0
21.2
66.7

3.6
21.2
72.7

6.1
22.6
69.6

2.0
21.9
70.9

3.5
22.1
69.8

70.4
10.4

69.3
15.5

69.8
13.2

Type of Job

(n=315)
Any type
71.6
68.5
Low
12.0
12.4
income/
Unemployed
* More than one response allowed.

In response to the question as to what type of job and education an abuser was likely
to have, again the women were much less likely to respond in the form of stereotypes. The
most common response for both was any type of job or level of education. With regards to
the level of education someone who abuses is most likely to have, the majority of women
gave the response ‘any level’ (69.8%). However, some women indicated that an abuser
would most likely have none or a low-level or primary education (22.1%), while a very few
indicated that an abuser would mostly likely be highly educated (3.5%). With regards to the
type of occupation someone who abuses is likely to have, the majority of respondents
indicated that an abuser would likely have any type of occupation rather than one type in
particular (69.8%), and thirteen per cent of the respondents indicated that an abuser would
likely be unemployed or have a low income (13.2%). See Table B.12.4.3.
Table B.12.4.4 Distribution of All Respondents, and across Class and Ethnicity, by
Perception of Whether Men or Women are more likely to be Abusers
Whether
Men or
Women are
likely to be
Abusers
Men
Women
Both
Do not know

Percentage
of Middleclass
Respondents

Percentage
of Workingclass
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of All
Respondents
(n=310)

75.2
4.4
18.6
1.8

75.0
4.1
18.4
2.5

81.5
4.6
9.2
4.6

74.1
4.3
19.1
0.6

75.2
4.2
18.4
1.9

Table B.12.4.4 shows that the vast majority of respondents thought that men rather
than women were inclined to be abusers (75.2%). The reasons they gave for this were varied
but more than 60 per cent of the respondents thought that men were more inclined than
women to be abusers because men are physically stronger and/or have more power and
authority than women do (54.0%). Other responses included men thinking they are superior

110

to women, because men have less control over their emotions than women do, because
women are powerless, because men are taught to be abusers, because it is more natural for
men to be inclined to be abusers than women. Although very few felt that women were more
likely to be violent, and Indo-Guyanese women were much more likely to say a man alone
was responsible for violence, a substantial number felt that both women and men were
responsible for violence, indicative of an understanding, whether articulated or not, that both
men and women were caught up in the power relations that produced violent behaviour. In
other words, violence against women in the domestic sphere cannot be separated from the
broader social context, which is one of a discriminatory social order of male dominance and
female subordination. As Rico (1997: 21) asserts:
“The gender-based division of labour, on the one hand, and, on the other, the
ideological and cultural attitudes acquired through the differential socialisation
process and the day-to-day learning process by which stereotyped roles and
psychological traits are attributed to men and women and become integrated into their
self-identities create conditions that contribute to violence. Aggression and
mistreatment then, are not isolated acts but instead form part of an interactive process
driven by values linked to relationships of domination and submission and to
inequality between the sexes”
The following section of the analysis investigates this assertion with an examination of
women’s experiences of violence.
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B. Women’s Experience of Violence
In this section we explore women’s experiences of violence as children as well as
their experiences of domestic violence as adults with their current and previous partners. We
end by looking into their experiences of violence in the community.
VI. Childhood Experiences
Childhood Families
Growing up nearly 60 per cent of all the respondents at some point lived in dualheaded households with both their natural parents or with one natural parent and one stepparent (58.8%). Nearly thirty per cent of all the respondents lived with a female single parent,
either a single mother (15.2%) or with their grandmother in an extended matrilineal family
(13.7%) at one point during their childhoods. Just over 10 per cent lived at one point during
their childhoods with a male single parent, either a single father (1.8%) or in an extended
family headed by a grandfather and grandmother (8.2%). The percentages of working-class
and Afro-Guyanese respondents who lived in female-headed or extended families as children
are higher than the middle-class or the Indo-Guyanese population. The latter were much
more likely to be brought up in a one generation dual-headed households. See Table
B.12.5.1.
TABLE B.12.5.1 Percentage of All Responses by Childhood Family Type *
Childhood Household Type
of All Responses (n=320)
Dual-headed, single generation
Single parent-female-headed
Single parent- male-headed
Extended- female-headed
Extended- dual-headed
Other
* Two responses allowed.

Percentage
58.8
15.2
1.8
13.7
8.2
2.3

Experiences of Verbal, Physical, and Sexual Childhood Abuse
Over 30 per cent of the respondents said they experienced verbal or physical abuse as
a child (32.1%). Thirty-five per cent of all middle-class respondents experienced physical
and/or verbal abuse as a child (35.1%), a slightly higher frequency of childhood abuse than
the working-class (30.0%). The percentage of Afro-Guyanese respondents who experienced
physical or verbal abuse as a child (38.6%) is more than twice the percentage of IndoGuyanese respondents who did (15.7%). See Table B.12.5.2 below.
However, that ‘getting licks’, slaps, and beating is not perceived as abuse is evident in
the varying answers to differently worded questions regarding discipline and abuse. For
example, although only 32.1% of al women said that they experienced abuse as a child,
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84.2% later said that they had experienced physical abuse such as licks, slaps, beating. Also,
81.3% of respondents answered the question, ‘How did the physical/verbal abuse make you
feel?’, which, again, indicates that the number of women who experienced childhood abuse is
much greater than 32.1%.
TABLE B.12.5.2 Distribution of All Respondents, and across Class and Ethnicity, by
Experiences of Verbal or Physical Abuse as a Child
Experience
Verbal or
Physical
Abuse
as a Child?
No
Yes

Percentage
of Workingclass
Respondents

Percentage
of Middleclass
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of All
Respondents
(n=320)

70.0
30.0

64.9
35.1

84.3
15.7

61.4
38.6

67.9
32.1

When asked about specific kinds of abuse they had experienced the responses were
much more revealing, as Table 5.3 shows. In relation to whether they had experienced any
extreme physical abuse such as throwing of objects or use of weapons on them as children
nearly 20 per cent had experienced such violence at one time during their childhoods, either
occasionally (10.3%), rarely (5.0%), or often (4.0%). Most often this violence had been
carried out by the respondent's mother (66.1%) or other female relative (18.6%). For less
than 10 per cent of the respondents, the father been the perpetrator (8.5%).
Although only a small percentage of women had experienced sexual abuse as a child
(n=seven; four working-class and three middle-class respondents) or had been raped
(n=twelve; ten working-class and two middle-class respondents) these figures are nonetheless
highly disturbing. This abuse was most likely to occur by adults well-known and trusted by
the children such as their father, another male relative or a friend of the family. In one case it
was another female relative. In very few cases was it a stranger.
In contrast, when asked if they had experienced as children any everyday physical
abuse such as beating, punching, licks, hitting, or cuffing, significantly, the majority of
respondents said that they had experienced such behaviour (84.2%), either often (12.9%),
occasionally (50.0%), or rarely (21.3%). For most, it had been their mothers (59.0%) or
another female relative (13.4%) who had rendered the beating, punching, licks, and other
physically abusive behaviour. For only 15 per cent of the respondents, the father had been the
perpetrator (14.2%) and for 10 per cent, it had been both parents (10.3%).
The experiencing of verbal abuse as children, however, was not common; the
majority of the respondents had not experienced such behaviour: 86.3% said they had never
experienced threats; 79.7% said they had never experienced humiliation; and 71.9% said they
had never experienced any cursing or insults. However, for those respondents who had
experienced verbal insults as children (27.8%), most of them said these experiences were
often or occasional as opposed to rarely. Again, it was their mother (55.8%) or other female
relative (20.9%) who had perpetrated the verbal abuse. A similar pattern emerged for those
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respondents who had experienced humiliation as children (20.0%). Most of them said these
experiences had occurred often or occasionally rather than rarely, and most often by their
mother (60.0%) or another female relative (15.0%).
TABLE B.12.5.3. Percentage of All Respondents by Experience of Childhood Abuse
Experience of Abuse as
a Child

Percentage of All Respondents (n=320)

Often
Beating, punching, licks
12.9
Cursing, insulting
8.9
Humiliation
8.0
Throwing objects, use of
4.0
weapons
Threats
3.9
Rape/attempted rape/
0.2
sexual abuse

Sometimes
50.0
14.6
8.3
10.3
7.0
0.5

Rarely
21.3
4.3
3.7
5.0

Never
15.8
71.9
79.7
80.4

2.5
2.7

86.3
96.7

In all cases Afro-Guyanese respondents reported higher levels of abuse than their
Indo-Guyanese counterparts. For example, beating and attempts at humiliation were
frequently experienced by the former but hardly at all by the latter. See Table B.12.5.4.
TABLE B.12.5.4 Comparison of Indo-Guyanese and Afro-Guyanese Respondents by
Experience of Childhood Abuse
Experience of Abuse as
a Child

Percentage of Indo-Guyanese (n=52) and Afro-Guyanese
(n=138) Respondents
Often
Sometimes
Rarely
Never
IG
AG
IG
AG
IG
AG
IG
AG
Beating, punching, licks
5.8
17.0 42.0 53.5 27.5 16.4 24.6 13.2
Cursing, insulting
7.5
8.4 13.4 14.3
3.0
4.5 76.1 72.7
Humiliation
6.1
8.6
1.5 11.2
1.5
3.3 90.0 77.0
Threats
1.6
6.0
1.6
6.7
1.6
2.0 95.1 85.3
Throwing objects, use of
0
4.5
0
9.7
1.6
5.2 98.4 80.0
weapons
Rape/attempted rape
0
0.6
0
1.9
3.0
0
97.3 96.8
Sexual abuse
0
2.0
0
0
0
0
100.0 98.0
As children, middle-class respondents more frequently experienced beating and
threats than their working-class counterparts. Middle-class respondents were also less likely
to experience sexual abuse. See Table B.12.5.5.
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TABLE B.12.5.5 Comparison of Working-Class and Middle-Class Respondents by
Experience of Childhood Abuse
Experience of Abuse as
a Child

Percentage of Working-class (n=165) and Middle-class
(n=95) Respondents
Often
Sometimes
Rarely
Never
WC MC WC MC WC MC WC MC
Beating, punching, licks 12.3 14.0 53.8 43.0 18.5 26.3 15.4 16.7
Cursing, insulting
10.5
6.3
12.1 18.9
5.3
2.7
71.6 72.1
Humiliation
9.5
5.5
8.9
7.3
4.7
1.8
76.3 85.5
Threats
2.7
5.9
7.7
5.9
1.6
4.0
87.4 84.2
Throwing objects, use of 3.2
5.5
12.6
6.4
5.3
4.5
78.9 82.7
weapons
Rape/attempted rape
0.5
0
1.6
0
3.6
1.8
94.3 98.2
Sexual abuse
0
0
0
0
2.1
2.7
97.9 97.3

Responses to Childhood Abuse
Of the 81.3% (n=260) respondents who said they received abuse of some kind during
their childhood, nearly half said that the abuse had made them feel sad or bad (47.3%). Many
said they had felt angry about the abuse (18.4%). Fewer said they felt nothing with regards to
the abuse (12.6%). The rest of the women's responses were varied. Some said that they did
not remember or know how they had felt (6.9%), or that they felt shame (5.3%), or some
other emotion (6.2%). A few of the respondents said that the abuse had made them feel either
violent (2.3%) or a combination of different things (2.1%). See Table B.12.5.6.
Table B.12.5.6. Percentage of Responses Who Experienced Abuse as a Child by
Responses to Childhood Abuse*
Responses to
Childhood Abuse

Percentage of All
Respondents
(n=260)
Sad / Unhappy
47.0
Angry
19.4
Violent
2.2
Different things
3.2
Shame
5.7
Nothing
12.2
Do not remember
6.5
Other
10.4
* Two responses allowed.
Responses of Afro-Guyanese women were very similar. Of those who endured sexual
abuse during their childhood, two of them said the abuse had made them feel scared, and
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three of the women said the abuse had made them feel ashamed or dirty’. Among IndoGuyanese women anger was a less common response (9.4%) and a larger proportion said
they had felt nothing with regards to the abuse (24.5%). Responses across class did not vary.
A significantly large number of the respondents who had endured abuse as children
had not told anyone of the abuse (81.1%). Of those who had told someone, they had tended
to confide equally in either a mother, friend or someone else such as a grandmother, aunt, or
neighbour. More than half of these women said that they had first told of the abuse
immediately (57.8%) rather than days, months, or years later, although over 20 per cent could
not remember exactly when they first told of their abuse (24.4%).
Nearly half of the women who had received abuse as children and had told someone
of that abuse said that nothing was done about the abuse or that the abuse continued (46.5%).
However, 30 per cent of these women said that the perpetrator was approached or punished
in some way in response to telling of the abuse (30.2%), although in very few cases did this
involve police action.
Witnessing Violence against other Family Members as a Child
While most of the respondents said that as children they had not witnessed any abuse
towards their mothers (76.6%), nearly one in four (23.4%) had done so. These figures are
fairly consistent across ethnic groups (22% of Afro-Guyanese and 21.4% of Indo-Guyanese
women) and working-class respondents (24.5%) and slightly lower the middle-class
respondents (20.9%). Of the respondents who had witnessed abuse against their mothers,
most of them said that their mothers had been abused very often (20.3%), often (23.0%),
occasionally (31.3%), or rarely (25.7%).
Of all the respondents (62.5%) who had witnessed as children some form of abuse
against other members of their households, for most of them it was their siblings or other
children who had been the victims of the abuse (75.0%). For some it had been other female
relatives (12.7%), and for a few it had been brothers only (7.4%). See Table B.12.5.7.
TABLE B.12.5.7 Percentage of Respondents by Witness of Abuse as a Child Against Other
Family Members
Percentage of Respondents (n=200)
Witness Abuse as Child against
other Family Member/s
Beating, punching, licks
Cursing, insulting
Humiliation
Throwing objects/use of
weapons
Threats
Rape/attempted intercourse
Sexual abuse

Often

Sometimes

Rarely

Never

11.7
8.6
8.1
4.7

36.1
14.2
6.1
7.1

13.6
2.6
1.7
1.7

36.7
72.3
81.4
84.4

4.8
0.3
1.0

4.5
0
0

0.7
0.3
0

87.3
95.8
95.6
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For most of them, as far as they could remember, the victims responded in some way,
either by feeling shame, anger, or sadness (37.9%), retaliating in some way (11.2%), or by
leaving the household (6.2%). Many of the women said that the victim did not respond in any
way because the victim was too young or simply chose to do nothing (16.2%). Nearly 25 per
cent of the women could not remember or did not know what the victim's response had been
(24.8%).
More than 60 per cent of the respondents said that as children they had witnessed
everyday physical forms of violence such as beating, punching, slapping, hitting and pulling
hair against other members of their households, either often (11.7%), occasionally (36.1%),
or rarely (13.6%). Of the women who had witnessed such behaviours, over 50 per cent said it
had been either their mothers who had done the beating, punching, and other physical
behaviours (50.0%) or another female relative (5.2%), while 21.6% said that it had been their
fathers and 13.4% said that it had been both parents.
Of those respondents who had witnessed as children extreme forms of physical
violence, such as throwing of objects or the use of weapons against other members of their
households, almost half said that it had been their mother who had been the perpetrator
(47.6%).
For those women who had witnessed cursing and/or insulting as children, over 40 per
cent of them again said that it had been their mother (39.7%) or other female relative (5.1%)
who were the perpetrators. However, 29.5% said that it had been their father and 7.7% said
that both parents had done the cursing and/or insulting.
Of the women who had witnessed other verbal forms of abuse such as threats, it had
been their fathers (38.7%) or another male relative (12.9%) who had made the threats for
most of these women, although 35 per cent said it had tended to be their mothers (35.5%).
Of the women who had witnessed forms of humiliation directed towards other
members of their households, more said that this humiliation had occurred occasionally or
often rather than rarely, and it was equally divided between their fathers (35.4%) than their
mothers (39.6%) who had done the humiliating. Nearly 10 per cent said that it had been
another male relative (8.3%) and another 10 per cent said it had been both parents (8.3%)
who had done the humiliating.
For those women who had witnessed as children any forms of sexual abuse such as
rape, the perpetrators had equally been a father, a mother, a male relative, and a friend of the
family.
Differences across class were minimal but, in all categories, there was a higher
percentage of Afro-Guyanese than Indo-Guyanese respondents who had witnessed abuse as
children. See Table B.12.5.8 below
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TABLE B.12.5.8 Distribution of Respondents across Class and Ethnicity by Witness of
Abuse as Child Against Other Family Members
Witness Abuse as Child
against other Family
Member/s

Beating, punching, licks
Cursing, insulting
Humiliation
Threats
Throwing objects/use of
weapons
Rape/attempted
intercourse
Sexual abuse

Percentage
of Workingclass
Respondents
(n=127)
61.1
26.8
17.5
10.9
12.7

Percentage
of Middleclass
Respondents
(n=72)
61.4
24.7
15.1
9.5
14.1

2.0
2.9

Percentage
of AfroGuyanese
(n=106)

Percentage
of IndoGuyanese
(n=37)

64.2
27.5
18.8
14.9
18.5

53.6
22.1
10.6
7.6
4.5

3.7

3.3

3.1

4.7

3.8

1.5

VII. Experiences in Adult Relationships
Experiences of Domestic Violence
While over 50 per cent of the respondents had not previously experienced any of the
behaviours listed in Table 7.6.1 with a current or previous partner, there was significant
evidence of violence against the respondents.
Between 30 to 40 per cent of all the respondents had experienced the following
behaviours with a current or previous partner: been made to feel guilty or stupid or bad about
herself; been called names; had had her activities, personal relations and where she goes
controlled by her partner; having a partner who has used the excuse of jealousy to justify his
actions and whose behaviour has appeared unpredictable.
Between 20 to 30 per cent of all women had experienced the following; her partner
had made all the important decisions and prevented her from taking paid work as well as
withholding money from her; he made threats to hurt her or take an outside woman; she has
been afraid of him because of a look or gesture or action of his and he has made her feel she
is crazy.
Between 10 to 20 per cent of all women had experienced the following: her partner
did not allow her any money and treated her like a servant; she had been afraid of him
because he had drawn a weapon on her or because he destroyed things in the home; or he had
threatened to take away her children.
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Less than 10 per cent of all women had experienced the following: having her money
stolen by her partner: having a partner who had made threats to commit suicide or to throw
her out of the home.
Afro-Guyanese women were much more likely than Indo-Guyanese to have been
made to feel guilty or bad about herself, to have had money withheld from her, or to have
been treated like a servant. Indo-Guyanese were much more likely to have been called
names, to have been denied an allowance, or to have a partner who destroyed things and less
likely to be made to feel guilty or have money withheld from them. See Table B.12.6.1
More working-class respondents than middle-class respondents experienced abusive
behaviours with a current and/or a previous partner in nearly all types of behaviours except
for six. Hence, middle-class women were more likely to experience being controlled by a
partner in terms of what the respondent could do or who she could see; being controlled by a
partner in terms of where she goes; having a partner use jealousy to justify his actions;
having a partner refusing her an allowance; her partner making threats to leave her; and, her
partner making all the big decisions.80 The most significant difference is in name calling,
which middle-class women are much less likely to experience. Apart from this example of
verbal abuse, however, the nature or type of abuse experienced by women living in middleclass areas is little different than that of the abuse experienced by women living in workingclass areas. See Table B.12.6.2. As Peake and Trotz (1999) noted, “These various actions
converge in their aim of instantiating women’s subordinate ‘place’, whether [this takes] the
form of ensuring financial and emotional dependence, limiting women’s movements outside
of the household and contact with others, or undermining or belittling women….’ (Peake and
Trotz 1999: )
TABLE B.12.6.1 Distribution of All Respondents, and across Ethnicity, by Experience
Following Violence by Current or Previous Partner
Experience Following Abusive
Behaviour with Current or Previous
Partner

He made her feel guilty
He tried to control what she does and
who she sees and talks to
He tried to control where she goes
He used jealousy to justify his actions
His behaviour appeared unpredictable
He made her feel bad about herself
He made her feel stupid
He called her names

Percentage
of IndoGuyanese
Respondents
(n=63)
31.7
38.7

Percentage
of AfroGuyanese
Respondents
(n=160)
42.1
40.9

Percentage
of All
Respondents
(n=303)

43.5
34.4
34.4
31.7
33.3
27.0

41.3
37.7
34.6
48.4
36.9
15.0

41.9
40.7
35.8
35.6
34.2
31.6

42.4
42.2

80

The figures are only slightly lower for these behaviours and only slightly higher in every other type
behaviour.
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He made all the big decisions
He made threats to take an outside
woman
He made threats to hurt her
He prevented her from taking
employment
He made her think she was crazy
He withheld money from her
Afraid because of a look or gesture by
him
Not given an allowance
He made threats to leave her
He treated her like a servant
Afraid because he drew a weapon
Made threats to take away children
Afraid because he destroyed things
He took her money
He made threats to throw her out of
home
He made threats to commit suicide

24.2
25.8

30.4
32.5

29.5
28.5

22.6
21.0

30.0
23.8

24.7
24.0

22.2
14.5
24.2

24.7
25.0
22.6

23.8
23.3
22.3

29.0
16.1
14.5
14.5
5.0
14.3
9.7
8.1

17.6
15.8
23.9
10.0
7.5
5.6
6.1
12.1

19.5
18.6
15.7
10.6
10.1
10.0
7.4
6.7

1.6

5.0

4.0

TABLE B.12.6.2 Distribution of All Respondents, and across Class, by Experiences
Following Abusive Behaviour with Current or Previous Partner
Experience Current or Previous Partner

He made her feel guilty
He tried to control what she does and
who she sees and talks to
He tried to control where she goes
He used jealousy to justify his actions
His behaviour appeared unpredictable
He made her feel bad about herself
He made her feel stupid
He called her names
He made all big decisions
He made threats to take outside woman
He made threats to hurt her
Prevented her from taking employment
Made her think she was crazy
Withheld money from her

Percentage
of Workingclass
Respondents
(n=196)
46.2
40.5

Percentage
of Middleclass
Respondents
(n=106)
34.9
44.8

Percentage
of All
Respondents
(n=303)

41.5
40.0
36.9
37.2
34.4
36.4
28.1
29.5
25.1
27.8
26.0
25.1

41.9
41.3
33.0
33.0
34.3
22.9
32.4
26.9
23.3
16.2
18.9
19.0

41.9
40.7
35.8
35.6
34.2
31.6
29.5
28.5
24.7
24.0
23.8
23.3

42.4
42.2
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Afraid because of a look by him
Not given an allowance
Made threats to leave her
Treated her like a servant
Afraid because he drew a weapon
Made threats to take away children
Afraid because he smashed things
He took her money
Made threats to throw her out of home
Made threats to commit suicide
Made threats to do something illegal

24.2
17.9
17.9
16.9
12.8
11.7
10.2
8.3
7.5
4.1
2.6

17.9
22.9
19.0
13.6
6.6
6.9
4.7
5.8
5.2
3.8
1.9

22.3
19.5
18.6
15.7
10.6
10.1
8.6
7.4
6.7
4.0
2.3

Knowledge of Other Women Experiencing Violence
With regards to personal knowledge of domestic violence in adult relationships, most
women, or 65 per cent of all the respondents, claimed that they did not know anyone
currently experiencing domestic violence (64.5%). However, this means that over one in
three of the respondents did know someone currently experiencing domestic violence
(35.5%). While there is little variation in responses across class there is a much higher
incident of personal knowledge of domestic violence among Afro-Guyanese (two in five)
than Indo-Guyanese women (one in five). See Table B.12.6.3 below.
TABLE B.12.6.3 Distribution of All Respondents, and across Ethnicity and Class, by
Comparison of Knowledge of Adult Currently Experiencing Domestic Violence
Knowledge
of Adult
Currently
Experiencing
Domestic
Violence
No
Yes

Percentage
of Workingclass
Respondents

Percentage
of Middleclass
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of All
Respondents
(n=320)

62.9
37.1

77.0
33.0

76.8
23.2

61.1
38.9

64.5
35.5

For all respondents the relationship of this adult/s to the respondent was most often
that of a friend (42.5%) or a neighbour (31.9%), rather than a family member (14.2%) or
someone else such as a co-worker or god-daughter (9.7%). The most frequent form of
domestic violence experienced by these adults was hitting, slapping, punching, and/or
choking. The second-most frequent form of domestic violence experienced by these adults
was cursing, abusive language, and/or humiliating remarks, followed by wounding with an
implement and/or throwing objects. The least frequent forms of domestic abuse reported
were forced sexual intercourse and stalking and/or harassing.
As far as responses to domestic violence in adult relationships, most of the women
who knew someone currently experiencing domestic violence said that this person responded
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to their abuse by telling family or friends (33.0%) or by going to the police (29.1%),
indicating that nearly 40 per cent did not do anything.
Monica is a young Afro-Guyanese woman living with her husband and two children in a
working class neighbourhood in Georgetown. She knows someone who is currently
experiencing domestic violence. Monica says that her friend experiences a combination of
physical and verbal abuse whenever her friend's husband hears her friend complain of his
extramarital relationships. About her friend's abuse, Monica says, “Her husband had outside
women and when she talked, he would beat her up”.
Beena is a young Dougla woman living in a working class neighbourhood in Georgetown
with her husband and young daughter. Her sister-in-law is currently experiencing threats of
violence, abusive language, and wounding with an implement by Beena's brother. As far as
Beena knows, her sister-in-law has attempted to fight back against her brother and has gone
to the police in response to this domestic violence.

VIII. Experiences of Abuse in Current Relationship
In this section there are a number of questions that ask the respondents about their
experiences of violence in their current relationship. Given the sensitivity of this topic and
the high probability of women not wanting to respond to such questions we decided that even
if the woman did not answer positively that she was experiencing domestic violence to the
first question that the interviewer would continue to ask her the questions in this section. This
was done in the expectation that as the questions continued, albeit in differing formats, the
woman would become more accustomed to hearing these questions and may become more
willing, or less afraid or less awkward, about answering them. This is certainly what
appeared to happen. As one progresses through this section the number of women answering
questions on experiences of abuse increases.
Experiences of Abuse with Current Partner
There were 237 respondents (74.3%) currently involved in a relationship or union of
some kind. Of these women, while few claimed to have experienced abuse in the form of
damage to their property, taking away of property and/or eviction, harassment and/or
stalking, wounding and/or use of weapons, or threats of violence by their current partner,
higher numbers had experienced forced sexual intercourse and many claimed to have
experienced hitting, slapping, and/or punching, and cursing and/or humiliating remarks by
their current partner at least once during the relationship.81 See Table B.12.7.1.

In terms of the cateogories employed, ‘often’ is taken to include the experience of abuse once a day to once or
twice a week; ‘sometimes’ is taken to include once or twice a month to twice or three times a month; ‘rarely’ is
taken to include between once or twice a year to once every three months or so.
81
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TABLE B.12.7.1. Distribution of All Respondents Who Have Experienced Abuse with
Current Partner by Form of Abuse
Form of Abuse with Current Partner

Percentage of All Respondents (n=237)
Yes
Never
Rarely
Sometimes Often
Hitting, punching, choking, slapping
27.7
72.3
13.0
8.4
6.3
Cursing, humiliating remarks
26.3
73.7
3.9
17.2
5.2
Forced sexual intercourse
12.7
87.3
1.7
9.3
1.7
Threats of violence
9.9
90.1
2.2
6.0
1.7
Wounding, use of weapons, throwing
5.5
94.5
2.6
1.7
1.3
objects
Harassing/stalking
3.9
96.1
0.4
2.6
0.9
Taking away property/eviction
2.5
97.5
1.3
0.8
0.4
Damage to property
2.1
97.9
0.9
1.3
0
As far as hitting, slapping, punching and/or choking, 27.7% of respondents in
current unions (or 20.7% of all respondents) had experienced these behaviours at least one
time or more in the relationship.82 While 13 per cent of respondents in current unions had
experienced such abuse only rarely, nearly 15 per cent had experienced such everyday
physical abuse on an occasional or a frequent basis (14.7%).
Over a quarter of the respondents in current unions (26.3%, or 19.1% of all
respondents) also claimed to have experienced verbal abuse in the form of cursing and/or
humiliating remarks by their current partner. While 3.9% had experienced cursing and/or
humiliating remarks only rarely, 17.2% had experienced such behaviour on an occasional
basis and 5.2% on a frequent basis.
Over 10 per cent of these respondents had also experienced forced sexual intercourse
(12.7%, or 9.5% of all respondents), either often (1.7%), occasionally (9.3%) or rarely
(1.7%) with their current partner. Of those women (n=44) who responded to the question, "If
you are no longer experiencing violence, why did it stop?", the range of responses included
the following: because they had retaliated against their partners, their partner went away, the
woman and her partner grew to understand each other, the woman became pregnant, her
partner became ill, her partner stopped drinking, the couple grew older, the couple prayed to
God or became Christians, the woman's parents or mother intervened, the woman gave in to
sex, the couple moved away from their parent's household, or the woman no longer nagged
her partner.
Although Indo-Guyanese women are much more likely to be suffering violent
behaviour from their current partner on a frequent basis, when the violence was not so
frequent, that is when it is only experienced ‘sometimes’, then Afro-Guyanese women are
much more likely to be suffering. Overall however, when combining the frequency of
occurrence then Afro-Guyanese women showed higher levels of experience of abuse with
This figure is achieved by combining the percentages for the response of ‘rarely’, ‘sometimes’ and ‘often’.
This is the same method employed by Handwerker (199) in her work in Barbados.
82
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their current partners. At least once in their relationship 29.0% of Afro-Guyanese women had
suffered beating and punching compared with 25.0% of Indo-Guyanese women; 31.7% of
Afro-Guyanese women had been subject to verbal abuse compared with 16% of IndoGuyanese women. And 14.3% of Afro-Guyanese women had been subjected to sexual
violence compared to 9.8% of Indo-Guyanese women. See Table B.12.7.2.
Table B.12.7.2 Comparison of Afro-Guyanese and Indo-Guyanese Respondents who Have
Experienced Abuse with Current Partner by Form of Abuse
Form of Abuse with
Current Partner

Percentage of Indo-Guyanese (n=52) and Afro-Guyanese
(n=127) Respondents
Often
Sometimes
Rarely
Never
IG
AG
IG
AG
IG
AG
IG
AG
Beating, punching, licks
13.5
3.1
3.8
9.4
7.7
16.5 75.0 70.9
Cursing, insulting remark 6.0
3.2
10.0 22.2
0
6.3
84.0 68.3
Forced sex
0
1.6
5.9
11.1
3.9
1.6
90.2 85.7
Threats of violence
5.9
0.8
3.9
5.6
2.0
3.2
88.2 90.4
Throwing objects, use of
2.0
0.8
2.0
1.6
2.0
3.2
94.1 94.4
weapons
Harassment/ stalking
0
1.6
0
3.2
0
0.8 100.0 94.4
Damage to property
0
0
0
1.6
0
0.8 100.0 97.6
Doreen is a 37 year-old Afro-Guyanese woman living in a working-class neighbourhood in
Georgetown with her five children and her husband, although he is often away at sea. Doreen
works full-time as a security guard and her husband, also Afro-Guyanese, works as a seaman.
Although Doreen says that she is no longer experiencing any abuse from her husband, he
used to hit her and would occasionally curse at her as well as force her to have sexual
intercourse with him. This abuse occurred more than ten years after she had been with her
husband. She received medical treatment and suffered a number of symptoms from the abuse
including depression, mood swings, flashbacks, feelings of confusion, anxiety, low selfesteem, and loss of appetite. When asked what the possible cause of her partner's abusive
behaviour might be, Doreen said, "He is not a beating man but his father came to live with us
so he want to show off." The abuse stopped after Doreen reported it twice to the police.
Lalita is a 45 year-old Indo-Guyanese woman who lives in a working-class neighbourhood of
Georgetown with her husband, their two daughters, their son, and son-in-law, and a granddaughter. Lalita and her 49 year-old husband have been married for 27 years. They are both
practicing Christians. When asked whether she has ever experienced any abuse with her
partner, Lalita had this to say, "When we were much younger my husband used to beat me a
lot but since we started to serve God he stopped about thirteen years now." The physical
abuse has stopped but Lalita used to be beaten at any time, whenever her husband was out
drinking and would return home. She used to go to the police for help but found them to be
of no help to her. The only assistance they would provide was to, "tell you to go home
because you are husband and wife." Although she left home to stay with her mother many
times to escape the abuse, she always returned to her husband, "because he is my husband
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and he had to support the children". Today, while Lalita's husband does not beat her, he
continues to verbally abuse her: "My husband does not beat me now but he drinks a lot and
he will curse me up even now."
The percentages of experiences of abuse for middle-class respondents was lower than
for working-class respondents in nearly every category of abuse, with the exception of
damage to property. At least once in their relationship 31.2% of working-class women had
suffered beating and punching compared with 21.2% of middle-class women; 30.3% of
working-class women had been subject to verbal abuse compared with 16.7% of middle-class
women. And 12.7% of working-class women had been subjected to sexual violence
compared to 11.5% of middle-class women. See Table B.12.7.3.
Table B.12.7.3 Comparison of Working-class and Middle-class Respondents who Have
Experienced Abuse with Current Partner by Form of Abuse

