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Introduction

v

INTRODUCTION

Women’s health refers to a state of  ‘complete
mental, physical, spiritual and social well-being’ for
all female infants, girls and women regardless of age,
socio-economic class, race, ethnicity and geographic
location.

Women’s health needs include, but are not
necessarily limited to, those conditions and disorders
which are unique to women, occur more commonly
in women, have different risk factors for women, or
follow a different course in women relative to men.

It goes without saying that women’s health
status has an important impact on the health of children, the family, community
and the environment -- an issue which became a considerable international concern
after the International Conference on Population and Development in 1994 and
the Fourth World Conference on Women  held in Beijing in 1995.   In 1999, the
“ICPD Plus Five” which reviewed the accomplishments of countries and the lessons
learned in the implementation of the Programme of Action, was held.  A similar
review of the Beijing Platform of Action is scheduled to be held in 2000.

The Fourth World Conference on Women in Beijing was the biggest
international meeting of women and involved 5000 government delegates from
189 countries. The meeting adopted the Beijing Declaration and Platform for
Action after a long debate.  The Platform provides a broad understanding of
women’s health and strongly affirms women’s rights by stating that “the human
rights of women and of the girl child are an inalienable, integral and indivisible
part of human rights”.

Women’s health
status has an

important impact
on the health of

children, the
family, community

and the
environment.
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As the health community strove towards “health for all by the year 2000”,
delegates committed themselves, their countries and organizations to the defence
of the human rights and fundamental freedoms of all women and girls.  The
delegates recognized that “the right of all women to control all aspects of their
health, in particular, their own fertility, is basic to their empowerment”.  The
Platform for Action also affirmed the human rights of the girl child, including
adolescent girls, as it emphasized that discrimination in education, food allocation
and  health care must be stopped to ensure girls their full rights, just as harmful
practices such as female genital mutilation which endanger the health of girls
must be checked.

Moreover, the Platform for Action condemned violence against women whether
in public or in private as a breach of women’s human rights, as it reminded
couples and individuals of their right to make informed, freely-chosen decisions,
concerning the number and timing of children and  pointed out that women should
be allowed to choose freely in all matters concerning their sexuality, without
constraint, discrimination or violence.

Strategic actions that involved several activities were likewise approved.
Health education, which is crucial for the health of women and girls, must not be
limited to general health information, but must, instead, include information on
issues such as the harmful effects of female mutilation and son preference, basic
women’s human rights including reproductive and sexual health rights, and the
rights to informed decision-making in matters concerning their health.  Health
research must be gender sensitive and women-centred, guided at all stages by
users and carried out in strict conformity with internationally accepted legal,
ethical, medical and scientific standards for biomedical research.

The Platform for Action demanded an increase in the number of women in
leadership positions in the health professions, including researchers and scientists
as it highlighted decision making as the right of every woman.  It championed
access to services as another right when it made the pronouncement that
“inequalities and inadequacies in and  unequal access to health care and related
services is recognized as one of the twelve critical areas of concern impeding the
advancement of women and the achievement of equality between women and
men as a basic human right.”
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A workshop was organized in Beijing in 1999 to review the progress made
and the lessons learned by the countries in monitoring national populations and in
developing and implementing plans of action in women’s health in the WHO Western
Pacific Region.

The other objectives of the workshop were to identify the constraints faced
by  countries in improving women’s  status, the quality of women’s life and
population development; to identify the priority areas of women’ health at the
regional and the national levels; to identify the national priorities or strategies
and indicators on women’s health, and to develop mechanisms for collaboration
among government, nongovernmental organizations and international agencies.

Fourteen countries in the Western  Pacific Region were represented:  Australia,
Cambodia, China, Fiji, Japan, the Lao People’s Democratic Republic, Malaysia,
Mongolia, New Zealand, Papua New Guinea, the Philippines,  Korea, Singapore
and Viet Nam.

The majority of the countries represented considered changes in legislation
and the development of national policies on women’s health to be some of their
key accomplishments.  Programmes for women had been established such as
“Healthy Woman”,  “Strong Families” and “Breast Cancer Screening Programs” in
Australia, integration of sex education and population issues in the school curricula
in Cambodia, community-based distribution of contraceptives and teenage peer
education on sexuality, pregnancy, HIV/AIDS and safe sex in Fiji, the life cycle
approach in Malaysia and Viet Nam;  a national programme on adolescent health
in Mongolia, the integration of domestic violence in the medical and nursing
curriculum in the Philippines are some examples.  There has also been an
introduction of programmes for the prevention of domestic violence and the
protection of victims and survivors in the Republic of Korea.

Other notable gains are the reduction in the maternal mortality ratios (MMR)
and the infant mortality rates (IMR) with the corresponding  increased life
expectancy in China and in Japan where the low dose oral contraceptive pill was
approved for use in June, 1999.   There has also been a reduction in the MMR and
IMR in Mongolia, Papua New Guinea and Singapore.  The Republic of Korea reports
an improvement from 118.4 in 1993 to 115.3 in 1997 in the imbalance of sex
ratio.  Singapore reported a better partnership between the government and the
nongovernmental organizations in public education in women’s health and New
Zealand noted that there had been a reduction in mortality from cervical cancer.
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The health priorities of the countries were then  ranked.  Highest on the list
was  the “high abortion rate”, with “high unmet family planning needs (“or helping
couples attain desired family size”)  the second priority.  “Adolescent reproductive
health, “safe motherhood” and the “maternal mortality rate” were the third and
fourth priorities.  “Infertility” was considered the fifth most important health problem.

With regard to abortion, the Beijing Declaration and Platform for Action, to
which governments have given their commitment, has strongly affirmed that under
no circumstances should abortion be considered a family planning method and
that “unsafe abortion is a major public health concern. Countries should, therefore,
reduce the recourse to abortion through expanded and improved family planning
and in circumstances where abortion is not against the law, such abortion should
be safe.  Unsafe abortion is preventable and every country should decide on
strategies to reduce its incidence but whatever the strategy, every woman should
be given quality post-abortion care as it is her human right to have such care”.
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THE STATUS OF WOMEN’S HEALTH
IN THE WESTERN PACIFIC REGION

Health, in general, comes about as the product of many factors:  biological,
psychological,  social,  political,  cultural  and  economic.  There was a time when
programmes on women’s health were focused almost  entirely on maternal health.
The  realization did not come until later on that women’s health goes far beyond
child-bearing and includes other phases of a woman’s life as well as the health of
her children and her children’s children.

Women’s health can be spoken of in terms of the search for solutions for high
maternal mortality ratios and infant mortality rates, malnutrition, anaemia and
other micronutrient deficiencies, early and unwanted pregnancies, illiteracy, female
genital mutilation, high fertility, unsafe abortions, reproductive tract infections
(RTI), sexually transmitted infections (STI), HIV/AIDS, work-related health risks,
cancers, substance abuse,  sexual harassment , domestic abuse and violence
against women, depression and other problems related to aging, gender inequities,
the unfair low social status accorded to women,  the hindrances to their
empowerment and the obstruction of their basic human rights.

Women’s health also relates to the appropriate status that a woman should
enjoy, her right to assert and decide for herself the number of children she wants
to have and the time she should have them and her realization that what she
ought to have and get are but her basic human rights.

Since the technical discussions on Women’s Health and Development at the
Forty-fifth World Health Assembly in 1992, WHO has advocated strongly for a life
span approach to women’s health – from conception to old age, from the time
before birth to death, from the womb to the tomb.
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Unfortunately, women have always been discriminated against.  In most Asian
countries, they have always been considered as subordinate to men.  As young
girls, they are under the tutelage of their fathers; as wives, they are considered
to be under the authority of the husbands, and as widows, they become subject
to the decisions of their eldest sons.

In some Western Pacific countries, particularly among the poor in the rural
areas, the birth of a daughter is taken as the birth of another “slave”, while the
birth of a son is welcomed with great joy.

Again, in most developing countries, especially in the rural areas, women
seem to have only two roles in life – to be wives and mothers.  As such, they are
conditioned by custom and society to believe that a woman’s role is chiefly
reproductive, which accounts for the fact that most girls in the countryside marry
early, most of them while still in their teens, which would mean early pregnancies,
more pregnancies, and higher maternal  morbidity and mortality rates.

A WHO country report from the Lao People’s Democrtic Republic illustrates
this quite well: “In the Lao PDR, the wife is under the direction of the husband

and she has to serve him.  She is
responsible for all the familial jobs like
finding wood in the forest, transporting
containers full of water and working in
the fields or soil.  The Laotian women
on the average, marry early, usually
before the age of 20.  Thus the risk of
“too early births and the probability of
too many  births during the life of the
women is great”.

The maternal mortality ratio (MMR)
of women in the Lao PDR is estimated
to be 656/100,000 live births, the
highest in the WPR.  In the rural areas,
where health care services are
unaccessible or unavailable, the MMR
is estimated to be even higher, and
probably goes up to 900/100 000 live
births.
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Discrimination starts even before birth

There is a marked gender difference in infant mortality rates in some countries
of the region and it is easy to see that discrimination against women starts even
before birth. In some places, particularly those influenced by Confucianism and
Hinduism, two philosophies which advocate the need for families to have sons to
preserve the family and to be able to observe ancestor worship, female infanticide,
neglect, maltreatment and malnutrition of female infants are not uncommon.
This situation is true in some areas of China,  Hong Kong (China), the Republic of
Korea and Viet Nam.

More girls die before the age of five as compared to boys in spite of the
natural biological advantage of females in the matter of survival.  This is attributed
to discrimination and less care for the girls, especially when parents choose to
bring sons to health centers for check-ups and medications, but not the daughters.
This is not to speak of the other privileges that the son may enjoy such as better
food, finer clothes and more opportunities for education.

In China, Japan and the Republic of Korea, one great problem in maternal
health is the practice of pre-natal sex-selection.  Couples often resort to sex-
testing to know the sex of the fetus and if it happens to be female, it is often
aborted.  The use of the fetus screening  technology for sex identification was
outlawed in Korea in 1987 and the medical code was further strengthened in
1994.  However, sex selective abortions are still a problem in Korea, which shows
that legal restrictions are not effective when cultural practices such as preference
for sons, persist in society.

Dangerous cultural practices

The cultures of some countries subject women to dangerous procedures
such as female genital mutilation (FGM) purportedly to enhance the self-respect
of the girl and her  family and to increase marriage opportunities.  In 1993, 85 to
114 million women underwent FGM while in 1996, WHO estimated that around
130 million women around the world underwent  FGM.  The  practice is prevalent
in parts of Africa and the Middle East and in the Western Pacific Region, it is
practised in Malaysia.
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Certain customs and traditions in  some Asian countries which discriminate
against women are not practised as much as before or may have been totally
dispensed with, like the binding of the feet of young girls so that their feet would
not grow. Tiny feet were regarded as sign of  aristocracy and  beauty.   In some
cultures, girls were also married  off  by their parents long   before they become
biologically ready for child bearing.

However, in some countries, girls are still shackled by cultural traditions, such
as the payment of dowry prior to marriage.

Some women throughout the world seem to be tied down by custom and
tradition, and by culture and religious practices that make them take things as the
way of life that must be followed and done unquestioningly.

There also seems to be
inequality even in man-woman
intimate relationships.  In some
countries men are allowed to
have several wives and the
women allow themselves to be
ranked as in the following case:
“The extent of the practice of
polygamy in Papua New Guinea
was measured by asking
married women and those in
informal unions whether their
husbands/parents had other
wives.  If they had other wives,
they were asked how many, and
the rank the women themselves
were in.  Overall, about 14
percent of currently married
women are in polygynous
unions.” (Papua New Guinea.
Demographic and Health
Survey, 1996.  National Report.
National Statistical  Office:  Port
Moresby).
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Cry  for gender equity

Some parents are reluctant to invest in girls’ education and as a result, the
literacy rate between the sexes is quite pronounced.  Cambodia for one, has a
76% literacy rate for men against a 59% for women.  China’s illiteracy rate for
women slipped down to 23.21% in 1997 from 31.93% in 1990 while the Philippines
has 93% literacy rate against the reported male literacy of 96%.  (Cambodia,
China and the Philippines Country Reports).

A lack of basic education means that girls are often unprepared to find
employment and they are frequently marginalized, with men getting the top
positions.

In the Republic of Korea for instance, there are fewer opportunities open to
women where  education, good jobs and positions are concerned.  There have
been only 66 women legislators out of a total of 3233 legislators since the creation
of the Republic of Korea. The proportion of female members in Congress in 1995
was only 2%  (Republic of Korea Country Report).

In 1993 in Korea, the proportion of career women who were professionals
was 9.6% while it was more than 30% in the most industrialized countries.  Another
factor worth looking into is the practice of some Korean women to be economically
active only when they are in their twenties and forties.  They work while they are
young  and still unmarried, stop working after they get married and have children,
and return to work only after they have raised their children.  (Republic of Korea
Country Report).

Filipino women are regarded as some of the most articulate and literate
women in Asia.  Their literacy rate is almost at par with the Filipino men.  The
gender differentials are more visible in poorer regions and among indigenous
people as well as the displaced population in the country.

Although Filipino women’s overall literacy rate is similar to that of the men,
there is a big gap in the other indicators like income, politics and health.  And the
gap is quite visible.  Most families are patriarchal and women occupy lower
positions in relation to men.  This situation is obvious from infancy to old age.

As indicated in the 1997 Labor Force Survey, only four out of ten Filipino
women are in the labour force as compared to 7.5 (out of 10) Filipino men. “More
working men tend to hold executive positions in the bureaucracy while women
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are in the clerical, service-types of tasks , just as there are more men holding
lower clerical positions”.

In terms of income,  “in 1990, women earned only 33 centavos for every peso
earned by men.  The statistics went up to around 50 centavos for every peso in
1998”.  This may be associated with the type of work women do plus the fact that
they have shorter time for regular employment compared to men since working
women carry a double burden because they are expected to also perform unpaid
activities in their homes.

In politics since 1946, there have been more Filipino women voters (average
turnout is usually 80%) than men.  However, from the period 1946 to 1992, the
election data showed that of the 1488 legislative positions, only 86 women have
been elected.  The proportion of female officials who were elected in the Senate
and the lower house as of September, 1998, is 13.6 percent (29 out of 213)
(Philippine Fourth Country Programme. First draft by Jack Reynols, Jaime Galvez
Tan, Melicca Ratne et.al. Unpublished. Manila: July 1999).

In China, on the other hand, in 1998 women made up 56% of the working
population.

In Mongolia, the male-female inequality in literacy rates has been nearly
eliminated, though there remain big differences in schooling attainment with women
being under-represented in the tertiary level of education.  In general though,
rural women tend to be less educated than their urban counterparts and are at a
higher risk for maternal mortality.
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Figure 1:  Female labor force participation rates

Source:  ADB Key indicators for developing Member-countries.
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In New Zealand, in response to the Beijing Platform for Action, the Ministry of
Women’s Affairs has been working with other government agencies to enhance
women’s roles in decision-making through a government  commitment to achieve
gender balance among the government appointees.

The current Chief Justice is a woman, the incumbent Prime Minister and the
leader of the opposition  are both women.  Thirty-six of the 120 seats in the
Parliament are held by women, thus increasing the percentage of the women in
the Parliament from 21% to 30%.

Teen-age pregnancies and abortion

Reproduction capability is reached before physical and social maturity is
attained.  Pregnancy and childbirth during early adolescence are great health
risks to both mother and child.

In general, girls who start having children early, usually  have more children
who come at shorter intervals than those who marry later.  A large number of
girls, faced with the problem of an unwanted pregnancy, will seek an abortion,
the effects of which may be sterility or even death.

The abortion rate among teenagers in Japan is very high at 9.1% in 1998
(Japan Country Report), which is the highest in Japan so far.  The rate is still
increasing just as the number of teenagers infected with sexually tranmitted
diseases is also increasing because as the report indicates, the number of
“promiscuous high-school girls is also increasing.”  The government is seeking a
reduction of the induced abortion rate in Japan .

“Girls who love too well but not too wisely”

Maternal mortality is at times the outcome of unprotected pre-marital sex
and adolescent pregnancy.  In countries with high MMRs, the rate of adolescent
pregnancies is usually high.  For instance in the Lao People’s Democratic Republic,
the Philippines and Viet Nam, the incidence of teen-age pregnancies is 40-50 per
1000 women aged 15-19 years (Reduction of Maternal Mortality).  Many studies
indicate that there is twice as much risk of dying from childbirth in that age group
as compared to women in their twenties.
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Research has revealed that, in the Pacific island countries, adolescent mothers,
about 60% of whom are unmarried, account for 15% of all deliveries, which
explains why the risks of unwanted pregnancy and STIs are high among  adolescent
women.

Unsafe abortions

One of the main causes of  the high maternal mortality ratio in Cambodia is
unsafe abortion, along with haemorrhage, infection, eclampsia and malaria.
Cambodian women also face the problems which are related to maternal deaths
such as delays in making the decision to seek care at health facilities, delay in
transportation and delay in having access to health services.

In the Republic of Korea, the rate of induced abortion among married women
in 1997 was 44% while unmarried women accounted for 32.9% of all  induced
abortions performed.  There is a possibility that the actual number may even be
higher.

In the Philippines, one of the issues in women’s health is teen-age pregnancies,
along with abortion and violence against women.

Unsafe abortion constitutes 13% of maternal deaths in developing countries
where 90% or 20 million of such procedures are performed annually.  The risk of
dying during an abortion is 1 in 250 in developing countries as opposed to 1 in
3750 in developed countries. The problem is enormous since 100 000 to 200 000
women die due to unsafe abortion every year, worldwide. (Reproductive and
Family Health in the Western Pacific Region)

Governments have given their commitment to the Programme of Action (ICPD)
that “in no case should abortion be promoted as a family planning method and
that unsafe abortion should be a public health concern”.