Experience of Abuse
with Current Partner

Percentage of Working-class (n=158) and Middle-class
(n=80) Respondents
Often
Sometimes
Rarely
Never
WC MC WC MC WC MC WC MC
Beating, punching, licks
6.4
6.3
10.2
5.0
14.6 10.0 68.8 78.8
Cursing, insulting remark 6.5
2.6
19.6 11.5
4.6
2.6
69.3 83.3
Forced sex
1.9
1.3
8.3
10.3
2.5
0
87.3 88.5
Threats of violence
2.6
0
5.9
6.3
2.6
1.3
88.8 92.4
Throwing objects, use of
1.3
2.5
1.9
1.3
2.6
1.3
94.2 94.9
weapons
Harassment/ stalking
1.3
0
2.6
2.6
0.6
0
95.5 97.4
Damage to property
0
0
0.6
2.5
1.3
0
98.1 97.5
There were no significant differences in the rate of abuse for women with children and
women without children or between women who had experienced violence as a child and
those who had not. Neither was the highest level of education achieved a significant indicator
of the experience of domestic violence. However, those women who claimed they were the
head of their household or the main income earner were slightly less likely to experience
violence than women who considered their partners to be head of the household or the main
income earner. And while there was no significant correlation between a woman’s
employment status and domestic violence, there was a relationship between her occupational
status and domestic violence. Women in administrative and professional occupations were
apparently less likely to experience domestic violence than women in manual occupations
such as service/ shop sales, crafts and transport/ communications.83 This was also true for
women whose partners were in these occupations also i.e., women with partners engaged in
manual occupations were more likely to experience violence than women whose partners

83

This finding could also be due to the greater reluctance of women in middle-class occupations to admit to
experiencing domestic violence.
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were in non-manual occupations. However, there was no significant relationship between a
woman’s experience of domestic violence and her partner’s use of alcohol.
Signs or Symptoms of Abuse
A total of 83 women in current unions responded positively to the question, "Have
you had any of the following signs and/or symptoms", as a result of domestic violence with
your current partner. This is 35 per cent of the 237 respondents in current unions, and 25.9%
of all the respondents (and obviously a higher percentage than those who responded to the
question above about types of abuse). See Table B.12.7.4.
TABLE B.12.7.4 Percentage and Number of All Respondents in Current Unions who Have
Experienced Abuse by Signs and/or Symptoms of Abuse
Signs and/or Symptoms of
Abuse

Psychological symptoms
Depression
Flashbacks
Mood swings
Confusion
Lack of concentration
Inability to sleep
Anxiety
Low self-esteem
Loss of appetite
Suicidal feelings

Number of All
Respondents who have
Had at least One Sign
(n=83)

Frequency of All
Respondents who have
Had at least One Sign

66
62
60
56
47
45
30
34
36
9

79.5
74.7
72.3
67.5
56.6
54.2
36.1
41.0
43.4
10.8

19
7
7
6
5
4
1
2

22.9
8.5
8.4
7.2
6.0
4.8
1.2
2.4

1

1.2

Physical injuries

Bruises, cuts
Head injury
Broken bones
Miscarriage
Concussion
Internal bleeding
Gynaecological problems
Unwanted pregnancy from
rape
Drug/alcohol abuse

As Table 7.7.4 above shows many of the women who responded positively to this
question had experienced a number of the signs and/or symptoms of abuse at some point
during their current union. Approximately 40 per cent said that they had experienced anxiety
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(36.1%), low self esteem (41.0%), loss of appetite (43.4%), and/or inability to sleep (45.8%).
More than 50 per cent said that they had experienced lack of concentration (56.6%) and/or
feelings of confusion (67.5%). Significantly, more than 70 per cent said that they had
experienced mood swings (72.3%), flashbacks (74.7%), and depression (79.5%). In
summary, 53.5% of women had experienced psychological symptoms and 7.0% had
experienced physical symptoms. Twenty of the women in current relationships had required
hospital treatment for the abuse they had received.
Table B.12.7.5 relates to all women in the survey and the figures in it would be higher
if we had considered only those women in a current relationship. The figures show that
physical symptoms and signs are highest for the Afro-Guyanese and working-class
respondents than for Indo-Guyanese population. And whereas middle-class women are much
less likely than working-class women to exhibit psychological symptoms, Afro-Guyanese
women are only slightly less likely than Indo-Guyanese women to suffer from them.
TABLE B.12.7.5 Distribution of Respondents, and across Ethnicity and Class, by Signs
and/or Symptoms of Abuse
Do You Have Any of
the Following Signs
and/or Symptoms?
(n=320)

Pyschological
symptoms
Depression
Flashbacks
Mood swings
Confusion
Lack of
concentration
Inability to sleep
Anxiety
Low self-esteem
Loss of appetite
Suicidal feelings
Physical signs
Bruises, cuts
Head injury
Miscarriage
Concussion
Broken bones
Internal bleeding
Gynaecological
problems

Percentage of
Indo-Guyanese
Respondents
(n=70)

Percentage of
Afro-Guyanese
Respondents
(n=167)

Percentage of
Working-class
Respondents
(n=204)

Percentage of
Middle-class
Respondents
(n=115)

22.9
20.0
18.6
15.7
20.0

19.8
19.2
17.4
17.4
12.6

22.5
20.6
21.6
20.1
18.1

16.5
16.5
13.0
21.2
7.8

17.1
10.0
12.9
15.7
2.9

12.0
8.4
10.8
10.2
2.4

16.2
10.8
12.3
12.7
3.4

10.4
6.1
7.0
8.7
1.7

5.7
1.4
0
1.4
1.4
0
0

6.0
2.4
2.4
1.2
2.4
2.4
0.6

6.9
3.4
2.5
2.0
2.5
1.5
0

4.3
0
0.9
0.9
1.7
0.9
0.9
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Unwanted pregnancy
from rape
Drug/alcohol abuse

0

1.2

1.0

0

0

0.6

0.5

0

Perceived Causes of Partner’s Abusive Behaviour
One hundred and one women (of the 237 in current relationships) responded to the
question, "Which of the following do you think causes or caused your partner's abusive
behaviour?" This figure indicates that over 40 per cent of the respondents in current unions
had experienced abuse of some kind at some point during their current relationship (42.6%)
and that approximately 30 per cent of all the respondents have experienced abuse of some
kind (31.6%).
Approximately 50 per cent of these women answering this question said that jealousy
(55.4%) or her partner's hot temper (47.5%) was at least one of the likely causes of her
partner's abusive behaviour. Approximately 40 per cent said that provocation by herself
(36.4%), alcohol (36.4%), or an outside woman (34.7%) was at least one of the causes of her
partner's abusive behaviour. Less than 20 per cent said that financial problems (23.8%)
and/or work pressure (13.9%) were likely causes, while less than ten per cent said that in-law
problems (8.9%), sexual problems (6.9%), childcare problems (5.9%), gambling (5.9%),
demands to do housework (5.0%) were likely causes. One per cent of the women who
responded felt that drug addiction was a likely cause of her partner's abusive behaviour. See
Table B.12.7.6.
TABLE B.12.7.6 Distribution of Respondents in Current Unions Who Have Experienced
Abuse, and across Class and Ethnicity, by Perceived Cause of Partner's Abusive Behaviour
Perceived Cause of
Partner's Abusive
Behaviour

Jealousy
Hot temper
Provocation by self
Alcohol
Outside woman
Financial problems
Work pressure
In-law problems
Sexual problems
Childcare problems
Gambling
Demands to do
housework

Percentage
of AfroGuyanese
Respondents
(n=59)

58.3
48.3
46.7
25.0
38.3
20.0
11.7
5.0
5.0
5.0
5.0
6.7

Percentage
of IndoGuyanese
Respondents
(n=19)

57.9
52.6
10.5
78.9
36.8
15.8
15.8
10.5
0
5.3
10.5
0

Percentage
of Workingclass
Respondents
(n=73)

50.7
53.4
38.4
34.2
34.2
21.9
19.2
11.0
6.8
5.5
8.2
5.5

Percentage
of Middle
-class
Respondents
(n=27)

Percentage of
Respondents
in Current
Union
(n=101)

66.7
29.6
33.3
40.7
33.3
29.6
0
3.7
7.4
7.4
0
3.7

55.4
47.5
36.6
36.6
34.7
23.8
13.9
8.9
6.9
5.9
5.9
5.0
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Drug addiction

0.1

0

1.4

0

1.0

The majority of women place blame for their partner’s abusive actions on behavioural
problems of their partners’, namely their hot tempers and jealousy. Apart from IndoGuyanese women, over a third of women also indicate their own culpability in violent
behaviour.84 All three of these responses speak to gendered power relations and the
construction of masculinity and femininity that we outlined in the background report.
Violence is seen to result from power imbalances between women and men and the
‘acceptable’ behavioural practices that are used to act out one’s masculinity and femininity.
The following two reasons, ‘outside women’ and the use of alcohol, also speak to the
construction of masculinity. Alcohol, for example, can cause men to feel superior and to
exhibit that superiority through violence. However, we are not claiming that alcohol, or any
of these ‘perceived causes’ are causal factors. Rather we take the view espoused by Rico
(1997: 22) and others that, “Alcoholism, unemployment, overcrowding and other such
problems are not considered to be direct causes of violence but are instead thought to act as
associated factors or trigger mechanisms”. Moreover, given that 62.3% of the partners of
women currently in relationships drank alcohol and less than this percentage of women
experienced violence then there is no direct correlation between alcohol use and domestic,
much less a causal relationship. Problems external to gendered power relations such as work
and financial problems are also significant for approximately 20 per cent of the women.
Problems with in-laws and child care figure less prominently. See Table B.12.7.6.
Indo-Guyanese women’s responses differ substantially in that they do not admit so
much to provocation by women and place an extremely high responsibility on alcohol.
Time and Place of Occurrence of Current Abuse
Table B.12.7. 7 Distribution of All Respondents in Current Unions who Have Experienced
Abuse, and across Ethnicity and Class, by Length of Relationship with Current Partner
Before Experiencing Abuse
Length of
Relationship
with Current
Partner
Before being
Abused
<3 months
< 1 year
1-5 years
6-10 years
10 years +

84

Percentage of
Working-class
Respondents
Experiencing
Abuse in
Current Union

Percentage
of Middle-class
Respondents
Experiencing
Abuse in
Current Union

Percentage of
Indo-Guyanese
Respondents
Experiencing
Abuse in
Current Union

Percentage of
Afro-Guyanese
Respondents
Experiencing
Abuse in
Current Union

Percentage of
All
Respondents
Experiencing
Abuse in
Current Union

(n=94)
11.8
13.2
51.5
8.8
10.3

12.0
12.0
56.0
12.0
8.0

5.9
17.6
41.2
17.6
11.8

14.3
8.9
51.0
8.9
8.9

11.7
12.8
52.1
9.6
8.5

We address the question of women’s engagement in violence in the following section.
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Table B.12.7.7 above indicates that abuse can start at any time during a relationship,
although for most women (70.2%) who are currently in abusive relationships, there appears
to be a ‘honeymoon period’ of one year or more before abuse commences. However, three in
ten are likely to experience abuse during the first year of a relationship. Over 70 per cent are
likely to have experienced violence within the first five years.
The majority of the women who had experienced or were still experiencing abuse
with their current partner said that the abuse was most likely to occur at any time (62.5%) or
during the evening/night (25.1%). The majority also said that there was no special time
during the week that the abuse was most likely to occur (85.1%) rather than specifically on
the weekend, a weekday, a work day, or a holiday.
The abuse most often occurred in the home rather than in public places. The majority
of the women said that the abuse most often occurred at the joint home of the respondent and
her partner (57.0%), while nearly 30 per cent said that the abuse most often occurred at the
respondent's own home (28.0%). The variation in figures across ethnicity reflect the
prevalent types of living situations of the women. The abuse most often occurred in the home
rather than in public places Very few women were likely to experience abuse in public places
but middle-class and Afro-Guyanese respondents were the most likely too. See Table
B.12.7.8.
Table B.12.7.8 Distribution of All Respondents in Current Unions who Have Experienced
Abuse, and across Ethnicity and Class, by Site of Abuse
Site of Abuse Percentage
of Workingclass
Respondents
Respondent’s
home
Partner’s
home
Joint home
Public place
Elsewhere

Percentage
of Middleclass
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of All
Respondents
(n=100)

27.4

30.8

10.0

37.3

28.0

4.1

15.4

0

6.8

7.0

61.6
2.7
4.1

42.3
7.7
3.8

90.0
0
0

49.2
6.8
0

57.0
4.0
4.0

IX. Experiences of Abuse with Previous Partner
The same procedure was used to ask questions as with Section 7. And as with the previous
section more women answered questions as they progressed throughout this section.
Significantly, responses to questions with previous partners also elicited much higher levels
of abuse. We interpret this to mean that women were more willing to admit to violence that
they were no longer experiencing.
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Experiences of Abuse with Previous Partner85
One hundred and ninety-seven respondents (61.6%) had been involved in previous
long-term relationships regardless of their current union status. Of these women 47 had only
had a previous relationship and 150 had both a previous partner and a current partner. Many
of these women claimed to have experienced hitting and/or slapping (41.9%, or two out of
five), cursing (32.2%, or one in three), and threats (23.4%, one in four) by their partner at
least once during their previous relationship. In terms of all respondents the corresponding
figures are: 26.6% had experienced physical abuse, 20.1% verbal abuse and 6.8% sexual
abuse.
Smaller numbers, but still constituting over ten per cent of respondents had
experienced harassment (11.9%), damage to their property (11.1%), taking away of their
property (11.1%), forced sexual intercourse (11.2%), or wounding (14.6%) with their
previous partner. See Table B.12.8.1 below for the frequency with which these women had
experienced this abuse.
TABLE B.12.8.1 Percentage of All Respondents who Experienced Abuse with Previous
Partner by Form of Abuse

Form of Abuse with
Previous Partner
Hitting, slapping
Cursing
Forced sex
Threats of violence
Wounding
Harassing
Damage to property

Percentage of All Respondents with Previous Partners
(n=197)
Never
Rarely
Sometimes
Often
57.6
67.3
88.3
76.1
84.8
87.6
88.4

11.8
3.5
0
4.0
6.6
1.0
2.5

13.8
18.6
5.6
13.9
4.5
4.7
5.1

16.3
10.1
5.6
5.5
3.5
6.2
3.5

85

With regards to the characteristics of the respondents' previous partners, nearly 60 per cent of them had been
Afro-Guyanese (58.9%). The remainder of them were either Mixed (26.8%), or Indo-Guyanese (12.9%). Most
of them were Christian (60.0%), Hindu (7.5%), or Muslim (3.5%), while many did not subscribe to any religion
(21.0%). The majority of the previous partners had received either primary (27.3%) or secondary education
(36.4%) as their highest level of education. A few had tertiary or university level (7.6%). With regards to
employment status, most of the previous partners had been employed during the relationship, either full-time
(69.9%), part-time (5.6%), self-employed (16.3%), or seasonally employed (1.0%). A very few of them had
been unemployed (3.1%). The occupations of the previous partners were dispersed: some were construction
workers (23.5%); some had professional or technical-related jobs (17.3%); some were transportation or
communication workers (15.6%); some had jobs in service or shop sales (10.1%). A few of the previous
partners had held clerical or related jobs (6.1%); or administrative or managerial jobs (5.6%); or jobs in
agriculture, forestry, or fishing (3.9%).
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Table B.12.8.2 compares the frequency with which respondents claimed to
experience abuse in both their current and previous relationships. The greater frequency of
abuse in previous unions in all the categories, other than forced sex, may well be indicative
of why women may have left their previous partner. Indeed, very few women who had been
abused in previous relationships were being abused in their current relationship.86 It may also
indicate that women felt more at ease talking about abuse that was no longer occurring.
When the overlap in the numbers of women experiencing domestic violence in both current
and previous relationships is taken into account the number of women in relationships who
have experienced everyday physical violence is ; have experienced verbal abuse; have
experienced sexual abuse; have experienced physical violence with a weapon ; and have
experienced the threat of violence.
TABLE B.12.8.2. Comparison of All Respondents in Previous and Current Unions who
Experienced Abuse by Form of Abuse

Form of Abuse
Hitting, slapping
Cursing
Forced sex
Threats
Wounding
Harassing
Taking away property
Damage to property

Percentage and Number of All Respondents
Currently or Previously Experiencing Abuse
In Current Union
In Previous Union
(n=237)
(n=197)
27.7 (n=66)
41..9 (n=85)
26.3 (n=61)
32..2 (n=64)
12.7 (n=30)
11..2 (n=23)
9.9 (n=23)
23.4 (n=47)
5.6 (n=13)
14.6 (n=29)
3.9 (n=9)
11.9 (n=23)
2.5 (n=6)
11.1 (n=22)
2.1 (n=5)
11.1 (n=22)

Table B.12.8.3 shows that Indo-Guyanese women were more likely to have
experienced physical, verbal and sexual abuse than Afro-Guyanese women. Afro-Guyanese
women were more likely, however, to have experienced harassment or eviction. Apart from
verbal abuse, working-class women were more likely to have experienced all forms of
violence.
TABLE B.12.8.3 Distribution of All Respondents who Experienced Abuse with Previous
Partner, and across Class and Ethnicity, by Form of Abuse
Form of Abuse with Percentage of
Previous Partner
Working-class
Respondents in
Previous Union
Experiencing
Abuse
(n=133)

Percentage of
Middle-class
Respondents in
Previous Union
Experiencing
Abuse
(n=64)

Percentage of
Afro-Guyanese
Respondents in
Previous Union
Experiencing
Abuse
(n=113)

Percentage of
Indo-Guyanese
Respondents in
Previous Union
Experiencing
Abuse
(n=65)

Percentage
of All
Respondents
in Previous
Union
Experiencing
Abuse
(n=197)

86

Only women who had experienced physical abuse in previous relationships were experiencing it in their
current relationship. The equivalent figures for verbal abuse are thirteen women and women for the threat of
violence.
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Hitting, punching,
choking, slapping
Cursing,
humiliating remarks
Forced sexual
intercourse
Threats of violence
Wounding, use of
weapons, throwing
objects
Harassing/stalking
Taking away
property/eviction
Damage to property

46.3

41.9

39.1

56.5

41.9

24.6

32.2

26.9

56.4

32.2

14.6

11.2

8.6

18.2

11.2

27.6
18.3

23.4
14.6

22.2
13.1

26.0
17.3

23.4
14.6

14.8
12.9

11.9
11.1

9.9
8.7

14.4
17.3

11.9
11.1

14.5
11.1
10.4
10.4
11.1
Yumanda, an Afro-Guyanese woman in her late thirties, experienced frequent and multiple
forms of abuse with her previous partner who was Indo-Guyanese. He used to slap her,
threaten her with violence, harass her, as well as inflict damage to her property. The most
serious form of abuse she experienced, however, was forced sexual intercourse. Several
times a week her partner would tie her hands and feet and force her to have intercourse.
Yumanda suffered bruises and cuts, gynaecological problems, depression, mood swings,
suicidal feelings, as well as a number of other symptoms as a result of the abuse which only
got worse throughout the relationship. The abuse stopped when the relationship ended.
Although her current partner has hit her once, she is no longer experiencing any abuse.

Sunita is a 38 year-old Indo-Guyanese woman who is self-employed as a seamstress. She is
divorced and lives with her two teenaged daughters in a lower middle-class neighbourhood in
Georgetown. Her ex-husband, who was a Muslim Indo-Guyanese, would often hit her and
sometimes threaten her with violence and force her to have sexual intercourse with him. He
would also infrequently take away her property and harass her. Although Sunita exhibited
many signs and symptoms of abuse including depression, mood swings, anxiety, and suicidal
feelings, she said that the most serious abuse she experienced during her former marriage
was when her ex-husband left her for another woman. In her current visiting relationship
with a Hindu Indo-Guyanese man, she continues to experience emotional abuse because she
is often embarrassed by his behaviour with other women. Sunita currently seeks assistance
from a psychologist in order to help her deal with the depression brought on by the chronic
abuse.
Signs and/or Symptoms of Abuse
Ninety women who had been in previous long-term relationships responded to the
question, "Did you have any of the following signs and/or symptoms?" This figure represents
nearly 50 per cent of all respondents with previous unions (45.6%) and nearly 30 per cent of
all respondents (28.1%). More of the respondents experienced signs and/or symptoms of
abuse with previous partners than with current partners as Table B.12.8.4 shows.87
87

This was not the case for only a few symptoms such as lack of concentration, broken bones, internal bleeding
and unwanted pregnancies.
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TABLE B.12.8.4 Comparison of All Respondents in Previous and Current Unions who
Experienced Abuse by Signs and/or Symptoms of Abuse
Signs and/or Symptoms of
Abuse

Percentage of All
Respondents with
Current Partner
(n=83)

Percentage of All
Respondents with
Previous Partner
(n=90)

79.5
74.7
72.3
67.5
56.6
54.2
36.1
41.0
43.4
10.8

84.4
82.2
76.7
76.7
52.2
58.9
55.6
55.6
55.6
28.1

22.9
8.5
8.4
7.2
6.0
4.8
1.2
2.4

41.6
11.1
4.4
10.1
6.7
3.3
4.4
1.1

1.2

1.1

Pyschological symptoms

Depression
Flashbacks
Mood swings
Confusion
Lack of concentration
Inability to sleep
Anxiety
Low self-esteem
Loss of appetite
Suicidal feelings
Physical signs

Bruises, cuts
Head injury
Broken bones
Miscarriage
Concussion
Internal bleeding
Gynaecological problems
Unwanted pregnancy from
rape
Drug/alcohol abuse
Reasons for Abuse during Previous Relationship

Ninety-nine women responded to the question, "Which of the following do you think
caused your previous partner's abusive behaviour?". This figure represents (50.2%) of the
respondents in previous unions and 30.9% of all respondents.
Fifty per cent or more of these women said that their partner's hot temper (61.1%), an
outside woman (61.1%), or their partner's alcohol use (50%) had likely been one of the main
causes of their previous partner's abusive behaviour. Jealousy (44.4%) and financial
problems (22.2%) were considered to be likely causes by some of the women, also. Very few
women considered gambling (11%), demands to do housework (5.6%), in-law problems
(5.6%), drug addiction (5.6%), work pressure (5.6%), or provocation by the respondent

134

(5.6%) to be likely causes. None of the women said that sexual problems or childcare
problems caused their partner's abusive behaviour.
In nearly all categories the level of abuse with the previous partner is invariably
higher than with the current partner. This was especially the case in those categories
identified as illustrative of characteristics of masculinity, i.e., hot temper, jealousy, outside
women and the use of alcohol. External problems, such as financial and work difficulties
were however perceived as more important in current rather than previous relationships. This
could be indicative of the increased difficulties of finding employment in the 1990s. See
Table B.12.8.5.
TABLE B.12.8.5. Comparison of All Respondents in Previous and Current Unions who
Experienced Abuse by Perceived Cause of Previous Partner's Abusive Behaviour
Perceived Cause of Partner's
Abusive Behaviour

Outside woman
Hot temper
Jealousy
Alcohol
Provocation by respondent
Financial problems
Gambling
Drug addiction
In-law problem
Work pressure
Childcare problem
Sexual problem
Demands to do housework

Percentage of All
Respondents with
Previous Partner Who
Have Experienced Abuse
(n=99)
62.6
61.6
59.6
43.4
21.2
21.2
12.1
11.1
10.1
5.1
5.1
5.1
1.0

Percentage of
Respondents with Current
Partner Who Have
Experienced Abuse
(n=101)
34.7
47.5
55.4
36.6
36.6
23.8
5.9
1.0
8.9
13.9
5.9
6.9
5.0

Time and Place of Abuse during Previous Relationship
With regards to the length of relationship before the women began experiencing the
abuse, results were similar to those for women in current relationships. However, it was more
likely that the abuse would have started within the first five years in previous relationships.
See Table B.12.8.6 below. The figures for Indo-Guyanese women who experienced abuse in
the first three months of relationships deserve mention. These are 38.9% in previous
relationships and 5.9% in current relationships. These figures may indicate that women who
experienced abuse in the first 3 months of a previous relationship were much less likely to
stay in their current relationship if they experienced abuse.
TABLE B.12.8.6.Comparison of All Respondents in Current and Previous Unions who
Experienced Abuse by Length of Union before Experience of Abuse
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Length of Union Before
Abuse
<3 months
< 1 year
1-5 years
6-10 years
10 years+
Cannot remember

Percentage of All
Respondents in Previous
Union (n=96)
12.4
8.2
61.9
4.1
6.2
7.2

Percentage of All Respondents
in Current Union (n=94)
11.7
12.8
52.1
9.6
8.5
5.3

For the majority of women or nearly 70 per cent of the respondents with previous
partners the abuse continued throughout the course of the relationship (69.0%). For nearly all
of these women the abuse tended to increase in frequency rather than decrease (62.9%) or
stay the same (14.3%). For less than 25 per cent of these women for whom the abuse
continued throughout the relationship, the abuse decreased in frequency (21.4%). On the
other hand, for 30 per cent of the respondents with previous partners the abuse did not
continue through the course of the relationship (31.0%), the most frequent reason being
because the relationship ended (73.7%). Hence, it appears that women’s best chance of
bringing the abusive behaviour of their partners to an end was not through any change in the
behaviour of their partners, but by themselves leaving the relationship.
Like women in current relationships, nearly 50 per cent of the women who had
experienced abuse with a previous partner said that the abuse was likely to occur at any time
of the day (48.8%) rather than any particular time of day with the exception of during the
night (34.1). Nearly all of these women said that the abuse was most likely to occur at any
time of the week (86.7%) rather than any particular day of the week whether a weekend,
weekday, holiday, or workday.
As for women in current relationships, for nearly all of women in previous
relationships who experienced abuse, the abuse was most likely to occur in the home rather
than in a public place. However, there were differences in the individual categories. Women
in previous relationships were much more likely to experience violence in a previous place.
Differences in which home the abuse took place in are likely to reflect the different
household living situations of the women. See Table B.12.8.7 below.
TABLE B.12.8.7 Comparison of All Respondents in Current and Previous Unions who
Experienced Abuse by Place Where Abuse is Most Likely to Occur
Where Abuse is
Most Likely to
Occur
Joint home
Respondent's home
Partner's home
Public places

Percentage of All
Respondents with
Current Partner
(n=100)
57.0
28.0
7.0
4.0

Percentage of All
Respondents with
Previous Partner
(n=99)
44.4
22.2
15.2
12.1
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Other

4.0

6.1

X. Violence in the Community
Perception of Frequency and Location of Domestic Violence in Guyana
Nearly 50 per cent of the respondents said that they thought some areas in Guyana do
have more frequent incidences of family violence than other areas (49.8%). The
corresponding figures were 55.2% of Afro-Guyanese respondents, 38.8% of Indo-Guyanese
respondents, 48.2% of middle-class respondents and 50.5 % of working-class respondents.
Approximately 30 per cent said that they did not think so (31.0%). A further 10 per cent were
not sure (10.9%) and others did not know (7.7%). In other words, half of the respondents felt
that incidences of family violence are not restricted to one area and that family violence
occurs throughout Guyana.
Of the women who felt that incidences of family violence occur more frequently in
certain areas of Guyana, over 40 per cent felt that these were poor urban areas, closely
followed by Afro-Guyanese areas. Whether an area was urban or rural was not an issue for
the vast majority of the women. Neither did Amerindian or Indo-Guyanese areas feature in
their answers. Middle-class and Indo-Guyanese respondents were more likely to mention
Indo-Guyanese and rural areas as sites of violence, but they still placed most emphasis on
poor urban and Afro-Guyanese areas. See Table B.12.9.1 below.
Table B.12.9.1 Distribution of All Responses, and across Class and Ethnicity, by Areas
Where There is More Violence *
Areas Where There
is More Violence

Percentage
of Working
-class
Responses

Urban areas
3.7
Poor urban areas
41.5
Rural areas
5.3
Afro-Guyanese areas 38.8
Indo-Guyanese areas 1.6
Amerindian areas
5.3
Other areas
3.7
Coastal areas
0
* More than one response allowed.

Percentage
of Middle
-class
Responses

Percentage
of IndoGuyanese
Responses

Percentage
of AfroGuyanese
Responses

Percentage
of All
Responses
(n=320)

6.3
36.8
14.7
32.6
5.3
4.2
2.1
1.1

11.4
27.3
25.0
25.0
6.8
4.5
0
0

3.8
41.8
2.7
40.1
2.2
4.4
3.3
1.6

4.7
41.0
8.6
38.4
2.9
5.0
3.2
1.0

In terms of why women felt there was more frequent family violence in these areas,
most of the women attributed it to either poverty or to a drug- or alcohol-oriented lifestyle.
Over 30 per cent of the women said that there was more frequent family violence because the
people in that area had a bad lifestyle that included alcohol and drug abuse (31.7%), while
over 20 per cent said that there was more frequent family violence because people in that
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area were poor or unemployed (23.3%). Some of the respondents attributed the more
frequent family violence to quarelsomeness (18.7%) or to ignorance (8.7%). Indo-Guyanese
women were less likely to attribute violence to poverty than to alcohol and drug abuse. See
Table B.12.9.2 below.
TABLE B.12.9.2 Percentage of all Responses by Perception of Reasons for Domestic
Violence*
Reason for Domestic Violence
Bad lifestyle eg. drugs, alcohol use
Poverty
People quarrelsome or abusive

Percentage of All Responses
31.7
23.3
18.7

People uneducated

8.7

Unemployment
Other
Do not know
* More than one response allowed.

8.0
8.7
8.7

Personal Safety in the Neighbourhood
The majority of respondents said that they felt safe as a woman in their own
neighbourhoods (81.3%). Although the sense of safety is similar across class it is less for
Indo-Guyanese women than for Afro-Guyanese women. Nearly 20 per cent of all women
said that they did not at all or only sometimes felt safe in their own neighbourhoods (18.8%).
See Table B.12.9.3 below.
TABLE B.12.9.3 Distribution of All Respondents, and across Class and Ethnicity, by Sense
of Safety in Own Area
Sense of
Percentage
Safety in Her of WorkingOwn Area
class
Respondents
Yes
80.0
No
15.0
Sometimes
5.0

Percentage
of Middleclass
Respondents
83.3
11.4
5.3

Percentage
of all IndoGuyanese
Respondents
78.6
22.9
0

Percentage
of all AfroGuyanese
Respondents
84.3
9.0
6.6

Percentage
of All
Respondents
(n=315)
81.3
13.7
5.1

Out of all the respondents, many of the women who felt safe in their own
neighbourhood attributed their sense of safety to their perception of their neighbourhood as a
‘good’ i.e., Respectable, area (32.7%) or to their long-term residency in the area and knowing
everyone (31.2%). Out of all the respondents, the women who did not feel safe in their own
neighbourhood attributed their lack of safety to their perception of their neighbourhood as a
‘bad’ or poor area (11.8%) or to their sense that anyone such as bandits and thieves could
come into the area at anytime (20.6%).
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Nearly all of the respondents, or more than 90 per cent, said that they did not feel themselves
to be in personal danger as a woman going about her daily chores in her community (91.7%).
For those women who did feel themselves to be in personal danger going about their daily
chores in the community, some felt at risk because of outsiders entering the community; the
rest felt at risk because of men's presence in the vicinity, or because the woman did not know
who she could trust.
Personal Safety at Home
Similarly, the majority of respondents said that they felt safe as a woman in their own
homes (83.8%). However, over ten per cent of the respondents said that they did not at all
feel safe in their own homes (9.8%) or that they only sometimes felt safe in their own homes
(5.7%). Responses did not vary significantly across class but a much higher percentage of
Afro-Guyanese respondents than Indo-Guyanese respondents felt safer in their own homes.
Out of all the Indo-Guyanese respondents, the women who did not feel safe attributed this
lack of personal safety to their perceived threat of thieves, bandits, or strangers coming in to
their home (24.5%), or to living alone or without a male in the house (9.4%). See Table
B.12.9.4 below.
TABLE B.12.9.4. Distribution of All Respondents, and across Class and Ethnicity, by Sense
of Safety in Own Home
Sense of
Percentage
Safety in
of WorkingOwn Home class
Respondents
Yes
83.0
Sometimes
5.0
No
11.0

Percentage
of Middleclass
Respondents
85.1
7.0
7.8

Percentage
of all IndoGuyanese
Respondents
73.9
5.8
20.3

Percentage
of all AfroGuyanese
Respondents
87.6
6.1
6.1

Percentage
of All
Respondents
(n=315)
83.8
5.7
9.8

Out of all the respondents, the women who felt safe in their own home most
commonly attributed their sense of personal safety to the fact that there was no abuse or no
longer any abuse taking place in it (26.5%), or because their family was present in the home
(15.3%), or that their home was protected or had some kind of security system or guard
(13.2%).
Knowledge of Violence in the Community
The results above are surprising given that nearly 25 per cent of the respondents did
know of someone in the area who had recently been robbed (21.3%) and nearly 20 per cent
knew of someone who had been recently assaulted (17.3%), although fewer knew of
someone who had been raped (6.4%). Middle-class and Indo-Guyanese women were far less
likely to know of someone who had been assaulted however. See Table B.12.9.5.

139

TABLE B.12.9.5 Distribution of All Respondents, and across Class and Ethnicity, by
Knowledge of Kinds of Violence in the Community
Knowledge
of Violence
in the
Community
Someone
Robbed
Someone
Assaulted
Someone
Raped

Percentage
of Workingclass
Respondents
21.6

Percentage
of Middleclass
Respondents
21.1

Percentage
of AfroGuyanese
Respondents
20.0

Percentage
of IndoGuyanese
Respondents
23.5

Percentage
of All
Respondents
(n=315)
21.3

20.3

12.2

20.0

8.8

17.3

7.5

4.4

6.6

5.9

6.4

This knowledge seemed to affect the behaviour of nearly half of the women. About
45 per cent of the respondents who had knowledge of violence in the community said that
this knowledge did affect their behaviour (44.2%). This percentage was higher for IndoGuyanese women (59.1%) than for Afo-Guyanese women (44.6%) and for working-class
(46.2%) and middle-class women (40.0%). On the other hand, for over 50 per cent this
knowledge did not result in any changes of behaviour towards increasing personal safety
(51.9%).
Perception of Risk in the Community
The majority of all the respondents said that they felt a minimal risk in their
communities of being raped (76.0%), followed (72.0%), robbed or assaulted (63.8%), or
having their property stolen (56.7%). See Table B.12.9.6 below.
TABLE B.12.9.6 Percentage and Number of All Respondents by Perception of Risk for
Violence and Danger to Themselves in their Own Communities

Violence at Risk
for:
Rape
Being followed
Robbery/assault
Property theft

Number (n=312) and Percentage of All
Respondents
Minimal
Moderate
High
231
76.0
221
72.0
199
63.8
174
56.7

19
6.3
29
9.4
37
11.9
38
12.4

53
17.4
56
18.2
75
24.0
94
30.6
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However, between 20 to 40 per cent did feel at risk. With regards to the respondents'
perceptions of being at risk for rape, 17.4% felt they were at high risk and another 6.3% felt a
moderate risk. Many also felt a high risk (18.2%) or a moderate risk (9.4%) of being
followed. With regards to being robbed or assaulted or having their property stolen, 24.0%
felt they were at high risk for being robbed or assaulted and 30.6% felt they were at high risk
for property theft while another 11.9% felt a moderate risk for being robbed or assaulted and
another 12.4% felt a moderate risk for property theft.
Table B.12.9.7 below reveals that Indo-Guyanese women feel substantially more at
risk than Afro-Guyanese women and working-class women feel more at risk than middleclass women.
TABLE B.12.9.7 Distribution of All Respondents, and across Class and Ethnicity, by
Perception of High Risk for Violence and Danger to Themselves in Their Own Communities
Perception of
High Risk
for:

Percentage
of Middleclass
Respondents

Percentage
of Workingclass
Respondents

Percentage of Percentage of
IndoAfro-Guyanese
Guyanese
Respondents
Respondents

Percentage
of All
Respondents
(n=312)

Rape
Being
followed
Robbery/ass
ault
Property
theft

16.8
15.9

17.4
19.2

35.4
34.8

18.7
19.6

17.4
18.2

20.4

25.8

41.8

20.0

24.0

25.2

33.3

44.8

26.1

30.6

XI. Responses to Violence including Knowledge and Use of Services Available
As Rico (1997:27) states women who are in abusive situations often cannot imagine living
another type of life because, “a) they internalise social values that see female subordination as
‘natural’; b) they accept cultural norms that regulate the life of a couple and the roles of spouse and
mother; c) they idealise the family and marriage; and d) they are under pressure to accept the
dominant cultural mandates” (Rico 1997: 27). This is not to assert, however, that all women have
the same responses to violence. Harvey and Gow (1994) claim that women’s responses are mediated
not just by the physical (and psychic) reality of pain, but also by considerations which are economic,
such as class, and cultural, such as ethnicity, in nature, and which invest those experiences with
meaning. In this section we investigate women’s responses to domestic and community violence as
well as assessing the extent to which they make use of services available to help abused women.
Responses to Violence With Current Partner
As we reported in Section 6 there were 237 respondents (65.8%) currently involved in
a relationship or union of some kind. Of these, 101 responded to the question, "Which of the
following do you think causes or caused your partner's abusive behaviour?" This figure
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indicates that over 40 per cent of the respondents in current unions had experienced abuse of
some kind at some point during their current relationship (42.6%) or approximately 30 per
cent of all the respondents (31.6%
Approximately the same number (41.3%), which corresponds to 30.6% of all
respondents, replied to questions on their response to the first abuse they experienced in their
current relationship. See Table B.12.10.1.
TABLE B.12.10.1 Distribution of All Respondents in Current Relationship, and across Class
and Ethnicity, by their Partners Response to the First Time they were Violent
Partner’s
Response to
the First Time
they were
Violent

Percentage of
Middle-class
Respondents

Percentage of
Working-class
Respondents

Percentage of
Indo-Guyanese
Respondents

Percentage of
Afro-Guyanese
Respondents

Percentage of
All
Respondents

(n=28)

(n=69)

(n=20)

(n=56)

(n=98)

He begged
forgiveness
Promised
never to do
it again
He ignored
it
He blamed
her
Other
Cannot
remember

50.0

58.0

40.0

55.4

55.1

7.1

10.1

15.0

10.7

9.2

35.7

23.2

45.0

23.2

27.6

3.6

1.4

0

3.6

2.0

0
3.6

1.4
5.8

0
0

1.8
5.4

1.0
5.1

Table B.12.10.1 shows that more than half said that their partner, in response to his
own abusive behaviour, begged forgiveness (55.1%) or promised never to do it again (9.2%).
However, nearly 30 per cent said that their partner's response was to ignore his own abusive
behaviour (27.6%). While the most common response across class and for Afro-Guyanese
respondents was that her partner begged forgiveness, for Indo-Guyanese women it was more
likely that her partner would ignore his behaviour.
With regards to the women's reactions to their partner's response to his first abusive
behaviour, the majority of the women said that they either accepted his apology (50.9%) or
did nothing and tried to accept the situation (19.1%). Far fewer women took an active stance
to their partners’ abuse. Nearly one in five women (19.1%) of the women said that they
retaliated and fought back – physically or verbally. However, very few women to talked to
their partners’ about the situation (4.5%) and even fewer left as a result (1.8%). None of the
women reported the incidence to the police, indicating that it is only after repeated incidences
of violence that women will involve the police. See Table B.12.10.2. Indo-Guyanese women
were more likely than Afro-Guyanese women to accept an apology and less likely to
retaliate. Middle-class women were much more likely than working-class women to accept
the situation or to try to discuss the issue with their partner.
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Table B.12.10.2 Distribution of All Responses, and across Class and Ethnicity, by Women’s
Response to the First Time Their Partners’ in their Current Relationships were Violent*
Women’s
Percentage
Percentage
Response to of Middleof Workingthe First
class
class
Time Their
Responses
Responses
Partners’
(n=28)
(n=67)
were Violent
Accepted his 39.5
53.9
apology
Just
36.9
15.8
accepted the
situation /
did nothing
Retaliated
15.8
19.7
Talked to
5.3
2.6
him about it
Left him
2.6
1.3
Other
0
3.9
Do not
0
3.9
remember
* More than one response possible

Percentage
of IndoGuyanese
Responses
(n=17)

Percentage
of AfroGuyanese
Responses
(n=54)

Percentage
of All
Responses
(n=97)

62.5

43.5

50.9

20.9

25.8

19.1

16.7
4.2

22.6
6.5

19.1
4.5

0
0
0

1.6
1.6
4.8

1.8
2.7
3.6

Nadira is a 40 year-old Afro-Guyanese woman who is separated from her husband who is
overseas. She lives with her five children and is currently involved in a visiting relationship
with a 41 year-old Afro-Guyanese police officer. Nadira says this about her current partner,
who has been very abusive in the past "He is very brutal but some ways you have to stay and
take it." In response to his own abusive behaviour, which includes physical, verbal, and
sexual abuse towards Nadira, he would beg for forgiveness and tell her that he was sorry.
Nadira, in turn, would threaten him by saying she didn't want him anymore. The abuse
continued and Nadira went to the police for help. However, she was not happy with the
response. "When the police heard of the [abuse], they said that he was a good man, so he
came back and threatened me that he would kill them and burn the house."
Seeking Help against Current Partner
At some stage in their current relationship, approximately 40 per cent of the women
experiencing violence with their partner sought help (37.4%). This means, however, that
62.6% did seek help at one point in time or another (71.9% of Afro-Guyanese; 60.0% of
Indo-Guyanese women; 65.5% of middle-class women; and 62.3% of working-class
women). Women did not report mistreatment because of fear of more violent reprisals by
their partners, shame about making their ‘private’ business public, and a lack of alternative
places to go. In relation to the latter, the extensive nature of poverty in the country for many
women means it is impossible to find a well-paid job, hence their socio-economic
circumstances mitigate against reporting acts of violence. See Table B.12.10.3.
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TABLE B.12.10.3. Distribution of All Respondents, and across Class and Ethnicity, by
Sources of Assistance for Women Who Have Ever Sought Help and Who have Sought Help
for the Latest Act of Violence by Current Partner
Sources of
Help

Police
Relative
Neighbour
Priest
Counsellor
Lawyer
Friend
Source of
help for
latest
incident
Police
Relative or
Family
member
Friends
Lawyer
Counsellor
Priest
Neighbours
Cannot
remember

Percentage
of Middleclass
Respondents
(n=11)
27.3
4.3
18.2
0
0
0
9.1

Percentage
of Workingclass
Respondents
(n=26)
46.2
26.9
0
3.8
3.8
0
19.2

Percentage
of IndoGuyanese
Respondents
(n=9)
33.3
44.4
11.1
0
0
0
11.1

Percentage
of AfroGuyanese
Respondents
(n=16)
56.3
12.5
0
0
6.3
0
25.0

Percentage
of All
Respondents
(n=38)

(n=12)

(n=24)

(n=8)

(n=17)

(n=37)

25.0
33.3

41.7
25.0

37.5
50.0

47.1
5.9

35.1
29.7

16.7
0
0
0
8.3
16.7

16.7
0
4.2
4.2
0
8.3

12.5
0
0
0
0
0

29.4
0
5.9
0
0
11.8

16.2
0
2.7
2.7
2.7
10.8

39.5
34.2
5.3
2.6
2.6
0
15.8

From those who did seek help, most sought help from either the police (39.5%) or a
relative (34.2%) rather than from a friend (15.8%), neighbour (5.3%), priest (2.6%) or
counsellor (2.6%). A higher percentage of Indo-Guyanese than Afro-Guyanese respondents
had sought help, although Afo-Guyanese women were more likely to go to the police or a
friend than Indo-Guyanese women. Indo-Guyanese women were more likely to seek help
from relatives. Middle-class respondents were also less likely to seek help from the police or
their relatives or a friend than their working-class counterparts and more likely to seek help
from their neighbours.
For most of these women, the outcome of seeking assistance was that their partner
received a warning of some kind (40.0%) or that nothing changed (31.4%), that is, the
abusive behaviour continued. For those women who went to the police only a half of their

144

partners’ received a warning. For only 20 per cent did the violence actually decrease as an
outcome of seeking help.
As far as the source of help for the most recent incidence of violence, the police were
again the most popular form of assistance (35.1%). This was followed by relatives or family
members such as a mother or sister (29.7%). Of those women who went to the police (n=12)
only two had action taken against their partners. Very few of the respondents sought help
from a counsellor, priest, neighbour, or lawyer. Again a much lower percentage of AfroGuyanese respondents reported seeking help from relatives than did the Indo-Guyanese
respondents, although Afro-Guyanese women were more likely to go to the police. The same
pattern of middle-class women being less likely to go to the police was also apparent. See
Table B.12.10.3.
With regards to the outcome of the women seeking this help, the most frequent
response was that the woman was told to go back or to stay with her partner (37.2%). A very
few women were told either to take their partner to court (2.9%) or to take some kind of
action against him (5.7%). For 14.3% nothing resulted from the assistance they sought. Most
of the women however, were satisfied with the assistance they received (72.2%) because they
felt it was good advice or effective in some way.
Reporting Case to the Police
When asked directly if they had ever reported their case to the police at one time or
another, most of the respondents said that they had not done so (78.9%) (61.0% of AfroGuyanese and 70.0% of Indo-Guyanese women; 78.8% of working-class and 78.6% of
middle-class women). The reason that most of these women gave for not reporting their case
to the police was that they felt it was not necessary (61.4%). Other responses included feeling
they could handle the situation themselves, feeling the police would not be able to help them
or being afraid of the consequences of going to the police to report her case. On the other
hand, 21.1% of the respondents who answered this question said that they had reported their
case to the police; of these women, half of them had reported one case (42.9%), half had
reported two or three cases (47.6%) and 9.8% had reported many cases.
Leaving Home
A substantial minority of respondents in current unions who had experienced abuse or
were currently experiencing abuse said that they had left home at some point because of the
abuse (24.1%); 18.2% of middle-class and 26.6% of working-class women and 27.8% of
Indo-Guyanese and 11.8% of Afro-Guyanese women. Of these the majority had left home
only once (44.4%), 14.8% had left home two to three times and 18.5% had left many times.
However, three out of four abused women had not left home at one point or another
(75.91%).
Of those women who reported that they did not leave home, the reasons for not
leaving were varied. Many of the women, 33.3%, who stayed said they did so because it was
her home rather than her partner's (this was especially true for Afro-Guyanese women);
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18.1% felt the abuse was not that bad that it merited leaving home; 15.3% indicated they had
to stay to look after their children; and 11.1% claimed they loved their partner and could not
or would not leave him. Very few women said that they stayed because there was no where
else to go (2.8%) or because she was afraid of the consequences of leaving (2.8%).
As far as possible explanations for what might cause the abuse to stop, the responses
were extremely varied. Some of the explanations included the partner getting a job,
separation, the partner's family intervening, the partner getting help or the partner stopping
drinking. The most frequent explanation, however, put onus on women changing their own
behaviour such as the woman would have to change in some way, such as starting to
retaliate, in order for the abuse to stop (17.9%).
Responses to Abuse with Previous Partner
As we reported in Section 8, 197 respondents (64.6%) had been involved in previous
long-term relationships regardless of their current union status. Of these, 99 responded to the
question, "Which of the following do you think caused your previous partner's abusive
behaviour?". This figure represents (50.2%) of the respondents in previous unions and 30.9%
of all respondents. The same number responded to questions about their responses to abuse
with previous partners. This figure varied across ethnicity and class, however: 48.6% (55 out
of 113) of Afro-Guyanese respondents with previous partners, 73.9% (17 of 23) of IndoGuyanese respondents with previous partners, 45.3% (29 of 64) of middle-class and 54.9%
(73 of 133) of working class respondents with previous partners responded to this section.
More than half of these respondents said that their partner, in response to his own
abusive behaviour, begged forgiveness (56.9%) or promised never to be abusive again
(7.8%). However, nearly 30 per cent said that their partner's response was to ignore his own
abusive behaviour (28.4%). See Table B.12.10.4 which shows that these figures correlate
strongly with the responses of male partners in current relationships.
Table B.12.10.4 Comparison of All Respondents in Previous and Current Unions Who Were
Abused by Partner’s Response to His First Abusive Behaviour
Partner’s Response to
his First Abusive
Behaviour
He begged forgiveness
Promised never to do it
again
He ignored it
He blamed her
Other
Cannot remember

Percentage of All
Respondents with Previous
Partner who were Abused
(n=102)
56.9
2.5

Percentage of All Respondents
with Current Partner who were
Abused
(n=98)
55.1
9.2

28.4
0
3.9
2.9

27.6
2.0
1.0
5.1
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With regards to the women's reactions to their partner's response, the majority of the
women said that they either accepted his apology (36.7%) or accepted the situation (16.7%).
Although more women experiencing abuse in current unions had retaliated or fought back in
some way to their partner's response to his own abusive behavior, 15.8% of women in
previous unions either retaliated in some way (12.8%) or left the relationship (22.5%),
indicating that the greatest chance of ending abuse may come at a stage only when women
feel they reached the end of their endurance of the relationship. See Table B.12.10.5
* Table B.12.10.5 Comparison of All Responses by Women in Previous and Current Unions
Who Were Abused by Reactions to Their Partner’s Response to His Abuse
Women’s Reactions to
Percentage of All Responses
Their Partners’ Response
with Previous Partner
to his Abuse
(n=120)
Accepted his apology
36.7
Just accepted the situation 16.7
/ did nothing
Retaliated
15.8
Talked to him about it
2.5
Left him
22.5
Other
0
Do not remember
5.0
* More than one response possible

Percentage of All Responses
with Current Partner
(n=110)
50.9
19.1
19.1
4.5
1.8
2.7
3.6

Jacqulyn is a young Afro-Guyanese woman living alone with her children in a lower middle
class neighbourhood in Georgetown. She has been separated from her husband for three
years now. She experienced multiple forms of abuse by her husband on an occasional and
sometimes frequent basis. Jacqulyn felt that the most serious abuse she experienced was the
frequent sexual abuse. He would force her to have sexual intercourse with him whenever she
was angry with him for some other kind of abusive behaviour toward her. This is what
Jacqulyn says about his response to his own abusive behaviour, "He would come and kill
mosquitoes on me and put cutex on my toes then invite me out and when I don't go out he
would beg me and ask me to forgive him." After a while Jacqulyn sought help from the
police because the abuse got worse over time. The police issued a restraining order and fined
Jacqulyn's partner but it was only in separating from him that she found peace. "Right now I
have peace even though he visits to see his children, he cannot bother me anymore."
Seeking Help Against Previous Partner's Abuse
While more than 50 per cent of the women did not seek help in response to violence
with their current partner (52.9%), more than 40 per cent had sought help at one point in time
or another (46.1%). (However, 62.6% of women currently in an abusive relationship had
sought help). The number seeking help varied especially across ethnicity - only 38.2% of
Afro-Guyanese respondents sought help compared to 64.7% of Indo-Guyanese women - and
less so across class, with 43.8% of working-class and 51.7% of middle-class respondents
seeking help.
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From those who did seek help, most sought help from either the police (51.1%) or a
relative (36.2%), rather than from a neighbour, priest, counselor, or some other person
(12.8%). As was the case with women in current relationships, Indo-Guyanese women were
more likely to seek help from a relative than the police. See Table B.12.10.6 below.
TABLE B.12.10.6 Distribution of Respondents, and across Ethnicity and Class, by Source of
Assistance with Abuse in Previous Union
Source of
Assistance
with Abuse
in Previous
Union

Police
Relative
Other *

Percentage
of Middle
-class
Respondents
with Previous
Abusive Partner

46.7
26.7
26.7

Percentage
of Working
-class
Respondents
with Previous
Abusive Partner

Percentage of
Indo-Guyanese
Respondents
with Previous
Abusive Partner

53.1
40.6
6.3

36.4
54.5
9.1

Percentage of
Afro-Guyanese
Respondents
with Previous
Abusive
Partner

52.4
28.6
19.0

Percentage of
Respondents
with Previous
Abusive
Partner

(n=47)
51.1
36.2
12.8

* For example, priest, neighbour, lawyer, or counsellor.
With regards to the outcome of the women seeking help the responses were varied.
Many of the women said that the assistance offered to them was some kind of action against
the perpetrator such as police or family intervention (36.1%). However, many of the women
were offered nothing in the form of assistance (14.9%) or were told to go back to their
partner (12.7%). Very few of the women were told to go to a women's organization (2.1%) or
to take their partner to court (2.1%).
More than 60 per cent of the women who sought assistance said they were satisfied
with the level of assistance they had received (63.8%). On the other hand, nearly 40 per cent
were dissatisfied (36.2%). For the majority of women who had experienced violence with a
previous partner, what they considered as having stopped the abuse was that the relationship
had ended (73.1%), indicating that in seven cases out of ten, violent relationships are not
brought to an end by a behavioural change in their male partner’s behaviour.
Basmattie says this about her acceptance of her ex-husband's apology for his behaviour, "He
would beg for forgiveness, say that he will change his life. He even took the oath but the
[other] relationship continued. I would accept because I think I don't have anyone to turn to
because my father is dead and my mother is re-married and my brother is dead." Basmattie
eventually sought help from the police but was not at all satisfied with the level of assistance
received. "His cousin was the police officer who took the report and nothing was done. The
probation officer tried to advise us but my husband was stubborn. He divorced me and I
didn't know."
Strategies against Violence and Danger to Themselves in their Own Communities
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More than 60 per cent of all respondents said that they take precautions in their
community to avoid being raped, followed, robbed, assaulted, or having their property stolen
(66.3%). For the women who said that they do not take precautions against such violence,
more than 50 per cent of them did not do so because they felt that violence was not a problem
in their community (53.2%). Fifteen per cent did not do so because they felt that security
does not help and/or that there was little one could do to prevent such occurrences of
violence (15.2%). Less than ten per cent did not take precautions or feel that they were
necessary because either the woman felt God or everyone would look after her (6.3%),
because she kept to herself (3.8%), or because her family was with her (3.8%). Middle-class
women were most likely to believe that violence was not a problem in their neighbourhood
while Afro-Guyanese women were most likely to believe that home security did not decrease
their risk of being in danger.
Out of those respondents who said that they do take precautions against violence such
as rape, being followed, robbery, assault, or property theft in their own communities, the
most common precaution or strategy against violence was increasing home security (38.5%).
The next most common precaution was to avoid travel at night or alone (23.4%), followed by
avoidance of certain streets (18.8%). Very few women took the proactive step of protecting
themselves. There were few variations in these responses across ethnicity or class, although
Indo-Guyanese women were more likely to avoid going out alone. See Table B.12.10.7.
Table B.12.10.7 Distribution of Responses, and across Ethnicity and Class, for Respondents
Taking/Not Taking Precautions in their Communities to Avoid being Raped, Followed,
Robbed, Assaulted, or having their Property Stolen
Reasons why
Respondents
Take /Do Not
Take
Precautions in
their
Communities
Do not take
precautions
Violence not a
problem
Security does
not help
God / People
will take care
of her
She keeps to
herself
Her family
protects her
Police close

Percentage
of AfroGuyanese
Responses

Percentage
of IndoGuyanese
Responses

Percentage
of Middle
-class
Responses

Percentage
of Working
-class
Responses

Percentage
of All
Responses
(n=310)

32.5

38.8

33.3

33.0

33.7

50.0

57.1

67.9

48.0

53.2

25.0

19.0

17.9

16.0

15.2

5.0

4.8

0

10.0

6.3

5.0

4.8

0

6.0

3.8

0

4.8

0

6.0

3.8

5.0

0

0

4.0

2.5

149

by
Does take
67.5
precautions*
Increase home 35.9
security
Avoid travel
20.2
at night
Avoid certain 20.2
streets
Avoid travel
8.1
alone
Avoid certain 7.6
clothes
Walk with
1.8
protection
*Up to four responses allowed.

61.2

76.7

77.0

66.3

38.9

41.2

39.1

38.5

24.2

18.8

22.1

23.4

13.7

16.4

20.9

18.8

15.8

11.5

9.3

10.5

3.2

6.7

5.8

6.6

0

0

2.3

1.2

Knowledge and Use of Services Available
More than 50 per cent of all the respondents indicated that they had knowledge of
where abused persons could go to seek help (57.7%). This proportion rose to two-thirds in
the case of Afro-Guyanese and middle-class women. See Table B.12.10.8 below.
TABLE B.12.10.8 Distribution of All Respondents, and across Ethnicity and Class, With
Knowlege of Where Abused Persons Can Go for Help
Do you Know
Where Abused
Persons can go
for Help?
Yes
No

Percentage
Of Middle
-class
Respondents

Percentage
of Working
-class
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of All
Respondents
(n=320)

66.7
33.3

53.0
47.0

49.3
50.7

63.6
36.4

57.7
42.3

Out of the respondents who said that they did know where abused persons could go to
seek help the most common response was that of Help and Shelter (45.1%), followed by the
police (27.7%) and a priest (5.3%). Very few respondents specified Red Thread (2.9%), the
Women’s Affaris Bureau (2.4%), or another women’s organisation (2.4%). None of them
mentioned the Genesis Home. Respondents were also unlikely to refer to a professional such
as a counsellor (2.4%) or a lawyer (0.5%).
Significantly, the majority of women, or more than 65 per cent, had no knowledge of
the Domestic Act (67.5%); this was especially the case for Indo-Guyanese women (77.3%).
This is a surprisingly high number given that the Act had only been passed in 1996. Much
more educational work on the content of the Act needs to be done however. Of the women
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who did have some knowledge of the Act, only a few (15.3%, or one in eight) knew what the
Act provided for.
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C. Women’s Entanglement in Violence
Although our findings show that within relationships women (and children)
undeniably suffer from male violence, they have also indicated that women are also
perpetrators of violence, especially towards children. In terms of childhood experiences of
violence, for example, the vast majority of physical and verbal violent acts were committed
by women, usually the child’s mother or another female relative.88 In addition, when asked
who they most likely perceived to be abusers, while the vast majority replied in terms which
implied that they considered men to be abusers, 16.5% of all respondents replied that anyone
could be, indicating it could be a man or a woman. Further support for this belief was given
most specifically in relation to the question as to whether the respondents considered men or
women are more inclined to be abusers. While the vast majority of respondents thought that
men rather than women were inclined to be abusers (75.2%), over 20 per cent (22.6%)
indicated that women were more inclined to be abusers, with 4.1% specifically indicating
only women and 18.4% indicating both men and women. It is with these findings in mind
that in this section we further pursue the nature of women’s engagement in violence. We do
so with an awareness of the warnings which feminists have given of demeaning the violence
that women suffer by giving credence to the concept of the ‘battered husband syndrome’ (see
Yllo and Bograd 1990).
XII. Women’s Association with Violence
When asked if they had ever initiated violence within an adult relationship, nearly all
respondents said that they had not (83.1%, n=267), leaving 16.9% (n=53) to agree that they
had initiated violence. Approximately ten per cent of the middle-class respondent reported
that they had initiated violence at some point in time (9.4%), while in contrast twice as many
working-class respondents reported that they had initiated violence within an adult
relationship at some point in time (18.1%). Similar proportions were evident for AfroGuyanese (19.5%) and Indo-Guyanese (9.1%) respondents.
The most common reason women gave for initiating violence was that her partner had
made her angry (40.6%). The rest of the women who had initiated violence said that they did
so for various reasons including that their partner would not help with the housework
(15.6%), or that they were arguing (9.4%) or that he had tried to control her behaviour
(6.3%). Nearly 20 per cent (18.8%) claimed they were defending themselves against their
partners' abuse (18.8%) at the time. Virtually all these answers indicate that women’s
‘initiation’ of violence took place as self-defense against a partner who was being physically,
emotionally or verbally violent towards them. This suggests that women’s physical
aggression is a result of the hierarchical power relations that characterised their relationship
rather than a characteristic of the women themselves. However, doubts can be cast on the
validity of this assertion for all women; only three out of every five women who admitted
initiating violence answered this question and one half of women who admitted initiating
violence had not experienced any physical or verbal violence from their current partner. See
Table B.12.11.1.