Women who undergo unsafe, induced abortions  also suffer psychologically if
they survive the ordeal.  They often experience feelings of  guilt and fear of
rejection and stigmatization afterwards.  Some women hide what they have done
even to their partners, for fear of reprisal.



 Status of Women’s Health

9

All told, early marriage, pregnancy and childbearing pose considerable risks
to the physical, mental and social development of an adolescent girl,  particularly
in cases where her chances for education, training and immediate and long-term
employment prospects may be limited.

Contraception  as an alternative

An alternative to abortion is the use of modern family planning methods.
Hospitals are the most frequently cited source of supply or service for family
planning servicing with 44% of users, followed by health centres and sub-centres.
Users of the pill and injections are usually supplied from health centres while
hospitals account for 91% of all female sterilizations. (Regional Health Report,
1998)

However, a study made in Papua New Guinea gave the following reasons for
the non-use of any kind of contraceptives.  More than one-fourth of married
non-users cited lack of knowledge about family planning as  the main reason for
not using contraceptives.  The other reasons given were the desire for more
children, the opposition to the method by the partner, the fear of side effects, the
cost, “hard to get methods”, fatalism (“what will be, will  be”), religion , and
others.

 In the Philippines, religion is one of the chief reasons cited for the reluctance
to accept any other family planning method aside from the rhythm method.  The
government supports family planning, but the Catholic Church, the country’s
dominant  religion, is not in agreement with women’s groups and other
organizations engaged in reproductive health endeavors on the matter of
contraception”  (Philippine Fourth Country Programme. First draft by Jack Reynols,
Jaime Galvez Tan, Melicca Ratne et.al. Unpublished. Manila: July 1999).

The Philippines’ estimated population in 1999 is 74.75 million, which makes
the country the ninth most populous country in Asia and the fourteenth in the
world.  At the current growth rate of  2.32%, the population is expected to double
in less than 30 years.

The Singapore experience is quite different from the average Asian country
in the sense that instead of the perennial problem of teen-age pregnancies in the
other countries, the Singaporean Committee on Women’s Health has recommended
earlier child-bearing among Singaporean women and early ante-natal care.  In
Singapore, 15% of all deliveries are by older mothers, compared to about 10% in



Women’s Health: Western Pacific Region

10

countries like Canada.  The age of childbirth has been gradually increasing in
recent years as educational and career opportunities delay marriage and childbirth.
(Singapore Country Report)

In fact, the Singapore Health Minister (Manila Bulletin, July 16, 2000, page J-
1) “has called on Singaporeans to start  raising a family early”, because “the
country faces a problem due to the declining birth rate and the ageing population”.

“Singlehood and late marriages have become increasingly prevalent.  Couples
are opting for smaller families and starting their family later.  The consequent
rapid decline in fertility rates coupled with the ageing population places new
strains on the society”.

The Singapore fertility rate, which is currently at around 1.5% per annum,
has “remained well below the 2.15% deemed necessary to constantly replace the
population”.  While surveys show that many Singaporeans want to get married
and have children, the pressures of career and socio-economic advancement
force them to give the matter of raising a family lesser priority.

A 1996 study showed that single Singaporeans ranked marriage and
parenthood only fifth and sixth in their order of priorities for the next  five years
after career, finance, housing and education.

The median age of marriage in Singapore has risen to 27 years for women
and 29 years for men while the median age for the first birth for mothers rose
from 27.7 years in 1990 to 28.5  years in 1998.  This has raised the problem of
higher risks of child-bearing at an older age.

Excluding some 700 000 foreigners, Singapore has a resident population of
over 3.1 million.   About 7.1% of the population is  65 years old and above, 70.4%
belongs to the 15-64 age bracket, while 22.5% is 15 years old.

An inter-ministry committee has been formed in Singapore to draw up a
strategy to boost the birth rate just as community leaders, parents and sociologists
are expected “to educate, persuade and facilitate” young adults to marry earlier
and start a family earlier.
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Before 1990, Mongolia also pursued a policy aimed at increasing the size of
the population.  Its family planning programme was focused in fact, on  population
increase.  Monetary awards and medals were given to  mothers with more than
five children and mothers with more than seven children were given special awards.

However, in 1989, the government realized that the policy of severely restricting
family planning services to promote population growth had been the major cause
of poor maternal and child health.  During late 1990, first trimester abortion was
legalized and the reversible family planning methods were promoted.

Prior to June 1999, Japan was the only country in the United Nations to ban
oral contraceptives.  The lifting of the ban is expected to play a large role in
preventing unwanted pregnancies.  The most popular form of family planning in
Japan today is the use of condoms, a method where women are not  “in full
control of the situation”.  It was therefore recommended that a shift to more
effective methods of birth control could reduce the reported 340 000 abortions
each year.

One reason for the reluctance of  the  Japanese government to approve the
use of the pill was concern about the possible reduction in condom use and an
increased exposure to sexually transmitted infections,  including HIV/AIDS.  The
approval of the use of the pill is expected to accelerate the trend towards more
equality between the sexes, especially as a stronger Equal Employment Opportunity
Act has just come into force and a gender equality law is expected to be passed
soon.

Of the countries in the Western Pacific Region under review, China is the
country with the highest contraceptive use rate at 83% of women of reproductive
age, followed by the Republic of Korea at 77.4% and Australia at 76%.  The
lowest reported rate is in Papua New Guinea at 11%.

And although the reported rate of contraceptive use in Cambodia is only
16%, the reported demand in the country is no less than 84%.  But because of
limited access to affordable family planning services, the rest of the would-be
clients are not able to take advantage of the chance to choose and use a family
planning method. “The consequence of unwanted pregnancies and unsafe abortion,
especially in countries where abortion is illegal, is highly correlated with maternal
mortality.”
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Unfortunately, there are not enough statistics to go by for us to resort to
correlations or arrive at conclusions.  The use of contraceptives in fact, has always
been a controversial issue in many countries because of culture and religious
beliefs  regarding their use.

Maternal health in the Western Pacific Region

Female life expectancy is highest in Japan at 83.82 years, followed by Australia
at 81.1, by  New Zealand at 79.6, Singapore at 79.3, the Republic of Korea at 77.4
and Malaysia at 74.47.

Life expectancy for women in rural areas is generally less than that of  women
in urban areas.  In Australia for instance, the life expectancy for women in rural
areas is 80.8 years which is 0.4 years less than women in the cities at 81.2 years.
The life expectancy for women in remote areas is 77.4 years, almost four years
less than women in the bigger cities.

Life expectancy in Malaysia continues to increase marginally each year, from
68.8 among males in 1990 to 69.6 in 1997 and from 73.4 among females in 1990
to 74.5 in 1997.

In  Mongolia, the life expectancy from birth of women is constantly on the rise
as the total fertility rate decreases.

Australia 81.1 Mongolia 67.6
Cambodia 58.62 New Zealand 79.6
China 73.2 PNG 51.4
Fiji 68.70 Philippines 68
Japan 83.82 Republic of Korea 77.4
Laos 52.3 Singapore 79.3
Malaysia 74.47 Viet Nam 69.6

Table 1: Female Life Expectancy in 14 WPR Countries
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Figure 2: The relationship between Female Life Expectancy
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The implication of longer life expectancy

Longer life expectancy for women implies better care and health for women
plus the presence of  more elderly women in the years to come.  Longer lives  for
women means falling birth rates that should result in slower population growth.
There would also be a lower fertility rate, lower infant mortality and lower maternal
mortality.

Maternal  mortality

The maternal mortality ratio (MMR) remains  the most important indicator of
reproductive health, and is a reflection of “a woman’s risk of dying each time she
becomes pregnant”.  In developing countries, the risk is 40 times higher than in
developed countries for two reasons: poor health during pregnancy and the poor
obstetric care.

The percentage of trained health  personnel  who attend births in developed
countries is 99% versus 58% in  developing countries.  This is a major source of
health inequity, which may be responsible for similar inequities in maternal and
infant mortality ratios.
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Most countries in the Western Pacific Region have adequate numbers of trained
personnel who can take care of pregnant women before and during delivery.  In
fact, WHO (WHO for Safe Motherhood) reports 100% for both categories,
“proportion of pregnant women attended by trained personnel”  and “proportion
of births attended by trained personnel” for Singapore, Japan,  New Zealand and
Fiji, 99.9% for both categories for Australia and 99.6% for the first category and
99.7% for the second for the Republic of Korea.  The coverage for most of the
countries in the Region is between 70% and 100% except for the Lao People’s
Democratic Republic and Cambodia.

In several developing countries of the Western Pacific Region, the maternal
and child health in terms of maternal, child and infant mortality has been improving.

In fact, the MMRs in the Region have been declining steadily over the past 20
years.  However, although the regional average MMR is 120 per 100 000 live
births, there are big discrepancies across the Region – from 1.4 per 100 000 live
births in Singapore to 656 per 100 000 live births in the Lao People’s Democratic
Republic.  Every year, 30 000 to 50 000 women in the Region die from the
complications of pregnancy or childbirth, and more than 40% of all the maternal
deaths occur in five countries: the Lao People’s Democratic Republic, Cambodia,
Papua New Guinea, Mongolia and the Philippines.

Figure 3: The relationship between Maternal Mortality Ratio
and  Infant Mortality Rates in the Western Pacific Region

Source: The Work of WHO in the Western Pacific Region, 1998-1999
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WHO reports that the major causes of maternal mortality in the Region are
post-partum haemorrhage, hypertension, disorders of pregnancy and obstructed
labour.  A  finding in Singapore concurred with a UNFPA study in Cambodia that  a
major leading cause of maternal death is complications from unsafe abortion.

The most common causes of maternal deaths are conditions which could
have been avoided or remedied had the deliveries taken place in hospitals or if
trained personnel were in attendance.  One common cause is when women do
not choose to deliver in hospitals even if the delivery and hospitalization are free
because  of lack of transportation, lack of husband’s consent, inaccessibility, etc.
Most of the maternal deaths can be summed up as most maternal deaths are
preventable.  The medical interventions necessary to prevent them are trained
assistance at delivery, a well-established primary health care infrastructure with
a good referral system and referral facilities (e.g., at district level) for managing
complications. In countries with high maternal mortality, most women do not
receive the services of skilled attendants (midwife, nurse or doctor) at the time of
the delivery.

It is very obvious from the table above that the MMR is highest in countries
where deliveries are not done by skilled personnel.   The Lao Peole’s Democratic
Republic, Cambodia, Papua New Guinea, and the Philippines need more deliveries
to be carried out by skilled personnel.

The reasons most cited for the maternal deaths are delays in seeking care
and the many and inappropriate referrals through the lower levels of  the health
system which are not capable of dealing with the problem.  It also goes without
saying that  women from urban areas have better access to the delivery system
than the women in rural areas.

Japan 100% Malaysia 96.1%
Singapore 100% Viet Nam 95.8%
New Zealand 100% China 93.0%
Australia 99.9% Philippines 56.0%
Mongolia 99.7% Papua New Guinea 53.0%
Republic of Korea 99.7% Cambodia 49.0%
Fiji 98.69% Lao PDR 22.0%

Table 2:  Deliveries by Trained Personnel

Source: Country Reports, 1999
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In some cases the problem is that a husband who normally makes all the
decisions decides to have his wife deliver in the house.

A knowledge, attitude and practice (KAP) study in China showed that there
are still 10-20% women who refuse to deliver in hospitals even if the delivery is
for free, which indicates that expenses are not the only reason for the low utility
rate of  health facilities.  The low social and economic status of women, their
culture and beliefs , the distance of the hospitals from the women’s homes and
the transportation expenses are often determining factors.  However, the cost of
hospital delivery is often a factor.  In county hospitals in five western provinces in
China, the average cost of a delivery is over 400 RMB, which is the equivalent of
the average man’s income for a half year.  The cost, which does not include
transportation and accommodation expenses for the family is not affordable for
most rural women.   Efforts are being exerted  however, to not only improve the
quality of care and reduce the cost of delivery but, most importantly, to encourage
women to deliver in the hospitals.

Maternal mortality is not just a health intervention issue.  Pregnant women
who are poor, illiterate, malnourished and have limited access to health care,
face the highest risks.  Maternal mortality is therefore, a sensitive indicator of the
social status of women and the adequacy of the health care system to respond to
their needs.  Maternal mortality is used as an indicator to measure the progress
of the social and economic development of a country in general  (WHO Regional
Health Report, 1998).

The infant mortality rate

Infant mortality rate (IMR) is also a key determinant of reproductive health.
In 1975, only 30% of the global  population had met WHO’s global target of less
than 50 deaths per 1000 live births. By 1997, 64% of the global population had
achieved the target.

The rate of decline of the IMR in the WPR has been so significant that, by
1998, only three of the countries under review in the Region had not reached the
global target of less than 50 death per 1000 live births:  Cambodia (115), Lao PDR
(104) and PNG (82) (Reproductive and Family Health in the Western Pacific Region).
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Under five mortality  rate

The under five mortality rate (U5MR) is an important indicator of the health of
“a nation’s children” and is a reflection of the nutritional health and health care
that the mothers  give to children.  In addition, it is also indicative of the level of
immunization care and the availability of the maternal and child health services,
not to mention income and food availability in the family, among other things. It is
also indicative of the state of women’s health  which is vital to the care of the
infant.

Countries with the lowest U5MRs include Australia at 7.1, Japan at 6.9,
Singapore at 6.0 and New Zealand at 8.27.

Violence against women

“Injury from violence of all kinds is a major contributor to the global burden
of diseases”.  According to the WHO findings in 1997, “at least one in five of the
world’s female population has been physically or sexually abused by a man or
men at some time in their life” and even in the United States, “domestic violence
is the leading cause of injury among women of reproductive age”.

Figure 4: Trends in Infant Mortality Rates in Selected Countries
in the Western Pacific Region

Source: The Work of WHO in the Western Pacific Region, 1998-1999.
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The term “violence against women” as used in the Beijing Platform for Action
is based on the definition used in the Declaration on the Elimination of Violence
against Women adopted by the United Nations General Assembly in 1993.  It
refers to “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 deprivation of liberty, whether occurring in public
or private life”.

Domestic violence was identified as a priority issue in the Beijing Platform for
Action. The term refers to violence that takes  place in the household within
relationships covered by familial  or emotional (former or present) attachment.  It
covers physical, sexual and psychological violence that may happen  in the domestic
sphere and may be in the form of battering,  marital rape, female genital mutilation
and  even  emotional and psychological abuse.

What is ironic about violence against women is that the offender is often
someone who is close to the victim either in physical proximity or emotional
intimacy which aggravates the physical, psychological or emotional abuse.  A
report from Cambodia (Zimmermann,1994) revealed that of the 50 women

Figure 5: Under 5 Mortality Rate in the Western Pacific Region
in 1998 (1/1000 live births)

Source: The Work of WHO in the Western Pacific Region, 1997-1998
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interviewed, 43 admitted being physically abused by their husbands and 24 reported
physical abuse of their children by the husbands; yet, only seven out of 50 women
reported that their  husbands abuse people out of the household.

In Cebu, the Philippines, of the 218 cases of rape which were treated in the
hospital, 50% had been committed in the victim’s or the offender’s house and less
than 10% of rapes were committed by a person unknown to the victim.  Of 363
cases of violence and injury treated in 1997, 266 took place in the victim’s own
home and only 6% of perpetrators were not related or did not have any form of
relationship with the victim.  Seventy-six percent of  perpetrators were either a
husband (current or former), a live-in partner or a boyfriend.

Aside from physical injury and the mental and emotional trauma, there are
other consequences of  rape which may include pregnancy and sexually transmitted
infections, including AIDS.

Rape, one of the most common forms of violence against women, at times
leads to STI; or else, an average of 15 to 18 percent of women raped become
pregnant and in countries where abortion is restricted or illegal like the  Philippines,
rape victims often resort to unsafe abortions, thus greatly increasing the danger
of infertility or even death. As a matter of fact, research in the Philippines on
reproductive tract infection (RTIs) (Ramos-Jimenez, 1998) reveals that rape is a
major cause of RTIs.

On the other hand, psychological and emotional violence includes “repeated
verbal abuse, harassment, confinement and deprivation of physical, financial and
personal resources”.

Women in Cambodia are not greatly discriminated against, as compared with
those in some other countries, but one concern is the increase of domestic violence,
particularly among the poor in both the urban and rural areas.

In Fiji, cases of domestic violence against women and children continue to be
a tremendous problem.  Domestic violence cases increased by 149% over a
five-year period from 1992-1997.  Out of a total of 35 murders in domestic
situations, 26 of the victims were women.

The magnitude of domestic violence in Japan is not yet known and is currently
being researched by the government.  Domestic violence against women by
husbands and partners tends to be hidden and unreported.
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Singapore has its own share of domestic violence.  In 1997, there were 1298
such cases on file.  Of these, spousal violence accounted for 89% of the cases,
followed by child, sibling and parental abuse.

Viet Nam has a Law of Marriage and Family which was promulgated in 1969
and which outlaws physical violence against women and children. Nevertheless,
violence against women continues to occur, and perpetrators are not always
punished.  Violence tends to accompany poverty and unequal gender relations.
Other causes are alcoholism, gambling, adultery, jealousy and tension between
parents-in-law and wives.  There are instances when women victims of domestic
violence are driven to divorce or suicide.  The Ha Noi Court reported that, in 1992
alone, 65% of divorces in Viet Nam were a result of domestic violence.