88

Although the vast majority of cases of sexual abuse were committed by men, especially male relatives.
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Table B.12.11.1 Distribution of Respondents, and across Class and Ethnicity, by the Reason
for being Violent Towards Her Partner
Reason for
being Violent
Towards Her
Partner
He made her
angry
He hit her so
she retaliated
He would not
do housework
He was
quarrelling
with her
He tried to
control her
He hit the
children
Other

Number
of Middleclass
Respondents
(n=12)
2

Number of
Workingclass
Respondents
(n=20)
11

Number of
IndoGuyanese
Respondents
(n=4)
1

Number of
AfroGuyanese
Respondents
(n=18)
9

Number of
All
Respondents
(n=32)

2

4

1

4

6

4

1

0

2

5

1

2

1

1

3

1

1

0

1

2

1

0

1

0

1

1

0

0

1

1

13

When asked about specific forms of violence against anyone including children,
many more of the women reported being responsible for physical and verbal abuse (but not
for other kinds of violence). See Table 7.11.2. Nearly 60 per cent of the women had been
responsible for hitting or slapping at least occasionally (59.1%). Most of this hitting and
slapping had been against the respondent's children (67.2%), rather than an adult such as a
partner (15.8%), parent (10.9%), other relative, friend, or stranger. Extreme physical violence
such as wounding was much less common (8.4%) and invariably directed towards their
partner (91.6%).
Verbal abuse was also a relatively common action. Nearly 30 per cent of the women
had been responsible for cursing at least occasionally (29.1%) and most of this cursing had
been directed toward the respondent's partner (60.9%) or children (17.2%). A smaller number
of women had sometimes made threats of violence (12.5%), mostly to their partner (56.8%),
children (16.2%) or a parent (13.5%).
Other forms of violence were not so prevalent. Nearly 7 per cent of the women
claimed they had harassed someone (6.8%), invariably their partner (88.2%). Indirect
violence by taking away property (2.8%) or damaging property (5.6%) was also against
partners. Sexual violence against their partners was admitted to by three women.
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Table B.12.11.2 Percentage of All Respondents by Form of Abuse by Respondent Against
Others
Form of Abuse by Respondent
Against Others
Hitting, punching, choking,
slapping
Cursing, humiliating remarks
Threats of violence
Wounding, use of weapons,
Harassing
Damage to property
Taking away property/eviction
Forced sexual intercourse

Percentage of All Respondents (n=308)
Yes Never
59.1
40.9
29.1
12.5
8.4
6.8
5.3
2.8
1.0

70.3
87.5
91.6
93.2
94.8
97.2
99.0

Rarely
18.2
4.1
3.1
7.0
2.2
2.4
1.7
0.3

Sometimes Often
39.3
1.6
18.8
8.0
0.7
3.6
2.4
0.7
0.7

6.8
1.4
0.7
0.7
0.3
0.3
0

Table B.12.11.3 shows that working-class and Afro-Guyanese women were more
likely to admit to physical abuse, especially extreme physical abuse, and to verbal abuse,
including making threats of violence. They were also the only ones to admit to using sexual
violence. In terms of indirect violence, middle-class women were more likely than workingclass women to evict a partner, indicative of their higher level of access to property. IndoGuyanese women were much less likely than Afro-Guyanese women to do so which could
also be indicative of the latter’s greater likelihood of owning or renting property outside of a
marital relationship.
Table B.12.11.3 Percentage of Respondents across Ethnicity and Class by Form of Abuse by
Respondent Against Others
Form of Abuse by
Percentage of
Respondent Against AfroOthers
Guyanese
Respondents
(n=167)
Hitting, punching,
73.0
choking, slapping
Cursing, humiliating
remarks
Threats of violence
Wounding, use of
weapons
Harassing
Damage to property
Taking away
property/eviction
Forced sexual
intercourse

Percentage of
IndoGuyanese
Respondents
(n=70)
50.0

Percentage of
Workingclass
Respondents
(n=204)
64.8

Percentage
of Middleclass
Respondents
(n=115)
55.5

36.2

9.3

35.4

19.4

16.8
12.2

1.6
0

15.2
10.5

7.8
4.8

8.8
6.7
4.0

0
1.7
0

10.1
5.4
2.2

2.9
4.9
3.9

2.0

0

1.6

0
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Expectation of Retaliation
With regards to expectations of retaliation to women's initiation of violence against
their partner, 50 per cent of the respondents expected their partners to retaliate if they were
hit by the woman (50.9%) while nearly 30 per cent did not expect their partners to retaliate
(29.6%). Some women did not know what to expect as far as retaliation from their partner
(16.0%) and 3.1% claimed they would never hit their partner.
Less than 30 per cent of the middle-class respondents expected their partner to
retaliate if the respondent initiated violence such as hitting her partner (27.6%). This figure
compares with 57.6% of the working-class survey population expecting retaliation from their
partner. The corresponding figure for Afro-Guyanese women (55.2%) is slightly higher than
the figure for the Indo-Guyanese population (47.4%).
Of the women who expected their partner to retaliate, most of their comments
indicate that they felt retaliation to be an inherent characteristic of masculinity, claiming that
it was a natural reaction for a man (30.2%) or that it was just his personality (27.5%), or that
he like to hit her (3.8%) or that he has a temper (8.8%). In addition, 6.6% of women said that
he would retaliate because she had no right to hit him. Far fewer women said it would depend
on the situation (9.9%).
X1II. Attitudes and Behavioural Practices Relating to Violence Against Children
As with the questions in sections 7 and 8 respondents were continually asked
questions about child abuse even if they had said they were not in favour of beating children.
The effect was as in the previous sections with increased numbers of women admitting to
beating. We have taken the answers to questions that relate to behaviour, rather than beliefs,
as indicative of the rate of child abuse among the survey population.
‘Tough Love’: Beliefs on the Punishment of Children
The majority of all women in the survey felt that there are occasions in which
children should be punished in some form (70.0%). See comparisons in Table B.12.12.1
below.
Table B.12.12.1 Distribution of all Respondents and across Ethnicity and Class, by
Attitudes to Child Punishment
Should
Children
Be
Punished?
Yes
No
Not sure

Percentage
of AfroGuyanese
Respondents
79.4
20.0
0.6

Percentage
of IndoGuyanese
Respondents
42.0
58.0
0

Percentage
of Middleclass
Respondents
67.5
32.5
0

Percentage
of Workingclass
Respondents
71.8
27.7
0.5

Percentage
of All
Respondents
(n=317)
70.0
29.7
0.3
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Responses were similar across class but varied significantly across ethnic groups,
with the majority of Afro-Guyanese women but a minority of Indo-Guyanese women feeling
that children should be punished.
Women were also asked how they thought children should be punished and how they
actually punished their children. The results are compared in Table 7.12.2. When the women
who agreed that children should be punished (n=222) were asked about how children should
be punished, the most common response was hitting, slapping, and/or lashing. Out of all the
respondents hitting was seen as the most agreed upon form of punishment by nearly a third
(30.8%). A slightly smaller percentage believed privileges should be withdrawn (26.2%) or
that children should be grounded (18.1%).
This pattern changes somewhat when women were asked how they actually did
punish children.89 Seven out of ten women with children discipline their children. In all
cases, corporal punishment was cited more than when women were asked the hypothetical
question of how children should be punished. Moreover, in all cases, corporal punishment
was the most common form of punishment. Approximately one in four women with children
discipline them by means of physical violence. However, Indo-Guyanese women were more
likely to withdraw a child’s privileges or restrict their activities than were Afro-Guyanese
women. The only difference between middle-class and working-class women was that the
former were more likely to restrict their child’s activities, such as going on outings (which
few working-class children would do anyway). Even those parents whose class and social
status, as well as their exposure to societies outside the Caribbean, who it may be assumed
would punish their children by other means such as withholding treats or grounding their
children, appear to resort instead to corporal punishment (see also Arnold 1982).90 See Table
B.12.12.2.
TABLE B.12.12.2 Distribution of Responses, and across Ethnicity and Class, by How
Children Should be Punished (Compared with the Distribution of All Respondents with
Children, and across Ethnicity and Class, stating How they Punish their Children)*
How Should
Children be
Punished?
(How Are
Children
Punished?)
Hitting/Slapping/
Lashing
Withdrawal

Percentage
of AfroGuyanese
Responses

Percentage
of IndoGuyanese
Responses

Percentage
of Middle
-class
Responses

Percentage
of Working
-class
Responses

Percentage
of All
Responses
n=218
(n=169)

31.7
(40.9)
24.3

14.3
(24.0)
28.6

30.6
(35.5)
22.4

30.5
(33.9)
26.8

30.8
(38.7)
26.2

89

The majority of respondents (76.9%, n=246) had children of their own but of these only 68.7%, n=169,
responded to this question. This number corresponds to those women with children who had children of their
own and believed in disciplining children.
90
At one religious private school in Georgetown a decision was made in 1999 to introduce corporal punishment
to the other disciplinary measures it uses. At one meeting of about twenty parents to discuss the issue only three
voiced any concern and of these two were not Guyanese nationals.
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of privileges
Grounding

(18.2)
(24.0)
18.5
23.8
(14.9)
(16.0)
Restricting a
10.6
11.9
child’s activities (7.1)
(16.0)
Other
14.8
21.4
(18.8)
(20.0)
* More than one response was allowed.

(21.2)
17.6
(17.1)
10.9
(11.8)
18.8
(14.5)

(21.4)
17.2
(16.1)
11.4
(7.7)
11.8
(20.8)

(20.6)
18.1
(15.9)
10.8
(7.5)
14.2
(18.3)

Of those respondents who stated that they discipline their children, 37.7% (n=64)
admitted to hitting their children. This corresponds with the proportion who responded in the
affirmative to a later question, namely, one in which 36.5% of all respondents agreed that
hitting children was acceptable, with a further 7.3% saying ‘sometimes’.91 Of all respondents
who thought hitting was acceptable, the most acceptable form of beating was with a belt over
the body (77.0%).
Age of Punishment
A slightly higher proportion, over 40 per cent of all the respondents (42.5%),
responded to the question, "From what age do you think hitting children should begin?".92
Out of these respondents, most of the women indicated that toddler (26.5%) or pre-school
ages (27.2%) were the most appropriate ages to begin hitting, followed by between one and
two years (16.9%) and school age (six years old and older) (16.7%). Very few women
indicated that from birth (2.9%) or between six months to one year of age was appropriate
(5.1%). Very few indicated that there was no special age to begin hitting (3.7%).
The most frequent response for Afro-Guyanese women (27.9%) indicated age two to
three years, although a few responses (9.3%) indicate that some women thought that hitting
should begin from birth or from six months. Out of those Indo-Guyanese respondents who
felt hitting was acceptable, most of the women indicated that pre-school was the most
appropriate age to begin hitting (44.4%), followed by toddler age or between two and three
years (22.2%). Middle-class respondents were more likely to consider pre-school age the
most appropriate while working-class women were roughly equally split between toddler and
pre-school age (27.8% and 25.8%). Middle-class respondents, however, were more likely to
consider children below the age of one should be hit (10.3% compared to 7.2%). See Table
B.12.12.3.

91

In contrast to the previous question all the respondents answered this question.
In fact, 21 more women answered this question than said they see hitting as acceptable, which implies that
hitting is even more acceptable than indicated in the question on whether hitting was acceptable.
92
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Table B.12.12.3 Distribution of Respondents, and across Ethnicity and Class, by Age at
which Children Can be Punished
Age at Which
Children Can
be Punished.

From birth
After 6
mths.
After 1
year
Toddler
(age 2-3)
Pre-school
(4-5)
School (age
6)
No special
age

Percentage
of AfroGuyanese
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of Middle
-class
Respondents

Percentage
of Working
-class
Respondents

Percentage
of
Respondents

0
5.6

3.5
5.8

2.6
7.7

3.1
4.1

2.9
5.1

0

19.8

15.4

17.5

16.9

22.2

27.9

23.1

27.8

26.5

44.4

24.4

30.8

25.8

27.2

16.7

14.0

15.4

17.5

16.9

11.1

3.5

5.1

3.1

3.7

(n=136)

When asked at what age children should no longer be hit, most of these women
indicated the teen years (42.4%). However, many women indicated that there was no special
age to stop hitting children (18.0%) or that school age was the appropriate time to stop hitting
(17.3%). Some women also indicated that adulthood (10.8%) or when their children left
home (6.4%) was the appropriate time to stop hitting.
Although there was agreement that the age to stop beating their children was when
they became teenagers there were variations across ethnicity and class. Working-class and
Afro-Guyanese women were more likely to say there was no specific age while IndoGuyanese and middle-class women were more prone to say school age. See Table B.12.12.4.
Table B.12.12.4 Distribution of Respondents, and across Ethnicity and Class, by Age at
which Children Should No Longer be Punished
Age at Which
Children Should No
Longer be Beaten

School age
Teenager
Adult
No special age
Other eg. when
they move out
Do not know

Percentage
of AfroGuyanese
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of Middle
-class
Respondents

Percentage
of Working
-class
Respondents

Percentage
of
Respondents

8.0
46.6
8.0
22.7
8.0

29.4
41.2
17.6
11.8
0

28.2
35.9
10.3
17.9
2.6

13.0
45.0
11.0
18.0
8.0

17.3
42.4
10.8
18.0
6.4

5.7

0

5.1

5.0

5.0

(n=139)

158

Why Children are Punished
Again, there was an increase in the number of women answering this question; 179
women responded to the question, "What do you hit children for?". This is 64 more women
than the number who said hitting is acceptable and 115 more than the number who earlier
admitted to hitting their children. This number is 55.9% of all respondents and 72.2% of all
respondents with children. Nearly 50 per cent of the responses indicate that one of the main
reasons children are hit is for misbehaviour (47.5%), while over 20 per cent of the responses
indicate that another main reason children are hit is for disobedience (21.2%).93 Rudeness or
insolence accounted for 7.3% of responses.
How Punishing Children Makes Women Feel
The same number of women (n=179) responded to the question, "How do you feel
after you hit children?" The majority of these women indicated that they feel sad, guilty,
sorry, or badly after hitting children (62.4%). Many women, however, indicated that they felt
no different afterwards (18.2%) or that they felt good or justified after hitting their children
(13.3%). Indo-Guyanese women were the most likely to feel remorseful and least likely to
feel vindicated by their actions. See Table B.12.12.5.
TABLE B.12.12.5 Distribution of All Respondents, and across Ethnicity and Class, by
Emotional Responses After Hitting Children
How Do you Feel
after Hitting
Children?

Bad/guilty/
Sad/sorry
No different
Good/justified
Other

Percentage
of Middle
-class
Respondents

Percentage
of Working
-class
Respondents

Percentage
of IndoGuyanese
Respondents

Percentage
of AfroGuyanese
Respondents

Percentage
of All
Respondents
(n=179)

62.7

62.0

77.4

55.3

62.4

15.7
13.7
1.7

19.4
13.2
3.9

9.7
9.7
3.2

24.3
14.6
3.9

18.2
13.3
3.9

Note, there is little or no support here for the views espoused in displacement theory: “as mothers and fathers
redirect and vent their frustration and anger on their children whether by severe and unwarranted physical
beating or by a ritualised punishment which relieves their own anxiety” (Barrow 1996: 402).
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13. RECOMMENDATIONS
In order for women to be free from violence in their lives the power relations within
which they are embedded, and which results in their inferior status, must be addressed. This
requires an examination of all power relations, such as those of class, ethnicity, nation,
religion and so on, as well as addressing both the specificity of gender-based violence and its
links to other forms of violence, such as state-legitimated violence. Explicit aims need to be
delineated in order for such a gargantuan task to be achieved; specifically, women must be
guaranteed equality in all spheres of life, by being assured of legal and financial
independence and equal access to decision-making processes. At a concrete level these
require providing housing and vocational training programmes, income-generation and
educational programmes along with policy measures concerning health and social and
political participation. Achieving such aims also necessitates working towards the
Convention on the Elimination of All Forms of Discrimination against Women to which
Guyana is a signatory,94 as well as towards other relevant international legislation.
At the national level, combating and preventing gender-based violence and achieving
the aims outlined above requires a government-defined policy on domestic violence, which
must have behavioural change as its chief goal (Harris 1998). This requires long, medium
and short-term actions, including legal, educational, psychological and other interventions at
the level of the state, communities and at the level of individuals. Because the roots of
domestic violence are structural, it is necessary to develop laws, policies and procedures that
will address the subordination of women i.e., which will modify the mechanisms that
perpetuate gender-based inequality (and regulate the behaviour of perpetrators), and create a
supportive environment for women. At the same time, there are limitations to a purely legal
approach to eradicate violence. We agree with Clarke (1998) and others who argue that the
criminalisation of perpetrators as exceptionally evil men diverts attention from the normalcy
of violence against women. Thus, “a state response which emphasises legal mechanisms over
education and the empowermetn of women will, in all probability, not go very far in the
eradication of violence against women” (Clarke 1998: 37). Hence, it is necessary to address
cultural barriers to change and develop programs that allow for the comprehension of
women’s experiences and every day realities, such as alternative methods of resolving
personal and group conflicts based on negotiation and mediation instead of aggression and
violence (Rico 1997). The recommendations below encompass both institutional and cultural
changes.
Institutional changes
1. The establishment of a national anti-domestic violence policy.
2. The monitoring and evaluation of relevant legislation through the establishment of
mechanisms that follow-up on the implementation of legal reforms.
3. The amendment of existing laws and regulations which sustain the tolerance of violence
against women. In particular, there is an urgent need to rewrite the Sexual Offences Act
94

Guyana is a signatory, but it has not adapted all aspects of its legislation to the Convention. However, it has
complied with its obligation to report to the Committee on the Elimination of Discrimination Against
Women(CEDAW).
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in line with the model legislation developed by the CARICOM Secretariat, raising the
age of sexual consent to at least sixteen, and the penal code to describe rape in terms of
the rights of the victim.
4. The establishment of a National Domestic Violence register to be maintained by the
Commissioner of Police (as they have in Trinidad and Tobago since 1999). This uses
data collected from police stations where it is now obligatory to respond to every
complaint alleging domestic violence and to complete a report on it.
5. The continued training of personnel working in the justice system, including the
judiciary, magistracy, social workers and the police. This training must include attitude
training as well as sensitisation when dealing with victims of domestic violence.
6. The establishment of a mobile family court so that women in rural and hinterland areas
are not disadvantaged in terms of their access to the legal system.
7. The establishment of a 24 hour rape crisis system.
8. The implementation of the family code currently being prepared by the National
Commission on the Family.
9. The implementation of a nation-wide community-based educational campaign to
continue the work that has already been done on making women aware of their rights in
relation to the Domestic Violence Act.
10. The promotion and provision of further services, especially in the rural coastal areas and
the interior, for women who confront violence, such as counselling, legal advocacy,
group support and shelter.
11. Increased collaboration between NGOs and government and promotion of women’s
groups, community initiatives and NGO sector work as the pro-women conscience of the
government. This includes financial support for women’s organisations doing innovative
work on violence and /or filling critical gaps in services.
Cultural changes
1. The government should promote and support efforts to increase awareness of the right of
women to be free from violence and the right of women to have their human rights
respected. It should especially aim to provide funds to ensure the sustaining of activism
by women’s NGOs. In particular, the following should be emphasised:
a) The links between violence and women’s health and economic status;
b) The need to modify social and cultural patterns of behaviour of men and women.
2. Formal and informal educational progammes and campaigns should aim to counteract
prejudices and stereotypes based on the inferiority of women. Girls must be provided
with alternatives to early motherhood. If the family and motherhood are the only socially
desirable goals for women then it is difficult for them to imagine any future outside that
of establishing a household of their own. Eliminating sexism from children’s books
would be one concrete step towards acheiving this social change.
3. The abolition of corporal punishment in schools should be enforced and human rights and
anti-violence education should be introduced into the curriculum.
4. Anti-violence work must also become an integral part of all teacher education.
5. The provision of systematic and effective parent training through community-based adult
education on parenting skills and learning about the emotional development of children.
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6. Offering feminist and community projects that recognise and respect differences and
diversity and promote solidarity within a nation-wide movement against violence against
women. These should work towards changing values such as, “Men have a right to do
what they want to their wives”, “No one should interfere in the domestic affairs of a
husband and wife”, and “It’s her own fault”. They should also focus on getting women to
believe that they can live without the control of an abusive partner, instead of thinking
they are getting the support of an abusive man.
7. Kaufman (1999) argues that violence has become naturalised through its articulation into
ideologies and social structures. Its continuance is due to the benefits it gives certain
groups; violence or the threat of violence is a means of ensuring the continued reaping of
power and privileges. Its ‘unnaturalising’ therefore requires that these privileges be taken
away. One such method is the public denunciation of all forms of violence against
women, including ‘outing’ abusers in public office. Such social sanctions could include
popular community-based actions and shaming perpetrators in public places, including
use of the Internet.
8. Encouraging men to take responsibility and engage in anti-violence work, and to find
ways to provide counselling for and the rehabilitation of male abusers that does NOT
reduce funds for assisting women.
9. Encouraging the communications media to develop appropriate guidelines to contribute
to the eradication of violence against women.
10. Promote research and the gathering of data in order to assess the effectiveness of
measures to eradicate violence and to formulate and implement the necessary changes.
This in turn requires research to understand the mechanisms through which violence in
men is reproduced, such as, for example, through family, education and criminal justice
systems.
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C. RESEARCH PROJECT ON WOMEN’S REPRODUCTIVE AND SEXUAL
HEALTH
14. INTRODUCTION
Why study women’s health conditions separately from those of men? Far from being
a feminist subversive plot to leave men out of the picture, the intention is to bring to the
attention of development practitioners the fact that women’s health needs and conditions are
different from those of men. However, it is only by addressing the factors affecting women’s
status in relation to men that women’s health can be improved. While both men and women
can be affected by the same diseases and conditions, they are often affected differently; some
conditions are more prevalent or more serious in women or women have differential
exposure to risk and may require different interventions (Maison-Halls 1998). There are
moreover, conditions that only affect women and our concern is with these, that is,
conditions that arise out of women’s biological differences from men but the treatment of
which is related primarily to their subordinate position to men. Hence, Red Thread’s
framework for the study of women’s sexual and reproductive health and rights incorporates
issues pertaining to women’s economic and cultural roles as well as their biological roles in
reproduction. The aim of this study is to investigate the status of Guyanese women’s
reproductive and sexual health, both their knowledge of and practices related to these aspects
of their health, as well as to make explicit the links between Guyanese women’s health and
human rights.
Human rights are now being invoked in relation to long-standing reproductive health
problems. For example, the risk of unnecessary death associated with pregnancy and
childbirth compromises a woman’s right to life. While maternal deaths may be triggered by
pregnancy they are often the result of cultural, socio-economic and medical factors that
devalue the status and health of women and girls (Cook 1993). Early marriage for example,
comes earlier for girls than boys and invariably results in early childbirth. Younger mothers
are more likely to experience spontaneous abortions and still births. Pregnant women with
anaemia are also at greater risk of death from postpartum haemorrhage. Women’s restricted
access to health care also increases risk of death. Human rights arguments have also been
used to advance arguments for abortion rights; abortion is guaranteed under the protection
and liberty and security of the person as well under the right to privacy. Sexual violence is
another area that links women’s sexual health to human rights; freedom from violence is an
essential pre-requisite for the achievement of reproductive rights.95 Domestic and sexual
violence are reproductive health problems because they are intertwined with sexuality,
fidelity, pregnancy and childbearing. Sexual violence, for example, limits the efficacy of
birth control and safe sex. Additionally, women also have the right to information and
services. Control over timing and spacing of children requires information and access to
contraception, for example, as does protection against STDs and HIV/AIDS.
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However, only approximately twenty nations have declared rape within marriage a crime and for most of
these it was a recent occurence. Rape within marriage, for example, was only recognised in Britain in 1991 and
in the United States in 1993.
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Women’s sexual and reproductive rights are a cornerstone of development. Yet they
have been constantly neglected. It is this neglect which lies at the root of many development
problems that have been recognised by the international development community including:
HIV/ AIDS, maternal mortality, infant mortality, population growth, violence, sexual abuse
and rape of women and children, the juvensiation and feminisation of poverty; and the
violation of human rights and human dignity (see Alaca 1995). Issues of women’s
reproductive and sexual health, therefore, are not only an issue for the individual concerned;
women’s reproductive health status has an impact upon the health of their children, family,
community and the environment. However, women’s health conditions are often
undiagnosed, misdiagnosed, untreated or mistreated.96 As a result the social and economic
cost to society, as well as the physical cost to women of childbearing and rearing has gone
unrecognised.
Why is it that, in many societies, women’s reproductive and sexual health concerns
are difficult to broach? Alaca (1995: 49) claims that:
“The neglect of women’s reproductive and sexual rights is rooted in gender-based
discrimination that designates them as subordinate and less empowered than men in
all areas of public and private life, including in the exercise of their human rights and
in maintaining their own health and well-being. Gender-prescribed roles also limit
men’s opportunities to fully enjoy family life and child rearing, and to benefit from
improved communication, health and relations with women in matters of sexuality
and reproduction “.
More specifically, the answer lies with women’s role as reproducers of specific cultural,
ethnic and national identities. Human reproduction, as well as social reproduction, takes
place through women’s bodies, hence the need for men to control women’s sexuality and
fertility: “ If women could enjoy sexual relations while preventing pregnancy and avoiding
sexually transmitted diseases, then, many believed, sexual morality and family security
would be in jeopardy” (Cook 1993: 73). Women’s reproductive functions have thus been
used to control women (Cook 1993). Paternalistic control of women’s sexual and
reproductive behaviour is manifested by limiting or denying women’s access to reproductive
health services or in societal institutions such as the legal system, for example, as in laws
which prescribe a younger age for marriage for women than men. Laws such as these result
in high levels of avoidable infant and maternal deaths as well as the exclusion of women
from educational, economic and social opportunities (Cook 1993).
Women themselves also help maintain a societal-wide code of silence around their
health. Cultural traditions may militate against disclosure; shame may be brought on women,
for example, or women may simply be trapped in a cycle of not thinking about themselves.
The hierarchical gender relations which ensure that women lack control over their own
bodies, their fertility and sexuality explains why:
.... “Women [may] accept vaginal discharge, discomfort during intercourse or even
chronic pelvis pain which accompanies [some] infections as an inevitable part of their
womanhood, something to be endured along with other reproductive health problems
96

All major causes of maternal death, for example, can be prevented by nation-wide policies, communitybased responses, specific prevention programmes, obstetric services and follow-up services (Edstrom 1992).
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such as sexual abuse, menstrual difficulties, contraceptive side-effects, miscarriages,
stillbirths, and potentially life-threatening clandestine abortion or childbirth” (Mueller
and Wasserheit, quoted in Jacobson 1992: 14).
Moreover, women’s daily and generational activities in the field of social reproduction derive
from the gender-based division of labour, “which in turn stems from the assumption that
reproductive responsibilities constitute a natural extension of female biology" (Correa with
Reichmann 1994: 5). And women bear children from an early age because their societies
recognise no function or worth for women other than that of biology (Cook 1993) or they
prioritise women’s reproductive role at the expense of their activities in production. Hence,
unless women’s reproductive health issues are studied from the perspective of the gender
relations within which they are embedded the link between women’s reproductive health and
rights will not be made.
In this study our aim is to provide information on the reproductive and sexual health
concerns of Indo-Guyanese and Afro-Guyanese women in the 1990s. Women’s role in
reproduction is taken here to refer to both biological and social aspects of reproduction. The
latter comprise daily practices such as cooking, washing, cleaning and so on as well as the
passing on of cultural patterns of behaviour through the generations. We divided our study to
look at three groups of women; adolescents, older women of childbearing age and
menopausal women. We focused on these three groups because their requirements and health
problems are often different yet little is known of the differences and similarities between
them in terms of their knowledge of and practices related to reproductive health. Although
increasing international attention has been paid during the 1990s to the health concerns and
rights of adolescents very few programmes exist for them in Guyana and information on the
needs of this group, which forms a significant proportion of the total population, is grossly
inadequate. We also wanted to go beyond maternal heath concerns to consider those of
menopausal women, another much neglected group whose numbers world-wide are rising
(Cox 1997) and whose needs have only just begun to impinge on the international
development community.
We commence by giving an overview of the development of the international context
of human rights legislation in relation to women’s reproductive health, as well as outlining
the definitions of the key terms to emerge from this process. We then turn to some of the
major indicators of women’s health status and proceed to delineate the factors underlying the
state of women’s reproductive and sexual health in Guyana. The remainder of this section of
the report comprises a brief account of the survey methodology and proceeds to the analysis
of the survey material.97
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For a detailed account of the methodology see the Methodology Section.
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15. HUMAN RIGHTS98 AND WOMEN’S REPRODUCTIVE AND SEXUAL HEALTH
While the 1948 United Nations (UN) Universal Declaration of Human Rights
affirmed equality between the sexes it was not until the 1975 International Women’s Year
Conference in Mexico City that the health condition of women was seriously examined
(Correa with Reichmann 1994). Women at the conference denounced coercive practices in
contraceptive research and services and human rights abuses. As Correa (1994: 57) goes on
to say, ”Perhaps more importantly, women’s activists were instrumental in ensuring that the
1975 Women’s Conference ‘grounded its assertion of the right to reproductive choice on a
notion of bodily integrity and control’, as follows:
It should be one of the principal aims of social education to teach respect for physical
integrity and its rightful place in human life. The human body, whether that of women
and men, is inviolable and the respect for it is a fundamental element of human
dignity and freedom (Freedman and Isaacs 1992).”
Indeed, the holistic treatment of women’s bodies, as opposed to a primary concern for the
womb and a concomitant instrumental concern for women, was a rallying call for feminist
interventions into human rights legislation.
The Convention on the Elimination of All Forms of Discrimination Against Women
(CEDAW), an international legal instrument which was ratified in 1979, was the foremost
human rights treaty in relation to women’s reproductive health and the key result of the UN
Decade for Women (1975-86).99 CEDAW obliges the countries which have ratified it to,
“pursue by all appropriate means and without delay a policy of eliminating discrimination
against women” (Cook 1993: 75). In particular, signatories are obliged, “to eliminate
discrimination against women in the field of health care in order to ensure…access to health
care services, including those related to family planning….[and] shall ensure to women
appropriate services in connection with pregnancy, confinement and the post-natal period,
granting of free services where necessary, as well as adequate nutrition during pregnancy and
lactation” (Cook 1993: 75). CEDAW also gives expression to the values implicit in the
Universal Declaration of Human Rights and reinforces the Declaration’s two initial
implementing covenants, the International Covenant on Civil and Political Rights (the
Political Covenant) and the International Covenant on Economic, Social and Cultural Rights
(the Economic Covenant) (Sloss with Mirsky and Radlett 1999).
The Economic Covenant claims that everyone has the right to, “enjoyment of the
highest attainable standard of physical and mental health”, Article 12 (1). Article 12 (2) sets
out the steps to achieve this: [they] shall include those necessary for a) The provision for the
reduction of the stillbirth rate and of infant mortality and for the healthy development of the
child…. d) The creation of the conditions which would assure to all medical service and
medical attention in the event of sickness” (Cook 1993: 82). The Political Covenant in
Article 6.1 claims that, “every human being has the inherent right to life”, and in Article 9(1),
98

We understand human rights to be socially determined, and thus culturally variable, rather than being
inalienable natural rights.
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CEDAW, by 1998, had been ratified by 162 countries, making it second only to the Convention on the Rights
of the Child in terms of state acceptance. The United States is one of three countries that have signed it but
failed to ratify it (Sloss with Mirsky and Radlett 1999).
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“everyone has the right to liberty and security of the person”. Most importantly, as Cook
(1993: 79) states, it recognises that, “[a] woman’s right to liberty transcends her right to
protect her life and health, and recognises her right to reproductive choice as an element of
her personal integrity and autonomy that is not dependent on health justification”.
Prior to and parallel with the women’s decade the UN also held a series of
international human rights and population conferences that dealt directly with women’s
reproductive rights. Correa with Reichmann (1994: 59) argue that:
“The concept of universal rights was first applied to family planning …at the 1968
International Human Rights conference in Tehran [which states that]: ‘Couples have a
basic human right to decide freely and responsibly on the number and spacing of their
children and a right to adequate education and information in this respect’.
At the 1974 World Population Conference in Bucharest this principle was slightly rephrased
to recognise the right of individuals as well as couples and to include a statement that people
should have access to means to enable them to exercise these rights (Correa with Reichmann
1994). By the time of the Second World Population Conference in Mexico City in 1984 the
language had been further strengthened. There were still major deficiencies to be addressed
however. Family planning provisions were oriented to birth control rather than an integrated
approach to women’s reproductive health and abortion rights were not addressed at all.100
The language of the conventions was also couched in gender neutral terms which failed to
recognise women’s central role in reproduction.
In the 1990s a further four UN conferences (World Conference on Human Rights –
Vienna, 1993; International Conference on Population and Development (ICPD) – Cairo,
1994; World Summit for Social Development – Copenhagen, 1995; and the Fourth World
Conference on Women (FWCW) – Beijing, 1995) have emphasised the link between
inequities in women’s status and women’s health disadvantages (Commonwealth Secretariat
1996).101 Specifically, the ICPD and the FWCW established sexual and reproductive health
and rights as fundamental to human rights and development (Alcala 1995). The IPCD also
related women’s empowerment to sustainable development as opposed to fertility reduction
and crude concepts of population control (Dow and Andaiye 1998).102
Alongside the UN conferences a women’s reproductive health and rights movement
was gaining momentum. Just before the Second World Population Conference in 1984 a
global conference was convened by the International Campaign on Abortion, Sterilisation
and Contraception – which was to change its name to the Women’s Global Network for
Reproductive Rights (WGNRR) - and which marked the beginning of the international
Reproductive Health and Rights movement. The organised pressure exerted by feminist
organisations such as the WGNRR as well as the International Women’s Health Coalition
(IWHC), Development Alternatives among Women for a New Era (DAWN), and many
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Where abortion has been addressed it is more frequently in terms of a health rationale as opposed to a rights
rationale (Correa with Reichmann 1994).
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While conference statements are consensus documents that are not legally binding, they are viewed as part of
a growing body of international customary law. Conventions however, are human rights treaties that are legally
binding (Alcala 1995).
102
The passage of the IPCD Programme of Action was not a foregone conclusion; it was vigorously contested
by the Holy See and various nations.
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others, resulted, by the end of the 1980s, in the concept of reproductive health being fully
incorporated into population discourses and, by the 1990s, in a holistic perspective being
adopted in UN resolutions (see definitions in section below) (Correa with Reichmann 1994).
In relation to older women the first international instrument to establish general
principles guiding the formulation of policies and programs on ageing was established in
1982 when the UN World Assembly on Ageing adopted the ‘International Plan of Action on
Ageing’. It was not until 1991 however, that the UN General Assembly adopted a resolution
(46/91) containing the ‘UN Principles for Older Persons’. Those relating to health care are
outlined below:
“10. Older persons should benefit from family and community care and protection in
accordance with each society’s system of cultural values.
11. Older persons should have access to health care to help them to maintain or regain
the optimum level of physical, mental and emotional well being and to prevent or
delay the onset of illness.
12. Older persons should have access to social and legal services to enhance their
autonomy, protection and care.
13. Older persons should be able to utilise appropriate levels of institutional care
providing protection, rehabilitation and social and mental stimulation in a humane
and secure environment.
14. Older persons should be able to enjoy human rights and fundamental freedoms
when residing in any shelter, care or treatment facility, including full respect for their
dignity, beliefs, needs and privacy and for the right to make decisions about their care
and the quality of their lives” (UN Resolution 46/91).
Most recently, at the World Summit for Social Development in Copenhagen, 1999 was
designated the International Year of Older Persons.
Since the mid –1990s adolescent reproductive and sexual health have also been
recognised as a human rights issue. The 1989 Convention on the Rights of the Child (the
Children’s Convention), protects the rights of girl children, as do CEDAW, the 1994 ICPD
Programme of Action and the Beijing Platform of Action (1995). The ICPD gives particular
attention to the reproductive health needs of adolescents. It addresses the need to reduce
teenage pregnancies, the safeguarding of the rights of adolescents to privacy, confidentiality,
respect and informed consent as well as arguing for the protection and promotion of the
rights of adolescents to reproductive health education, information and care (Meacham
1998).
How has this international legislation been interpreted in Guyana? Guyana is a
signatory to CEDAW and submits regular reports. There are also a number of laws that are
protective of women’s reproductive health, such as the Medical Termination of Pregnancy
Act 1995, the Domestic Violence Act 1996, and more recently, the Prevention of
Discrimination Act of 1997 prohibits anyone from discriminating against a woman on the
grounds of pregnancy. There are however, numerous barriers to these laws being utilised to
their full capacity. The laws are inadequately implemented and there has been little education
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of the public and relevant officials as to their content and effects. Moreover, there is a culture
that is resistant to change, both in relation to the sexualised relations between women and
men as well as at the institutional level of the media, police and courts. Declining economic
conditions also militate against women’s ability to fully embrace these rights.
Guyana ratified the Children’s Convention in 1991, and in 1993 drafted a National
Plan of Action for Children, 1996-2000 (NPAC) which was approved by the Government of
Guyana in 1996.103 This obligates the state to promote and ensure the availability of
adolescent reproductive health care. The Attorney General’s Office and relevant ministries
are attempting to harmonise all laws in Guyana relating to children and to up-date them in
relation to the Children’s Convention where necessary. Pregnant girls, for example, are now
legally allowed to continue their schooling and to seek an abortion without the consent of
parents or guardians.104 However, the age of sexual consent for girls is only thirteen (see
Criminal Law (Offences) Act, Section 69 (1) and (2)). The age of marriage for girls (and
boys) was recently raised from fourteen to sixteen (see the Marriage Act, Section 45 (1)
although a pregnant girl under the age of fourteen can legally petition to be married provided
she has the consent of her parent(s). These laws are clearly still inimical to the physical,
emotional and social well being of girls (Mentore 1997).
It is also anticipated that the new national constitution (expected in 2000-2001) will
bring standards into line with the Children’s Convention. Seminars and workshops conducted
by the Children’s Services Unit of the Ministry of Labour, Health and Housing have
attempted to increase public awareness of the Children’s Convention. Prior to the NPAC a
number of activities were taking place in the fields of education and health. For example,
Guyana achieved universal child immunisation in 1991.105 UNICEF (1999) maintains
immunisation coverage is the singularly most important public health initiative in the country
in recent times. More recently, collaboration between government and NGOs has also
resulted in a shelter for street children being established in Georgetown in June 1999.
Furthermore, in the late 1990s the United Nations Population Fund (UNFPA) selected
Guyana as a demonstration site for an integrated pilot project on Adolescent Sexual and
Reproductive Health Care.106 Still, many hurdles remain to be faced in addressing the
reproductive and sexual health of children and adolescents; the gap between legal rights and
their implementation looms large. This is due not least to a culture in which the rights of
children are accorded very little attention.107 Physical and sexual abuse of children is a
serious problem in Guyana yet there are very few facilities available to deal with the
problems this raises for abused children.
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The National Commission monitors the NPAC for the Rights of the Child. It highlights six areas for action:
the family, health and nutrition, water and sanitation, education and literacy, children at risk and constitutional
rights of the child.
104
Disallowing pregnant adolescent girls to attend school can amount to discrimination under the Prevention of
Discrimination Act, 1997.
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There have been no cases of measles, neonatal tetanus or polio for more than six years and high levels of
immunization have been maintained, although there are significant regional discrepancies in level of coverage.
106
This study found that health care officials have little understanding of the sexual and reproductive health
needs of adolescents.
107
For example, health services have made no attempt to delineate adolescents as a group and the little data that
are collected often use different ages to define adolescents (UNICEF 1993).
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In relation to the elderly the government has done little, although it has recently
increased the monthly allowance for old-age pensioners, to a minimum of G$9,000 per
month. Occupational pensions available under the National Insurance Scheme (NIS) vary in
amount according to the contributions made. Accommodation and food assistance is given to
the elderly mainly through religious and other charitable organisations. 108