The greatest problem about domestic violence is that it usually remains
unreported.  Women suffer in silence and  it appears that the more highly educated
or affluent the woman is, the more she shies away from what she considers
would be a family scandal if she were to report the matter to the authorities.
Domestic violence has existed for many years, but it is only now, that it is being
dealt with as part of women’s health that the scale of the problem is beginning to
surface.

Domestic violence usually occurs as a result of drug  and alcohol abuse,
insecurities of the man , particularly if the woman is more successful professionally
than he is, or just plain jealousy or money problems.

Some countries have established homes as “refuge” for battered women.  In
Japan for example,  the government has set up counseling services and a  shelter
for women who may  report and admit to being  victims of domestic violence.
Singapore on the other hand,  has established the “One Stop Crisis Center”, for
the management of survivors of violence against women and children.

The importance of the matter cannot be discounted.  In fact,  violence against
women has been incorporated in the curriculum of some schools, such as those
offering medical and nursing courses  in the  Philippines.
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Sexually transmitted infections (STIs)

“At a regional workshop on  reproductive health organized  by the WHO
Regional Office for the Western Pacific in December 1995 in Malaysia, country
representatives from two countries in the Region were asked to list the five major
reproductive health problems in their country.  Analysis of the five major
reproductive health problems identified by countries led to the development of a
priority list for the Region.  The three most commonly mentioned problems were
sexually transmitted diseases (including HIV/AIDS), pelvic inflammatory disease
(PID) and contraceptive accessibility,  availability and acceptability.  These were
followed by high maternal mortality ratios, teenage pregnancies and various issues
associated with abortion.  Maternal mortality ratios and contraceptive problems
scored the largest number of priority one and two issues whereas sexually
transmitted diseases including  HIV/AIDS, PID, teenage pregnancy and abortion
were spread between priorities one and five.  But these five areas of concern
were shared by about half of the participating countries”.  (Women’s Health in a
Social Context in the Western Pacific Region)

Reproductive tract infections (RTIs) particularly STIs and HIV, disproportionately
affect the health of women.  “Women are less able to prevent exposure to an STI
than men”.  In fact, many HIV-infected women may have been infected by their
husband or regular partner.  In some cases when a man realizes that his wife has
the infection, he leaves her and stays with another woman

A woman’s risk of HIV infection from unprotected sex is at least twice that of
men.  And young women are at even greater risk than older women due to the
immaturity of the vaginal cells.  Treatment of STIs in women is more difficult than
in men, and many women do not seek treatment at all because of the fear of
discovery that might lead to shame and stigmatization.  Moreover, the probability
of the spread of the infection to the upper genital tract is greater in women than
in men.

Most women who are HIV infected do not know of the infection or may not
even imagine being infected, especially if they are married and in a monogamous
relationship.  The initial warning that may make a woman decide to submit to a
medical check-up if her husband agrees to it ,is when she becomes ill herself.  If
her time permits, she hesitatingly goes for a medical visit which she tries to do
clandestinely for fear of stigmatization and the label of promiscuity.  Even if the
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wife realizes that her husband could have transmitted the infection to her, she is
held responsible for the illness and may even be abandoned while her husband
starts philandering.

Another burden that the woman has to carry is the possibility of mother-
to-child transmission of HIV.

“Women, particularly the younger age group, are at a higher risk of contacting
sexually transmitted diseases including HIV/AIDS because of biological factors,
but there are also socio-cultural factors that include their low negotiating capacity
in matters of marriage, sexuality and increased risk of physical or psychological
violence”. (WHO, 1999 STD, HIV, AIDS Surveillance Report)

It is estimated that about 900 000 individuals were HIV infected in the Western
Pacific Region in 1999 and that this number would expand to almost one million
by the end of 2000  (Report of the Regional Director, July 1999-June 2000).
Transmission patterns vary from country to country and even within countries.
Infection could be transmitted through injecting drug use (35%), heterosexual
contact (25.8%), homosexual or bisexual contact (3.5%), mother to child
transmission (5.9%) and infected blood or blood products (0.29%).

Figure 6: Reported HIV (including AIDS) cases in the Western
Pacific Region by mode of HIV transmission, 1987-1999

Source: The Work of WHO in the Western Pacific Region, 1999-2000.
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There are four patterns in the HIV prevalence in the Western Pacific Region:
countries with declining HIV prevalence like Australia and New Zealand, countries
with high HIV prevalence due to injecting drug users like China, Malaysia and Viet
Nam, countries with increasing HIV prevalence due to heterosexual HIV
transmission like Cambodia and Papua New Guinea and countries with limited HIV
transmission which include all the other countries in the region.

Many countries in the Western Pacific Region have established centres to try
to control the spread of infections.   A National AIDS Prevention and Control
Programme was established in Fiji in 1991.  Similar programmes were also
established in other countries including Mongolia and Singapore

In Cambodia, a ‘100% condom use’ programme has been implemented for
entertainment establishments since 1998.  Epidemiological surveillance showed
that this strategy led to an increase in condom use among sex  workers which has
led to a reduction in HIV prevalence among brothel based sex workers (STI, HIV/
AIDS Surveillance Report, Aug. 2000).

WHO has supported national governments to organize consensus workshops
on the epidemiology of HIV/AIDS and STI in the Philippines, Papua New Guinea
and Cambodia as well as provided technical support in formulating policies and
improving education and service projects are going on in China, Fiji, Kiribati,
Mongolia, the Philippines and Viet Nam.

Consequences of Living in Urban and Rural Areas

Living in urban areas versus living in rural areas has various implications.
The tendency towards urbanization has increased in recent years.  Republic of
Korea reports that more than 70% of her population now lives in the urban areas
just as Malaysia claims that the size of its urban population has been increasing
by 4.5% per annum; that is, from 9.5 million in 1991 to 11.8 million in 1996.  As
a result, the proportion of the population residing in the urban areas increased
from 51% in 1991 to 55.7% in 1996.  “The trend towards greater urbanization of
the population is indicative of the growing opportunities and better social amenities
in the urban areas”.
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The implications are varied:

The fertility rates of women  living in the urban areas are lower than those of
the women living in the rural areas.  Australia states that in 1995, women in rural
areas had a total fertility rate (TFR) of 2.2 children per woman, 1.7 children per
woman in the cities and  2.5 children per woman in the remote areas.

Job opportunities, higher education, greater exposure to family planning and
more “distractions” in the city may account for the difference in the fertility rates.

Moreover, in some cultures, particularly in the rural areas, “it is men who
decide whether their female partners should seek health care, including RH care,
or not” (Katoanga, 1997) just as women in these areas normally have no say in
the spacing or number of children they will have.  It is also possible that most
information and education campaign materials (IEC) and activities on gender, not
to speak of the campaigns on radio do not reach women, as they are too busy
doing household chores to attend lectures and workshops on reproductive health.

The fertility rate in Viet Nam for instance, continues to be high and 39% of
the population is under 15 years old.  Along with the lack of the use of contraception,
there are social, cultural and economic reasons for large families.  The custom of
children supporting elderly parents is one reason why parents want to have more
children.  The preference for sons is because sons stay with their parents even
after they are married while women stay with the men’s family after marriage.  In
addition, in rural communities, the belief is that the more children there are, the
more hands there will be to work in the fields for the family.

Studies have revealed that in the rural areas particularly, women “tend to
work longer hours, for both paid and unpaid work than men”.  Women often work
up to 17 hours  a day (Ungor, 1994.  Gender, Land  And Household in Viet Nam).
Rural women on the average, work at 1.4 jobs while those in the  urban areas,
work on the average, at 1.3 jobs.   The average working day for women was 16
to 18 hours, while men worked from 12 to 14 hours.

Also, “in some countries, girl children are less desired, largely for economic
reasons in the roles they will play in adult life.  Tradition does not consider them
as future bread winners.  In fact, in some countries, they become an economic
liability at the time of marriage with large dowries expected from the family”.
(“Focus on Women”, Regional Health Report, 1998).
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Migrant woman workers

Urbanization is a growing trend in most countries of the Western Pacific
Region.  The tendency is to go to the cities of the metropolitan areas where
people expect to find better opportunities.  The result is still poverty as the urban
population growth becomes faster than the growth and development of the
employment rates, housing and service facilities.  The next tendency is international
migration.

In the Philippines, in the space of two decades, 1970 to 1990, the proportion
of population living in the urban areas increased from 32% to 49%.The National
Capital Region (NCR) had a population of 9.4 million in 1995, in contrast to the
Cordillera Autonomous Region which had a population of only 1.2 million.  People
in the provinces migrate to Metropolitan Manila in the hope that there will be
more opportunities for them and life would be better for them in the city.

From the early 1950’s up to the late 1960’s, there was a significant “Brain
Drain” in the Philippines as professionals including medical doctors and nurses,
migrated overseas. Soon, the trend shifted to young women who took low paying
jobs in the host countries.  An estimated 417 301 overseas contract workers
(OCWs ) in 1990 increased to 782 247 in 1995.

Again, it is the women who are more adversely affected.  Some of these
women were public school teachers at the primary levels, mostly from the provinces
who agreed to be domestic helpers in different parts of the world where a lot of
them experience harassment and exploitation.  Several of these women hit the
headlines because they were either raped, incarcerated, tortured, beheaded or
sent back to the Philippines “in a box” (coffin).  In  many cases, the women’s
absence from the family could lead to the breakdown of family relationships.

Bangladesh, China, Indonesia, Myanmar, the Philippines, Sri Lanka and Thailand
all export female labour to Brunei Darussalam, Canada, the Persian Gulf countries,
Hongkong (China), Malaysia, Pakistan, Singapore and other countries.

During the mid 1970s, of the reported 146 000 Asian workers who had legally
migrated abroad for work, women formed the minority at 15%.  By 1987, women
made up 27% of a  much  larger migration of 1 000 000 people who had gone
abroad for employment.
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A lot of women who go abroad to work as domestics may have sick parents
who need expensive medicines, brothers and sisters who have to be sent to
school, a dilapidated family house which  has to be reinforced for the   rainy
season and the other forces of nature, a jobless husband and children whose
future has to be somehow secured.

Many women who go abroad are already exploited before they even leave
their countries of origin, by unscrupulous travel companies and people who pose
as travel agents.

Lifestyle-related illnesses

Early marriages may lead to early and closely spaced pregnancies, unsafe
abortions, STIs, including AIDS.  Early marriage, pregnancy and childbearing are
likely to limit the education and employment prospects of  women who become
more economically dependent on their men.  They are therefore vulnerable to
risk-related lifestyles including excessive alcohol use, drugs consumption, smoking,
unsafe sex, undue stress, depression and eating disorders, among other things.

Substance abuse: smoking

The proportion of women (14 years and above ) in the Region who smoke
include:  29.9% in Australia (1998), 4.2% in China (1996); 13.9% in Fiji, and 4%
in Malaysia.

From Korea, we get the report that “there is a big gender difference in the
smoking behavior.”  This is because traditionally, smoking cigarettes or cigars is
considered to be a man’s behavior.  The proportion of current female smokers is
about 5.6% while that of current male smokers  is about 61.0%.  Although  the
proportion of female smokers is relatively small, the smoking rate among young
women is increasing. Singapore on the other hand, states that there were 3.1%
of women aged 18 to 64 years who smoked in 1998 from 3.0% in 1992 just as
Viet Nam cites that of the 2% of women smokers reported by the WHO in 1984,
3.9% were recent smokers while 0.8% had already cut down on their smoking.

The disastrous effects  of tobacco smoking are well documented.  In addition
to the common health risks shared by both men and women, female smokers are
at greater risk of cervical cancer, premature menopause, osteoporosis and impaired
fertility.  Smoking, combined with the use of oral contraceptives, increases the
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risk of ischaemic heart disease and stroke.  Smoking in fact, may take away as
many as nine years off a woman’s life and in countries where large numbers of
women smoke, lung cancer has already overtaken breast cancer as the leading
cause of cancer deaths among women.

Whereas smoking is resorted to as a sign of  sophistication and as a form of
release from tension by women in the higher levels of society, among  women in
rural areas, the prevalence rates tended to decrease as the women rose to higher
educational  and socioeconomic status (WHO Regional Health Report, 1998).

The use of alcohol

The use of tobacco, alcohol and addictive drugs is more common in men than
in women in the Region, but women still suffer from the inordinate use of these
substances by men.  Violence against women and children often takes place
when men are under the influence of alcohol and illegal drugs.  Furthermore,  a
lot of disharmony and conflicts occurs in the family because money that should
have been spent for the essential needs of the family was spent on alcohol and
illicit drugs.

Table 3: Estimated youth smoking prevalece, selected countries and
areas

SOURCE:  The work of WHO in the Western Pacific Region, 1999-2000.
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Eating disorders and malnutrition

In the Western Pacific Region, there are three types of nutritional problems
namely protein-energy malnutrition, micronutrient deficiency and obesity.
Malnutrition of the young and multiparous mothers continues to be a problem as
it results in low birth infants.  While there are many factors which contribute to
low birth weight, poor nutrition presumably depresses foetal growth.  The proportion
of low birth weight infants in the Region ranges from 5% in Australia to 39% in
the Lao People’s Democratic Republic (Nutrition in the Western Pacific Region,
WHO. 1993).

Of all the micronutrient deficiencies affecting women, iron deficiency is the
most important because it can affect general health, well being, work capacity
and reproductive function.  It is quite prevalent among pregnant women in many
countries like Cambodia with 63.5%, Lao People’s Democratic Republic with 15.3%,
Viet Nam 40%, Mongolia 48% and Papua New Guinea with 81% (WHO Safe
Motherhood, 1998).  Supplementation programmes have been implemented in
many countries while Viet Nam and the Philippines have also tested the giving of
weekly iron-folate supplementation to increase compliance and prevent iron
deficiency anaemia.

Source: WHO for Safe Motherhood.  1998

Figure 6: Prevalence of Anemia in Pregnant Women
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Obesity

There has been a marked increase in the prevalence of obesity especially in
the Asia-Pacific Region.  In China, the prevalence of overweight and obesity
increased from 9.7% in 1982 to 14.9% in 1992 in urban regions and from 6.8% to
8.4% in the rural regions.  Among Malay women, the increase was 5% from 1992
to 1998 (Redefining Obesity and its Treatment, WHO/WPRO. 2000).  While in
western societies, obesity is generally socially acceptable, in Pacific Islanders,
obesity remains to be a symbol of wealth and increased social status (Dowse et al
1998).  The increasing trend for obesity suggests an increasing burden of chronic
diseases facing the Region.

Lifestyle disorders

Because of the changes in the traditional lifestyles and the adoption of a
Westernized diet, i.e. high-calorie diets and a reduction in physical activity in
some levels of the population, overweight and obesity are increasing rapidly.
This may be the primary cause of the rise in diabetes and other nutrition-related
disorders such as cardiovascular diseases and cancer.

Noncommunicable diseases (NCD) are major health problems in most countries
in the Western Pacific Region.  Cardiovascular diseases account for around 3
million deaths in the Region every year.  Strokes, heart diseases, heart failures
and renal dysfunction and failure are often the result of hypertension which comes
about as a consequence of bad diet and the stress and strain of modern living.

“Diabetes is another daunting public health challenge.  It is estimated that
there are currently 30 million people in the Region with diabetes and that by
2025, this number will have increased to at least 55 million”.  (The Work of WHO
in the Western  Pacific Region).

“Research over the past 30 years has shown that cardiovascular disease,
diabetes, and some types of cancer are associated with the ageing of populations
and  with unhealthy life styles such as smoking, consuming diets high in saturated
fat, being overweight or obese, and lack  of  physical activity”.  (Ibid.)

Osteoporosis, cardiovascular disorders, diabetes, cancers and injuries are
the usual health problems of women as they grow older.
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With women living longer and lifestyles changing, the incidence of
noncommunicable diseases is also increasing, with the older women more
vulnerable to them, foremost of which are breast and cervical cancers.

Breast cancer is the most common cancer in women both in the developing
and developed countries, the cause of which is often attributed to late childbearing,
decreasing fertility and the Westernization of diets.  There was a total of  795 000
cases in 1990 alone.

Cancer screening programmes for the breast and the cervix are put up to
examine “asymptomatic individuals for the diagnosis of  the disease at a stage
when  curing  is possible to prevent or at least, postpone death from the disease”,
since there are cancers which can be cured provided they are detected  before
they spread to the other organs in the body.

Unfortunately,  screening programmes are quite expensive to set up and
maintain so health programmes have to resort to physical examination and the
education of women in breast self-examination.  However, physical examination
can only detect tumors that are already 2.5 cms or more in size.  At this point,
detection is already late and the treatment may have to be radical.

Mammography may lead to the early detection of cancer when the growth is
still at an early stage and smaller and less malignant.  When detection is done
within the first three years, there is a higher proportion of breast conservation
increase.  In Singapore, breast cancer is the leading cancer among women and
there is a projection of 55.1 cases per 100 000 women by the year 2000.
Singaporean women are taught breast self-examinations and are encouraged to
go for yearly clinical examination.  Moreover, the Singapore Breast Cancer Society
takes the responsiblity of arranging for women, from 50 to 64 years old, to
undertake mammography.

In Australia and in New Zealand, 90% of women aged 20 to 69 are enrolled
in the National Cancer Screening Program for Women and the Breast Cancer
Screening and the National Cervical Screening Register.

In some countries like Fiji for example, screening for breast cancer by
mammography is not available in the rural areas.
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Although 25% of female mortality in Viet Nam is due to cancer, a nationwide
screening programme is still not in place, although there are some screening
programmes on cervical cancer, the second most common cancer among women
in Vietnam, after breast cancer.