108

The government does run a home in Georgetown, the Palms, for elderly people with no other place to live.
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16. DEFINITIONS
Below we outline the definitions of terms central to this study that emerged from the
international conventions outlined above.
Reproductive health is a state of complete physical, mental and social well being
and not merely the absence of diseases and infirmity, in all matters related to the reproductive
system and to its functions and processes. It is also the ability to exercise one’s human
sexuality without health risks. Its aim must be the bodily integrity and reproductive self –
determination for women (FWCW platform 1994, 1997: ICPD 7.2). Correa (with Reichmann
1994) claim that for Southern women the notion of the ‘self’ adopted goes further than the
rather narrow Western concept of a discrete individual to encompass a relational notion in
which the self is known in the context of all significant family, cultural, social and economic
relationships.
Sexual health is the integration of physical, emotional, intellectual and social aspects
of sexual being. The objective of sexual health services is the enhancement of life and
personal relations, and sexual health services should not consist merely of counseling and
care related to reproduction and sexually transmitted diseases (FWCW Platform 1994: ICPD
7.2).
Reproductive rights embrace the basic right of all couples and individuals to decide
freely and responsibly the number and spacing of their children and to have the information,
education and the means to do so; the right to attain the highest standard of sexual and
reproductive health; and the right to make decisions concerning reproduction free of
discrimination, coercion and violence (FWCW platform 1995, 1997, 216, 223; ICPD
Principle 8, 7.3: WCHR Program 41; CEDAW 16.1 (e).109
Sexual rights include the human right of women to have control over and decide
freely and responsibly on matters related to their sexuality, including sexual and reproductive
health, free of coercion, discrimination and violence (FWCW platform 1996).
A child is a person below the age of ten, whereas an adolescent is between ten to
nineteen years of age (IPPF 1995). According to the laws of Guyana, however, a child is a
person under the age of fourteen and a young person is between fourteen to seventeen years
(Mentore 1997).

The term ‘reproductive rights’ was thought to have first emerged from the International Campaign on
Abortion, Sterilization and Contraception (ICASC) founded in Europe in 1978.
109
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17. INDICATORS OF THE STATUS OF REPRODUCTIVE AND SEXUAL
HEALTH IN GUYANA110
The history of the study of Caribbean, and hence of Guyanese, women’s health is a
short one. Academic studies, largely quantitative were precipitated in the 1960s by the
publishing of a British Royal Commission of Inquiry shortly after the Second World War
which lamented, “the apparent disorganisation of family life and the high birth rate among
the poor”(Sobo 1997: 72). These studies did not focus on women per se but investigated birth
rates, union types and family planning use. It was only with the United Nations Decade for
Women (1976-85) and the PAHO Five-Year Regional Plan of Action on Women in Health
and Development (1981) that studies of women’s health gained momentum. The majority of
these studies have focused on women’s reproductive health given the importance placed on
women’s roles as biological reproducers in the Caribbean and the tying of their physiology
and health to these roles (Sobo 1997). Cox (1997), for example, identifies the major health
problems that Caribbean women face as sexually transmitted diseases (STDs), abortion, teen
pregnancy, domestic violence, cancer, hypertension and diabetes. Three out of these seven
issues are directly related to women’s reproductive health while the remainder are associated
diseases of gendered power relations (domestic violence) and of ‘lifestyle’ (cancer,
hypertension, and diabetes).
In the 1990s in the Caribbean birth rates declined, life expectancy rose, and infant
mortality rates (IMR) and maternal mortality rates (MMR) fell (Massiah 1992). However,
although mortality rates have fallen, fertility rates are still high, with many territories having
over 40 per cent of their populations under the age of fifteen. But this mostly positive picture
is not one that applies to Guyana, as a recent UNICEF report attests: “In general, there has
been a marked decline over the past decade in the health status of Guyanese women and
children, although there have been improvements in certain areas such as in immunisation
coverage, the provision of health care in the hinterland and the promotion of breast-feeding”
(UNICEF 1999: no page numbers). The following indicators give some gauge of the
precarious state of women’s and children’s, and hence of the nation’s, reproductive health.
Population size and rate. In 1996 the population was estimated at 770,000, with 51
per cent of the population being female. Young people aged 10-24 were estimated to
represent 34 per cent of the population, over 56 per cent were under 25 years of age and only
8 per cent were over 55 years of age (Anon 1998). As in other Caribbean countries then,
there is a disproportionate number of young people which can raise problems related to
teenage pregnancies and the spread of HIV/ AIDS.
Between 1970 to 1980 the population grew at the rate of 0.4 per cent per annum, but
between 1980 and 1991 it declined by 0.1 per cent per annum. Since 1991 there has been an
estimated modest increase of 0.1 per cent per annum. Reproductive health problems arise
therefore more from the demographic structure than from overpopulation and rapid rates of
growth.
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Official health indicators are inadequate and indicators from different sources are often dissimilar. They
should, therefore, be interpreted with caution.
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Life expectancy. This declined drastically from 70 years in 1985 to 66 in 1996 (69
for women and 63 for men) (CEDAW 1998). This is the lowest figure in the Caribbean (bar
Haiti) and in South America (bar Bolivia) (CEDAW 1998).
Fertility rates. There has been a general decline in fertility rates, currently at 2.6 per
cent per annum (but at 3.2 per cent in 1980) (Maison–Halls 1998), although there is still
much concern about the large number of teenage pregnancies (CEDAW 1998). However,
fertility rates differ with age, and they are highest for young women. Prime child bearing age
is the 20-24 year age group, but in the late 1980s almost 10 per cent of the women aged 1519 years had one child (GUYREDEM 1987) and between 1991–1995 mothers between the
ages of 15-19 were responsible for 21 per cent of all births.111
The 1991 Contraceptive Prevalence Survey (CPS) also found that there are distinct
differences in fertility by ethnicity. The highest rates were among Amerindian women with a
rate of 138/1,000, followed by Afro-Guyanese women and women of Mixed origin at
120/1,000 and 100/1,000 respectively. Indo-Guyanese women, with a rate of 90/1,000, were
among the groups with the lowest rates.
Birth rate. The crude birth rate in 1970 was 33/1,000, in 1987 it was 24/1,000, and in
1998 was 30/1,000 (Haniff 1998). The reduction in population and population growth is
often explained by out migration, but the reduction in the crude birth rate also implies that
abortion is also a major contributor (Haniff 1998). Indeed, UNICEF (1999) estimates there
are 150 abortions for every 100 live births in Guyana indicating the extensiveness of the use
of abortion as a ‘contraceptive’.
Infant Mortality Rate (IMR), another key health indicator, appears to be declining
(see below).112 The drop in the IMR in the late 1990s has been due to a reduction in deaths
from acute diarrhoeal diseases.113 However, the most recent figures are still much higher than
all other countries in the Caribbean (except Haiti). Moreover, all figures relating to health
and illness of children are gathered from clinic attendees, making them unreliable and very
likely underestimates.114 Figures on the IMR are: 54/1,000 in 1980; 44/1,000 in 1986;
35/1,000 or 53/1,000 in 1990115; 44/1,000 for 1990-1995; and 24/1,000 in 1998. In 1990 the
level of under five years mortality rate was also unacceptably high, and the highest in the
anglophone Caribbean, at 73/1,000(Government of Guyana 1999).116
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Among women aged 25-44, 9.3 per cent had their first pregnancy when they were less than 15 years, 21.7
per cent when they were between 16-17 years, 30.7 per cent when they were between 18-19 years, 19.9 per cent
when they were between 20-21 years and 18.4 per cent when they were between 22-24 years.
112
None of these figures are disaggregated by sex.
113
Since 1994 UNICEF put into place a Health and Nutrition Programme which included attempts to control
diarrhoeal diseases (UNICEF 1999).
114
For example, while it may be culturally acceptable to attend a clinic during pregnancy or for vaccinations,
this is not the case for treatment of illnesses, and in particular malnutrition (UNICEF 1993).
115
Both figures for 1990 have been reported in various documents. For example, the 1993 UNICEF report uses
the figure of 53/1,000, however, the 1999 UNICEF report uses both figures.
116
In 1992, for example, corresponding figures for Cuba were 12/1,00, Jamaica 15/1,000, Grenada 37/1,000,
Dominican Republic 53/1,000, and Nicaragua, 81/1,000 (UNICEF 1993).
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The leading causes of death for children under one year of age between 1988 and
1992 were nutritional deficiencies, respiratory and diarrhoeal diseases, with the major cause
being conditions that originate in the perinatal period (Mentore 1997).117 Leading causes of
death for children below the age of five are malnutrition, diarrhoeal diseases and acute
respiratory infections (ARI) such as pneumonia (UNICEF 1999). The economic recession,
the deterioration in basic infrastructure and a drop in level of childcare are further
contributing factors (UNICEF 1999). ARI are the most common illness among children aged
one to five yet neither treatment of ARI nor diahorrea has been standardised in health
institutions in accordance with WHO guidelines (UNICEF 1999).
Maternal Mortality Rates (MMR). Along with increasing recognition of the
centrality of women to development, indicators measuring health turned their focus, in the
late 1980s, from IMRs to look at maternal health. The MMR has now become the main
indicator of women’s health in developing countries (Edstrom 1992) as well as a significant
indicator of socio-economic development.118 The main causes of maternal mortality in
Guyana are abortion, toxaemia in pregnancy, haemorrhage and sepsis during childbirth,
complications from spontaneous or induced abortions, and, indirectly, anaemia.119 Edstrom
(1992: 39) notes that:
“Mortality from all these causes can normally be prevented with good obstetrical
interventions and emergency treatment, but much can also be prevented earlier in
pregnancy. Antenatal care plays a crucial role in the prevention of deaths from
haemorrhage, anaemia, toxaemia, obstructed labour or ruptured uterus. The early
detection of high-risk pregnancies allows for referral to hospital for safer delivery.
This raises the issue of the quality of assistance during delivery” (Edstrom 1992:
39).120
Guyana has one of the highest MMRs in the Caribbean. PAHO (1997) indicates the
MMR for 1990-1995 was 172/100,000 live births (compared to only 20 for Barbados and 82
for Jamaica).121 By 1998 it had been reduced to 125/100,000 (UNICEF 1999), although it
should be noted that in 1979 it was only 40/100,000 and in 1984 it was 60/100,000 (Andaiye
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Approximately 30 per cent of infant deaths occur in the first seven days of life (UNICEF 1993).
“Maternal deaths are defined as deaths among women who are pregnant or who have been pregnant during
the previous 42 days “ (Cook 1993: 73). The MMR is defined as the number of maternal deaths per 100,000 live
births (within one year in average). It excludes abortions and stillbirths. An alternative, and preferable, measure
is the lifetime risk of maternal death which multiplies the MMR with the total fertility rate. It is also preferred
because it treats the women and not the birth as the subject (Edstrom 1992).
119
Edstrom (1992) claims these causes are responsible for 80 per cent of all maternal deaths in the Third World.
In Guyana no data have been collected to determine whether these causes are changing with the legalisation of
abortion.
120
So training in better delivery practice and improvements in personal and environmental hygiene within
hospitals are essential. Obstructed labour could also be improved by decreasing adolescent pregnancies among
girls whose poor pelvis development leads to obstructed labour (the pelvis is often still growing at the age of
20) (Edstrom 1992). There is also a need to improve nutrition.
121
In 1992 MMRs for three hospitals were estimated at between 200 to 440/100,000 (UNICEF 1993). This
range can be explained by geographical location; women in rural areas in the Third World, for example, tend to
suffer higher MMRs simply because of the distance to health services (Erdsell 1992).
118
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and Shiw Parsad 1995) indicating a large increase in MMR taking place in the 1980s and
early1990s.122
Low Birth Rate (LBW).123 The Low Birth Weight rate is a critical indicator of an
unsatisfactory status of maternal and child health services. LBW is between 18-20 per cent of
live births, a rate that is higher than in other CARICOM countries. Ministry of Health reports
show that LBW is highest for babies born to adolescent mothers; in 1991, 25 per cent of
LBW babies were born to mothers less than 20 years in age (UNICEF 1993). LBW is also
higher for Amerindian women; UNICEF (1993: 57) states that a 1991 report concluded that,
“46 per cent of births to Amerindian women are below 2500g, as compared to 24 per cent
and 30 per cent for Afro- and Indo-Guyanese women and a national average of 24 per cent”.
LBWs are also subject to regional variations with the highest levels being found in the
interior in Regions 9, 8 and in Georgetown in Region 4.
Malnutrition. Guyana is one of the few countries left in the Anglophone Caribbean
where malnutrition is still a significant problem (UNICEF 1999). Five of the ten leading
causes of death among all children under the age of five, for example, are nutrition-related
diseases (UNICEF 1993).124 In 1992, 3 per cent of all children under five years were severely
malnourished (i.e., less than 60 per cent of standard weight for age) and 24 per cent were
mild to moderately malnourished (i.e., 60-79 per cent of standard weight for age). The
highest incidences of malnutrition are found in the hinterland among the Amerindian
population, and in Linden and Georgetown.
Malnutrition, caused by inadequate dietary intake and infectious diseases, is part of a
circular process; LBW and premature delivery are negative outcomes of birth that can both
lead to malnutrition and maternal malnutrition can also lead to anaemia and LBW. These
immediate causes are linked to three further factors: inadequate family financial access to
food; inadequate care of women and children; and inadequate access to health services,
potable water supplies and sanitation. (UNICEF 1999). Danns and Mentore (1996) found that
child nutritional deterioration occurred during the first two years of life; in the first five
months malnutrition was not present in many children, but increased significantly to 24 per
cent of the12 –23 months category. Mentore (1997: 38) reports that, “The causes of this
deterioration have been attributed to weaning practices and the low incidence of breastfeeding”.
There has been a modest decrease in anaemia in pregnant women from 31 per cent
with Hb < 10g/dl in 1995 to 19 per cent in 1998.125 This level still potentially jeopardises the
outcome of pregnancy. Although it is now routine to screen pregnant women for anaemia and
to provide them with vitamins and iron supplements, through the Maternal and Child Health
(MCH) Programme, not all women take these supplements and there is a need to extend
122

There are no national level data on MMRs after 1984, only figures for certain institutions and regions.
LBW is considered to be less than 2,500g (UNICEF 1993).
124
There has been no regular assessment of the nutritional status of children over the age of five years since
1971. At that time 48 per cent of the rural and 26 per cent the urban population were undernourished (UNICEF
1993).
125
In 1991 the figure was also 19 per cent of all recorded births, indicating a total lack of progress during the
decade of the 1990s (UNICEF 1993).
123
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distribution to target a wider range of women and children suffering from iron-deficiency
anaemia.
Sexually Transmitted Diseases (STDs). The incidence of STDs is rising, with
Guyana having the highest rate of infection in the Caribbean. The most common are
gonorrhoea, syphilis and mixed vaginal infections. All can lead to infertility, cervical cancer,
ectopic pregnancy, increased levels of infant mortality, chronic pelvic pain and social stigma.
STDs have also been linked to increased risks of AIDS transmissions (Jacobson 1992). Data
from the Genito-Urinary Medicine (GUM) Clinic of the Georgetown hospital for 1993
indicate that of the 3,332 reported cases of STDs, men accounted for 58 per cent and women
for 42 per cent. The problem is particularly acute for adolescents; those within the 10-24 year
age group comprised 48 per cent of the total number of persons seen with STDs at the GUM
clinic in 1994-1995.
Current data available on HIV/AIDS in Guyana indicate the severity of the situation
in the country. HIV/AIDS levels in Guyana are currently 3-5 per cent i.e., the highest of all
Caribbean (CAREC) countries, and these figures are based on the estimation that only a third
of all cases are reported. It is also estimated that less than 20 per cent of all infected persons
are aware of their infection. Of particular concern is the number of people reported to have
AIDS. In 1997 it was 1,055, 19 per cent of whom were under the age of 24 years. The ratio
of infection of male to female is 1:0.7. However, women are contracting AIDS at a much
higher rate than men. Figures for 1990-1992 indicate that the number of new cases among
women increased by 207 per cent (from a total of fifteen cases to 46). By comparison, over
the same period, the increase for men was 71 per cent (Andaiye and Shiw Parsad 1995).
The response to the extremely high level of HIV/AIDS has been largely inadequate.
Although testing for HIV began in 1989 and a National AIDS Programme Secretariat was
established in 1992 it has only one full-time member. Furthermore, no AIDS work in the
country has attempted to move the debate on HIV/AIDS away from its traditional place as a
health issue into the arena of human rights. This is an educational aspect of HIV/AIDS that
must be addressed in order to shift the discriminatory attitudes and behaviour exhibited
towards people with HIV/AIDS (as well as the misperception that most HIV infections result
from homosexual transmissions) that will only intensify as the number of cases of HIV/AIDS
increases. Indeed the social and legal discrimination experienced by people living with
HIV/AIDS can be just as devastating as the health problems they experience. An educational
campaign centred on human rights is also of importance because of the lack of rights
generally experienced by groups must vulnerable to HIV/AIDS. In Guyana these comprise
young adults, women, gay men, sex workers and Amerindians. Without tackling the
discrimination that exists against those with HIV/AIDS any educational campaign will be
counter productive to slowing the spread of HIV since those who are infected are afraid to
speak openly about it.
Little educational work has been taking place in the schools despite the fact that the
majority of the population is under the age of fifteen and the 19-35 age group had the highest
incidence of HIV infection, accounting for 75 per cent of the overall total. In order to reduce
the level of infection in this age group it is imperative that young people approaching that age
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be educated about HIV/AIDS. HIV prevalence rates are also extremely high among sex
workers. This group has a rate of infection of approximately 45 per cent. There is also an
urban bias; Greater Georgetown is where 56 per cent of all cases of HIV/AIDS are located.
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18. FACTORS AFFECTING WOMEN’S REPRODUCTIVE AND SEXUAL HEALTH
CARE
Andaiye and Shiw Parsad (1995: 58) adroitly sum up the status of women’s health
care in Guyana:
“The poor quality of health care available in Guyana is at once a function of the
deterioration in public facilities and of the absence of a health movement. As a result,
there is little collaboration between the Government and NGOs in health care. Public
education on health is extremely inadequate. The dominant view in both
governmental and non-governmental sectors appears to be that people should not be
educated about problems the system is not equipped to handle: the result is that
women are not even educated into regular breast self-examination.126 The concept of
health as wellness – physical, mental, spiritual – and the need for people to participate
actively in maintaining their own health are not on the public agenda. Given the lack
of popular education about health and the near absence of programs of health selfempowerment, relations between medical personnel and patients in general remain
alienated. In the public health service, the relationship is often negatively affected by
the unacceptable conditions”.
A number of factors, each of which is addressed below, underlie this situation:
A. The government’s policy of fertility control, which affects the state’s provision of health
care;
B. Macro-economic forces, such as structural adjustment programmes (SAPs), which affect
health care provision as well as increasing the burden of women’s work;
C. The role of private sector institutions and NGOs in the provision of health care;
D. Traditional systems of health care and beliefs;
E. The availability of contraceptives;
F. Social support for child bearing and child rearing;
G. The status of women within gender relations.
A. State Policies on Fertility Control
Guyana has experienced very little state influence in the field of fertility control. Prior
to the 1960s, fertility control was the function of NGOs rather than the state.127 With
independence in 1966 the state showed little interest in issues relating to fertility or
population growth. However, Haniff claims that in the 1980s the state, concerned about the
declining birth rate and its implications for economic growth, restricted access to birth
control.128 Hence, Correa with Reichmann (1994) refer to Guyana at this time as having a
pro-natalist policy. Certainly, the nationalist ideology of co-operative socialism was one that
126

The Guyana Cancer Society now educates women about breast self-examinations.
Family planning NGOs, particularly International Planned Parenthood Federation (IPPF) affiliates, were
established long before states became involved in fertility control (Correa with Reichmann 1994). Although
privately organised efforts to reduce birth rates began pre-WW2, government support was not forthcoming until
the 1960s.
128
The birth rate was declining rather due to economic immiseration, increasing poverty and subsequent outmigration.
127
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required a growth of the labour force but there were no attempts by the government to
legislate women to have more children. Moreover, although shortages of birth control
supplies existed this was in the context of a shortage of many basic supplies. Although
corroborating data are absent, informed opinion is of the view that the situation in the 1980s
was more in line with what Correa with Reichmann (1994) refer to as a ‘combined policy’
i.e., a system in which state-led policies do not fully explain the fertility decline.129 The
government was only mildly involved in direct interventions, but supported the NGO-led
family planning system as well as market operations. If a pro-natalist policy existed it was
unsuccessful; the fertility rate in the 1980s continued to be negative, implying that women
resorted to having abortions rather than more children.
In the 1990s a ‘combined policy’ is still an accurate designation of state policies
towards women’s reproductive health. Despite the high levels of out migration, the decline in
fertility rates and the large number of abortions the government has still not adopted any
formal ‘pro-natalist’ policy on family planning. Indeed, the government has legalised
abortion and supports the efforts of the private sector and NGOs to provide contraceptive
services. However, the government still has not sufficiently addressed the high levels of
infant and maternal mortality; cultural constraints on women’s exercise of choice; laws
regulating the age of sexual consent; discrimination against pregnant women in the
workplace; and welfare measures. And in relation to women’s sexuality the spirit, if not the
letter, of the law, still criminalises lesbianism.
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Penn Handwerker’s (1992) research in Barbados and Antigua also reveals that fertility declines were
achieved by the creation of jobs taken up by women which freed women from economic dependency on their
children as opposed to any policy to control fertility.
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B. Macro-Economic Factors such as SAPs and Processes of Globalisation
The structure, organisation and orientation of the contemporary health system in
Guyana are the product of a colonial system of governance that was established under British
rule. During the late 1970s the system went into decline. Substantial changes in its structure
were not made for over a decade however, when in 1985 the system was decentralised. The
public health care system was redesigned to emphasise primary health care (PHC) through
community-based health posts and clinics, cottage hospitals, district hospitals, regional
centres and specialised referral centres in Georgetown.130 In the late 1970s and early 1980s
the standard of living was declining precipitously and in the mid-1980s an Economic
Recovery Programme (ERP) was implemented with the World Bank.131 Although this was
cut short it recommenced in 1988 and has been in operation continuously since then (Dow
and Andaiye 1998). Dow and Andaiye (1998: 2-3) claim that:
“SAPs have had a particularly harsh effect in Guyana because the base on which they
started was a high state sector, massive debt, an economy and infrastructure in near
collapse and a population divided and in dispersal. Thus, while they led to seven
years of macro-economic growth (from 1991 to 1997), the economy continues to be
characterised by heavy public debt, high unemployment, and inadequate physical and
social infrastructure, a critical shortage of skilled workers, and widespread poverty”.
The ERP led to cuts in expenditure in the social sector, including health. Cuts in government
spending on health care fluctuated between 1984 to 1988 and then took a downward trend
until 1993 since when there has been a significant increase.132 However, Guyana still only
has US$52 per annum per person to spend on health care (Dow and Andaiye 1998).133
Notwithstanding this recent increase, prior to and under the ERP, the system has deteriorated
to be the worst in the English-speaking Caribbean.
Obviously, the provision of health care services in Guyana is severely compromised
by the economic crisis affecting Guyana which results in continuing restraints on health
expenditure, contributing to a high attrition rate of medical personnel and chronic shortages
of drugs (including birth control pills) and equipment.134 Trained health care personnel –
medex, public health nurses, midwives and community health workers - are in short supply.
It is estimated that there are approximately only 560 nurses, 280 physicians, 320 nursing
130

Falling under the administration of the Regional Administrative Offices, regional health care facilities still
function independently of the Ministry of Health with a Regional Medical Officer being (theoretically)
responsible for the delivery of health care in each region.
131
As a result of the ERP groups such as women and children, the elderly and disabled and the Amerindian
population were adversely affected. The World Bank estimated that in 1993, 43 per cent of the population were
living below the poverty line. Up to 1992 poverty levels increased, “largely due to the combination of the rigid
conditions of the ERP, the decline in the value of the dollar and the inflation levels” (Government of Guyana
1999: vii).
132
Despite financial interventions by the main donors i.e., the IDB and UNICEF, levels of health service
provision remain abysmal. Moreover, finance is inadequate despite the Highly Indebted Poor Countries
Initiative, part of a debt forgiveness package which offers countries the savings they make on debt payments to
be used on the social sector.
133
This compares with US$160 for Jamaica, US$250 for Trinidad and Tobago and US$700 for Barbados.
134
There are also shortages of personnel in other state-governed areas concerned with reproductive health. For
example, the Probation and Family Welfare Service which provides counselling for parents and training for
professional groups in accordance with the Children’s Convention is extremely short staffed.
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assistants, 356 midwives and 50 medex in the whole country. Wages are abysmally low in
the public health care system. A staff nurse in the public sector in July 1998, for example,
earned only US$120-130 per month (Dow and Andaiye 1998). Hence, many nurses work
extra shifts in the private sector. Many have also been recruited to work elsewhere in the
Caribbean and in Africa.
Furthermore, as Dow and Andaiye (1998:3) point out: “Because it is impossible to
invest adequately in human resource development and the physical infrastructure for PHC,
money continues to flow to more costly, central, higher level facilities, with the inevitable
result that patients bypass their local clinics and medical personnel. There is no PHC unit in
the Ministry of Health, and partly as a result, no explicit national family planning programme
and only inadequate reproductive health education in the schools”.
People have lost confidence in the public health system. Care is especially poor in the
rural and smaller urban areas. Conditions in all the hospitals are inadequate. They either lack
basic equipment such as X–ray machines, or if equipment is available it has not been
maintained and does not work or there are no skilled technicians to operate it. In many
hospitals there is at times a complete absence of anaesthesia making even simple surgical
procedures impossible. On the eve of the new millennium women in the Georgetown Public
Hospital for example, have to give birth with no friends or family allowed to attend them,
having to share a bed with two, three or four other women, and having to bring their own bed
linen and all their medical supplies, including painkillers which are only available to those
women who have surgery. In addition to the health care system having to deal with the
persistence of established diseases and the emergence of new ‘lifestyle’ diseases, it also has
to cope with the resurgence of supposedly eradicated diseases. Andaiye and Shiw Parsad
(1995) report that women in Guyana still die for reasons that no longer hold in other
CARICOM countries such as Barbados and Trinidad and Tobago.
Although Article 24 of the Constitution states that every citizen has the right to free
medical care this is not a fundamental right. However, despite the financial constraints under
which the government operates government health policy attempts to incorporate this policy.
The government, along with NGOs, has also assisted in the promotion of greater awareness
in three important areas of women’s reproductive health: breast feeding, abortions and
cancer. The government is also upgrading the skills of Community Health Workers (CHW)
who are the main PHC providers to both hinterland and interior populations. In addition the
medex training programme was reintroduced in 1997 and the current batch of trainees
include a significant number of Amerindians (CEDAW 1998). However, although safety nets
are being put in place a number are proving less than effective largely because of weak
infrastructural systems including a shortfall in trained personnel. Indeed, as Dow and
Andaiye (1998: 4) point out, ”Guyana no longer has the human resources …to affect a
transformation in the provision of health care”.
Because women are the largest group of users of the health care services in the
country it is women’s health that is being threatened by the prevailing economic
circumstances in the country. There is no bias however, in terms of treatment in the medical
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system for married versus unmarried women, whether in terms of stigma for unmarried
women or of different criteria being applied to women in different marital categories.
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C. The Private Sector and NGOs
Public health care is supplemented by a number of privately owned hospitals and
doctor’s offices, the vast majority of which are located in Georgetown. Prices charged are
often prohibitive; an initial consultation, for example, can cost G$2,500.135 The cost of
procedures at the private hospitals also makes access to their facilities prohibitive. Moreover,
as in the public sector the orientation is curative not preventative and paying for a service
does not guarantee better care. Nurses have often been trained in the public sector and have a
dismissive attitude to patients and technicians have not always been trained to use equipment.
Paediatric care, undeveloped in the public sector, is also underdeveloped and inadequate in
the private sector. Given the dilapidated state of the public sector, however, all those who can
afford to use the private sector. Those who can afford more go overseas, mainly to Trinidad,
Barbados or the United States.
In terms of NGOs there are only two major players in the field of sexual and
reproductive health: the Family Planning Association of Guyana (FPAG) and the Guyana
Responsible Parenthood Association (GRPA).136 It is the Guyana Responsible Parenthood
Association (GRPA), established in 1973, which is the prime agency for work on
reproductive health education. Although it originally only focused its activities on family
planning, in 1995 it shifted its emphasis to that of Sexual and Reproductive Health Services.
It has a programme which encourages and advocates the teaching of Family Life Education
in schools and reports that approximately ten per cent of its outreach programmes is geared
towards increasing men’s commitment and joint responsibility in all areas of sexual and
reproductive health. Although it has its own medical staff137 based in its Georgetown clinic,
the GRPA operates mainly through the government health clinics of which it claims there are
166, and through which family planning services are available including: contraceptives;
family planning counselling and advice; pre-natal and post-natal services; immunisation; pap
smears; pregnancy tests; management of ‘menopausal syndrome’; and infertility and sterility
counselling and treatment (Andaiye and Shiw Parsad 1995). Jackson’s (1997) study found
that while the fact that the GRPA offers family planning services is fairly well known, it is
not as well known for the other services it provides and the use made of services is not high.
The Family Planning Association of Guyana (FPAG) was established much more
recently in 1995 and since 1998 has had a clinic from which it provides counselling,
contraceptives (the pill, injectables,138 condoms, diaphragms and IUDs) and clinical services,
including abortions for low-income women.139 It has also trained approximately 60 nurses in
abortion counselling in Regions 3 and 4 and four doctors in the Manual Vacuum Aspiration
(MVA) method of abortion.
135