Among Korean women, cervix and breast cancers are the most common
types of cancer and 39 out of 100 female cancer patients have cancer of either
the cervix, breasts or the ovaries.

Employment and occupational hazards

Women who enter the working  world may meet significant discrimination.
Since in many countries of the Western Pacific Region women are not encouraged
to progress up the academic ladder, they usually turn out to be less educated, less
skilled, less  trained and are usually relegated to minor positions.  They may have
to work harder but may be paid less, and  they may be prone to exploitation and
harassment.

In addition, some health problems are a result of injuries, infection or exposure
to dust, chemicals and gases or insecticide poisoning contacted while in the line
of duty.

Exposure to certain chemicals may pose greater risks for women due to the
anatomical, physiological and biochemical features. Pregnant women may pass
chemicals to the fetus through the placenta and to the baby by way of  breast milk

Again, there are different biological threshold limit values for occupational
lead exposure between men and women.  The acceptable level for the male is
50ug/dl while it is 30 ug/dl for women.  However in most instances, this limitation
is not even observed by some employers.

On the positive side,  a lot of innovations for the working mothers have been
or are currently being introduced in some of the countries in the Region.  Singapore
has set up arrangements with regard to flexible or part-time jobs for women.
Women employees are given full pay leaves of absence for taking care of sick
children.  Night work is generally prohibited for pregnant women unless the women
indicate in writing that they prefer to work in the night shift. They are allowed to
do so only after they have been found to be physically fit.
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China’s “Regulation of Female Labor Protection” contains provisions for
pregnant women,  the “lying in puerperium” and  breastfeeding women. Three
months maternity leave is given to women.    In some countries, workplaces have
breastfeeding rooms for lactating women and day care centres for working mothers.

The health of the elderly

In the years to come, there will be more and more elderly women who will
suffer from diseases that come about as a result of ageing.  As the life expectancies
in women increase, so will the number of elderly women in the population.  In the
case of millions of women , a longer life may mean prolonging of the inequalities
that they had undergone since childhood - poor nutrition, reproductive ill health,
risky and unfair working conditions,  physical  and psychological violence  and
life-style related diseases. On top of this they have to face old age, poverty ,
loneliness, alienation and diseases of the elderly.

Dementia is one of these diseases.  As the average life expectancy of women
exceeds that of men, more women than men are likely to have dementia over the
years.  Nongovenmental offices and the health centres must offer more training
to medical personnel and paramedics for the proper management of dementia.

Likewise, the elderly should be properly evaluated on the threats of
osteoporosis.

Depression is another condition that comes about with ageing.  The prevalence
of depression is higher among women (2:1) than men.

One reason for depression is that women, because of their social roles, may
feel unchallenged, bored and undervalued if they are unemployed and unproductive.
If they are employed, they may experience excessive demands  on their time and
attention.

The feminization of poverty

“The  feminization of poverty may be a question less of whether more women
than men are poor than of the severity of poverty and the greater hardship women
face in lifting themselves and their children out of the trap.  The wide range of
biases in society – unequal opportunities in education, employment and asset
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ownership among them – mean that women have fewer opportunities.  Poverty
accentuates gender gaps, and when adversity strikes, it is women who often are
the most vulnerable. “  (UNDP – Human Development Report, 1997)

There is now a feminization of poverty.  It is not only that women have less
financially but women suffer more intensely because they are discriminated against
and there are less opportunities for them – less chances for education, for positions,
for adequate remuneration, for recognition and   for decision-making.

Absolute poverty is defined by the World Bank as “a condition of life so limited
by malnutrition, illiteracy, disease, squalid surroundings, high infant mortality,
and low life expectancy as to be beneath any reasonable definition of human
decency.”

It is very obvious then that women suffer disproportionately from two problems:
poverty and powerlessness.

Women suffer from a long list of illnesses:  gender discrimination even before
birth,  chronic anemia, malnutrition, severe fatigue, long working hours, less  pay,
reproductive health threats, preventable illnesses and death from complications
in pregnancy and childbirth, unsafe abortion, STIs, reproductive cancers, frequent
child-bearing, emotional stress,   domestic violence, diseases of the elderly and
many more.

The following quotations from “Nutrition in Pregnancy in Rural Vietnam:
Poverty, Self-sacrifice and Fear of Obstructed Labour” show the problems facing
rural women:

“My child is nearly two and always sick, so if we have any tasty (i.e., high
calorie) foods, we give them to her.  If  there’s any left-over, my old, weak f
ather-in-law and my disabled sister-in-law get some.  My mother-in-law and I are
the main labour force in the family but we hardly ever get anything tasty to eat”.
(Lan)

“We live in the countryside, so we usually work until the day we deliver.  And
some women deliver in the field or in the road”. (Huong)

“Some days ago, I carried fertilizer to a distant field.  It was heavy and the
field was far away, so I felt uncomfortable inside afterwards.  I ate two eggs to
make my baby all right”.  (Lan)
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In addition to child-bearing  and work and  responsibility in the household,
women have to work themselves to the bone to earn even during the time that
they are about to deliver their babies.

Health care for women is often restricted to the family planning clinic and
even this is focused only on controlling their fertility rather than improving health.

Women’s  empowerment

Women themselves must determine what the women’s health programme
must be.  There must be women’s empowerment  to reduce women’s poverty,
improve their health and support them to realize a better quality of life.

Women’s health means women’s total well-being, which is determined not
only by biological factors and reproduction, but also by the effect of the work load,
by nutrition, by the effects of stress , by the consequences of war and migration,
among others.

Improvements  to women’s health status, have to go beyond the health care
system and have to include far-reaching socioeconomic and cultural changes.  In
other words, the whole social, cultural and economic pattern may have to be
modified  to eliminate preferences for sons,  female genital mutilation, gender
inequities and inequalities and all the other factors that have shackled women for
a long time.  Women should become the equal, the partners of men, in social
development.  There can only be a real and valid discussion of women’s health if
we first of all tackle the issue of women’s empowerment.

Women should become
the equal, the partners
of men in world
development.
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Women’s health in education

If there is to be empowerment, there must be proper education of all age
groups.

In the Beijing Declaration and Platform for Action (Fourth World Conference
on Women in September, 1995), the section on Education and Awareness on
Reproductive and Sexual Health states the following:

“Prepare and disseminate accessible information through public health
campaigns and education concerning:

· Reproductive and sexual health
· Safe and responsible reproductive and sexual behavior

Ensure that programmes are designed specifically for target groups, i.e.,
men of  all ages, adolescents, women.

Education and information for girls, especially adolescent girls, should inform
them of:

· the physiology of reproduction;
· reproductive and sexual health
· responsible family planning practice
· family life”

There are no available data and statistics regarding the implementation of
this programme in the curricula of schools in the Western Pacific Region.  However,
in Cambodia, sex education and population have been integrated in the curriculum
of the secondary level under a United Nations Population Fund (UNFPA) project.

In the Philippines, sex education and family planning are integrated into the
curriculum of the secondary (high school) level as mandated by the Department
of Education, Culture and Sports.  At  the tertiary level, no student  is allowed to
leave the basic course of study during the first two years in college without taking
sex education and family planning which are integrated in the sociology courses.
So, before the student starts concentrating on his or her major field of study, he
or she  would have completed the course  on  population as stipulated by the
Commission on Higher Education (CHED).
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     Likewise, violence against women (VAW) has been included in the nursing
and medical curricula in the Philippines.  VAW is a research priority of the Task
Force on Social Science and Reproductive Health- Social Development Research
Center at De La Salle University. The center is currently involved in “mainstreaming
education on the health consequences of violence into the medical and nursing
curricula of universities and training schools in the Philippines”.

Empowerment and the call to action

Despite the fact that there are laws that prohibit unsafe abortion, pre-natal
sex selection, female genital mutilation, among many others, these practices still
flourish. Customs and traditions  still prevail over  laws, as in the case of sex
selection and  mutilation.

In the same light, around “30 000 to 50 000 women die every year from
complications of pregnancy and childbirth” and  “approximately 40% of these
deaths occur in just six countries:  Cambodia, the Lao People’s Democratic Republic,
Mongolia, Papua New Guinea, the Philippines and Viet Nam”.  (The Work of WHO
in the Western Pacific Region).

Maternal mortality, in most instances, is preventable.  In fact, two factors are
expected to help reduce maternal deaths:  first, family planning which should
help women delay their first pregnancy and prevent unwanted pregnancies and
abortions and second, the access to adequate services for prenatal delivery and
post-partum care and emergency obstetric treatment when needed.

But despite the efforts exerted by the governments in the Region, and
nongovernmental organizations and  international organizations, the MMRs are
still “unacceptably high” in several countries. If the state of women’s health is to
be improved,  the effort should start with the women themselves.  They should be
empowered to act and work for the upgrading of their status since their present
low social and economic status is a basic hindrance to women’s health.

There is no reason why women would allow themselves to be the victims of
psychological and emotional violence which may include “repeated verbal abuse,
harassment,  confinement and deprivation of physical, financial and personal
resources”. (WHO, 1997).  Nor is there any valid reason for them to suffer from
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shame and humiliation  and  lose their self-respect because of “beatings, cursings,
loudly proclaimed accusations, regular acts of terror and continuous disregard for
feelings and needs”.

The current status of women’s health in the Western Pacific
Region

On the credit side,  in general, the life expectancy of the women in the Region
has gone up a lot. Maternal mortality ratios and the infant mortality rates have
improved; there are more screening centres for breast and cervical cancers;
there are more government programmes directed to the improvement  of women’s
health , there is a  region-wide alert on the  checking of the sexually transmitted
infections, violence against women  is, little by little being brought out in the
open; there is more acceptance of family planning methods and there are more
laws and policies for working  mothers.

However, the status of women’s health in the Western Pacific Region still
leaves much to be desired.  Discrimination against women still exists, teenage
pregnancies and  unsafe abortions still abound, the spread of the HIV/STI/AIDS
needs to be controlled, violence against women more often than not, still goes
hidden and unreported and therefore unchecked, the rate of maternal mortality
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is still high in six countries of the Region, the infant mortality rate in  a few
countries in the Region still has to be reduced, anemia in pregnant women is still
prevalent even in the more developed countries in the Region and the alarmingly
high rate of female women migrants has to be remedied by the government by
means of offering alternatives.

The time to act is  now!

There  is no reason why women cannot work in partnerships with men for
world development.  There is no reason for women to be poor and powerless
when they can be resourceful and empowered – empowered enough to work for
their improvement, become independent and contribute to world development.  It
is  they who should plan and work for the improvement of women’s health. And
after they have done their part to improve women’s health, then, they can rightfully
claim their share from the world that they have helped improve – after all, what
they will be  asking  is  just their basic human right.
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CHALLENGES IN WOMEN’S HEALTH
IN THE 21ST CENTURY AND  WHO STRATEGY

Review of progress

Considerable progress in improving the status
of women’s health has been made over the last
two decades.  Policies and programmes based
on gender considerations have been developed
in several countries.  Gender action plans to
promote and protect the health of women as
fundamental human rights have been drawn up.
Initiatives have been taken to promote the
participation of women at policy and decision-
making levels.  Public awareness of women’s
health issues has also increased considerably,
along with pressure to convert policy statements
and legislation into effective action.  There is
increased awareness in countries in relation to
gender-based violence, including harmful
traditional practices such as female genital
mutilation.  More programmes are looking into
ways of encouraging men to take responsibility
for their own and their partners’ sexual and
reproductive health.  And, most importantly, all
these activities have advanced the prospects of
establishing a participatory process and approach,
which is at the heart of the women’s health
agenda.

The health
consequences

are disastrous to
women because
poverty restricts

women’s choices
in many ways

that are
fundamental to

good health.  It is
widely

acknowledged
that poverty

remains a root
cause of

women’s ill-
health.
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Despite these remarkable advances, overall progress on women’s health
has been altogether unsatisfactory.  Globalization and the current economic
crises in some regions have had adverse effects on national health systems
which in turn, have affected health services for women.  Furthermore, in some
countries, recently made gains in improving infant, child and maternal survival
have been lost and even reversed as a result of social unrest, war, and the
epidemic of HIV/AIDS.  Globally, we are also witnessing a feminization of poverty
in which most of the one billion people who live in extreme poverty are women.
The consequences of poverty are serious at the level of the individual and the
family.  The health consequences are disastrous to women because poverty
restricts women’s choices in so many ways that are basic to good health.  It is
widely acknowledged that poverty remains a root cause of women’s ill-health.
Regardless of this fact, the shrinking public resources for health care are
cushioned by the voluntary contributions of women, for whom the care for
ailing family members is an additional burden.

There is a growing demand for reproductive health services and for access
to a wide range of contraceptive methods, including the need for informed
choice.  Adolescent’s health and, in particular, teenage pregnancy, remain a
serious concern.  With regard to male fertility regulation, attitudes are changing,
and younger men and couples are now volunteering for clinical trials.  The
pharmaceutical industry, which had not shown interest in research in the 1980s,
has recently become involved in studies on male contraception.  The burden of
infertility on couples, in particular on women, is of concern to some countries.
The lack of information on the causes of infertility and the effects of biomedical
research, including cloning, have been expressed as areas of concern in women’s
health.  The physical, psychological and social effects of medically assisted
reproduction technology on the health of women, and the risks involved, must
not be underestimated.

The dramatic increase in HIV/AIDS infection among women, in particular,
the high risks for adolescents aged 15 to 25 years, now representing half of
recent HIV victims, is alarming.  Infection in young girls is often related to
forced sex and rape.  Migration, trafficking and sexual exploitation contribute
to the spread of the disease among young women.  The taboos surrounding
the disease and the stigmatization of the victims cause further violence and
isolation.  Of particular concern are the mother-to-child infection and the dilemma
surrounding breast-feeding for HIV positive mothers.  Countries are calling for
greater protection of women from infection, including access to the female



Challenges in Women’s Health

45

condom and improved treatment of HIV/AIDS patients through affordable access
to anti-retroviral therapy and drugs.  Several countries have reported campaigns
and legal action taken to accelerate the elimination of harmful practices such
as female genital mutilation.

The negative impact of violence on women’s mental health, one of the
major reasons for psychiatric disorders, anxiety and depression among women,
is well recognized.  Mental disorders in women seem to be caused more by
social problems than by hereditary and hormonal processes.  Mental health
care for women needs to be integrated into primary health care services to
make it more easily accessible.  With regard to substance abuse, women face
discrimination in treatment and rehabilitation that are not gender-sensitive.
Women are increasingly being singled out in the marketing of products associated
with certain lifestyle patterns.  The increasing number of women smoking, and
their difficulties in abandoning the tobacco habit, as shown by research, is also
of concern.  The rising rate of lung cancer among women is one of the
consequences of changes in lifestyles.  Another is the association of alcohol
abuse and unemployment with increases in domestic violence against women
and children.  In relation to the environment, occupational and environmental
health suffers from lack of attention to pollution and to the risk factors of
certain lifestyles.  Women react to certain hazards at work which include stress,
trauma and physical reactions.  Occupational health regulations need to address
women’s health issues.  Steps must be taken to safeguard the health of pregnant
and breast-feeding working women in particular.

Bridging the gap between policy and implementation on one hand, and
between awareness and attitudinal changes on the other hand, is the challenge
at this stage.  The creation of an enabling environment that includes a supportive
legislative framework and political commitment at the highest level is a
prerequisite for effective social change and improvement in women’s health.
In connection with this, several countries have made modifications to the legal
framework that are beneficial to women’s health.  These modifications relate
to health insurance,  patients’ rights, and health care and social security systems.
Some progress has also been noted in the collection of health statistics
disaggregated by sex and age and the awareness of the need for the
development of gender-specific indicators on health.  Special emphasis needs
to be placed on the importance of mainstreaming the gender perspective into
all fields of health.  This should include a focus on the role of men and the
importance of partnership, specifically in reproductive health.  A gender
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perspective is also needed for integration in medical education and research.
This would lead to changes in the health sector at the decision-making level,
where women still do not have a decisive presence.  There is a need for more
gender-sensitive training, but the unavailability of training materials, trainers
and training opportunities represents a serious obstacle to creating greater
gender sensitivity among health professionals and policy makers in particular.

Wellness and women’s health

Women’s health is an expression of
relationships.  The term “social-developmental
model of women’s health” implies three elements:
the biological determinants, the process of human
development and the social and cultural context in
which health and disease are expressed.  The central
theme of these three dimensions of health are the
ever changing, hopefully maturing relationship of
the woman to her physical, ecological, personal,
social and cultural environment.

These changes involve the relationship of a
woman to her own body and physiology, and her
relationships to parents, family, intimate partner,
peers, community and the broader society.

In keeping with the WHO definition of health, it
follows that the measurement of health and the
effects of health care must include not only an
indication of changes in the frequency and severity
of diseases but also an estimation of well being.

The life span approach

Reducing women’s health to women’s
reproductive health has had numerous negative
consequences for the state of scientific knowledge
which include:

Health is the
sum total of our
successful
attainment of a
state of wellness
at earlier stages,
our acquired
capacity to resist
disease, and our
success in
achieving the
series of
developmental
tasks in the
sequence of
mental and
social
development at
each stage of the
life span.
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· An inadequate understanding of gender differences in health.
· A paucity of information pertaining to basic physiology and

pharmacokinetics in women.
· Pervasive gender bias in research such as less attention being paid to

conditions to which women are more vulnerable and the assumption
that health through the lifespan follows the same course for women as it
does for men.

· The neglect of social factors, discrimination and gender specific negative
life events and stress in favor of reproductive and endocrinological
explanations of women’s higher rates of depressive and other
psychological disorders.

· An emphasis on the health, including the mental health of women as
mothers and a relative neglect of other aspects of women’s health and
other periods of the lifecycle.

The life span approach to human health and development brings one
important conceptual ingredient to our understanding of health.  Health is the
sum total of our successful attainment of a state of wellness at earlier stages,
our acquired capacity to resist disease, and our success in achieving the series
of developmental tasks in the sequence of mental and social development at
each stage of the life span.  Because biological and social aspects affect women’s
health throughout their lives and have cumulative effects, it is important to
look at the entire life span in examining the causes and consequences of women’s
health.  The grouping of these stages varies with the focus and purpose. For
purposes of an analysis of women’s health, the following  groupings are
proposed:  childhood (with sub-groupings of under-five years of age and up to
adolescence, sometimes referred to as early and middle childhood), adolescence,
reproductive years, post-reproductive years and the elder years (including, for
those in the work force, the period of retirement, as well as that of death and
bereavement, i.e., widowhood).

Infancy and Childhood

Scientific advances in reproductive technologies have allowed couples to
have the number of children they want, when they want them.  While these
technologies are also appropriate in ensuring that carriers of serious genetic
disorders are able to improve their chances of bearing a healthy infant, there is
also evidence that they are being abused through sex selection of conceptions
and sex selective abortions.  Historically, cultures with a strong bias against girl
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births have resorted to infanticide or neglect as a means of limiting the numbers
of girls in a family.  More recently, sex-selective abortion is believed to be the
cause of the “missing females in several countries”12 .

Sex ratios of births serve as the first measure of gender discrimination.  In
developed countries with reliable and complete birth registration, the male-
female birth ratio (M:F-BR) normally falls between 1.03 and 1.08. The M:F-BR
is less reliable as a “true” measure  in the developing world, where a large
proportion of births occur outside institutional settings and the registration of
births may not occur for months or years, if they are registered at all.  Deaths
that occur in the interim would not be registered.  If gender discrimination is
sufficient to increase the mortality among girl children, the M:F-BR would be
abnormally high, as is apparently the case in rural China, the Republic of Korea,
Azerbaijan3  and probably other countries with strong son preference, but which
lack reliable M:F-BR data.

Comparison of the female:male ratios (F:M-MR ratio) of neonatal, infant
and under-five child mortality is even more sensitive as a measure of sex and

gender differences.  The F:M-MR ratio serves to
measure differential care received by girls which
negates their innate biological advantage relative
to boys.  This ratio of rates is consistently 20 to
25% lower among girls in developed countries in
which there is no identifiable preference for boys or
girls.  Several factors contribute to better survival
of female newborns.  Because the fetal lungs of
girls mature earlier, male newborns are at a greater
risk of developing and dying from respiratory
distress.4-5 And because the latter have higher levels
of serum ferritin,6  a lower incidence of
neurodevelopmental morbidity and very low birth
weight, girls have much higher rates of survival.7

Evidence of a mortality disadvantage for the
girl infant and child attributable to gender
discrimination was found in the analysis of the infant
and under-five child F:M-MR ratios in 35 countries.1

On the average, 5% of the infant mortality of girls
was attributable to gender discrimination.  The
figures for the countries  of  the  Middle  East
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Crescent were 17%, three times greater than the differences in Latin America
and Africa.  The figures for the under-five F:M-MR ratios were 15% in sub-
Sahara Africa  and  Latin  America.  Based on the mortality data reported to
WHO,3 the mortality disadvantage of the girl child in rural China2  was similar to
that in the Middle East Crescent.  Limited data on long-term trends over time
have shown a decrease in the mortality disadvantage of the girl child in Bulgaria,
Ireland and Sri Lanka.  However, in India, in over a 20-year period until the
1970s, there was an increase in the mortality disadvantage for the girl child.8

More than one-third of the world’s children suffer from stunting or wasting.
In Asia, where 70% of the affected children live, most countries have high or
very high prevalence.  But only in Africa, where 25% of the affected children
are, does one find an increase in stunting both in the absolute number and
percentage of children affected.9  However, in an analysis on sex differences in
stunting in 81 countries, in only ten, including Nepal, Bangladesh and Sri Lanka,
was the frequency of stunting in girls more than 7 % higher than in boys.
Despite the anthropological reports of discriminatory feeding patterns to the
disadvantage of the girl, the aggregated national data from 61 countries in
other regions either showed no difference or higher stunting prevalence in
boys.  Despite the strong son preference, and a markedly higher mortality
disadvantage of the girl child in China, over the last few decades of national
and provincial nutrition surveys, none show a significant difference in stunting
by sex.10  Furthermore,  in the WHO databases on breast-feeding, there is no
consistent evidence of  a sex advantage for boys during breast-feeding even in
countries with a strong son preference.

It was generally assumed that the response of girls to infectious diseases
did not differ from that of boys until recent observations in several countries
following vaccination of children using high-titre live measles vaccine.  The
observation showed an excess of non-specific mortality, particularly among
females and those receiving the highest titre vaccine11.   Since vaccination with
live measles virus results in a temporary depression of the immune response to
other antigens, the female predominance in  subsequent non-measles mortality
may be due to sex differences in response to live measles vaccines, and  may
possibly be  indicative of other immunological differences between girls and
boys.  With normal doses of vaccine, measles immunization appears to accelerate
and increase the advantage of the girl child.12



Women’s Health: Western Pacific Region

50

In many countries, parents with limited resources may be less willing to
pay the school uniform or other fees for a girl’s education.  Yet, in the 35-
country analysis of the DHS data, the factor most strongly correlated with
female mortality disadvantage was the male:female differences in primary school
enrolment.  Fortunately, primary school attendance rates for girls are increasing,
but completion and secondary school attendance lags far behind that of boys.13

Poverty again becomes a major actor in creating disproportionate obstacles
and even greater harm to girls as they become women, and as they bear and
care for the next generation of children, both boys and girls.  Girls are removed
from school to assist in household chores and to care for younger siblings.
Rural poverty, limited education, lack of work and a pattern of bonded labor
draw children into the labor market.  In India and Nepal, girls in rural areas
from the age of six through fourteen, spend less time than boys in leisure, in
study and reading, and more time in work.  Girls 6 to 9 years of age spend
three or more hours per day working, while boys of the same age spend less
than two hours.  By the time they are 10 to 14, Nepali girls are working nearly
8 hours per day, while boys work half that time.14

One is left with the hypothesis that gender specific health care seeking
behaviours have a major impact on the mortality disadvantage of the girl child,
particularly when compounded by poverty and its consequences.  Health
behaviours may change in negative, positive or paradoxical ways under the
pressures of economic change or other crises.  For example, several years ago,
wasting and stunting among girls increased far more than in boys during times
of famine and among the  poorest  population.15  Families were probably more
likely to delay seeking medical care and limited their expenditures for the care
when a girl became ill in comparison to when a boy became ill.  Given the
enormous mortality disadvantage of girls in the regions of the world with the
largest  population, it would seem that testing of this hypothesis should be of
high priority on the international research agenda.  If this hypothesis proves to
be correct, addressing it would add another challenge and priority for targeted
strategies in health education.  It also would be important to determine whether
the cultural presence of sons is also influencing the treatment decisions of
health workers, possibly under parental pressure.



Challenges in Women’s Health

51

Adolescence

Adolescence is the period of transition from
childhood to adulthood, and is characterized (a)
biological development from the onset of puberty
to full secular and reproductive maturity, (b)
psychological development from the cognitive and
emotional patterns of childhood to those of
adulthood, and (c) emergence from the childhood
state of total socioeconomic dependence to one of
relative independence.  WHO considers 10-19 years
as the period of adolescence, noting that it generally
encompasses the time of onset of puberty to the
legal age of majority.  However, it also acknowledges
that there are wide discrepancies between
chronological age and biological and psychosocial
stages of development, as well as wide variations
due to personal and environmental factors.16  These
discrepancies are particularly noteworthy among
adolescent girls/women.

The dynamics of social change present adolescents with major challenges.
In traditional societies, young people can be fairly sure that their lives will be
substantially similar to their parents.  In modern societies, they can be confident
that they will be substantially different.  In transitional societies, young people
find themselves in two cultures: the traditional one in which their parents grew
up and which they may still value, and the modern one  which they learn in
school and is portrayed in an increasingly globalized media.  A similar clash of
cultures may be found among young people whose families have migrated
either from another country or from rural to an urban area.16

The biological changes of adolescence are somatic and hormonal, with
marked individual variation in the timing and tempo of changes.  The growth
spurt in height and weight is closely linked to sexual maturation.  As the
nutritional status of girls improves, the onset of menses occurs at an earlier
age.  From 1860 to 1960, the age of menarche declined from 16.5 years to
12.2 in industrialized countries.  Virtually all developing countries have been
going through similar changes in a shorter period of time.17 18    Completion  of
bone growth in both height and pelvic size and shape does not approximate

In traditional
societies, young
people can be
fairly sure that
their lives will be
substantially
similar to their
parents.  In
modern
societies, they
can be confident
that they will be
substantially
different.



Women’s Health: Western Pacific Region

52

adult status until two years after the onset of menses.  Thus, the adolescent
girl is capable of conception, but unlikely to delivery safely.  Furthermore, the
competing demands of her own growth and that of the fetus will result in a
slowing or cessation of her growth, thus compromising the woman’s health
and that of future conceptions, unless appropriately, and nutritionally treated,
therapeutically and prophylactically. 19

The long-term health of women is also influenced by the changes in the
patterns of menarche and nutrition.  The typical high fat, low fiber diet of the
industrialized West, particularly when associated with inadequate exercise, is
likely to advance the onset of puberty.  This will manifest in girls as an earlier
menarche, earlier onset of breast development, and an earlier growth spurt.
Both early menarche and adult tallness are markers of increased risk to breast
cancer.  Earlier menarche in the West is usually associated with earlier onset of
hyperinsulinaemia, which is also thought to be a marker of increased breast
cancer risk.20 The time from puberty to the first pregnancy is particularly
important for breast cancer risk. Girls who had menarche before they became
12 years old, have a more rapid onset of ovulatory menstrual cycles, than girls
who have a later menarche.  Significantly higher serum oestradiol and lower
sex hormone binding globulin concentrations are seen in women who had an
early menarche, and the differences still remain at 20-30 years of age.  Thus,
increased oestrogen and progesterone secretion might induce a higher degree
of breast epithelial proliferation.21 Further research is required concerning the
possible role of physical exercise and nutrition in modifying breast cancer risk.

There are additional physical and mental health consequences that are
associated with the rapid physiologic changes of reproductive maturation and
appearance of secondary sexual characteristics.  Despite the decline in the age
of menarche, there is little evidence that this has been accompanied by a
comparable shift in the cognitive, psychological and emotional capacity.  The
lack of synchronization in physical and emotional maturity will often put increased
pressures on the adolescent who physically matures at a relatively younger
age.  Later maturation is generally associated with better affective adjustment.

During childhood and the transition to adulthood, the reproductive tract of
girls is particularly vulnerable to infection.  The cells and secretions of the
immature reproductive tract are much less able to resist invasion and damage
by sexually transmitted microorganisms than in adults,22 including those
associated with pelvic inflammatory disease and its consequences of infertility
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and ectopic pregnancy and those associated with cervical cancer.  A later age
of onset of menarche, but an earlier onset of sexual activity, greatly increases
the immediate and long-term consequences of STDs in the young women.
Because the presence of other STDs will also increase the likelihood of HIV
infecting an individual, adolescent girls who have a later onset of menarche,
but early onset of sexual activity will be at even greater increased risk of AIDS
as well.  Repeated C. Trachomatis which causes erosion of the normal cervical
barriers, further increases the hazards of human papilloma virus infection and
its subsequent risks of cervical carcinoma.  Malnutrition greatly increases these
risks.

Although women aged 10-19 are generally healthy, specific behaviors and
cultural practices can jeopardize their well-being.  In most traditional societies,
sexual activity of girls is normally initiated within marriage, albeit in many,
before or soon after the onset of menses - at times as young as 10 or 11 years
of age.  In an adolescent clinic population in Ethiopia, premenarche sexual

initiation was noted to occur in 40% of the girls.23

The hazards of sexual activity and child-bearing
before biological and social maturation have been
well documented.  In some settings, particularly
when outside of marriage,  the man engages in
sexual activity with other women, including
prostitutes, the child-wife in such marriages has an
increased risk of acquiring sexually transmitted
diseases on two counts: the increased likelihood of
acquiring such infections from the husband and the
increased vulnerability of the immature reproductive
tract.  Data from several countries in Africa, for
example have shown that the earlier the age of the
onset of sexual activity, the higher the level of
infertility becomes.61

In cultures that practice child marriage, girls
are catapulted to adulthood, by passing the period
of biological and social maturation of adolescence
as they are married off before or just after
menarche.  Although many countries have raised
the legal age for marriage, it is rarely enforced,
and generally shows little correlation with the actual
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age of marriage.  Marital discord is also more common with a younger age of
marriage, and both circumstances are in some settings associated with child
prostitution, often as consequence of the child-wife running away and having
no other means than prostitution for supporting herself.24   For example in one
study, nearly 70% of the women engaged in prostitution were sexually active
before menarche compared to half that number among a control group.  Noting
that half of all prostitutes were married for less than 5 years, a large number
began prostitution as children.25  In some countries child prostitution has its
roots in historical social and religious traditions.26  Poorer families would dedicate
their daughters to be wedded to a temple goddess, or would send them to be
prostitutes for the ruling elite.  Traffickers have found it easy to lure large
numbers of girls to brothels, even with the collusion of their parents.

For many girls, adolescence is a period of sexual debut, leading to the
health risks associated with early pregnancy, unsafe abortion, and STDs,
including AIDS.  Nutritional requirements increase during adolescence.
Adolescents also adopt behaviors that affect their health, such as smoking and
substance abuse.  There also is an exacerbation of young women’s susceptibility
to STDs through the social acceptance of male promiscuity, social expectation
of young women’s passivity, and social assignment of greater value to what is
masculine.  Those who start having children early generally have more children
than those who embark on parenthood later.  Early marriage, pregnancy and
child bearing are likely to limit the education and immediate and long-term
employment prospects of an adolescent girl.

In the absence of adequate maternity care, maternal mortality among young
adolescents is several times higher  than those who are a few years older.  In
a large part of the world, the highest incidence of pelvic inflammatory disease
is among women of 15 to 24 years of age, and the consequences of STDs are
measured in rising rates of ectopic pregnancy and tubal infertility.  There are
also the silently suffering young women who have survived a traumatic delivery
but are left with livelong morbidity of vesiculovaginal fistula.  In addition to
their physical injuries, women who have experienced prolonged obstructed
labor often develop serious social problems, including divorce, exclusion from
religious activities, separation from their families, worsening poverty,
malnutrition, and almost unendurable suffering.27

Women are much more likely than men to develop eating disorders.
Regardless of the type, all eating disorders are rooted in emotions, often traced
to problems during adolescence.28  Dieting is the most important predictor of
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new eating disorders.  Differences in the incidence of eating disorders between
sexes were largely accounted for by the high rates of earlier dieting and
psychiatric morbidity in the female subjects.  In adolescents, controlling weight
by exercise rather than diet restriction seems to carry less risk of development
of eating disorders.29 While the problem is widely found in North and South
America, and Europe, it is also described in Asia as well.30 It is associated with
a significant excess mortality in some groups.31

There is limited evidence that some of the possible differences in
immunological function of childhood may also be manifested during adolescence.
Response to immunization booster doses may be lower in adolescent and adult
women,32 and, when the incidence of tuberculosis is high, the incidence rate in
adolescent women is much higher than would be expected.  In industrialized
countries in the middle of this century (1930s to 1950s), females aged 15 to 34
years had higher tuberculosis notification rates than males of the same age.
However, as notification rates in these countries decreased  in  time, rates in
males became higher than those of females for all ages over 15.  The absence
of comparable patterns now in the developing world among young women
raises questions as to possible gender influences on reporting of such cases.33

Throughout adolescence, self-esteem appears to be affected by the
competence in certain valued domains - physical attractiveness, peer acceptance,
and perceived support from peers, family or others.  Identity is critical during
adolescence.  It reflects the formation of a stable, coherent picture of oneself
that includes an integration of one’s past and present experiences and a sense
of where one is headed in the future.  The process according to Erikson34

involves a series of selective narrowing of choices in the realms of sexual,
occupational and social roles and a progressive commitment to the choices one
makes.  It remains to be seen as to the extent to which this model is applicable
in other cultures, particularly those with a strong interdependent communal
orientation.

For the adolescent, these developmental phases can be spoken of in terms
of the need to attain or resolve a number of developmental tasks, inter-alia:

· adaptation to the physiological and anatomical changes associated with
puberty and the integration of a mature sexuality into a personal mode
of behavior,
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· the progressive resolution of earlier forms of attachment to parents and
family, and the development through peer relationships of an enhanced
capacity for interpersonal intimacy,

· the establishment of an individual identity, incorporating a sexual identity
and adaptive social roles,...35

In achieving these developmental tasks, the
adolescent needs to make choices, and making
choices involves having information, support and
services adapted to their needs and perceptions,
and recognizing their evolving capacities.3

To entirely reduce women’s health during this
period to reproductive health does a disservice to
women’s needs that are not reproductively based.
Where fertility rates are low and life expectancy is
around 80 years, a woman will spend around 2 %
of her lifetime in childbearing.  In contrast, in a
high fertility area, with a life expectancy of around
52, a woman will spend over 11 % of her lifetime in childbearing.  Even in the
absence of the “big killing and disabling” diseases, women suffer from a large
number of conditions and sets of symptoms that are so common that they are
not considered as complaints, but instead are perceived as part of the “burden
of being a woman”.  A study from two rural communities in India 10 years ago,
demonstrated that over half the women studied had  gynecologic complaints,
but only 8 % had sought care and were examined in the past.36 Multiple
conditions were present and 40 % of those with diagnosed diseases did not
complain of any symptoms.