This amount (G$2,500 = US$13) has to be taken in the context of the per capita income, which in 1998 was
reported as US$808 i.e., approximately US$67 /month.
136
Local family planning associations function autonomously and affiliate independently with the International
Planned Parenthood Federation (IPPF). The Caribbean Family Planning Affiliation (CFPA) provides regional
representation within the IPPF for 21 local FPAs, including, since 1990, the GRPA.
137
These include a staff nurse, midwife, gynaecologist, pathologist and medical technologist.
138
These include Depo-Provera and Noristerat.
139
The clinic charges $200 as a consultation fee and $1,500 for a termination, using the manual vacuum
method. Private clinics charge $1,000 for a consultation and upto $5,000 for a termination.
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Dow and Andaiye (1998: 7) report that organising in civil society around health
issues is marked by a, “ ‘culture of low expectations’, and a kind of fatalism. The low level
of popular organising on health is especially marked in relation to health advocacy, and there
is little awareness of movements developing elsewhere for health as wellness, for alternative
therapies, in favour of patients rights’, and against the old fixed hierarchies between
doctor/nurse and doctor/patient”.
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D. Traditional Health Care Practices and Beliefs
The promotion of a biomedical model of health care by the British led to the
devaluation of indigenous health knowledge and practices, not only of the original
inhabitants, the Amerindians, but also of the Indo-Guyanese and Afro-Guyanese populations.
Although they are devalued however, they are still in existence and comprise a parallel
system of health care with the same individuals making use of ‘bush’ medicine as well as
doctors.
All women, for example, are aware of where to go in the local markets to buy
common herbal and ‘bush’ remedies for abortifacients.140 It is also common to mix bush and
shop-bought remedies to act as abortifacients. For example, neam (a bitters) or St. John’s
Wort is used with Epsom salts, ginger beer and antibiotic tablets such as Ergometrine. In
their desperation, women also resort to bleach and other chemicals. Anecdotal evidence,
however, suggests that most women now go to the drug store for prescription drugs (usually
at a cost of $1,000 for one).141 To the best of our knowledge the ‘morning after pill’ is
unavailable.
Although infertility treatment is not available in the country, women who think they
are infertile usually go into hospital for a ‘curettage’ (commonly referred to as a ‘syringe’ or
a ‘clean out’) in the hope that it will clear any blockages in their system that may be
impeding them from becoming pregnant. The reference to a ‘clean out’ stresses the need for
research that highlights the links between cultural beliefs and practices relating to the flow of
bodily fluids, including blood (see Sobo 1997, on Jamaica). Some women, for example,
oppose injectables because they result in the cessation of periods, which are culturally
considered a bodily cleansing mechanism. The links between bodily fluids and the pill are
also highlighted in comments made by the women in Haniff’s (1998) study, such as, “ I does
take the pill but they say that now contraceptive is in my blood and I have to wait until it
come out” and “ I take the pill but it make my blood heavy”. Hence, although the use of bush
remedies may be in decline the cultural beliefs associated with bush and traditional
approaches to medicine clearly affect women’s use of, and belief in the efficacy of, modern
contraceptive methods.
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These include, for example, teas brewed from senna and neam.
For example, the prescription drug, Cytotec, is available over the counter and is commonly used as an
abortifacient due to the fact that it causes profuse bleeding, and often resulting therefore in the woman having to
be admitted to hospital.
141
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E. Availability of Contraceptives
In Guyana contraceptives are seen as the responsibility of women.142 The major findings
of the 1991-92 Contraceptive Prevalence Survey (CPS) in Guyana are that:
- Contraceptive use is relatively low; contraceptive prevalence rates for women ranged
from only 38 to 46 per cent of women aged 15-44;
- The use of contraceptives varies by ethnicity. Prevalence rates were highest among IndoGuyanese women (48 per cent) as opposed to Afro-Guyanese (40 per cent) and
Amerindian women (32 per cent);
- Knowledge of contraceptive choices however was highest among Afro-Guyanese and
women of Mixed origin, and much lower among Indo-Guyanese and Amerindian women;
- The best known methods were the pill, the condom, inter-uterine devices (IUDs),
foaming tablets and injectables. Few women knew about vasectomies. Traditional
methods of withdrawal and the rhythm method were also used;
- Level of awareness of contraceptives was lower among younger women, among women
with low levels of education, and women in common-law and visiting unions;
- Adolescents claimed abortion was the ‘method of contraception’ with which they were
most familiar. Also only 18 per cent of adolescents aged 15-19 years in a relationship
were using any method of birth control and for the 20-24 year old age group in
relationships only 31 per cent were using any method. These figures contrast sharply with
in-union adolescents for Barbados (49 per cent), Jamaica (48 per cent) and Trinidad (42
per cent);
- There were no distinguishable regional variations in contraceptive prevalence.
Abortion, commonly referred to as “throwing away”, is the most common method of
women maintaining control of their fertility.143 Abortion was legalised in 1995 with the
Medical Termination of Pregnancy Act (MTPA), but some hospitals and public clinics are
still not equipped to carry them out.144 The terms of the MTPA provides for terminations less
than eight weeks duration, between 8-12 weeks, 12-16 weeks and over 16 weeks. For the
latter three periods a number of criteria145 have to be adhered to but if a termination is sought
for a pregnancy less than eight weeks then any medical practitioner can perform this by a
non-surgical method. If the pregnancy is over eight weeks then the termination should be by
an authorised medical practitioner. Consent for the abortion is needed from the pregnant
women but not from parents or spouses. Counselling is also expected to take place. This can
be conducted by the medical practitioner but should also be conducted by a person authorised
to do so. Post abortion counselling is mandatory for women under 18 years of age, but is not
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Haniff (1995: 7) in her study of contraceptive use in St. Lucia found that men would be willing to take a
male pill if one were available leading her to conclude that, “the problem is not simply one of individual men
leaving the responsibility for contraceptive use to women, but of male science ascribing the responsibility for
contraceptive use to women”.
143
See Sobo (1997) for an account of the high level of abortions in the anglophone Caribbean. In many islands
it is considered by women to be the most common method of controlling their fertility.
144
Vacuum Aspiration abortions are much safer than Dilation and Evacuation but are rarely practiced in
Guyana.
145
The criteria that are applicable to terminations over eight weeks do not include socio-economic reasons.
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being adhered to.146 Moreover, the Advisory Board that is provided for in the MTPA to
monitor the implementation and compliance with the Act has not functioned.
Well before abortion was legalised women knew where to go to get an abortion.
Although illegal there was tacit approval of abortion and it was widely practised (Andaiye
1995). Women could go to a number of hospitals, ostensibly for a Dilation and Curettage (D
and C) and ‘backstreet’ abortions were also available. Although now legal, abortions are not
provided at Georgetown Public Hospital, rendering them practically inaccessible to lowincome women. Hence, large numbers of women still resort to various herbal and bush
remedies for abortifacients, and other substances, often chemical (such as bleach), are also
commonly used to bring on miscarriages. Women also use pharmaceutical treatments to
bring on abortions; women take packets of birth control pills, assuming they can work by
purging the foetus (instead of preventing conception).147

146

Only two other Caribbean countries have legalised abortion, Cuba and Barbados (Haniff 1998). In the latter
it is only permissible as a result of incest, rape or the mother or child being at risk.
147
See Sobo (1997) who reports the same action taking place in Jamaica.
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F. Social Support for Child Bearing and Child Rearing
Very few sources of social support are available for women although the government
has put some benefits in place to protect maternity. Since 1986, for example, a new mother
has been entitled to a Maternity Grant of G$2,000 for each child delivered, if she meets
certain criteria (UNICEF 1993).148 However, anecdotal evidence suggests that very few
women receive this money. Another source of financial aid is the maternity benefit, obtained
through the National Insurance Scheme (NIS). “A pregnant employee who has paid fifteen
weeks of NIS contributions, of which seven are during the 26 week period ending six weeks
before confinement, is entitled to maternity benefits of 70 per cent of her average earnings
during the 26 weeks: the benefits are payable for thirteen weeks, or longer in special
circumstances” (UNICEF 1993: 45). Self-employed women and women whose husbands are
working, are also eligible to contribute and receive maternity benefits. Women who become
pregnant while outside Guyana are now allowed to receive maternity benefits. However,
women whose employers have defaulted in paying NIS contributions are not eligible.
Moreover, NIS recipients are only a small fraction of pregnant women.
Since 1992, under the auspices of the NIS and Social Security regulations an insured
woman is also entitled to medical care for sick or injured children and for child care benefits
if she has to be absent from work to look after a sick child. The criteria for child care benefits
are the same as for maternity benefit.
More recently, the Prevention of Discrimination Act of 1997 prohibits anyone from
discriminating against a woman on the grounds of pregnancy. However, although women are
granted maternity leave an employer is not legally entitled to provide protection against
dismissal on the grounds of pregnancy; paid or unpaid maternity leave; or the right to
reinstatement after maternity leave. There is no legislation making maternity or paternity
leave mandatory. The termination of employment of pregnant women in the private and
informal sectors still exists. Such discriminatory practices are compounded by a lack of trade
unions to represent many of these workers, such as, for example, domestic workers.
Economic necessity forces some women to consider abortions in order to maintain or secure
employment.
Neither is there an adequate system of childcare to assist women in the workforce.
Local municipalities and private entities run Early Childcare programmes for children from
birth to three years and nine months.149 However, the municipal day cares are vastly
oversubscribed and small in number150 and their future is uncertain with more claims of
imminent large retrenchment of workers from this sector. The shortage of child care places
combined with the breakdown of the extended family, and the subsequent inability to rely on
other women family members to care for their children, has led to a mushrooming of private
sector centres because of the desperate need by mothers for such a facility.151
148

Prior to 1997 this grant was only $300.
After the age of three years and nine months children enter nursery school for half day (8am to 12pm) where
they stay for two years before entering the school system.
150
There are only nine municipal centres in Regions 4, 6 and 10 (CEDAW 1998).
151
In 1997 a Committee for Legislation on Early Childhood Care and Development was established to develop
policies and programmes pertaining to early childcare.
149
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G. The State of Gender Relations
In preparation for the 1995 Beijing conference, women in the Caribbean identified
three areas in relation to women’s subordination, two of which arise directly from their
reproductive roles:
“the extraordinary burden of unwaged, reproductive work that women bear, at the
heart of which is child and family care…; the unequal relations of men and women in
emotional and sexual relations, reflected in high levels of sexual and other physical
violence against women and in their low levels of decision-making on reproductive
and sexual issues; and the low participation of women in public decisionmaking…..As the economic and social crisis of the region deepens, the situation in all
three areas worsens, since all are shaped by crisis (Dow and Andaiye 1998: 6)”.
Handwerker (1992), Sobo (1997) and others have also shown that the Caribbean faces
less of a ‘population problem’ than a ‘power relations problem’. One consequence noted
above regarding the hierarchical nature of gender relations is that levels of violence in
relationships are high; the Red Thread study in 1998 found that two out of five women had
experienced some form of domestic violence. And Heise (1994:228) claims, “evidence is fast
accumulating that physical and sexual abuse are linked to some of the most intractable
reproductive health issues of our time: teenage pregnancy, high risk sexual behaviour
(unprotected sex with multiple partners, prostitution), sexually transmitted diseases and
chronic pelvic pain. Violence has also been implicated in pregnancy complications, low birth
weight, miscarriage and maternal mortality”.152
A further consequence is the unequal roles played by women and men in providing
emotional support and sexual fidelity. Indo-Guyanese and Afro-Guyanese women’s marital
patterns and household structures differ (Peake and Trotz 1999). Although the role of mother
for both groups of women is important, for Indo-Guyanese women motherhood most
commonly takes place within marriage while for Afro-Guyanese women child bearing and
child rearing may equally take place outside of marriage, although marriage is still a norm
that both women and men adhere to and may well achieve in later life. But for both groups
of women, whether married, in ‘live’ home or in visiting relationships, the reality is that they
bear the burden of child and family care. Furthermore, they do so in a context in which the
emotional support that one might expect between partners often does not exist.153 Moreover,
regardless of the type of relationship, no relationship implies men’s sexual fidelity.154
Women seem to expect little from men emotionally. While the ideal is to be able to develop
152

See Handwerker (1993) whose work in Barbados posits a link between children growing up in a violent
home in which they were sexually abused and exhibiting high-risk sexual behaviour as adolescents.
153
Jackson’s (1997) study for the GRPA showed that communication between sexual partners was high with
regard to things which were displeasing, but moderate with regard to things that gave them pleasure during
love-making. Also sexual responsibility is vested heavily in women. Many men did not like to wear condoms
and assumed their women partners would take the responsibility for contraception instead.
154
See also Handwerker (1993: 309) who reports similarly for Barbados: “Lower-class men commonly drifted
from one temporary sexual partner to another. Married men in the middle and upper classes commonly engaged
in a series of visiting relationships with ‘outside’ women. West Indian fathers, consequently, often were not
husbands and, even when they were, frequently did not live with the mother and children. Even when these men
did, they might contribute little to domestic life…What they contribute, other than a house and money, all too
often, is violence directed at the mother and children”.
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emotionally with a man the practice is often different. Hence, as women age, they are often
dependent on their grown children, and increasingly upon themselves, for both financial and
emotional support.
Women tend to view men as irresponsible and unable to control their sexual urges
and therefore expect them to have ‘outside’ women. Men expect women to be faithful and
disciplined in their reproductive choices and are jealously possessive of their female partners.
Women often accept this double standard, leaving them cynical and having low expectations
of men. Similarly, men consider women to be devious and scheming and only interested in
them as a source of money. Cultural constructions of gender, especially among low-income
men and women then, are such that they encourage sex for material gain. Afro-Guyanese
women who remain unmarried may keep on having children with a series of ‘child fathers’
with the hope of securing financial support for her children. Indo-Guyanese women also
have children with the expectation that they will support her, and her husband, in her old age.
In both cases having children has been viewed as an economic survival strategy,
although this practice appears to be in decline as a result of the economic downturn (Peake
and Trotz 1999). Notwithstanding that children represent a claim on a man’s money, they
are also valued in and of themselves. Parenthood is also considered necessary for adult status
in Caribbean society. Handwerker (1992), however, argues that a fertility transition will only
occur when women are freed from dependency on their children, who currently serve to
increase their access to resources. Previous studies in the Caribbean have shown that there is
a strong link between fertility and marital status. Fertility is highest for married women, next
highest for women in common-law marriages and lowest for women in visiting unions.
These differences can be accounted for by the differential level of access to resources that
each relationship brings (Handwerker 1992). Married women pre-empt significant levels of
support while visiting relationships have minimal commitments attached to them. These
findings would also explain the higher level of fertility among Indo-Guyanese women then
Afro-Guyanese women.
Multiple child bearing and multiple sexual partners raise their own problems,
especially in a society where health care is inadequate, abortions have only recently been
legalised and adolescent pregnancies are common. The practice of having multiple sexual
partners has accommodated a rapid spread of AIDS and other STDs. Given a cultural context
in which it is important for women to have children, to have a man and to have sex, an
increased understanding of how STDs are transmitted is essential.
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19. ANALYSIS OF SURVEY DATA
A questionnaire survey on women's reproductive health was conducted in
Georgetown. One hundred and sixty-five women were randomly chosen (see the
Methodology Section for greater detail on the research methods) for inclusion in a multilevel cluster survey.
The questionnaire on reproductive health was modeled on questions from a
questionnaire survey and in-depth interviews on reproductive health that Red Thread had
conducted in 1994 and 1996. The questionnaire comprises 23-pages and is divided into five
sections (see Appendix A). These sections include demographic information; household
composition; contraceptive knowledge and use; knowledge of sexually-transmitted diseases;
reproductive health concerns and risks; abortions; and sex education. The final three sections
applying to the reproductive health experiences and knowledge of teenagers, women of
childbearing age over the age of nineteen, and menopausal women. These sections are
outlined in detail below. Both closed and open-ended questions were included.
What follows is an analysis that relates in the first section to the whole sample and
then to specific groups of women who face both similar and different issues in relation to
their knowledge of, and their experiences of, their reproductive health.
A. Reproductive and Sexual Health Issues of All Respondents
I. Demographic Information
One hundred and sixty five women were involved in this survey. These women
represent three main reproductive stage of life-cycle categories (teenagers, childbearing age,
and menopausal) and they are distributed fairly evenly across these categories. Fifty-three of
the respondents are teenagers, 60 women are of childbearing age, and 52 women are of
menopausal age. See Table C.1.1.
TABLE C.1.1. Distribution of All Respondents by Reproductive Stage of Life-cycle and
Class
Stage of Life-cycle and Class Number of Respondents Percentage of Respondents
of Respondents
(n=165)
Teen, middle class
24
14.5
Teen, working class
29
17.6
Childbearing, middle class
32
19.3
Childbearing, working class
28
17.0
Menopausal, middle class
25
15.1
Menopausal, working class
27
16.4
The women were also stratified according to whether they live in working class –
West Ruimveldt, West La Penitence, Wortmanville East/ Stabroek, Stabroek Central,
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Houston/ Meadowbrook – or middle-class – Queenstown, Alberttown, Kitty South,
Newtown, South Ruimveldt Park A - neighbourhoods in Georgetown. See Table C.1.1.
Age
Most of the women in this survey are eighteen years or older (75.7%). Nearly 40 per
cent are between the ages of eighteen and 45 (38.1%) while another 40 per cent or so are
older than 45 (37.6%). Over 20 per cent are younger than eighteen (23.6%). The majority of
the teenage girls were below the age of eighteen (71.7%), while fourteen were either eighteen
or nineteen. See Table C.1.2 below.
TABLE C.1.2. Distribution of All Respondents, and by Stage of Life-cycle, by Age
Age of Respondent Teenage
Childbearing Menopausal Number and Percentage
Respondents Respondents Respondents of All Respondents
(n=164)
14
9.4
0
0
5 (3.0)
15
15.1
0
0
8 (4.8)
16
30.2
0
0
16 (9.7)
17
13.2
0
0
7 (4.2)
18 to 25 years
32.1
16.7
0
24 (14.5)
26 to 35 years
0
31.7
0
19 (11.5)
35 to 45 years
0
33.3
0
20 (12.1)
45 years and older
0
18.3
100.0
62 (37.6)
Ethnicity
Most of the respondents in this survey are Afro-Guyanese women (46.7%) and Indo
Guyanese women (34.5%), with a smaller number reporting themselves as Mixed (including
Dougla) (16.3%). Very few are Chinese (1.2%), or Amerindian women (1.2%). See Table
C.1.3.
Table C.1.3 Distribution of All Respondents, and by Stage of life-cycle, by Ethnicity
Ethnicity

Afro-Guyanese
Indo-Guyanese
Mixed
Other

Teenage
Childbearing Menopausal Percentage of
Respondents Respondents Respondents Respondents
(n=165)
47.2
45.0
48.1
46.7
26.4
36.7
40.4
34.5
24.4
16.7
7.7
16.3
2.0
0
3.8
2.4

Religion
With regards to religion, the majority of the respondents are Christian (70.3%). Much
smaller numbers reported being Hindu (15.2%) and even fewer are Muslims (7.3%).
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Half of the respondents claimed to regularly attend a church, temple, or mosque
(50.6%), while nearly half claimed that they did not (49.4%). Teenage girls were most likely
to regularly attend a religious institution (59.5%), followed by menopausal women and
(50.0%) women of childbearing age (43.3%).
Education
Over half the respondents had no education beyond primary level (51.0%). Two-fifths
of these have completed primary school with three-fifths having obtained only some primary
education as their highest level of schooling. The other half of the respondents have had
education beyond primary level (49.0%). Of these 10 per cent had no education beyond
secondary education (10.9%) or community high (12.7%), while 23 per cent had not finished
their secondary education. Only very small numbers had gone on to complete technical or
vocational school (0.6%) or university (1.8%). The older a woman was the more likely that
she would only have primary level education and the younger a woman was the more likely
that she would have gone beyond secondary education. See Table C.1.4
Table C.1.4 Distribution of All Respondents, and by Stage of Life-cycle, by Highest Level of
Education
Highest Level of
Education
None
Some Primary
Primary
Some Secondary
Secondary/
Community High
Technical
University

Teenage
Childbearing Menopausal Percentage of
Respondents Respondents Respondents Respondents
(n=160)
0
0
1.9
0.6
10.4
15.0
55.8
26.9
22.9
23.3
25.0
20.6
37.5
26.7
7.7
23.8
31.3
31.6
9.6
24.3
4.2
4.2

1.7
0

0
0

0.6
1.9

Employment Status
At the time of the interview, the majority of the respondents were not working outside
of the home (73.9%). Approximately 40 per cent were full-time homemakers (42.2%) while
20 per cent were students (19.9%). Less than ten per cent of the respondents were
unemployed at the time (8.7%) and less than five per cent were retired (3.1%).
A further 25 per cent of the respondents were currently working outside the home.
Out of these, more were self-employed (12.4%) than full-time employees (8.7%) or part-time
employees (3.0%). Of those women were employed outside the home, mostly as service or
shop sales workers. Smaller numbers were in crafts or clerical work. Very few held
professional, technical, or managerial occupations. See Table C.1.5
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Table C.1.5. Distribution of All Respondents, and by Stage of Life-cycle, by Employment
Status
Employment Status Teenage
Childbearing Menopausal Percentage of
Respondents Respondents Respondents All Respondents
(n=161)
Homemakers
9.6
60.0
55.1
42.2
Students
61.5
0
0
19.9
Unemployed
11.5
3.3
12.2
8.7
Retired
0
0
10.2
3.1
Self-employed
0
23.3
12.2
12.4
Employed full-time
7.7
11.7
6.1
8.7
Employed part-time
9.6
0
0
3.1
The majority of teenagers are still students and while only a small number are
homemakers the majority of childbearing women and menopausal women are. Women of
childbearing age are most likely to be in employment while menopausal women are most
likely to be unemployed.
Disability
Very few of the respondents are disabled in any way (4.3%) or have any children
born with a disability (2.6%).
II. Household Composition
Current Union Status
Less than half of the respondents (47.2%) are currently involved in a union of some
kind. They were either married (21.2%), common law (live home) (13.3%), or in a visiting
relationship (12.7%). A further 20 per cent were single, 13.9% were widowed, 13.9% had
never been in a union, and 4.2% were divorced or separated. See Table C.2.1.
Table C.2.1. Distribution of All Respondents, and by Stage of Life-cycle, by
Union Status
Union Status
Married
Common law
Visiting relationship
Single
Widowed
Never in a union
Divorced/ Separated

Teenage
Childbearing Menopausal Percentage of
Respondents Respondents Respondents Respondents
0
41.7
19.2
21.2
3.8
26.7
7.7
13.3
20.8
15.0
1.9
12.7
35.8
8.3
17.3
20.0
0
1.7
42.3
13.9
37.7
1.7
3.8
13.9
0
5.0
7.7
4.2
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The majority of the respondents had never been married (70.9%). This high figure
can be accounted for by the high number of teenagers, plus the predominance of AfroGuyanese women in the survey, who are less likely to marry than their Indo-Guyanese
counterparts. The differences in union status between the three groups of women in the
survey reflect.
Number of Children
Most of the respondents have children of their own (60.0%). However, only six of the
teenage respondents have children (11.3%) whereas most of the women of child-bearing age
have children of their own (81.7%) as do women of menopausal age (84.6%).
Of women with children, most of them were between the ages of eighteen and 25
when they had their first child (61.2%), although nearly 25 per cent were younger than
eighteen years of age when they had their child (23.5%). Nearly fifteen per cent were
between the ages of 26 and 35 (14.3%). See Table C.2.2.
TABLE C.2.2. Distribution of Respondents by Age When Had First Child
Age when had
First Child
14
15
16
17
18
19
20
21
22
23
24
25
26 to 35 years
Cannot
remember

Number of
Respondents
2
4
11
6
9
4
16
7
5
6
4
9
14
1

Percentage of
Respondents
2.0
4.1
11.2
6.1
9.2
4.1
16.3
7.1
5.1
6.1
4.1
9.2
14.3
1.0

The majority of respondents do not care for other children besides their own (75.8%).
However, one in four do care for other children. Four of the teenage respondents already care
for other children besides their own (8.0%). These children are either a sister, nephews or
nieces. Corresponding figures for women of childbearing age are higher (28.3%) and relate
largely to the children of siblings. Menopausal women are most likely to look after other
children (35.3%), most often their grandchildren.
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Nearly 30 per cent of the women of child-bearing age have children living elsewhere
(n=48, 29.1%). The majority of these children are over the age of eighteen and while those
under the age of eighteen are living with relatives, grandparents, or an ex-spouse, those over
the age of eighteen are living on their own or with partners. Only one of the teenage
respondents has any children living elsewhere and this is with the child's grandparents. Most
of the menopausal women (n=31, 64.6%) have children living elsewhere. All of these
children are older than eighteen and living on their own.
Household Type
Household types can be described in terms of extended compared to non-extended
households and in terms of female-headed compared to dual-headed households. Nearly half
of the respondents live in extended households (45.9%), with 21.7% of all respondents living
in dual-headed households with extended family members and 24.2% living in femaleheaded households with extended family members. With regards to dual-headed compared to
female-headed households, the respondents are also fairly evenly divided. Fifty per cent of
the respondents live in dual-headed households (49.6%) while nearly half of the respondents
live in female-headed households. See Table C.2.3 below.
TABLE C.2.3 Distribution of All Respondents, and by Stage of Life-cycle, by Household
Type
Household Type

Female headed with
extended family members
Dual headed with extended
family members
Dual headed , single
generation
Female headed, single
generation
Woman living alone
Female headed living with
non family members
Other arrangement

Teenage
Child-Bearing
Respondents Respondents

Menopausal
Respondents

18.0

15.0

43.8

Percentage of
Respondents
(n=161)
24.2

25.0

23.0

13.0

21.7

35.0

33.0

16.0

27.9

17.0

13.3

6.3

12.4

1.9
1.9

8.3
0

14.6
0

8.1

1.9

6.7

6.3

0.6

Head of Household
The responses are varied with regard to whom is the head of household, reflecting the
ages of the respondents. While many of the women consider themselves to be the head of
household (26.8%), many others consider their mother or father to be the head (26.1%).
Twenty per cent consider their spouse or partner to be the head (19.7%). As age increases the
likelihood of being head of household also increases. See Table C.2.4.
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The most frequent reason stated for considering this person to be the head of
household is financial (60.6%), with this person being considered to be the breadwinner. This
was followed by reasons related to traditional beliefs in the male as the head of household
(9.1%) and age (5.2%).
When asked about the main income earner in the household most of the respondents
indicated that the main income earner was their spouse (26.9%), their parents (26.3%), or
their son or daughter (17.9%) rather than themselves. Only a few women indicated that they
were the main income earners in their households (12.8%). The disparity between the
number of women considering themselves to be head of household and the much smaller
number who claim to be the main income earner indicate that being head of household is not
simply a financial matter but also takes into consideration the work that women do in the
home.
Table C.2.4. Distribution of All Respondents, and by Stage of Life-cycle, by Head of
Household
Head of Household

Self
Self and Partner
Partner
Parents
Grandparents
Children
Other

Teenage
Respondents
5.7
0
5.7
69.8
3.8
0
0

Childbearing
Respondents
33.3
20.0
35.0
6.7
0
0
0

Menopausal
Respondents
43.2
6.8
15.9
0
0
34.1
0

Percentage of
Respondents
(n=155)
26.8
8.5
19.7
26.1
1.3
13.3
0

Household Income
Most of the respondents reported an average weekly household income of between
$1,001 and $5,000 (44.5%) or between $5,001 and $10,000 (20.6%). Few respondents
reported income higher (11.7%) or lower than this (1.9%). See Table C.2.4
Table C.2.5. Distribution of All Respondents, and by Stage of Life-cycle, by Average Weekly
Household Income
Average Weekly
Household Income
$501 - 1,000
$1,000 – 5,000
$ 5,001 – 10,000
$ 10,001 – 25,000
> $25,000
Do not know

Teenage
Respondents
1.9
45.3
17.0
1.9
0
24.5

Childbearing
Respondents
3.4
47.5
28.8
5.1
5.1
0

Menopausal
Respondents
0
39.5
14.0
9.3
16.3
18.6

Percentage of
Respondents
(n=155)
1.9
44.5
20.6
5.3
7.1
21.3
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Size and Tenure of Dwelling
The majority of the respondents live in dwellings with three to six rooms (72.2%).
Some live in larger dwellings between seven to ten rooms (20.9%). Very few live in
dwellings smaller than three rooms (6.3%) or larger than ten rooms (0.6%).
Nearly half of the respondents own or hold a mortgage on their current dwelling
(48.4%), whereas approximately a third rent their current dwelling (32.7%). The rest of the
women either live in a relative's house (13.8%) while a small number are squatting (1.3%).
III. Contraceptive Knowledge and Use
The majority of respondents (79.4%), or 131 women, have been sexually active with
a boy or man.
Sources of Knowledge on Contraceptives
The majority of respondents (84.2%) claimed that they know what contraceptives are.
Over half learned about contraceptives from media sources such as books and television.
Other such sources –the radio and leaflets – had less of an impact. Among individuals,
friends were the most likely source of information, followed by medical personnel, especially
nurses and doctors. Most distressingly, those sources which are best located to inform about
contraception – parents and teachers – rated very low, indicating the need for education of
both these sources as to their roles in passing on information about reproductive health. See
Table C.3.1.
TABLE C.3.1 Distribution of Responses by Source of Knowledge about Contraceptives*
Source of Knowledge
about Contraceptives
Media Sources
Books/Magazines
Television
Leaflet
Radio
Records (music)
Medical Personnel
Nurse
Doctor
Health Worker
Family member
Partner
Sister
Parent
Brother
Other Individuals

Number of Respondents
(n=161)

Percentage of Respondents

128
79
43
43
5

70.5
49.1
26.7
26.7
3.1

48
35
18

29.8
21.7
11.2

33
26
13
3

20.5
16.1
8.1
1.9
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Friends
Teacher
Priest
Other sources

77
12
3
15

47.8
7.5
1.9
9.3

*More than one response allowed.
The vignettes below illustrate how three different women found out about
contraceptives as well as the type of contraceptives they know about.
Chandra is a sixty-nine year old Indo-Guyanese woman now widowed, who had been
married for 54 years. She acquired her knowledge about contraceptives and their use from
speaking with her doctor and from her husband. When asked what types of contraceptives
she has heard about, Chandra listed the stop method, the condom, and bush remedies. She
also referred to contraceptives that she had made at home herself.
Thalia is a sixteen year old Indo-Guyanese teenager who is living at home and unemployed.
She has not finished school nor is she currently attending school. Although she is not yet
sexually active, Thalia claims to have acquired knowledge about contraceptives from a wide
variety of sources including books, magazines, television, radio, and leaflets, and from her
school teacher and a friend. However, when asked about specific types of contraceptives she
was knowledgable about, she was only able to list
condoms.
Brenda is a fifteen year-old teenager who describes herself as Mixed. She is attending night
school and living with her grandmother and aunt. Although not yet sexually active, Brenda
has apparently not received any education from any sources whatsoever about contraceptives
and their use.
Types of Contraceptives about which Respondents have Knowledge
When asked which contraceptives they were aware of the majority of respondents
knew of IUDs (commonly referred to as the ‘five year stop’) (49.4%), condoms (79.4%) and
the birth control pill (73.1%). Slightly fewer knew of injectables (51.9%) and tubal ligations
(32.5%) with 30 per cent referring to abortion as a method of contraception (30.6%).
Approximately 20 per cent referred to foam methods (26.3%) and bush remedies (21.9%).
The least mentioned methods are gel (16.9%) and the diaphragm (12.5%). See Table C.3.2
below.
TABLE C.3.2. Distribution of Responses by Knowledge of Types of Contraceptives
Type of Contraceptive
Condom
Pill
Injection
IUD ( ‘5 year stop’)

Number of Responses
(n=160)
128
117
83
79

Percentage of Responses
79.4
73.1
51.9
49.4
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Tubal ligation (‘stop’)
52
Abortion
49
Foam
42
Bush remedies
35
Gel
27
Diaphragm
20
Other *
4
* Only two women in this category referred to the rhythm method.

32.5
30.6
26.3
21.9
16.9
12.5
4.4

Use of Contraceptives
Out of the 135 women (81.1%) who have current partners or were previously in a
long-term relationship, more than half reported that their partner does not or did not use
contraceptives (63.7%). Of the 40 per cent of respondents who said that their partner did use
contraceptives (36.3%) all reported that they used condoms. However, nearly half of these
men did not use condoms every time (45.5%). Hence only one of five men in sexual
relationships with women took full responsibility for contraception, indicating that
contraception is primarily a woman’s responsibility.
For those women whose partners did not use condoms every time, the most common
reason given was that a condom was unavailable all the time. Nearly 30 per cent gave this
reason compared to ten per cent saying it was the woman's preference (10.5%) or that it was
the man's preference not to use contraceptives (10.5%). A further reason given was that the
couple had a good relationship and therefore the partner did not need to use contraceptives
(10.5%).
Naline is a seventeen year-old Indo-Guyanese teenager who is currently involved in a ten
months old visiting relationship. Regarding her contraceptive practices, Naline says that
while her boyfriend uses condoms sometimes he does not use them every time. ‘He has other
girls and he uses them for outside relationships but not with me’. Naline does not use
contraceptives either. She says, ‘I was pregnant and had to abort the baby and since then I am
very careful using the safe period. When it is not my safe period I let him use the condom’.
Marta is a 27 year old Afro-Guyanese woman who has been married common-law for nine
years. She lives by herself in a working class neighbourhood in Georgetown while her
husband lives in New York. She does not have any children. Neither she nor her partner use
contraceptives. When asked about what type of contraceptives she has heard about, Marta
replied, ‘I never pay any attention to it’. When asked why she has never used any
contraceptives, she answered, ‘I don't have no use for that’.
Joyce is a 30 year-old Afro-Guyanese single mother who lives with her four children under
the age of ten in a working class neighbourhood in Georgetown. Joyce is a Christian and
attends church regularly. She is currently separated from a man she was involved with for
four years in a visiting relationship. Joyce has never used contraceptives although she has
heard about various types of contraceptives including the pill, condom, and the IUD. When
asked why she has never used contraceptives or whether she ever intends to use them, Joyce
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said, ‘No, I don't intend to use them. Nobody in our family normally uses it because it is
against my father's belief so I grew up with that in mind’.
Teresa is a 28 year-old Afro-Guyanese housewife and mother of six children. At age sixteen
Teresa had her first baby. Four of her children currently live with Teresa while the other two
live with their aunt. She has been involved in a visiting relationship for two years. Her
partner uses condoms but not every time they have sex. Teresa says that he uses condoms
with her when he has other relationships. She has never used contraceptives herself. Instead,
she prevents pregnancy by avoiding relationships when she does not want to have children.
In Teresa's words, ‘I never tried it [contraceptives]. I got my two children one year apart.
After that I stayed away from having any relationship. That's how I space my children’.
The findings also indicate that the level of contraceptive prevalence for women was
very low. This was especially the case for teenage women (86.7% had not used
contraceptives) and menopausal women (69.5 per cent of whom had not used them). Out of
the women with current or previous partners, less than 50 per cent reported that they had
used contraceptives (45.2%).155 Of those who had not used contraceptives (n=74) the most
common response, by 24 women, was that they never use them because they do not have sex.
Seven claimed to use the rhythm method instead. A further nine women said that they do not
like contraceptives, while two reported that they are not easily available. A further two said
they did not use them because of their religion. Other responses included the following:
‘contraceptives are not for women who have not had children yet’, ‘going to get married soon
so contraceptives are not necessary’, and such reasons as relying on a boyfriend or husband
to use condoms, relying on the safe period, (or rhythm method) or thinking that they would
get married if they became pregnant.
Marilyn is seventeen years old, unemployed and not going to school. She lives with her
mother, father, and brothers and sisters in a middle-class neighbourhood in Georgetown.
Neither Marilyn nor her current partner use contraceptives, she says, ‘Because we have a
good relationship and would like to get married. I pray not to get pregnant. Anyway if it do
happen we expect to get married real soon’.
‘My self and my partner planned to have four children and after we had the boy and girl I
don't know what he did but I never get catch for another baby’.
-Farida, age 74, widowed Afro-Guyanese woman
‘I was told by one of my teachers that people who never had children should not use it
[contraception]’.
-Anthea, age 16, Afro-Guyanese schoolgirl
Of those women who said that they have used contraceptives (n=60), the majority
said that they are no longer are using them (71.2%). Only seventeen women currently still
use contraceptives. Of the women who no longer use contraceptives, their reasons for having
stopped using them are varied. Six women gave menopause as the reason and eight women
155

Whereas 92 women said they never used contraceptives, only 73 were prepared to answer as to why not .
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were no longer sexually active. Twenty-four women gave a variety of reasons that were
largely health related, including side effects such as tubal infections, haemorrhaging and
getting pregnant using IUDs. Ten women had stopped using the pill because of the following
reasons: irregular periods, varicose veins, feeling ill, and either gaining or losing weight.
Four women also claimed financial reasons, trying to get pregnant, and breast-feeding (which
was adequate birth control).
Forty-four year old Rohee, an Indo-Guyanese woman married for 25 years and mother of
two, says that she no longer uses contraceptives because ‘about four years now I stop. I used
to take the three-month injection and I got a haemorrhage’. Although Rohee feels that it is his
responsibility, her husband does not use contraceptives.
A 36 year-old Afro-Guyanese housewife and mother of three says that she no longer uses the
pill because it caused her to put on weight.
A nineteen year-old Indo-Guyanese woman, currently in a visiting relationship, says that she
stopped using the injection because it was causing her to ‘get thin’. Her boyfriend doesn't use
contraceptives even though she feels he should.
‘I had the coil. I got pregnant with it. When my daughter was born, she had the coil in her
hand’.
- 46 year-old mother of seven
Thirty-three year-old Chirlwattie, a married Indo-Guyanese housewife and mother of three,
says that she no longer uses contraceptives for health-related reasons. She was using a loop
but stopped because it gave her a tubal infection for which she had to take medication. Her
husband uses the condom sometimes but otherwise they rely on the rhythm method.
‘About four years ago now I stop. I used to take the three month injection and I got a
haemorrhage.’
- 44 year-old Indo-Guyanese mother of two
Of those women who have used contraceptives, either currently or in the past, more
than half of them said that it was their own decision to use contraceptives (53.8%) while
nearly 40 per cent said that it was a joint decision with their boyfriend or husband (38.5%).
Less than ten per cent said that it was solely their partner's decision to use contraceptives
(6.4%).
Type of Contraceptive Used
The most popular type of contraceptive used is the pill followed by condoms. More
than 50 per cent of the respondents who use or have used contraceptives said that they have
used the pill (53.2%), while over 40 per cent said that they used condoms (42.9%). Far fewer
had used injectables (16.9%) or an IUD (19.5%). Less than ten per cent claimed to have used
abortion (7.8%), bush remedies (3.9%), gel (3.9%), foam (3.9%), or diaphragm (2.6%). See
Table C.3.3 below.
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These figures correspond roughly to the figures for knowledge of types of contraception with
the notable exception of the ‘stop’. While it was one of the most well known of, it was one of
the least used methods.

TABLE C.3.3. Distribution of Responses by Types of Contraceptives Used*
Type of Contraceptive

Number of Respondents
(n=60)
Pill
41
Condom
33
IUD
13
Injectables
13
Abortion
6
Bush remedies
3
Gel
3
Foam
3
Diaphragm
2
Stop
2
Other
5
* More than one response allowed
More women than not paid for the contraceptives they used (n=43). Of those who
paid, 34 got their contraceptives from a drug store, 32 from a clinic, 12 from a hospital, two
from the market and three from friends.156 A few women mentioned the difficulties of getting
supplies at clinics, with the pills women preferred not always being available. Problems of
access were increased by the practice of having only certain days for family planning at
clinics. Those women who secured pills from non-medical sources pills used whatever was
available and using them the same way (whether rightly or wrongly) as their friends did. A
few women, for example, reported only taking pills after having sex.
Sixty per cent of all respondents said that they believe that both men and women are
responsible for birth control (60.7%) while nearly 30 per cent believe that women alone are
responsible (26.2%). Less than five per cent of the respondents believe that men alone are
responsible (4.1%). The most frequent reason women gave regarding why women alone are
responsible is that pregnancy (or avoiding pregnancy) matters only to women or that women
alone suffer the consequences of an unwanted pregnancy. The most frequent reason women
gave regarding why both men and women are responsible for birth control is because it is
their belief that both men and women are responsible for child rearing.

156

More than one response was allowed.
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IV. Knowledge of Sexually-Transmitted Diseases
The majority of respondents (83.0%) know about sexually-transmitted diseases
(STD), commonly known as ‘bad sick’, ‘leak’ or ‘blue bore’. The majority of respondents
made reference to AIDS and / or HIV and veneral diseases as the kinds of sicknesses women
can get from having sex . Smaller numbers made reference to generic terms for STDs such as
‘leak’ or ‘bad sick’ or ‘blue bore’ (the latter of which refers to STDs contracted by men). See
Table C.4.1. Menopausal women had the lowest level of knowledge about STDs (74.2%).
TABLE C.4.1 Distribution of Responses by Identification of Sexually-Transmitted Diseases*
Identification of STDs

Number of Responses
(n=154)
112
90
21
15

AIDS/ HIV
Venereal Disease (VD)
‘Leak’
STDs eg. ‘blue bore’,
‘bad sick’,
Do not know
* More than one response allowed.
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‘If you have sex with someone that has a disease that you don't know about, which you can
get from sex, then that is called a sexually-transmitted disease’.
- Shona, fifteen years old, Kitty South resident
Knowledge of Specific Sexually-Transmitted Diseases
When asked if they knew of any specific forms of STDs nearly all the respondents
know about AIDs/HIV (97.6%) and about venereal diseases (83.6%). The majority of them
have also heard of syphilis (71.2%) and gonorrhea (67.3%). Considerably fewer women,
however, have knowledge of other sexually-transmitted diseases: 25 per cent have heard of
herpes, genital warts, and scabies, and less than 20 per cent have heard of chlamydia,
hepatitis B and hepatitis C. See Table C.4.2.
TABLE C.4.2 Distribution of All Respondents by Knowledge of Sexually-Transmitted
Diseases
STDs Respondents
Knew About
AIDS/HIV
Venereal disease
Syphilis
Gonorrhea
Herpes
Genital warts
Scabies

Number of Respondents
(n=165)
161
138
116
111
40
40
38

Percentage of Respondents
97.6
83.6
71.2
67.3
24.4
24.4
23.6
204

Chlamydia
Hepatitis B
Hepatitis C

28
24
20

17.0
14.6
12.4

Source of Respondents' Knowledge about STD
These sources were very similar to those for information on contraception. Media
sources and friends constituted the most popular sources, followed by medical personnel,
with family members being the least likely source of information. See Table C.4.3.
TABLE C.4.3 Distribution of Responses by Sources of Knowledge about SexuallyTransmitted Diseases*
Source of Knowledge
Number of Responses Percentage of Responses
about STDs
(n=165)
Media Sources
Television
89
54.6
Books
81
49.7
Magazines
47
28.8
Radio
47
28.8
Leaflet
43
26.4
Medical Personnel
Nurse
37
22.7
Doctor
35
21.6
Health Worker
28
17.3
Family member
Boyfriend/husband
30
18.4
Sister
14
8.6
Parent
12
7.4
Other people
Friends
86
52.8
Teacher
* More than one response allowed.
Protection from STDs
The majority of respondents do nothing to protect themselves from STDs. Only 46
women responded that they did. Of those women, the most popular form of protection is
having one partner (n=45), abstain from sex (n=19) followed by the use of condoms
(n=26).157 However, it should be noted that over half of all the respondents believe that using
condoms will not protect a woman from STDs (54.9%) and the majority of respondents have
not used condoms to protect themselves against STDs (84.2%), mostly because they felt
condoms are not reliable.
157

More than one response was allowed.
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Testing for STDs
The majority of respondents have not ever been tested for an STD (84.4%), although
50 per cent of the respondents reported that they would be willing to get tested for an STD.
Women aged 26-45 were most likely to have been tested for HIV (20.5%). Just over half the
respondents have knowledge about the test for an STD (56.3%).
Stigma of STDs
There does not appear to be a large social stigma against women with STDs. The
majority of respondents do not think poorly of women who have them (76.4%).
‘They should get treatment and try to practice safe sex.’
- 38 year-old married woman
‘A woman should protect herself because when the man get an STD he would blame the
woman. I would feel sorry for the woman. She did not go to the store and collect it.’
- 26 year-old Afro-Guyanese woman
Knowledge about Contracting AIDS
Nearly all the respondents have knowledge of AIDS and HIV (99.4%), with most of
the women (84.6%) believing that anyone is likely to contract HIV/AIDS. This is the case,
according to the women's responses, because HIV/AIDS in an invisible disease (‘you can't
see it’) and anyone who is sexually active is vulnerable. The sense was that any woman's
partner could give it to her without her knowledge.
‘Anyone can get AIDS because AIDS don't choose it's people’.
- seventeen year-old Afro-Guyanese woman
‘For some partners are wild [that's why the woman get HIV/AIDS] and though they have
someone living with them, they are still woman hunting’.
- 32 year-old married Afro-Guyanese woman
The respondents were also extremely well informed about how AIDS/HIV is
transmitted. Nearly all the women said that people get HIV/AIDS through sex (92.0%) or
blood transfusions (87.7%). The majority said that the use of intravenous needles by drug
addicts is another way (61.1%). Fewer than ten per cent of the women felt that people get
AIDS by kissing (4.3%), or by coming into contact with a person with AIDS (6.8%).
However, more than 60 per cent did not know that a person can have HIV without getting
AIDS (62%).
Knowledge of the Signs of HIV/AIDS
The majority of respondents know that loss of weight (75.2%) and constant diarrhoea
(66.5%) are signs of HIV/AIDS. Nearly half of the respondents also reported that sores
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which do not heal are also possible signs of HIV/AIDS (45.1%) and more than 20 per cent
know that night sweats and fever are possible signs (28.0%) as are the flu or pneumonia
(21.7%). These results indicate, however, that more than half the women do not know some
of the signs of HIV/AIDS.
Tests for HIV/ AIDS
Nearly all the women know that a person can be tested at a hospital or clinic for
HIV/AIDS (80.4%), although only a few women have been tested themselves (9.4%). None
of the respondents who have been tested reported that they had a positive result from this
testing.
The respondents were divided when it comes to the question of whether they would
get tested for HIV/AIDS. However, more women said that they would not get tested (53.5%)
than those who said they would (45.9%). Nearly 60 per cent of the respondents knew that the
test for HIV/AIDS is a blood test (59.6%).
V. Reproductive Heath Concerns and Risks
Examinations
Nearly all the women do not have regular physical examinations by a doctor (84.8%).
Neither do the majority of the women practice breast self-examinations (72.0%), although 45
women do practice breast self-examination (27.4%). Nearly all of these 45 women know that
such an examination can detect breast cancer and/or lumps (95.6%).
The majority of women do not know what a pap smear is (60.9%). The younger a
woman is the less likely she is to know about pap smears, although only one in two women
aged over 35 years know what it is. Of the 60 women who do know what a pap smear is, only
eleven regularly have them. This figure indicates that less than ten per cent of all the
respondents have regular pap smears (6.6%). The majority of respondents do not know why
women have pap smears (59.2%) although 40 per cent do know why. Of these women who
do know why, half of them said pap smears detect cancer (49.2%) while the rest said pap
smears can detect infection and/or diseases (27.9%) or abnormalities (14.8%).
Knowledge of Various Types of Cancer:
The majority of women have heard of breast cancer (76.8%) and lung cancer (62.8%).
Less than half, however, have heard of cervical cancer (46.0%) and only about one in three
have heard of bone cancer (32.3%). Only a few women have heard of other types of cancer
(12.8%).
The respondents are divided with regards to knowledge of factors contributing to
cancer. More than half the women do not know which factors help to cause cancer (54.6%).
Of those women who have some knowledge of these factors, the majority name smoking as
one factor (77.3%). There is also a strong belief, held by 48 per cent of these women that
being hit on the breast (48%) can also cause cancer. Some of them consider sex from an early
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age to be a factor (17.3%) but very few consider genetic factors (4.0%) or multiple partners
(4.0%) as factors.
‘I don't know what causes the different cancer but what I do know that breast cancer is
caused by a strike which might become a lump or lumps. If you do not seek medical attention
it can be cancerous’.
- 46 year-old Indo-Guyanese homemaker
‘If you have a hit on your breast you can have cancer and if you do a lot of abortion you can
have cervical cancer.’
- 41 year-old Afro-Guyanese woman
Other Reproductive Health Problems
Nearly all of the women said that they do not have vaginal bleeding except during
menstruation (96.8%). Very few women bleed during intercourse (3.4%) or at times other
than their regular period (1.9%). The majority of respondents do not know that vaginal
bleeding during these times may be a sign of cervical cancer (74.7%).
Nearly all of the women report that they do not have any other reproductive health
problems (91.2%). Of those thirteen women who do, the most frequent problems are painful
periods (n=seven) followed by heavy bleeding (n=four). Lumps in the breast (n=two) and
erratic menstruation cycles (n=two) were problems for a couple of the women.
VI. Abortions
Terminations
Haniff’s (1998) study of 80 Guyanese women who had recently had an abortion
found that they had abortions for three main reasons: they could not afford to have another
child; they already had other young children; or they were so sick during pregnancy that they
could not look after their other children properly. The average number of abortions these
women had had was two while the average number of children they had was 2.3.
Dehouti is a 39 year-old Indo-Guyanese woman and mother of two. She lives with her
husband of nineteen years and their baby daughter in a middle-class neighbourhood in
Georgetown. Dehouti has had six abortions. Of her experience, she says this, ‘When I miss
my period then I go and check with doctor, so I decide to get it done right there at all time. I
do that at once. My partner was always aware of it and that it was every four to six months.’
One of the few women in this survey who claims that the law (Abortion Act) has made a
difference in her life, Dehouti says that it makes a difference because, ‘people who don't have
money can go and get it done and it is safe and it helps a lot of poor people.’
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In this study 116 woman reported not having had any abortions (71.6%).158 However,
nearly 30 per cent of the respondents, or one in four, said they had (27.8%). Moreover, when
this figure is disaggregated by age we find that one in two women between 18-25 years had
had abortions and one in two women aged over 26 had had abortions. For those 45 women
who have had abortions, more than 60 per cent had the abortions done in private hospitals
(63.6%) and over ten per cent had them done in a public hospital (13.6%). Nearly 20 per cent
had the abortion done illegally (18.2%) or by themselves with the use of bush remedies or
chemicals (9.1%). See Table C.6.1.
TABLE C.6.1 Distribution of Responses by Settings for Abortions*
Setting of Abortion

Number of Responses
(n=45)
Private hospital
28
Backstreet abortionist
8
Public hospital
6
Bush remedies/chemicals
4
Doctor’s office
2
Midwife
1
Other
3
* More than one response allowed

Percentage of Responses
63.6
18.2
13.6
9.1
4.5
2.3
6.8

That abortion is perceived as a form of contraceptive is indicated in the frequency with which
it is used. Nearly half of the women who have had abortions, had one or two abortions
(55.0%) while 24.4 per cent had three to four abortions, 8.9 per cent had five to seven
abortions, and 11.1 per cent had more than seven. See Table C.6.2 below.
TABLE C.6.2 Distribution of Respondents by Number of Abortions
Number of Abortions
None
One to two
Three to four
Five to seven
More than seven

Number of Respondents Percentage of Respondents
(n=45)
116
70.3
25
15.2
11
6.7
4
2.4
5
3.0

Thirty year old Carol, a married Indo-Guyanese mother of two, has had eleven abortions, all
in private hospitals: ‘I started doing abortion from eighteen years old. I haven't had any
problems. The last one was December and I had to end up in the hospital for a clean-up.’
Indrani is a 44 year-old Indo-Guyanese woman married for 25 years. She currently lives with
her husband and their extended family in Kitty South. Indrani has had two abortions. She
158

We consider this to be a very low number and strongly suspect that the number is much higher but that
women were not prepared to admit that they had had abortions.
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says, ‘When I was pregnant with my first child I fell down and had to get an abortion. After I
got two children then I took another abortion. I did not want the baby so I went to the doctor
and he admitted me at the hospital.’ Indrani's husband did not know about the abortion. Her
husband does not use contraceptives and Indrani has stopped using the injection because of
health problems.
Maini is a Afro-Guyanese woman in her twenties living with her older sister and her nieces
and nephews in a middle-class neighbourhood in Georgetown. She is currently in a visiting
relationship and has no children. When she was younger she had an abortion in a private
hospital. This is what she says about it, ‘When I was young my mother went away [migrated]
and I was to follow but I got involved with a boy. I got pregnant and my sister-in-law took
me to the hospital where I did the abortion. From then on I never get pregnant again and I am
still here in Guyana.’
Termination of Pregnancy Act
The majority of the respondents do not know what the law is in relation to abortion
(61.0%) and less than ten per cent believe that abortions are legal in Guyana (6.1%). The
majority of the respondents have not heard of the Medical Termination of Pregnancy Act
(66.3%). Of those respondents who have heard of the Act, most believe it allows abortions to
take place in hospitals rather than in back street operations. Nearly all of the respondents said
that the law in relation to abortion has made no difference in their own lives (95.2%).
VII. Reproductive Health - General
Relationship between Diet and Reproductive Health
Knowledge appears to be quite limited in this area. For example, less than ten per
cent of women knew that there is a relationship between diet and reproductive health (7.1%).
Nearly all of the women did not know that diet can delay puberty (96.1%) or that iron is
necessary for menstruating women (89.6%). Many of the responses were quite vague.
‘I don't think that [reproductive health] has anything to do with what you eat.’
- sixteen year-old school girl
‘According to what you eat your reproductive organ can function properly.’
- 55 year-old mother of three children
‘I don't know anything about this question.’
- 50 year-old mother of three children
Sex Education
The majority of the respondents believe that children should be taught sex education
in school (86.3%). Many believe that sex education will prevent early, unwanted pregnancy
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(35.1%) as well as STDs (36.2%). Only ten per cent of the respondents believe that sex
education will cause students to engage in more sex and higher rates of pregnancy.
The majority of respondents believe that teenagers should not have sex (85.6%) while
over half of the respondents believe that only married people should have sex (53.1%).
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Support
Few respondents have ever attended a meeting on women's reproductive health
concerns (16.0%). Of those who have attended meetings, most went to the Genito-Urinary
Medicine clinic at the Georgetown Public Hospital (n=eight) or to a local Family Planning
Clinic (n=five).
Most of the women said that they would go to a doctor if they had a reproductive
health concern (86.9%) rather than a nurse, a clinic, a hospital, or a health worker.
Sexual Relationships
More than half of the respondents with current or previous partners said that they
discuss or have discussed unsatisfactory sexual matters in their relationship with their partner
(59.7%). Slightly less said that they discuss or have discussed things that give them pleasure
in love making. Forty per cent reported that they would discuss contraceptives with their
partner (41.2%), meaning that nearly 60 per cent of women do not discuss contraceptives
with their partner. However, 50 per cent do not discuss love making with their partner and 40
per cent do not discuss any unsatisfactory things in the relationship with their partner. See
Table C.7.1 below.
TABLE C.7.1 Distribution of Respondents by Communication in Sexual Relationships about
Important Topics
Topics of Discussion with
Partner
Unsatisfactory things in
relationship
Things which give woman
pleasure in love making
Contraceptives

Number of Respondents Percentage of Respondents
who Discuss Topics
who Discuss Topics
(n=135)
80
59.7
66

49.6

54

41.2

The majority of respondents who have had sexual relationships reported that they
enjoyed sex (65.0%). However, while more than half of these women said that they do not
treat sex as a duty (52.1%), nearly half said that they do (41.0%). Very few women said that
they were shy about having sex (0.9%) or that they only have sex because it makes their
partner happy (2.6%). None of the women said that sex was uncomfortable for them.
Very few women said yes when asked if they had ever thought of having sex with a
woman (7.6%). The majority of respondents said that had not thought of having sex with a
woman either because ‘it was the wrong thing to do’ or because they thought of themselves
as heterosexual/straight and preferred men.
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B. Teenage Women (up to 19 years old)
VIII. Sexual Activity
Brenda is a nineteen year-old Dougla woman who is single and lives with her aunt in a
middle-class neighourhood in Georgetown. She works full-time as a nurse's aid. Brenda's
sexual history indicates that she has had sex already and with more than one partner. She
says this about her earlier sexual activity, ‘About one week after I know my partner I would
have sex with him, on a one time basis. Then I would find another one to see what it's like to
have more than one partner’. But Brenda indicates that she was ‘young and wild’ then and
that she would now ‘give better advice’. She obtained information on sex from talking with
her mother and from reading books.
Approximately 40 per cent of the teenage respondents have had sex (41.5%).159 For
nearly all of these 22 teenagers this involved sexual intercourse (93.8%) with only one
partner (81.3%). More than half had sex within six months after a first date (55.6%) while
over 15 per cent waited over a year after a first date (16.7%) before having sex. See Table
C.8.1 below.
TABLE C.8.1. Distribution of Teenagers by How Soon They Had Sex After First Date
How Soon had Sex
after First Date
On first date
Within one month
Within three months
Within six months
Within one year
More than one year

Number of
Respondents
(n=22)
2
3
2
3
4
3

Percentage of
Respondents
11.1
16.7
11.1
16.7
22.2
16.7

Virtually all of the teenagers know that a girl can become pregnant if she has sex at
an early age (98.1%). A smaller number, but still a majority, know that a girl can get STDs if
she has sex at an early age (64.2%).
According to most of the teenage respondents, after eighteen years old is the
appropriate age a girl should start having sex (58.5%), and nearly 30 per cent of the teenagers
think that a girl should wait until after she is 21 years of age (26.4%). With regards to the
most appropriate age for having children, most teenagers think that after age 21 is fitting
(73.6%). The vignettes below illustrate the gap between these ideal norms and the
experiences of three of the teenagers.

159

Although 86.7 per cent had not used any form of contraception.
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Enita is a nineteen year-old Indo-Guyanese mother of two children who lives with her
children and her common-law husband of two years in a working class neighbourhood in
Georgetown. She first began to have sexual intercourse when she was seventeen, with a man
she had known since she was fifteen years old. Enita's mother was apparently not pleased
with this relationship. Enita says this, when talking about her own sexual history,
‘[I first had sex] with one person I had known him since I was about fifteen years old but
when I was seventeen I moved in with him and started to have sex because my mother used
to lock me up too much’. Enita had her first baby when she was seventeen and her second
baby a year later. She says that the only education she received about sex came from her
sister. Enita's partner does not use contraceptives. Enita was using the pill but
stopped when they caused her to lose weight.
Thelma is a seventeen year-old Afro-Guyanese teenager living with her mother and sisters in
a middle-class neighbourhood in Georgetown. She has completed secondary school and is
currently employed full-time as an idler. Thelma first had sex with an ex-boyfriend two
months after their first date and, as she says, ‘he broke her heart’. Thelma says that she
believes that only married people should be having sex because ‘sex is to multiply and not
for pleasure’. She also believes that a girl should not start having sex until she is at least
eighteen. Thelma's sexual history indicates that she did not enjoy sex because it was not with
someone that she loved. Thelma's only source of knowledge about contraceptives came from
speaking with a friend. Her boyfriend did not use contraceptives and she did not speak with
him about contraceptives during their relationship. Thelma has had two abortions, both of
them in the hospital. She says that her only source of information about sex is from ‘personal
experience’.
Ivy is an eighteen year-old Amerindian woman, living with her husband of two years who is
the main income earner in their household. Ivy has one child now living with his
grandmother, whom Ivy had when she was fourteen years old. Ivy's sexual history indicates
that she first had sex a year after her first date, when she was fourteen. She believes,
however, that a woman should not start having sex until she is at least nineteen years of age
and that women should not have children until age 25. Ivy's knowledge
about sexual activity has come primarily from her mother and from a friend. She says that
she does not discuss contraceptives with her husband.
As UNICEF (1993) reports teenage pregnancy in Guyana is a serious problem:
“Because the fact of teenage sexuality is taken little account of, and teenage pregnancy
among unmarried girls is treated as a kind of a sin, there is no systematic family planning
education for adolescents. In fact, the failure of the educational system as a whole (and not
just in the arena of family planning) must be seen as a contributory factor in teenage
pregnancy: according to the Ministry of Health official, the trend is for students to first drop
out of school, and then become pregnant, rather than the reverse. Finally, the stigma attached
to teenage pregnancy undoubtedly also acts as a deterrent for young girls wishing to seek the
requisite advice. Access here would mean not only the availability of clinics, medical
supplies and personnel, but of non-discriminatory treatment “(UNICEF 1993: 38).160
There are no data available on teenage pregnancy by socio-economic group, “although the high rate of infant
mortality among teenagers, LBW among their infants and the nutritional status of young mothers are indicators
160
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Source of Knowledge about Sex
The majority of teenagers obtained information about sex from reading books or from
talking with friends. Nearly half of them obtained this information from television. Thirty per
cent or thereabouts obtained it by reading magazines or from speaking with a school teacher.
Fewer than 20 learned about sexual activity from talking to a boyfriend or a parent. Less than
ten per cent obtained information on sexual activity by speaking with medical personnel. See
Table C.8.2 below.
TABLE C.8. 2. Distribution of Responses by Teenagers by Source of Information on Sexual
Activity*
Source of Information on Number of Teenage
Sexual Activity
Responses (n=53)
Media Sources
Books
32
Television
24
Magazines
19
Pamphlets
8
Radio
6
Family members
Boyfriend or husband
10
Parent
7
Sister (sibling)
3
Medical Personnel
Nurse
4
Health worker
3
Doctor
Other individuals
Friends
31
Teacher
14
* More than one response allowed.

Percentage of
Teenage Respondents
60.4
45.3
35.8
15.1
11.3
18.9
13.2
5.7
7.5
5.7

58.5
26.4

IX. Periods/Menstruation
Source of Knowledge about Periods/Menstruation:
Teenage girls were most likely to learn about periods from people unrelated to them.
Half of the teenage respondents learned about periods/menstruation from a friend, while over
20 per cent learned from a school teacher. Although fewer than four out of ten learned from a
parent [mother], this figure still indicates that family members are more involved in passing
on information about periods than any other aspect of their daughter’s sex education. Books
of sorts of this group’s food security and access to medical care” (UNICEF 1993: 38). Most teenage mothers are
cared for in the maternal home but insufficient household income could force girls into a search for extra
household income leading to a cycle of dependence on men.

215

were the most common media source for finding out about periods, with television being last
in this list. Teenage girls were least likely to hear about periods from medical personnel. See
Table C.9.1 below.
TABLE C.9.1. Distribution of Teenage Respondents by Source of Knowledge about
Periods/Menstruation
Source of Knowledge about Number of Teenage Percentage of Teenage
Periods/Menstruation
Respondents (n=53) Respondents
Unrelated individuals
Friends
27
50.9
Teacher
13
24.5
Family members
Parent
20
37.7
Sister
7
13.2
Media sources
Books
18
34.0
Leaflet
6
11.5
Magazine
5
9.4
Television
4
7.7
Medical Personnel
Nurse
5
9.4
Health worker
2
3.8
Doctor
2
3.8
Knowledge about Periods
Nearly all the teenagers know that periods come once a month (90.6%) and virtually
all of them get their periods every month (94.3%). The majority of them also know how
many days a period is supposed to last (77.4%) and that this could be from three to seven
days. Nearly all of the teenagers had periods that lasted between three and five days (84.9%).
However, when asked about other aspects of their periods teenage girls were much
less knowledgeable. Approximately four out of ten did not know why they get periods
(37.7%). Of those who did know (n=33) the reasons given by fourteen of them indicated that
they were knowledgeable about hormones and the menstrual cycle. However, others (n=18)
made reference to beliefs about ‘passing out waste blood’ and ‘cleaning out their womb’.
And a few, but a disturbing few, of the teenage respondents did not know that not getting a
period could be a sign of pregnancy (13.2%). Moreover, the majority of teenagers did not
know the reason why periods can be painful (73.6%). For the few who did know why, the
most frequent reason given was that the opening that the blood had to pass through was too
small. In addition, few of the teenagers know that bleeding heavily (11.3%) or very light
bleeding (5.7%) might be a sign of illness. None of the teenagers had knowledge of what
these illnesses were called.
Experience of Periods
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Nearly all of the teenage respondents experience painful periods some of the time
(83.0%) with less than ten per cent never experiencing painful periods (9.4%). Most of the
teenagers who experience painful periods some or all of the time, use some kind of pain
relief (62.5%). This pain relief is most frequently medication obtained at a pharmacy. For
most of them the pain usually lasts one day (64.3%). However, nearly 30 per cent experience
pain that lasts two days (26.2%).
The majority of teenage respondents do not bleed heavily during their periods
(81.1%). However, nearly twenty per cent do (18.9%). Very few experience very light
periods (4.7%).
Bernice, an eighteen year-old Afro-Guyanese student, learned about menstruation from
talking with her mother and with a friend. Bernice experiences painful periods all the time
but does not know why the pain persists. She uses medication obtained from a drug store but
she says it doesn't help. The pain, along with heavy bleeding, lasts the duration of her period.
Bernice did not know that heavy bleeding might be sign of sickness.