It is at this time in life that women frequently take the triple roles of
reproduction, productive work, and begin to take important roles in the life of
their community.  Formal work can be hazardous to health via certain
occupational and environmental hazards including pesticides, toxic chemicals,
radiation, extreme temperatures, excessive noise and violence.  Women are
more likely to work in agriculture, industries and small enterprises that are
poorly regulated with exposure to unsafe working conditions.  These hazards
may affect unborn children and the level of health in later years of life.

In a high fertility
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The role of work in women’s health is grossly neglected - often because it
is largely invisible, or because attention is limited to legislative action to protect
the woman in her reproductive role.  As noted in Women and Occupational
Health.

“Much of women’s work remains unrecognized, uncounted and unpaid: work in the home,
in agriculture, food production and the marketing of homemade products. . .  Within the
paid labor force, women are disproportionately concentrated in the informal sector, beyond
the scope of industrial regulations, trade unions, insurance. . . [they] may. . . combine. .
paid  work with household work and the care of children, the sick and  the elderly...”37

Domestic work can also be hazardous for women.  For example, a large
proportion of the world population, especially women in developing countries,
are exposed to indoor pollutants produced by inefficient biomass stoves.  The
levels of pollutants, including toxins and carcinogens in the kitchen are usually
very high.  An increase has been noted in the entire spectrum of diseases
associated with tobacco in people who never smoked but who were exposed to
wood smoke.  Women exposed to wood smoke had a five-fold risk of chronic
bronchitis and chronic airflow obstruction.38

Smoking as a health problem is increasing in women in some countries.  In
developed countries, the highest rates of smoking occur among women with
the most socioeconomic disadvantage, such as single mothers.39 Smoking, in
turn, is significantly more common among women who are depressed and
have a history of violent victimization40 and smoking typically coexists with a
number of other high risk health behaviors such as drug and alcohol use and
poor PAP smear attendance.41 In addition to the risk  of cancer, cardiovascular
disease and chronic obstructive pulmonary disease, smoking has other health
risks for women, including, reduced fertility, ovulatory dysfunction, ectopic
pregnancy, spontaneous abortion, and earlier menopause.  Tobacco smoking
may also be associated with an increased incidence rate of adult-onset asthma,
especially among women,42 in whom the prognosis is generally poorer.

For the most part of this century, scientific interest in the problem of violence
against women and its links to poor mental health, has been negligible.  However,
the rise of second wave feminism and activism around women’s rights
engendered an upsurge of interest in the widespread social problem of violence
against women.  Women who have experienced violence, whether in childhood
or adult life, have increased rates of depression and anxiety, stress related
syndromes, pain syndromes, phobias, chemical dependency, substance use,



Women’s Health: Western Pacific Region

58

suicidal tendencies, somatic and medical symptoms, negative health behaviors,
poor subjective health and changes to health service  utilization.43  Accumulating
evidence suggests that the relationship among violence and depression and
anxiety is causal.  Controlled studies from a variety of settings have consistently
found increased rates of depression and anxiety in women who have experienced
childhood sexual abuse,44 childhood psychological abuse45 and/or physical and
sexual violence in adult life.46

Depression has a significant impact on women’s well being and productivity
(Paltiel 1993b).  Depression, aside from being the most prevalent psychiatric
condition, is making an increasingly heavy contribution to the global disease
burden.  Depression is not only the most frequently encountered women’s
mental health problem, but it also ranks as the most serious women’s health
problem overall.  There is approximately a 2:1 ratio of depression in women as
compared with men.  While early research sought a biological basis for this
difference, current research suggests that environmental stress such as life
events and chronic difficulties contribute to this condition.  Factors that put
women at risk of depression include their inferior status, physical or sexual
abuse, infertility, and conflicting demands of their domestic and income producing
roles.  Depressive symptoms are a significant risk factor for cardiovascular and
noncancer, noncardiovascular mortality in older women.  Whether depressive
symptoms are a marker for, or a cause of life threatening conditions remains to
be determined.47

To focus entirely on DALYs, a measure of disease, as an indicator of women’s
health - both in its biologic and gender dimensions - is to loose sight of the
definition of health including well-being as a quality of health.  Increasingly, as
one examines the gender aspects of how health and disease are perceived by
women, and how the health care system and professionals perceive the health
needs of women, one sees the discordance of the medical and the social model
of health.

Too often it is the negative dimensions of a phenomenon that draw the
most attention, almost to the complete neglect of the positive.  For example,
the issue of women and work needs further  study, better insight as to how
work and income can be advantageous and when work becomes a health
disadvantage.  There are no measures of the satisfaction for successfully
assuming an adult role, earning a decent living, contributing to the well-being
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of one’s family, and the satisfaction of sharing the responsibilities and pleasures
of parenthood, a close intimate relationship with one’s partner and the
companionship of friends.

The inter-relationship of work and breast-feeding and the economic
advantage to the family of continuing breast-feeding also need further analysis.
The role of occupational health services, trade unions and other formal workplace
arrangements can all contribute to the health of women of this age, such as
the concentration on the principles of a “woman friendly environment” that
may mean the reducing of respiratory problems through  an improved stove
design, or enhancing women’s use of health services by increasing the number
and status of women health care providers at all levels of care.  The important
socializing role of the older women on younger women who are entering the
childbearing stage and their role as mother substitutes need to be recognized
and supported as key factors in the development of the next generation.

Finally, the accumulated ill-health and inadequate care of women up to
and during their reproductive years take its toll not only on the continued
health of the woman, but also on the next generation, not only during childhood,
but through the adult life.  In protecting her own health and nutrition, a woman
is also protecting the health of an unborn or yet to be conceived child.  There
is increasing evidence that suggests that peri-conceptual and intrauterine
malnutrition, known to increase the risk of low birth weight, is also associated
with an increased risk of coronary heart disease, hypertension and non-insulin
dependent diabetes.48  In addition, aside from the effects on her own health,
exposure to toxic elements before conception, during pregnancy or while breast-
feeding, may affect the health, survival or future development of her offspring.
Even if the woman’s health is not directly affected, disability or impaired function
in her child is bound to affect the woman’s mental health.  Most industrialized
countries have occupational health standards which limit a pregnant woman’s
exposure to known teratogenic agents.  But some toxic substances, such as
dioxins may build up in her body fat over a lifetime, and then be excreted
largely from the body in breast-milk.49

Post reproductive years

The context of women’s health in the post-reproductive years still carries
the residue of the burdens of earlier reproductive ill health to which is added
the physiologic changes associated with menopause, which lead to skeletal,
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cardiovascular and other problems.  The
expectations of youth are worn down by the fatigue
of chronic illness, anemia and other deficiencies.

The energy spent in the multiple roles of
production, reproduction and care, not to speak of
low self-esteem, leaves the woman physically and
mentally frail.  Widowhood and abandonment often
leave them destitute, isolated and with increased
risk of mental health problems.  Not infrequently,
the perceptions of health care providers to the
problems of men and women at this and the older
age differ. The number of women who presented
themselves into an emergency department because
of acute asthma, was almost twice the number of
men.  Although men received less outpatient care
and had worse pulmonary function, women were
more likely to be admitted to the hospital and to
report an ongoing exacerbation at follow-up.
Further studies are needed to better understand
the complex relationship between sex and acute
asthma.50

There is very limited information available on
the health problems and priority needs in the
developing world of women who have entered their
post-reproductive years.  For women aged 45 and
above, the majority of problems are chronic: cancer
(especially of the cervix), cardiovascular and cerebro
vascular diseases, osteoarthritis, and diabetes
particularly in people in the Indian sub-continent.
Diabetes mellitus, is a major cause of morbidity and
can lead to blindness, kidney damage, and damage
of lower limbs. Injuries and infections (particularly
tuberculosis) also contribute to women’s disability
in later years.  Loss of visual acuity, malnutrition,
and anemia contribute to morbidity.  Yet, the health
problems of post-menopausal women have been
largely ignored.  Menopause - the cessation of
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menses - leads to alterations in the skeletal, cardiovascular, nervous, skin,
genitourinary, and gastrointestinal systems and can affect women’s capacity to
perform everyday activities.  There are gynecological sequelae to damages
occurring in childbirth in earlier years.  In this age group, women continue to
fare badly with post-traumatic stress disorder, endocrine disorders, and rheumatic
heart disease.  There is growing awareness that women are less likely to have
adequate health insurance in their older age.

Osteoporosis, for example, varies widely in incidence in different countries.
Hip fractures, an indicator of osteoporosis among the elderly, is 10 to 20%
higher in incidence in the United States as compared with Singapore or the
non-white South Africa. In general, the higher the overall rate, the higher the
proportion of women affected.  In the US, it is estimated that one in three
women over the age of 50 will sustain a fracture due to osteoporosis, and in at
least 10% of the cases, the fracture or its complications will be fatal, and half
of those who survive will need long-term nursing care.

The old-elderly

It is estimated that the number of women over
the age of 65 will increase from 330 million in 1990
to 600 million in 2015 (WHO 1996) and that “an
aging society is evolving, which for the most part
is female.”51 As a result of urbanization, migration
and changing family structures, women are
increasingly neglected in their older years.  Because
women marry men older than they are, and since
they live longer, women are more likely to be
widowed than men.  With the shift of support away
from extended families, elderly women are
increasingly being left on their own.  Loss of a
partner and living alone have important
consequences  on health.

Feminization of old age is advancing rapidly.
Current demographic data give a clear “statistical
snapshot” of the aging population.  By the year
2020, the number of people over 65 is projected
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to increase globally by 82%, or to more than 690 million.  In 1995, UN estimates
for the population aged 60 and over (almost one-tenth of the world’s population)
showed 302 million women and 247 million men.  In the developed countries,
women aged 60 and above, represented 20% of the total female population
while the figure for men was only 16%.  Projections suggest this divergence is
accelerating at the global level but it is even more rapid in the developing
world.  This is largely explained by the fact that among people aged 80 years
and over, the proportion of women is increasing faster than at the lower ages.
Today, 61% of the world’s women aged 80 live in developing countries, where
most of them will be staying by the year 2025.

The greater longevity of women is offset by a higher sickness rate than
that of men.  Women need care for both physical and psychological infirmity
and for social conditions such as widowhood, poverty and isolation.  There is
evidence that disability in old age is related to the burdens of overwork and to
under-nutrition that continues to occur as a result of poverty.  But sadness
must be distinguished from depression although both are possibly associated
with the accumulation of losses - personal loss of autonomy, mobility, vision
and hearing, and of losses of family members and companionship.  Treating
depression at this stage of  life can have a profound effect on the quality of life
and encourage  the elderly to live in dignity until the end.

It is very clear that women’s lives, especially in old age, become quite
different from those of men.  Two  principal  trends can be seen: In the developed
countries, women who have greatly improved their social standing and have
moved towards more equality with men (for instance in literacy, health care,
social security and wages in old age), are living longer than men and the
longevity gap is widening as their social status becomes more equal with men.
In the developing countries, women who remain deeply disadvantaged in relation
to men, due to reasons of high illiteracy rates, poor earning levels, high fertility
rates and  high rates of early marriage (between 15 and 19 years of age),
become highly dependent on their children and grandchildren as they grow
older.

Disability and the increasing number of mental disorders in the old-elderly,
which originate in the earlier stages of life and are often avoidable, will become
more common.  Dementia causes more disability (DALYS) in women over sixty
than in men of the same age group.  Depression is the single most serious
mental problem for women in every age group (Paltiel 1993b).  And one of the
factors that puts women at risk of depression includes isolation in elderly women.
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Women are disproportionately represented among the oldest-old, not just as
those in need of care but also in the unpaid caregiver roles, caring for the
oldest-old and the most socially and economically disadvantaged.  Social support
systems are needed, as those who provide care are often young elderly women.
The intervention needed is not just medical but social, economic, and
environmental.  They must all be applied if we are to improve the health of the
current and future generations.

The health of women is hidden behind many masks - social, economic,
cultural and religious, and political.  Gender so complicates and increases the
diversity of settings in which women find themselves as to blunt the efforts to
address women’s health needs.  The social dimension of the women’s health
model includes both men and women.  It also includes the economic and
environmental circumstances of women.  Although the latter may be independent
of gender in terms of underlying causality, gender often accentuates the disease
burden of the economic and environmental impact on women’s health.  The
constraints of customary and statutory law on women are also linked to gender,
while the impact of poverty - while not attributable to gender - is nonetheless
often disproportionately borne by women and increases their burden of disease.

The impact of poverty in an urban environment is increasing as factors
affecting women’s health.52 Three groups of health hazards are generally
recognized as simultaneously operating on the urban poor, particularly women.
The first includes low income and education, overcrowding, lack of personal
security and insufficient diet.  The second includes man-made conditions such
as pollution, traffic, noise, stress, alienation and unhealthy behaviors which
may lead to cardiovascular and mental diseases and to accidents in the home,
at work and on the roads.  The third is related to social instability, promiscuity
and prostitution which, in a context of poverty and low education, can lead to
alcohol and drug abuse and sexually transmitted diseases especially HIV and
AIDS.  In addition, particularly for poor women, anxiety, depression, and violence
are common features of the urban environment.

A  significant  proportion of urban households are headed by women who
have to work to support their family.  These women often have limited education
and job skills, which limit them to low-income occupations or to the service
sector with long working hours.  They are often malnourished and exposed to
mental stress, sexual harassment and abuse in searching  and maintaining a
job.
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Lack of social status of women is expressed in several forms, including
limitations on their legal status (particularly in relation to land ownership,
inheritance, divorce) or failure to enforce laws that do exist.  In addition, lack
of decision making, and poor and lack of participation in the household are
other factors particularly affecting younger women.  However, as women go
through the different stages of adult life, the decision-making power may change
dramatically. 53  In many societies, older women can be very influential in
household decision-making so it is important that they understand the health
and development needs of family members.  However, even if young mothers
have such decision making privileges, when complications occur in the course
of an illness, decision-making may shift away from the mother. 54 Also
undermining women’s status is the fact that women’s work is often “invisible”.55

“Work” defined as paid labor in the private sector, seldom acknowledges the
unpaid family worker - women, children, and the aged.  Women are not valued
for their work as managers of natural resources, food growers or wage earners.
In truth, working women take responsibility for a multitude of health-related
activities, all of which affect the quality of life for the family and community.  In
developing countries, rural women grow and process food, raise small animals,
and provide the main labor for transporting water and fuel.

Violence against women, in its many forms, is a cross cutting determinant
of ill health in women.  Violence is often chronic and prolonged rather than
acute.  It usually occurs in the family, and in severe cases, it is likely to be
reported to health or judicial authorities; it is often associated with sexual
abuse and has long term as well as immediate physical and psychological
consequences.  Domestic violence, rape, and sexual abuse are widespread in
all regions, classes and cultures.  Violence takes a heavy toll on women, causing
death, broken bones, internal injuries, miscarriage, and cuts and bruises.
Psychological after-effects include depression, fear, anxiety, fatigue, sleeping
and eating disorders, and past traumatic stress disorder.  Many battered wives
and rape victims attempt suicide.  Homicide and suicide motivated by the stigma
of rape, pregnancy outside of marriage, or beatings or  dowry problems have
been noted to make a significant contribution to maternal mortality. 56

Prostitution is another form of woman oriented violence which perpetuates
the low status of women and may result in unwanted pregnancy and STDs, as
well as physical assault and low self-esteem.  Preventing violence against women
would raise the quality of life of women, help to reduce health care expenditures
for both short and long term consequences as well as address this violation of
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basic human rights.  Domestic violence and sexual abuse are among the factors
contributing to child prostitution and the commercial sexual exploitation of
children.57

Civil conflicts and war exacerbate women’s health problems.  Most refugees
are women and children.  They may suffer isolation, abuse, severe stress and
poor access to health care.  The consequences of civil unrest, ethical, religious
and national conflicts have taken a disproportionate toll on the health and
development of women and children, as increasingly, the majority of those
killed and disabled are noncombatants.  Such conflicts undermine nutrition by
disrupting and destroying food production and distribution.  They destroy the
infrastructure of schools and health services, forcing large populations to move
as refugees or as internally displaced persons in communities already strained
to meet the needs of their own population.  Refugee women have particular

needs, such as protection against sexual and
physical abuse and exploitation, and against
discrimination and violence to women and girls have
become weapons of war, considered now as a war
crime.58

Economic migration, while potentially opening
new economic opportunities to women and families,
may pose serious risks of exploitation and ill health.
Migration takes many forms.  In one scenario, it is
the woman left behind in a rural setting, coping
with the care of children and the elderly and in
ensuring adequate and nutritious food production.
The woman faces a number of potential health
problems as a result of the change of family
structure and social support systems.  Increasingly,
in these and other settings, monogamous women
bear the consequences of acquiring sexually
transmitted  diseases from the migrant male who
returns to the family periodically.

In other settings, it may be the single or married
woman who migrates, either to an urban industrial
setting such as trade zones or into the domestic
labor market or the informal economy.  An increased
participation of women in the paid labor force has
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accompanied economic growth and globalizations, thus putting increased
disposable income in the hands of women which increases their self-esteem.
Yet, the effects may not necessarily be positive.  Special trade and economic
zones which rely heavily on a female work force, have been created as part of
the globalization trends.   Such zones which are often exempted from following
the national labor, health and social welfare standards and legislation, subject
the women potentially to exploitation and denial of certain rights such as health
care and protection from hazardous substances.  Similarly, women in the
domestic service and the informal economy are not given the protection and
benefits that are given to those in the formal labor market.