June is a sixteen year-old Afro-Guyanese teenager who lives with her mother, father and two
siblings and attends school full-time. She has received no education at all about
menstruation. She did not know why females get periods. She did not know that heavy or
light bleeding could be a sign of illness.
Doris is an eighteen year-old woman living with her mother and father. She has completed
secondary school and has a part-time job. She has never been in a union and is not sexually
active. Doris's only source of knowledge about menstruation has been her mother. Doris does
not know why females get periods nor does not know how long periods should last. Her own
period is sometimes painful and she uses medication from a
drug store for this. Although Doris bleeds heavily during her period, she does not know that
bleeding heavily might be a sign of illness.
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C. Older Women of Child-Bearing Age
X. General
Number of Pregnancies
Fifty-three of the 60 women of child-bearing age have been pregnant i.e., nearly 90
per cent of women of child-bearing age have been pregnant (88.3%). These respondents are
fairly evenly distributed across the categories of one to two pregnancies (23.5%), three to
four pregnancies (31.4%), five to six pregnancies (21.6%), and more than seven (23.5%).
Nearly half of these women have been pregnant more than four times (45.1%).
Age at Time of First Pregnancy
Age at first birth is low. More than half of the women were between the age of
seventeen and 21 (56.6%) for their first pregnancy, with some under sixteen years of age
(15.1%). Less than a third of firth births took place after a woman was over 22 years of age.
None of the women were over the age of 35 for their first birth. See Table C.10.1 below.
TABLE C.10.1. Distribution of Women of Child-Bearing Age by Age at First Pregnancy:
Age at First Pregnancy
Under 16
17 to 21 years
22 to 29 years
30 to 35 years

Number of Respondents Percentage of Respondents
(n=53)
8
15.1
30
56.6
13
24.5
2
3.8

Nearly all of the women had the child they were first pregnant with (84.9%) although
nearly ten per cent of them had a miscarriage (9.4%) and two women reported having an
abortion (3.8%). One of these women was less than ten weeks pregnant at the time of
abortion while the other woman was more than 24 weeks.
Davika is a 38 year-old Indo-Guyanese woman living in a middle class neighbourhood in
Georgetown. She was married fourteen years ago and was 25 years old when she found out
she was pregnant with her first child. This is what she says about her first pregnancy, ‘I did
not plan to have a baby right after I married but it just happen. I was two months pregnant
before I realize it. I told my husband and mother. They were happy’.
Desiree is a 47 year-old Afro-Guyanese single woman living alone in a middle class
neighborhood in Georgetown. She was seventeen years old and in a visiting relationship
when she first got pregnant. She says, ‘I was not ready for children but as it come I keep it. I
was two months pregnant when I realize it. I discuss it with my boyfriend before I discuss it
with my mother. He told his mother also. My mother was not happy so I had to leave the
home and live with his mother who care for me during pregnancy. After that I start doing
abortion between pregnancies’.
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Barbara, a 28 year-old Afro-Guyanese woman, currently lives with four of her six daughters
in a middle-class neighbourhood in Georgetown. She was sixteen at the time of her first
pregnancy and she did not want to keep the baby: ‘I told my mother about my pregnancy.
She took me to the doctor who diagnose that I was pregnant because again she did not
believe me. I did not want the baby but I had to carry it through. My mother never allowed
me to tell the father, not until when the child was nine years old last year. Then he found
out’.
XI. Pre-natal Care
Knowledge about How Pregnancy Happens
Forty per cent or thereabouts of the women of child-bearing age learned about
pregnancy happens from their male partners or from friends or from books. Other common
sources included doctors, nurses and parents. Other sources are listed in Table C.10.1 below.
TABLE C.11.1. Distribution of Responses by Women of Child-Bearing Age by Source of
Knowledge about How Pregnancy Happens*
Source of Knowledge
about Pregnancy

Number of Respondents
of Child-Bearing Age
(n=56)
24
13
5

Percentage of Respondents
of Child-Bearing Age

15
13
6

26.8
23.2
10.7

21
7
5
2

37.5
12.5
8.9
3.6

24
4
3
7

42.9
7.1
5.4
12.5

Boyfriend/husband
Parent
Sister
Medical Personnel
Doctor
Nurse
Health worker
Media Sources
Books
Magazines
Television
Leaflet
Unrelated individuals
Friend
Teacher
Religious leader
Other
* More than one response is possible.

42.9
23.2
8.9
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Pregnancy
Pregnancy tests are not widely used, nor available. Women tend to know whether
they are pregnant when they start to have physical symptoms i.e., missing periods, aching
breasts, and nausea. For most of these women, their pregnancies were not planned (62.3%).
However, nearly 40 per cent of the women did plan their pregnancies (37.7%). For the
majority of these women, the pregnancies were planned jointly with their partner rather than
solely by the woman (80%).
Forty-nine women, or nearly all of the women of child-bearing age who have been
pregnant, did go to a clinic or hospital for check-ups during their pregnancies (96.1%). For
the majority of women it was a doctor who did the check-up (77.6%). First check-ups most
commonly took place in the third or fourth month (68.1%) i.e., in the second semester. 161
Smaller numbers of women went for their first check-up in the first month (10.6%) and some
waited until their fifth or sixth month (12.8%) although very few waited for the seventh
month before having a first check-up (2.1%). See Table C.11.2.
TABLE C.11.2 Distribution of Women of Child-Bearing Age by Month of Pregnancy for
First Check-Up
Month of Pregnancy for
First Check-Up
One to two months
Third month
Fourth month
Fifth to sixth month
Seventh to eighth month
Cannot remember

Number of
Respondents
(n=47)
5
19
13
6
1
3

Percentage of
Respondents
10.6
40.4
27.7
12.8
2.1
6.4

Nutrition
Nearly all of the women of child-bearing age who have been pregnant were told by a
health worker what to eat during pregnancy (96.0%). The majority of women reported having
followed this advice (77.1%). Nearly all of the women claimed to have used food
supplements during pregnancy (88.2%) and this was mostly in the form of iron tablets (n=25)
and vitamins (n=21) which they received from the health care clinics or hospitals. Some
women also used tonics (n=10) they bought from pharmacies.
Nearly all of the women indicated that they ate greens during their pregnancy (86.3%)
and this was most often once per day (83.7%) and mostly steamed (83.7%). Fewer women
engaged in exercise. Nevertheless, more than 60 per cent indicated that they did exercise
during pregnancy (62.0%). This exercise was most often in the form of walking (87.1%) and
was on a regular, daily basis rather than less frequent (86.7%).
161

In Guyana it is the poorest women and those in interior and riverain areas that attend clinics the least. They
usually only attend after the 20th week of gestation i.e., going into their third trimester (UNICEF 1997).
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XII Delivery 162
Birth
Most women prefer birth in a hospital even though there are shortages of staff as well
of supplies. Nearly all the women wanted to have their baby/babies in a hospital (96.0%).
Only one woman wanted to have her baby at home (1.9%). Most of the women had their last
baby in a public hospital (68.0%) while nearly thirty per cent had their last baby in a private
hospital (28.0%). Only one woman had her last baby at home (1.9%). See Table C.12.1
below.
Table C.12.1 Distribution of Women of Child-Bearing Age by Setting of Last Delivery
Setting of Last Delivery Number of Respondents
(n=50)
Public hospital
34
Private hospital
14
Home
1
Elsewhere
1

Percentage of Respondents
68.0
28.0
1.9
1.9

Twenty-six women, or half of the women of child-bearing age who have been
pregnant, had a midwife in the hospital deliver their last baby. More than 30 per cent had
their baby delivered by a doctor (34.0%). Less than fifteen per cent had a nurse deliver their
last baby (14%). See Table C.12.2 below. These figures correspond with national level data
which indicate that medical personnel attend about four out of five women giving birth, most
commonly a midwife (Andaiye and Shiw Parsad 1995). Figures for 1990 indicate that out of
14,520 registered births, 54 per cent were attended by midwives, 16 per cent by a nurse and
/or midwife, 5 per cent by a nurse, 4 per cent by a doctor, one per cent by a TBA, with a
further 25 per cent not stating who they were attended by.163 The much higher percentage of
births attended by a doctor can be accounted for by this sample referring only to Georgetown.
See Table C.12.2.
TABLE C.12.2. Distribution of Women of Child-Bearing Age by Type of Birth Practitioner
Who Delivered Last Baby
Type of Birth Practitioner Number of Respondents Percentage of Respondents
(n=50)
Midwife
26
52.0
Doctor
17
34.0
Nurse
7
14.0

162

Once in the health care system, women at high risk appear to receive no different treatment from all other
women. See Sobo (1997) who reports the same finding for Jamaica.
163
Amerindian women had much less reliance on doctors and midwives to attend birth than any other ethnic
group.
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Knowledge of Obstetrical Care
The majority of women know what doctors/nurses/midwives are supposed to do
during delivery (75.5%). Of these women, nearly half of them indicated that the doctor,
nurse, or midwife is supposed to give instructions and assist the woman (43.9%). Some
women indicated that they are supposed to try and make the woman comfortable (17.1%) or
simply to stay by the woman's side (9.8%). More than 20 per cent of the women do not know
what these practitioners are supposed to do during delivery (24.5%).
‘They're supposed to be with you, checking on your progress but it don't happen a lot. They
don't even tell you the truth at all times’.
- 33 year-old Indo-Guyanese mother of three children
Knowledge about what a Woman is Supposed to do During Delivery:
Nearly all of the woman know what to do while giving birth (94.3%). Forty per cent
of these women indicated that the woman is supposed to ‘push through the pain’ while 32 per
cent indicated she is supposed to ‘breathe in and push out’. Nearly 20 per cent indicated that
the woman should simply follow instructions from the birth practitioner (16.0%). Less than
ten per cent of the women think that a woman should relax and wait for the baby to come out
(6.0%). When asked if they knew the best ways to make labour less painful a few of the
woman mentioned using breathing techniques (18.5%) or holding your ankles (9.3%). The
majority, however, did not know and none of the women made reference to painkillers.164
‘I started to have pain around 3:00 am. My children's father took me to the hospital and I got
my baby around 4:30 am. It was short and quicker than the others but it was also more
painful but I came through safely’.
- 47 year-old Afro-Guyanese woman
‘I had a bath. I went into the labour room. Nurse assist me to go on the bed, raised my leg
and assist me to get the baby out. It was a normal delivery and baby’.
- 39 Indo-Guyanese mother of three
XIII Post-Natal Care
Breast-Feeding
Breast-feeding is common and is seen as nutritious and women breastfed for an
average of eight months.165 Forty-nine women, or nearly all of the respondents of childbearing age who have had babies, breastfed their last baby (95.9%). Thirty per cent breast164

Women giving birth in the public hospital are not given painkillers unless they need surgery. Some women
bring in their own pills but those who cannot afford them have to go without.
165
Since 1992 there has been a Breastfeeding project launched by the MOH. The culture of prolonged and
exclusive breastfeeding was in decline. The percentage of infants breast-feeding exclusively at three months has
increased from fourteen per cent in 1990 to 30 per cent in 1995 and 34 per cent in 1998 (UNICEF 1999).
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fed their last baby between two to eight months (29.6%) while over half breast-fed their baby
longer than nine months (59.1%), and only less than ten per cent stopped breastfeeding after
one month (6.8%). See Table C.13.1 below.
TABLE C.13.1 Distribution of Women of Child-bearing Age by Duration of Breastfeeding of
her Last Baby
Duration of Breastfeeding Number of Respondents Percentage of Respondents
Last Baby
(n=44)
Less than one month
3
6.8
Two to four months
8
18.2
Four to eight months
5
11.4
Nine to twelve months
16
36.4
More than twelve months
10
22.7
Cannot remember
2
4.5
Nearly all the women know why breast milk is good for babies (94.1%). More than
half of these women indicated that breast milk is good because it has more nutrients than
other food sources for babies (48.9%). Nearly 40 per cent indicated that breast milk is good
because it is free of germs and contaminants (36.2%).
The nutritious value of breastfeeding needs to be cautioned however. A practice of
mixed feeding is very common with new born babies being fed tea, thin porridges, water and
baby formula and then being introduced to solids form in a matter of weeks. Nearly all of the
women gave their baby food or drink other than breast milk at six months or earlier (82.6%).
More specifically, 40 per cent gave their baby food or drink between the age of four and six
months (39.1%) and just over 40 per cent gave their baby food or drink other than breast milk
at less than four months (43.5%). Less than ten per cent waited until their baby was older
than eight months before giving food or drink other than breast milk (8.6%). See Table
C.13.2 below.
TABLE C.13.2 Distribution of Women of Child-Bearing Age by Baby's Age for Food or
Drink other than Breast Milk
Age of Baby when given
Food or Drink other than
Breast Milk
Less than four months
Four to six months
Seven to eight months
More than 8 months
More than one year
Cannot remember

Number of
Respondents
(n=46)
20
18
2
2
2
1

Percentage of
Respondents
43.5
39.1
4.3
4.3
4.3
2.2

Women stop breastfeeding because of the following factors: the increased availability of
infant formula and other breast milk substitutes; work commitments; illness of the mother;
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infant rejection of the breast; insufficient milk; and adherence to a cultural pattern of
breastfeeding supplemented with other foods; as well as a low level of commitment to the
importance of breastfeeding (including in hospitals).
Nutrition
The majority of women do not think that diet can affect a woman's breast milk
(67.3%). For those who do think that diet can affect a woman's breast milk (n=eight), most of
them know how it does. Of these eight women, most of them indicated that certain foods
such as pepper can produce diarrhea in the baby or produce sour breast milk.
The vast majority of women were not eating as much now as when they were
pregnant. Household food security is low and many could not afford to eat a balanced diet
with protein rich foods beyond the financial availability of many households.
Post Partum Depression
Few women reported having suffered post-partum depression (6.1%). For these three
women the depression lasted between one day and one month. Only one woman indicated
that she felt like hurting herself and none of the women indicated feeling that they wanted to
hurt the baby.
Future Children
The majority of women do not wish to have another child (77.1%), the main reaon
given that they could not afford to keep them.
Twenty year-old Anita, a mother of three children, currently lives with her common-law
husband of two years. She does not want anymore children. ‘No’ she says, ‘because I cannot
afford to care for them as I would like to. The father left me’.
‘I have enough [children]. Times are hard now’.
- 32 year-old Indo-Guyanese married woman and mother of two children
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D. Women of Menopausal Age
XIV General
The Menopause and Ageing
Although ageing populations are commonly associated with developed countries they
are also a phenomenon of developing countries. Midlife and older women are a relatively
small group in Guyana’s population, and although the total population has declined between
the 1980 and the 1991 censuses the proportion of women aged 45 and over has stayed
constant at 15.5 per cent, with the proportion over 80 years of age also staying constant at 0.7
per cent. See Table C.14.1. Moreover, the number of men in these categories is slightly less
than the number of women, thus, there is evidence that ageing is being feminised.
Table C.14.1 Population (absolute numbers and percentages) Figures for 1960, 1980 and
1991 by Sex and Age Groups
Population Figures
by Age and Sex
Total population
Female
Male

1960

1980*

1991*

563,007
283,025
279,982

759,567
383,186
376,381

723,673
367,133
356,540

Total population
0-44 years
45 years plus
80 years plus

474,456 (84.0%)
88,551 (16.0%)
2,677 (0.4%)

648,031 (85.0%)
111,529 (15.0%)
4,443 (0.5%)

614,450 (85.0%)
109,228 (15.0%)
4,673 (0.6%)

Female
0-4 years
45 years plus
80 years plus

237,689 (84.0%)
45,336 (16.0%)
1,823 (0.4%)

326437 (85.0%)
56,745 (15.0%)
2,712 (0.7%)

311,361 (85.0%)
55,780 (15.0%)
2,626 (0.7%)

Male
0-4 years
236,767 (84.0%)
321,594 (85.0%)
303,089 (85.0%)
45 years plus
43,215 (16.0%)
54,784 (15.0%)
53,440 (15.0%)
80 years plus
854 (0.3%)
1,731 (0.5%)
2,047 (0.6%)
Sources: 1960, 1980, 1991 Censuses.
* Age categories for a total of 3,013 people in 1980 and 5,287 people in 1991 were not
specified. In order to incorporate these figures into the analysis we have assumed this total
was equally distributed across all age groups.
Older women in Guyana (and elsewhere) are often marginalised and isolated in
society. Those living alone (15 per cent of menopausal women in the survey live alone) are
in an even more precarious situation. Those who live alone in poverty (40 per cent of
menopausal women in the survey live in households with an average weekly income of less
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than G$5,000) are triply burdened. However, these women still play an important role in
economic development (30 per cent of menopausal women in the survey are still in the
labour force; 18 per cent are working and 12 per cent are unemployed) and in social and
family stability (50 per cent of menopausal women in the survey live in female headed
households and over 40 per cent consider themselves to be head of their households). Many
have had to re-enter the workforce to support their families. Many support grandchildren (35
per cent of menopausal women in the survey look after children other than their own, most of
ten their grandchildren). Many reach old age without any access to pensions or financial
support (over 70 per cent of the menopausal women in the survey do not have access to an
NIS pension). Older women then have to face difficulties in relation to health, work and
social security and also in facing the ageing process.
There are other changes then in an older women’s life that can cause problems for
her, besides menopause. As women age their disadvantages relative to men increase, as do
their living conditions (Gomez 1999). Older women also suffer more from ageism – the
belief that a person’s worth and abilities are determined solely by chronological age. Sexism
also leads to women being labelled old at a younger age than men. Women are often
considered worthless when their ability to bear children comes to an end. Indeed, most
medical problems of women over the age of 50 are due to ageing or lifestyle. Among midlife
and older women there is an urgent need to focus on the prevention of specific illnesses. In
the Caribbean they appear to be bearing the brunt of chronic diseases such as diabetes, heart
diseases, hypertension and cancers (Hagley 1994). Hagley goes onto note that age is only one
factor in the pathogenesis and development of chronic diseases; styles of living and
behaviours that are often inculcated earlier in life constitute other factors. These include
obesity, lack of physical exercise and unhealthy diets.
In the remainder of this section, however, we focus on the menopause and women’s
knowledge and experience of it. Medically, menopause is considered a syndrome, a variety
of signs and symptoms associated with decreased levels of oestrogen.166 The onset of
menopause is not due to any single cause; genetic factors come into play but so do nutrition,
hygiene, quality of life and illnesses. The medical definition of menopause focuses on the
cessation of ovarian function and the permanent amenorrhea (absence of menstruation) that
results (dos Rios and Alves 1999). It is associated with a series of symptoms that stem from
this process. Symptoms may include increased irritability and dryness of the skin and mucous
membranes including vaginal dryness, bodily perspiration, weight gain, depression, mood
swings, irritability, insomnia, feeling tired more often, insomnia, hypertension, palpitations,
osteoporosis, an increased disposition to cardiovascular illness, and hot flashes.167 Other
complaints may include attacks of urinary incontinence as well as diarrhoea, gas and
indigestion due to hormonal imbalances in the digestive tract. And while some women report
less sexual desire others enjoy an increased libido. As the vignettes below show, Guyanese
women’s experience of menopause is a varied one.
Clarita is a 63 year-old Indo-Guyanese woman who lives in a working-class neighbourhood
in Georgetown with her husband, two adult sons, and grandchildren. She has been married
166
167

Estrogen production does not stop completely however until a woman is 70 or older.
This collection of symptoms can also be referred to as the climacteric.
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common law for more than 20 years. She is a full-time homemaker. Clarita began menopause
when she was 52. She said that she learned about menopause from her daughter and from her
doctor. When she first started menopause she spoke with her daughter about it and her
daughter took her to the doctor who explained it to her. Clarita experienced hot flushes,
sudden mood changes, and physical weakness. She did not know how to relieve the hot
flashes nor did she know about being at higher risk for cervical cancer or breast cancer. As a
result of menopause, Clarita says that her eye-sight suffers. She no longer has sex anymore.
She says, "I don't have sex now. We are quite content with our age now."

Manisa is a 55 year-old Indo-Guyanese woman, living in a middle-class neighourhood in
Georgetown with her husband and two sons. She has been married legally for 34 years. She
is a full-time homemaker. Manisa stopped menstruating at age 50. She said that she was not
afraid of the onset of menopause. In her words, "I was not afraid. I used to read a lot about it
so I knew what to expect." She learned about menopause from her doctor as well as a
healthcare worker. Manisa experienced night sweats, sudden mood changes, and physical
weakness. She did not know how to relieve the hot flashes or other symptoms of menopause.
While she is aware that bones can break more easily after menopause, Manisa does nothing
to prevent this. She is aware that after menopause women are at increased risk for cervical
and breast cancer. Manisa does not suffer any health problems as a result of menopause. She
says that her sex life has changed in a positive way as a result of menopause: "I still have sex
and my mind is more at ease of not being at risk of having a baby."

Mona is a 74 year-old Afro-Guyanese woman living in a middle-class neighbourhood in
Georgetown with extended family. She is now widowed but was married common law for
over 40 years. She used to be employed as a seamstress before she retired. Mona was 55
when her periods stopped. She learned about menopause from a number of different sources
including a doctor, a friend, radio, and books. She was not afraid at onset of menopause. She
says, "I was not afraid. I read about it in a magazine so I was prepared when it came." Mona
experienced a number of symptoms including night sweats, sudden mood changes, and
physical weakness. She did not know how to relieve symptoms of menopause nor was she
aware that her bones could break more easily after menopause. Mona did not know that after
menopause women are at an increased risk for cervical and breast cancer. Her life has
changed as a result of menopause. She says this, "I can't do the things that I used to do when
I was much younger and at my age having sex, you are crazy or what. I have to keep my God
more closer."
Age at Menopause
In the survey there are 55 women who are of menopausal age. Nearly all of these
respondents are no longer having periods (94.5%). For the majority of women the onset of
menopause started between the age of 49 and 55 (70.6%). Just over ten per cent started
menopause between 40 and 48 years of age (11.7%) while less than ten per cent started after
the age of 56 (5.9%). See Table C.14.2 below.
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TABLE C.14. 2. Distribution of Menopausal Women by Age at Onset of Menopause
Age at Onset of
Menopause
40 to 44 years
45 to 48 years
49 to 52 years
53 to 55 years
56 and older
Cannot Remember

Number of Respondents
(n=51)
2
4
21
15
3
6

Percentage of Respondents
3.9
7.8
41.2
29.4
5.9
11.8

Knowledge about Menopause
Nearly all of these respondents (94.1%) are aware that after a certain age a woman
can no longer have children and that this is referred to as menopause or more commonly as
"gone upstairs". However, far fewer know why this happens (63.3%). Those who did know
gave reasons indicating that this happens because menstruation stops or because eostrogen
hormone levels drop. A few women also indicated this happens because a woman no longer
produces eggs.
Few women found out about menopause from media sources such as books or the
television, which is probably indicative of the much smaller number of advertising
campaigns on television about menopause compared to contraception and AIDS. It was much
more common for women to learn about menopause from friends, a doctor or a nurse. Much
smaller numbers obtained knowledge by talking to a community health worker or attending a
workshop. For other sources see Table C.14.3. below.
TABLE C.14.3. Distribution of Responses by Menopausal Women by Source of Knowledge
about Menopause*
Source of Knowledge Number of Responses
about Menopause
(n=52)
Friend
29
Doctor
20
Books /magazines
22
Nurse
13
Health worker
5
Radio
4
Teacher
2
Sister
2
Partner
2
Leaflet
2
Television
2
Other
4
* More than one response allowed.

Percentage of Responses
55.8
38.5
42.3
25.0
9.6
7.7
3.8
3.8
3.8
3.8
3.8
7.7
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Symptoms of Menopause
There are significant variations in the way women experience the symptoms of
menopause that has to do with physiological and psychological predisposition, personality,
self-image, health, the social and environmental conditions in which they live and their
personal expectations. Research in North America indicates that women who have other
interests (such as their work and friends), besides their identity as mother and wife, appear to
have fewer problems with menopause. Moreover, Valls Lobet (1999: 20) claims that, “The
symptoms that accompany the end of menstruation are only present in 38 per cent of western
women and 4 to 5 per cent of Asian women…”. These figures suggest that the universal
character of menopause is culturally relative; although menopause is a physiological
occurrence the problems associated with it stem from the social perception of menopause
which is associated with a loss of physical attractiveness and sexual allure and the
devaluation of women’s role in society. Indeed, over the last decade in the West menopause
has been converted into a situation that demands medical intervention and research has
tended to focus on the negative aspects of menopause related to disease, ageing and loss of
status, as opposed to viewing it as a positive moment of transition.168
The onset of menopause does not appear to have been a traumatic experience for the
majority of these women in the survey. Only six sought treatment by going to see a doctor
and only five women said that they were frightened or worried when it happened.
June is a 48 year-old Afro-Guyanese woman living with her sons and grandchildren in a
working class neighourhood in Georgetown. She is divorced and works full-time at a clerical
job. She was frightened when she started menopause at age 43 because she thought that she
was pregnant. Going to the doctor and learning that she was menopausal made June feel
better. She still experiences hot flushes and night sweats and does not know how to relieve
these symptoms.
Rosary, a 56 year-old Indo-Guyanese woman who lives with her husband and adult children,
was not afraid when she started menopause. She was 53 at the time and, as she says, ‘I was
not afraid. I knew it had to happen. I was prepared for it.’ She no longer experiences any
symptoms and drinks plenty of milk and takes calcium tablets for her bones.
Indeed, over half the women in the survey claimed not to experience any of the
following symptoms of menopause, although significant numbers did. More than 40 per cent
of the women experienced sudden mood changes (42%) or physical weakness at the onset of
menopause (47.1%). Fewer than 40 per cent experienced hot flushes (37.3%) and night
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Menopause also raises a number of other issues that we do not have the space to discuss here. For example,
as Moncarz (1999:37) notes, we need to address, “the ideals that we use to construct our subjectivity – in which
the attributes of youth and beauty are always present – to the images and meanings of the body, values and
social roles of older women”. Associated questions would include whether it is difficult for older women to
accept their own ageing process and do women growing older feel as if they are losing their identity as women.
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sweats (34%) while fewer than ten per cent of the women experienced problems with bones
breaking easily (6%). See Table C.14.4 below.
TABLE C.14.4. Distribution of Menopausal Women by Symptoms of Menopause
Symptoms of Menopause
Experienced
Physical weakness
Moodiness
Hot flushes
Night sweats
Bones breaking easily

Number of Respondents
of Menopausal Age
(n=51)
24
21
19
17
3

Percentage of Respondents
of Menopausal Age
47.1
42.0
37.3
34.0
6.0

When asked if they had experienced any other changes as a result of menopause the
majority of women reported none (74.0%). However, 12 reported symptoms such as
headaches (n=2), painful bones (n=5), and moodiness (n=2).
Sexual Activity
Regarding sexual activity 31 women reported that they still have sex while 20 women
indicated that they do not have sex any longer. Only one woman said that she has more sex
since entering menopause. See Table C.14.5.
Table C.14.5 Distribution of Responses of Menopausal Women by Sexual Activity during
Menopause
Sexual Activity during
Menopause
Stopped having sex
Still have sex
Have more sex
Pains during sex
Vaginal dryness

Number of Menopausal
Respondents
20
31
1
8
6

‘I am okay. Nothing is wrong with me. My daughter sent a cream for me to use in my vagina
[but] I don't enjoy sex anymore. I don't be in the mood. I get old now.’
-Rosary, age 56
‘I can't do the things that I used to do when I was much younger. And at my age having sex,
you are crazy or what. I have to keep to my God more closer.’
-Mona, 74, widowed
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Knowledge regarding Menopause
If experiences of menopause are varied then so is the level of knowledge about it. The
majority of women of menopausal age do not know that menopause can be delayed (71.2%)
through hormone replacement therapy (HRT). None of the women were taking HRT or any
other drugs, indicating that the medicalisation of menopause is not an issue among Guyanese
women.
In addition, the majority of women do not know how to relieve the hot flushes and
other symptoms of menopause (78%). More specifically, the majority do not know that diet
can affect menopause, i.e., that they should be taking less coffee, tea, and other stimulants
(74%); that hormone replacement can relieve menopause symptoms (58%); or that good
sleeping habits can relieve menopause symptoms (54%). Only half of the women who are
experiencing symptoms, i.e., 12 women, indicated that they are doing something in order to
relieve the symptoms; three women are taking vitamins, five are drinking extra milk, and
four are doing both. No women indicated taking any ‘bush’ remedies for menopausal
symptoms.
Knowledge of the illnesses and conditions to which menopausal women are more
prone was low. More than half of the women did not know that women's bones break more
easily after menopause (55.1%). Only eight women, or fewer than 20 per cent of the
respondents of menopausal age, know that after menopause women are at an increased risk
of cervical cancer and breast cancer (16%). Of these, even fewer know how to tell if they
have one of these cancers. Only four women know that a lump in the breast indicates breast
cancer. Only four women know that cervical cancer is detected by a pap smear and only one
woman knows that vaginal bleeding can indicate cervical cancer. These results indicate that
education on these matters is urgently needed.
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20. CONCLUSION
As we head into the 21st century indicators of women’s reproductive and sexual
health in Guyana are extremely discouraging compared to other Anglophone Caribbean
countries. The low status accorded women’s health speaks to their lack of connection with
women’s human rights. Yet the invoking of human rights in relation to long-standing
reproductive health problems prevents thinking about women’s reproductive and sexual
health solely in terms of interventions that attack the symptoms. Women’s reproductive and
sexual health requires not only the provision of facilities and services but also the building of
healthy male and female relations. This requires the transformation of institutional and
cultural attitudes, customs and practices that discriminate against women, aiming at women’s
realisation of their self-worth. As such, actions taken to improve women’s health are also an
investment in the overall development of Guyana’s human resources.
Women’s reproductive health problems, moreover, are preventable. Many problems
result from women not being educated about their bodies and processes of menstruation,
pregnancy, breast feeding and menstruation. Preventative practices appear to be largely
absent from the taking of pap smears and being checked in the first trimester of pregnancy to
women failing to take measures to protect themselves against STDs. The low level of use of
contraception and the use of abortion as a form of contraception are particularly disturbing.
Also very few women know about their legal rights in relation to abortion and other aspects
of their reproductive health.
Among teenagers the combination of sexual experience at an early age and lack of
knowledge concerning many aspects of their reproductive health points to the need to sex
education in schools. Young girls engaging in sex risk serious health problems, including
STDs and unwanted pregnancies.169 It can also mean the end of their education, greatly
reduced employment opportunities and having to assume the responsibilities of parenthood
before they are ready for them (Maison–Halls 1998). Among women of child-bearing age
there are also serious deficiencies in their knowledge of health risks, such as the links
between diet and reproductive health that can affect the nutritional well-being of themselves
and their children. A public education campaign on the menopause could make women more
aware of the range of physical symptoms that they may exhibit, and indeed which some have
and yet are not receiving attention.
The above findings lead us to believe that women’s health should be viewed as a
continuum (Maison-Halls 1998). Deficiencies often start in the womb or early life and are
carried through to affect physical development in adolescence and beyond. Negative lifestyle
and behavioural patterns also start in early life although their effects may not reveal
themselves until later in life. Indeed, menopausal women’s lack of attention to the symptom
they exhibit may well be due to a lifetime of not taking their reproductive health concerns
seriously. This study has revealed the severity of the situation of Guyanese women’s health
which can only be improved by the taking of action around education, the provision of
services and the transformation of gender relations.
169

UNICEF (1993) reports that the highest proportion of infant deaths occurs to mothers aged fourteen years
and, in 1991, 25 per cent of LBW infants were born to mothers under the age of 20.
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