It is estimated that  l0 to 15% of the rural population of developing countries
live in environmentally degraded or ecologically vulnerable areas.59 Both women
and men are involved in environmental degradation, but women - particularly
poor women – are the first to suffer due to their closeness and dependency on
the environment and work burden and the time entailed in the collection of
water and fuel gathering.  Women more than men will be burdened by fuel
scarcity.  Women in some developing countries spend much of their time cooking
with biomass - wood, straw and dung - in poorly ventilated areas, thus making
them likely to suffer the consequences of indoor pollution.

Lack of access to health services ranks among the more important factors
influencing women’s health.  Several factors combine to produce inequities in
the access that directly undermine the ability of women to maintain good health.
These include the time involved in obtaining care, deficiencies in the health
system, health service fees and cultural factors.  The family is one of the most
important social contexts within which illness occurs and is resolved and should
serve as a primary unit in health and medical care.60

Cultural and social factors often interfere with the indigenous and other
minority groups accessing to health services.  Too often the perception of the
indigenous people and minority groups do not correspond with the understanding
of their specific health needs from the health agencies and professionals.  There
is no doubt that cultural and social concerns have made these groups of people
less willing to improve their health status and seek access to mainstream
services.  As a consequence, they generally have very poor health status in
comparison with the general population.
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Educational attainment of women is one of the most important predictors
of the health and wellbeing of women and children.  Female school enrolment
and completion and/or adult women’s literacy programmes have consistently
shown an impact on child and women’s health.  In every economic setting, the
children of literate women have a better chance of survival than  those of
illiterate women.  Educated women tend to marry later, delay the onset of
childbearing and are more likely to practice family planning.  They generally
have fewer children with a wider spacing between births.  They have better
nutrition, manage household resources better for the benefit of all members of
the family and make better use of health services for themselves and for their
children.

The interactions of women, gender and family have important implications
for women’s health.  Gender roles are initiated within the family but are derived
and are parallel to those within the society.  These include the distribution of
power and influences within the two entities.  Both within and outside the
household, the system of gender relationships includes sexual relations between
adults, division of labor and gender socialization.  These relationships not only
affect such health issues as sexually transmitted diseases, including HIV/AIDS,
and violence against women and children, but also the division of health decision
making.  Many societies, both “modern” and “traditional” are now paying the
price of inequality in negotiating sexual relationship between male and female
partners in a family, and the double standard applied to the expression of male
sexuality within and outside the family.  One expression of this inequity is the
burden and blame for infertility  which is placed on women even though up to
40% of infertility may be attributed to a male factor.  The term “barrenness” is
applied to women, not men, and It has strong negative connotations and is the
basis of divorce in many traditional societies and religions.61Another consequence
of the inequality in negotiating sexual relationship in a family is the increasing
burden that AIDS is placing on women and children. The vast majority of women
with new HIV infections are monogamous and acquire the infection from their
partners.  The inequity must also be measured in terms of the greater risk of
HIV transmission from a man to a woman than from a woman to a man.

Cultural and religious values and traditions are often considered as the
anchors that provide stability and continuity for a community and society.  Women
play a critical role in the day-to-day maintenance of these values and practices
in the family and the community.  At the same time, these values and institutions
that sustain them provide moral and spiritual sustenance.  The largest group of
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attendance of religious services is elderly women.  Wellbeing is improved in
the elderly women who have religious links.  At the same time, there are a
number of traditional practices to which women are subjected, which are
decidedly harmful.  These include such practices as child marriage before the
biological and social maturity of the girl (and less often, the boy), and female
genital mutilation.

It is very clear that Women’s Health is “everybody’s business” but initiatives
lack coherence and a framework to show how they can link together.  There
are many approaches that will bring improvement to Women’s Health. In fact,
seven spheres of influence on women’s health can be identified.  WHO and the
Women’s Health Department will take a leadership role in demonstrating how
Women’s Health can be improved through partnerships with governments, other
UN agencies, the health and social sciences research community, and non-
governmental organizations, particularly those working at the community level.

Seven spheres of action

· Sphere 1 is action on the environment (e.g. distance to water, access to
firewood and other biomass fuels, fuel saving stoves and energy for
cooking).

· Sphere 2 is legislation, advocacy and the political environment.
· Sphere 3 covers the economic influences on Women’s Health both

macroeconomic such as the impact of the implementation of structural
adjustment policies and microeconomic in the sense of access to resources
both formal and informal. This includes work influences on Women’s
Health (formal work, informal work including caring, and also household
work).

· Sphere 4 covers Health Care.
· Sphere 5 identifies the influence of education (schooling) and lifelong

learning on Women’s Health.
· Sphere 6 focuses on the socio cultural factors influencing Women’s

Health.
· Sphere 7 is the biological influence on Women’s Health.

Singly, none of the above approaches is sufficient to lead to the improvement
of women’s health.  But they can be combined. The new approach needs to
build partnership in each sphere with all the organizations contributing to improve
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Women’s Health and the determinants in each
sphere.  In addition, each of these seven spheres
can influence Women’s Health through its own
action in each decade of the life span.

Overall goal of WHO in improving
women’s health

WHO’s  goal is to improve the quality of
women’s lives and decrease their burden of disease
by addressing the aspects in women’s health that
arise as a consequence of gender inequalities at
the social, economic and cultural levels, in health
and nutrition services, and in the setting of national
and international priorities for research.  A focus
on human relationships at each stage of
development and women’s situation within the
social-developmental model of health will be critical
in addressing the gender inequities in health.
Improvements in women’s health are imperative if
women are to achieve an acceptable quality of life
at each stage in their life, if they are to achieve
their economic, social and cultural goals, and, if
with their partner, they are to rear and care for the
next generation.  The development of a policy and

strategy by the Department of Women’s Health is in the consultative stage.

The immediate goal within the new framework is to identify evidence and
opportunities for action to improve women’s health by promoting and supporting
well- ness and action on determinants of illness at each stage of the life span.
Working on the seven spheres of determinants of women’s health, WHO will
take a leadership role in demonstrating how women’s health can be improved
through forging partnerships with governments, other UN agencies, the health
and social sciences research community, and non-governmental organizations,
particularly those working at the community level.

Twelve conceptual, programmatic and operational principles can be used
in the development of the strategies for achieving women’s health and
development:
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Principles  to improve women’s health

· Taking a life-course approach to women’s health by recognizing inter-
related stages across the life span.

· Recognizing biological, social, cultural, economic, educational, health care,
political and legislative, and environmental determinants of Women’s
Health.

· Forging Partnerships to tackle the seven spheres of influence on Women’s
Health.

· Seeking partnerships in developing the evidence base and in service
provision, e.g. joint Initiatives for Women’s Health as part of Health For
All and Agenda 21 action on the environment.

· Collation of data and developing the Evidence Base particularly for the
effect of earlier health on later women’s health, and the effectiveness of
interventions in each of the 7 spheres.

· Ongoing debate on policy development with communities, districts,
national and regional bodies.

· Networking and support for Women’s Organizations.
· Exploring and “unpacking” crosscutting key determinants of Women’s

health, particularly poverty, ethnicity or social exclusion, age, and the
exacerbation of problems by conflict and migration.

· Developing a database of evidence and a network of community and
district contacts for each sphere for each stage of the life course.

· Strengthening of all services that influence the health of women,
particularly the education of girls, social services, caring for the elderly,
support systems for informal careers as well as health services.

· Take action on all seven fields which are determinants of women’s health:
biological vulnerability, socio cultural and lifestyle factors, education and
lifelong learning including child development, economic influences, and
poverty, availability of health services, the political situation and advocacy
and the physical environment including access to fuel ,wood, water etc.

· Ongoing reporting, using multimedia presentations of data and activities.
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Proposed strategies and activities

· Develop, promote, and technically support a life cycle, a social model of
health.

1) There should be indicators for each decade of the life span which will
demonstrate progress towards the improvement of women’s health
at specified later stages of life.

2) WHO Clusters and regional and country offices should include in
their work plans and ways of determining how their work contributes
to the enhancement of Women’s Health at each stage of the life
course and to action in the neglected fields (such as women and
mental health, women’s health and  poverty, women’s health and
ethnicity).

3) The Women’s Health Department should commission and complete
by December, 2000 up-to-date systematic reviews of the evidence of
inter-relationships between each stage of the life course and women’s
health.

· Further develop indicators and methodologies

1) Since poverty and social exclusion are two of the key determinants
of Women’s Health, the socio-economic (poverty) and minority group
epidemiology should be a requirement for all information published
by the organization within the sex and age-specific categories already
agreed.  (Thus all mortality, disability, prevalence, incidence etc. data
should be subject to analysis).

· Promote and technically support the application of the international human
rights instruments

1) With the  collaborating institutions, and the technical support of the
Committee of the Convention on the Elimination of All Forms of
Discrimination Against Women, the Women’s Health Department will
adapt the indicators and methodologies to the needs of CEDAW,
providing it with technical guidelines and other materials, as well as
make its databases available to the Committee, along with the
corresponding interpretation.
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· Establish and promote partnerships for ensuring that essential women’s
health needs are met

1) WHO and the other key UN agencies (acting in the seven spheres
identified as key determinants of women’s health), should set up
formal Women’s Health Partnerships.

2) The Women’s Health Department should develop a specific plan of
action on key neglected areas of women’s health (mental health,
disability, chronic illness, heart disease, cancers and diabetes) in
particular to identify determinants in earlier critical periods of life,
socio-economic and socio cultural determinants, and evidence of
effective interventions.

3) The Women’s  Health Department should develop a specific plan of
action for the neglected groups on women’s health (in particular, the
role of poverty and women’s health, minority groups/social exclusion
and women’s health, the elderly and women’s health) to be able to
identify determinants in the earlier critical periods of life, the socio-
economic and socio-cultural determinants and evidence of effective
interventions.

· Address the priority gaps in research and development
· The Women’s Health Department should strengthen its network of

collaborating centers for monitoring and evaluating the research
developments in the field in terms of their applicability to the goals and
strategies of the programme and there should be consultations to review
these developments from the perspective of the needs of women,
particularly in the developing countries.

· Promote and support technically all community action

1) The promotion of women’s health and the prevention of ill-health
involve the  socio-economic factors that determine the women’s health
status which will vary widely from community to community.  The
Women’s Health Department will approach the issue of community
action from the perspective of research and development,
collaborating with the various partners, to be able to learn from the
process of community development, and not merely to observe the
results.
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2) With the focus on district and community planning, and action on
women’s health, the key features of community development required
are described as follows:

· enabling people to make their own decisions
· building a collective voice
· self determining agendas
· helping people express their views through the formal systems
· working with less powerful groups
· breaking down barriers
· increasing the status of professionals
· giving individuals skills and increased confidence
· challenging sexism, racism, and ageism
· initiating changes

It is expected that out of this process, the programme will develop materials,
guidance and approaches to the rapid evaluation of “Bottom up” approaches to
the planning and delivering of services covering the different aspects of women’s
health needs.
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MAINSTREAMING OF GENDER IN THE
REPRODUCTIVE HEALTH PROGRAMME: A

PACIFIC ISLAND COUNTRIES’ PERSPECTIVE

Gender mainstreaming, broadly speaking, is the incorporation of gender
concerns into the design, plan and implementation of activities to deal effectively
with the obstacles faced by women and allow them to participate fully and benefit

from these activities.  In terms of health, gender
mainstreaming could mean the enabling of women
to define and articulate their health rights, needs and
aspirations.

This chapter discusses in detail certain factors
that either hinder or enhance the move to the
mainstreaming of gender in the reproductive health
sector.  The benefits will also be discussed.

Mainstreaming, empowerment, and upskilling
are among the frequently used terms in the promotion
of “Gender and Development”.  However, when these
terms are not used with care, they may give the
impression that gender and development programmes
only promote issues that are biased towards the needs
of women as in the case of the “Women in
Development” programme.  In this respect, a clear
understanding of the terms: gender, empowerment,

mainstreaming, division of labour, gender blind, gender and development, gender
issues and human rights in relation to gender and development is basic to an
understanding of the move to mainstreaming gender into health care.  These
issues will be among the focal points of discussion in this chapter.

We are
surrounded by

cultural and
traditional values

that are centuries
old.  Values that

were modified
and strengthened
with  the  advent

of outside
influences like
colonization or

Christianity.
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A misunderstanding of the essence of gender and development (GAD)
could lead to reactions such as the following from a number of Pacific Islands
people, when the concept of GAD was introduced into the Pacific; viz: “GAD
imposes the Western feminist agenda among others” or “It is culturally
inappropriate to try and change gender relations through development programmes
and projects”.

Sex and gender

Growing up in the Pacific is a special and  truly unique  experience. Cemented
into ancient cultures are the unwritten policies of how the social status of the
Pacific  women  and men were and still are, identified  according to their biological
difference (sex) as well as their respective roles and
responsibilities that are socially determined for them
by their respective community (gender).  These
socially  determined  roles  vary  from  one  Pacific
island  country (PIC) to another and can be as
diversified as the wide ocean     that    separates
them.  These roles usually fall into three categories
namely, the reproductive roles, the productive roles,
and the community roles.  In this context, a lot of
people in PICs have viewed with suspicion any effort
to change these ancient old roles.  Unfortunately,
these same  roles/responsibilities are riddled with
gender biases that favour men.  In fact, these gender
inequities and inequalities are so much at the very
core of PICs’ culture that they are actually started
from birth based on the sex of the child.

Gender roles

In reference to the above three stated roles/
responsibilities, Pacific women clearly undertake the
reproductive, productive and community roles, while men undertake mainly
productive and community roles.

* Sex is the
biological
difference
between men and
women.

* Gender  refers
to  women’s  and
men’s roles and
responsibilities
that are socially
determined for
them  by  their
respective
communities.
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Indeed,  Pacific  women   of   today   are   still   faithfully   undertaking  their
non-interchangeable roles of child birth as their ancestors have done for hundreds
of years.  This is in addition to their role as the primary custodians of the family

health and well- being.  In fact, history tells us that
the reproductive roles (childbirth) of women have
been taken for granted and even viewed as their
duty even if it costs them their lives.  Many
individuals today are still knowingly (or
unknowingly) advocating this kind of belief.  On the
other hand, the productive roles and community
roles are heavily biased and favour men as reflected
in some of the following PICs’ practices; viz,:

a. Males are groomed at birth to be leaders of the
family and community.  (Infanticide of baby girls is
not practised in the PICs.  Perhaps it was practiced
in some countries in the past but not today).

As the boys grow older, the preferential  treatment
of giving them better opportunities and
responsibilities continue. Moreover, they are also
invariably groomed as the family decision-makers.
For example, they make most decisions for the
family including, who should attend school; who
should be responsible for what task; they even
decide   on   all matters related to health including
reproductive health.  Unfortunately, by holding this
responsibility by virtue of the culture, many men
have over the years, misused it.  They have used it
as a “passport” to make themselves the sole
decision-maker and even to physically abuse their
wives/partners and their children as well as to

discriminate against women.

b. Men in some PICs, through these culturally determined roles, are
supposed to do most of the physical work such as planting, carpentry,
offshore fishing, etc., while  women  are  expected  to  undertake
domestic works including the rearing of children, cooking, weaving etc.
This can be seen in Tonga, for example, where women are placed in a
respected place of high honour and are to be provided for and protected

Many Pacific
island countries
consider these

socially
determined roles/
responsibilities as

“build-in
mechanisms” to

protect and
enhance the

adoption of the
type  of  cultural

living  and
behaviour  that

are appropriate
for  maintaining

peace, prosperity
and happiness
throughout the

PICs.
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by men.  In this cultural setting, women are guaranteed protection and
provided for by men either within their extended family or the extended
family of their respective husbands when they are married.  This
structure allows communication between husbands and wives, but the
important decisions  on family matters are
usually made by men.  With  regard to
household chores, women are usually
given a free hand to run the household as
they see fit , but again, the important
decisions as regards the children are made
by men.  Men own the land and become
the heirs to the family wealth etc.

Gender inequities and equalities

In conjunction with the discussion under sections
1 and 2 above, it is quite evident that women’s health
is affected not only by their biological differences from
men, but also by gender-based social, cultural and
economic inequities and inequalities.  The common
health consequences of these gender inequities and
inequalities on women as observed among the PICs
include the following:  poor obstetrical  care and child
delivery, physical and sexual assault and abuse,
arrangement to marry at a very young age (in a few countries only), risky sexual
behaviour including commercial sex; high rate of divorce, relatively high maternal
mortality and morbidity; school drop-outs and unemployment, heavy physical labour
including house chores and rearing of children, etc.

International Conferences such as the International Conference on Population
and Development (ICPD) in Cairo, 1994, the Fourth World Conference on Women
in Beijing, 1995, and the Interagency Meeting on Safe Motherhood in Sri Lanka,
1997 highlighted the significance of gender inequities and inequalities in terms of
women’s health.  These conferences recognized women’s physical, emotional,
and social well being as a human right and as an essential element of sustainable
“gender and development” programmes.  It is in this context that mainstreaming
of gender (issues) in the health sector becomes an absolute necessity.

With  regard to
household
chores, women
are usually given
a free hand to run
the household as
they see fit, but
again, the
important
decisions as
regards to
children are made
by men.
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Time for change

Mainstreaming of gender means “changes”.  Therefore all Pacific island
countries (PICs), like other countries in the world, will have to accept certain
changes, even some that have cultural overtones.  In this context, it must be
emphasized here that the promotion of “gender equities and equalities” does not
mean confrontation or change of culture.  It only aims at addressing and wherever
possible, to appropriately change “the interchangeable” gender roles of men and
women.  (Refer to the illustration of interchangeable and non-interchangeable
gender roles of women and men).

In the tables below, all the enlisted roles and attributes for women and men
are interchangeable except those biological roles that are marked with asterisks.
Indeed, the gender roles/responsibilities of women and men could be easily
interchanged for their mutual benefits and promote the concept of equal
opportunities and responsibilities without disrupting the cultures.  Nevertheless,
the changes must be through well-informed decision-making and acceptance by
the concerned individual, couples and community.  In other words, as one Pacific
islander said:  “Changes will come either now or later and we cannot control
them, but, we could at least try to control the rate and readjust the direction in
which they are headed”.

DIFFERENCES BETWEEN SEX AND GENDER

SEX GENDER

BIOLOGICAL, SOCIALLY
BORN WITH CONSTRUCTED

NOT BORN WITH

CANNOT BE CHANGEABLE
CHANGED

* ONLY WOMEN - WOMEN CAN DO
CAN GIVE BIRTH TRADITIONALLY

MEN’S JOBS AS WELL
AS MEN

- ONLY MEN CAN - MEN CAN TAKE GOOD
SUPPLY SPERM CARE OF CHILDREN

AS WOMEN DO.

GENDER ROLES AND ATTRIBUTES
OF WOMEN AND MEN

WOMEN MEN

- Weak - Muscular
- Cry easily - Smart
- Home makers - Earn money
- Gossip - Work hard
- Good with children - Fish
- Weave mats - Plant
- Complain - Take alcohol
- Cook - Smoke
- Nurse - Doctor
- wash - Decision maker
* Mothers * Fathers
* Breastfeed
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Mainstreaming of gender in the health sector

An understanding of basic gender issues is fundamental to an understanding
of gender and development.  Mainstreaming of gender issues into health
programmes is still weak throughout the PICs.  This is because the concept of
“gender” and development is not fully understood by  policy-makers, decision-
makers, managers, implementers or the community at large.  Some common
gender terms are discussed below.

Gender issues

Gender issues are issues related to conditions and position of men and women
in society.  Gender issues arise, where there are differences in opportunities,
roles and situations between women and men.

The key words in the definition above are: “Gender issues arise, where there
are differences in opportunities, roles, and situations between women and men”.
This should clarify why some critics claim that many issues under gender and
development are biased towards women.  However, “gender and development”
addresses the needs of both men and women and the design of the approaches
will be in favour of the neglected (disadvantaged) which in most cases, happen to
be women.

Gender blindness

“Gender blindness” refers to a person, (organization or community) who does
not recognize that “gender” is an essential determinant of life choices available to
us in society.  Gender blindness is the refusal to acknowledge that gender inequities
and in equalities do exist, giving rise to many gender constraints.

Gender analysis

Gender analysis, broadly, refers to a systematic way of looking at the different
impacts of development on women and men. Gender analysis requires separating
data  by sex,  and  the understanding of how labour is divided and valued.  Gender
analysis is an essential component at all stages of the development process.



Mainstreaming of Gender

87

Gender and development (GAD)

Gender and development’s approach shifts the focus from women as a group
to the socially determined relations between women and men.  Therefore, it
focuses on the social, economic, political and cultural forces that determine how
men and women might participate in, benefit from and control programme/project
resources and activities differently.

GAD  focuses on both women and men.  However,
the determining factor is gender equities and
equalities in terms of opportunities and responsibilities
to participate and control programmes/project
resources and activities to produce the expected
benefits.

Human rights

Human rights are legal rights.  They are the most
basic and most fundamental of rights, and are premised on the principle of the
inherent dignity of human life.  Every human being is entitled to equal protection
under human rights instruments and each person has the right not to be
discriminated against on the basis of sex.  The right to health is also a basic
human right.

In the PICs, many people are unaware of the various human rights, treaties
and conventions where their respective rights as women and men are well
protected. Prominent among these treaties are:

• Universal Declaration of Human rights
• International Convention on Economic, Social and Cultural  Rights (ICESCR)
• International Convention on the Elimination of All forms of Racial

Discrimination
• The convention on theRights of the Child

These treaties are also supported by the International Conference on Population
and Development, the World Conference on Women, and the Convention  on the
Elimination  of  All  Discrimination Against Women.  Most PICs signed these treaties
but some failed to ratify them.  In this context, the degree of interpretation and
commitment to these treaties and declarations varies from country to country.

Without
appropriate data,

“gender issues”
cannot be
accurately
identified.
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However, there are certain sectors of the Pacific
community that questioned some of the basic
principles  of   these treaties on the basis of culture,
tradition and even religion.  Some critics of “human
rights” issues even questioned the strong emphasis
on human rights with little mention of
“responsibilities”.  Nevertheless, many organizations
and communities have successfully used “human
rights” issues as an entry point for programmes.
Mainstreaming of gender into the health sector could
also appropriately utilize human rights issues.

Gender mainstreaming

In the PICs, in spite of slow progress in the
mainstreaming of gender in the health sector, there
is an evidence that most  health sectors  are  gradually
being  gender-sensitized.

This means that there is a lot of awareness about
gender. However, the main weakness lies in t h e
actual implementation and integrating of  gender
issues into theappropriate activities in the
mainstream.

Obstacles/barriers to mainstreaming of gender into
reproductive health

a.Community level

i. Concept of gender is not fully understood.

The promotion of gender programmes/issues is  relatively recent in
the PICs.  This has led to misunderstandings and difficulties in promoting
and implementing the mainstreaming of gender in  reproductive health
programmes at the community level.  There is  a belief in some sectors
that “gender and development” is an attempt to impose a Western
feminist agenda on the Pacific people.

“International
human rights
laws, have been
guilty of ‘gender
blindness’.  For
too long they
focused on the
public arena
largely populated
by men and
neglected the so
called ‘private’
sphere of home,
family and
community in
which women are
traditionally
enclosed.”

(Pierre Sane,
Secretary-General
of Amnesty
International,
1998).



Mainstreaming of Gender

89

ii. Cultural restrictions, beliefs and practices

Cultural restrictions prevent women from
taking full advantage of the reproductive
services that are made available to them.
The same restrictions also create barriers
to equal opportunities.  Some  common
cultural restrictions, beliefs and practices
are:

·  Men as the sole decision-makers, decide
whether their female partners should
seek health car including RH care or not.
Sometimes, the decision has to be made
by the “in-laws”.

·  In some PICs, women are reluctant to
seek health care if the providers are
men.

· Most information, education and
communication (IEC) outreach awareness programmes and activities
on gender do not reach women, as they are too busy doing
“household” chores  or attending workshops etc.

· Cultural preference means that boys are given opportunities to attend
school and many girls in rural PICs do not attend school at all.  Thus,
there are more illiterate girls than boys.

· Women that are abused physically and/or sexually by their husbands
or partners are often reluctant to seek health care for fear of more
punishment.

· Culturally, most women in PICS do not have a “say” in the decision
on birth spacing nor on how many children they should have.  Similarly,
many cannot negotiate with their partners on issues related to the
use of contraception, including condoms.

· In some countries, women’s health and wellbeing are further affected
by the cultural custom of having men eat first, and leaving whatever
is left for women.

· Cultural taboos restricting women from eating certain types of food
during pregnancy often limit the range of available nutritious food for
pregnant mothers.

· Arranged marriages for girls are still widely practised.

Gender
mainstreaming is
incorporating
gender concerns
into activities
which deal
effectively with
obstacles that
prevent women
from participating
fully in, and
benefiting from
these activities
(ILO).
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iii. Religious restrictions

· Religious restrictions, especially in the use of contraception and life
saving blood transfusion, are widely practised.

b.Gender barriers at reproductive health service providers, policy makers,
managers and the implementor’s levels that are frequently observed.

Constraints at this level are as follows:

· Like the “constraints” at community level, the most important factor
at this level is that the concept of gender is not fully understood by
most RH service providers, decision/policy makers, managers and
implementors.

· The RH concerns of women in terms of issues related to pregnancy,
childbirth, reproductive tract infections, contraception and sexuality
have been successfully shifted into the mainstream of the health
programmes in recent years but they are still not given the necessary
attention and support. Resources for the promotion and
implementation of RH gender issues are still very limited.

· The unavailability of RH disaggregated data to be analyzed (gender
analysis) for  awareness purposes, as well as for planning and
programming, is also a major constraint.

· The participation of women in planning and implementing of RH gender
programmes is still minimal.

· The programmes to promote and create gender awareness ofRH
issues at the community level are also very limited.

· Some male RH providers do not treat “gender issues” seriously.  Some
have even claimed, that women RH needs have already been given
more than adequate attention in comparison to men.

· The following specific RH issues of major concern to women are
either treated lightly or ignored (in the sense that there arer few
studies) in some PICs: sexual and physical abuse, rape, commercial
sex, and unsafe abortion.

· Men allegedly receive better treatment and reception at some RH
clinics than women.  Therefore, women are reluctant to attend such
clinics.

· Women are still not as well informed as men in terms of where to go
when they need RH care/services.
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c.UNIFEM Evaluation of the Pacific Mainstreaming programme

The recent Evaluation of the Pacific (Gender) Mainstreaming Programme
(PMP) in the PICs carried out by the United Nations Development Fund for
Women (UNIFEM)/Pacific Regional Office, Suva, found the following
constraints 10 years after the PMP was introduced into PICs:

i. Most PICs did not feel “ownership” of their own programmes and had
not taken on full responsibility for gender mainstreaming.  They
continued to rely heavily on UNIFEM.

ii. Politicians, senior policy-makers and UNIFEM partners were not fully
committed to PMP.

iii. There was a lack of skilled trainers on gender issues.

iv. There was very little analysis of gender issues,  resulting to minimal
integration of gender issues into administrative and sectoral policy and
planning.

v. UNIFEM’s resources could not meet the demand.

vi. A new body for “gender mainstreaming” called Programme” (APGEN)
which was  established in Manila in May 1999 should strengthen the
mainstreaming programme in the PICs.

d.The lack of skilled trainers on “gender issues” in the health  sector.

Suggested approaches to enhance the mainstreaming of gender in the
reproductive health programmes

Gender training

a.General

i. Information from gender analysis could be used to educate managers,
policy-makers, service providers and implementors about the impact
of gender issues on health, particularly RH.  They should be provided
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with information on the differences between men and women’s status,
roles/responsibilities, access and control of resources, health promotions
and concerns.

ii. The same personnel should receive specific training on the concept of
gender.

b.Specific gender training on reproductive health issues.

Gender training on RH issues should provide RH managers, service providers
and implementors with the necessary information and knowledge to:

i. understand fully the concept of gender and its application to RH;

ii. facilitate and implement RH gender-based programmes that can help
women and men redefine their interchangeable roles and
responsibilities;

iii. understand how the accepted cultural and social practices affect the
health of women

iv. treat female patients with the best possible professional know-how
and respect at all times;

v. understand that female clients may not have control over reproductive
health decisions;

vi. help clients understand the link between sexual behaviour and health;

vii. counsel female clients how to negotiate sexual matters;

viii. develop appropriate skills to identify signs of infections, depression,
anxiety and emotional disorders.
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RH Services

a.Every attempt should be made to ensure that RH services at all levels are
gender-sensitive.  RH services should also cover certain areas that were
previously neglected .  For example, the RH needs of older women, men
and adolescents.

b.Privacy and confidentiality are essential components of gender sensitive
services.

Gender awareness programmes for the community

a.Gender awareness and outreach activities to educate the community on
gender issues.  Understanding of the interchangeable roles of men and
women should be promoted.

b.Mainstreaming of gender in reproductive health programmes will be further
enhanced if there is a greater understanding of:

i. gender and gender issues,

ii. traditional/cultural roles and the interchangeable responsibilities of
women and men.

iii. the need to discuss and negotiate issues related to RH, especially,
family planning and sexual health by couples and partners.

c. A programme to establish community-based promoters of ‘gender’ concepts/
issues is recommended.

Efforts should be made to ensure that gender-related activities are
incorporated into every RH programme/project.  Integrated RH gender
programmes should also be encouraged.  Therefore, positive support towards
the mainstreaming of gender in reproductive health and integration with other
related programmesin the mainstream are highly recommended.
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An adequate number of skilled trainers on gender issues is needed to support
and sustain all the above-suggested approaches in the health sector.

Conclusion

The mainstreaming of gender into health or any other programme is not an
easy task, if those who are in position to make policies, develop and implement
programmes, and provide services, do not fully understand the concept of gender.
The situation will be further complicated if the community is also unaware.  On
these two counts, the PICs still have a long way to go.  However, international and
regional agencies, the national government, and the regional and local organizations
are collaborating with each other to promote the concept of gender in every PIC.
The progress so far is encouraging.  As in most developing countries, the resources
( for example, personnel in terms of skilled trainers on gender issues and financial
resources) are very limited.  Nevertheless, PICs should start with whatever
resources that are available.  Finally, it is understood that health services (including
RH services) cannot solve all the “cultural, social, political and legal inequities and
other inequalities” that affect women’s life but at least effective programmes for
the mainstreaming of gender in the RH programmes can help to improve services
for women.
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IMPROVING THE QUALITY OF HEALTH CARE
IN REPRODUCTIVE HEALTH

(A Pacific Island Countries’ Perspective)

Improving the quality of reproductive health care service includes the
assurance that the service meets the expectations of the clients who avail of
such services.

“Quality of Care”, however, is a complex matter
and is not easy to measure or define because it
involves a wide range of important key issues.
Prominent among these is the human factor both
in terms of  receivers and providers of services.
This makes it difficult to measure the feelings and
the degree of the receivers’ satisfaction as well as
whether the providers treat the receivers with dignity
and give the best professional care.   The quality of
care is also directly, or indirectly, related to service
effectiveness, environment, management/
leadership, resources as well as sustainability.

After the International Conference on Population
and Development (ICPD) in Cairo in 1994 and other
international conferences such as the 4th World
Conference on Women in Beijing in 1995, and Safe
Motherhood in Sri Lanka in 1997,  countries around

the world, particularly the smaller Pacific island countries, further affirmed their
commitment to strengthen efforts to improve the quality of their respective
reproductive health programmes and services.

The quality of
care is also
directly, or

indirectly, related
to service

effectiveness,
environment,

management/
leadership,

resources as
well as

sustainability.

10-Quality of Health Care.p65 19/09/2001, 08:5397
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Several countries have therefore reported a positive shift towards the
provision of quality and “user friendly” reproductive health service to meet clients’
expectations as well as to encourage them to use such services.  In Pacific
Island countries (PICs), the progress of this shift varies from country to country.
It is more visible and progressive in some than in others.

Nevertheless, every island country is committed to the vision of “continuous
quality” improvement.  Therefore, to improve or not to improve the quality of
reproductive health care services is not the question; the questions are: what,
why, when, where and how?

What is quality?

Never before has the world become so concerned with quality of health
care (including reproductive health).  It seems that everyone is talking about it,
clients and patients are talking about it, managers,
leaders, the community, the media and the service
providers are also talking about it.

But what is quality? One of the early pioneering
industrial movements in the concept of quality
namely, Total Quality Management (TQM), defines
quality as follows:

“Quality involves the consistent delivery of a
product or service according to expected standards”.

“Standards” in this context are related to
expectations and actual experiences with the
product as perceived by the customers, employees
and the managers.  This definition was applied to
health care and involves three main groups of people “customers (patients),
employees (service providers) and the managers that interact in the provision
of health care.  In the relationship among these three main groups, the
customers’ (clients) satisfaction was made the focus of all operations with
managers and employees working together as a team of decision-makers and
providers.

To improve or
not to improve
the quality of
reproductive
health care
services is not
the question; the
questions are:
what, why, when,
where and how?

10-Quality of Health Care.p65 19/09/2001, 08:5398
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In spite of the satisfactory application of the above industrial-based definition
of health care, most health managers feel that health care differs substantially
from the consumer/product industry for two important reasons:

• Most clients/patients do not have the necessary knowledge to judge
technical quality in health care including reproductive health.

• A client’s physical well-being and sometimes her life itself, not just her
satisfaction, may depend on the quality of services.  Hence, conventional
quality control methods, such as licensing, standard setting, and
accreditation, remain uniquely important in health care if substandard
care is to be eliminated to protect clients.

Pioneers in quality of health care, like their counterparts in the industry
movement, continue with their search for an appropriate definition of quality
health care.  Here are some examples:

From the Public Health Perspective:

Quality care means offering the greatest health benefits, with the
least health risks, to the greatest number of people, given the available
resources.

From the World Health Organization:

“Quality of health care consists of the proper performance (according
to standards) of interventions that are known to be safe, that are
affordable to the society in question, and that have the ability to
produce an impact on mortality, morbidity, disability and malnutrition.”
(WHO Offset Publication, Number 105, P/82, 1988)

Another definition of “Quality of Health Care”:

“Satisfying the client’s wishes”
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Definition by this writer of  “Quality Reproductive Health (RH) Care”:

Accessing and availing of gender sensitive, safe and  affordable,
integrated RH services of acceptable standards and environment,
that satisfy the clients’ needs and  provided by  trained and caring
service providers and efficient managers.” [Dr S.F. Katoanga, 1999]

The writer based this definition on his working experience. It aims to
encompass most of the issues that contribute to “quality of care”.  For example:
the definition encompasses and focuses on:

1. satisfaction of the client;

2. roles of service providers and managers;

3. availability, accessibility, affordability and acceptability of services;

4. technical issues such as: the technical competence of the service providers;

5. non-technical issues such as the favourable attitude (caring) of the service
providers;

6. safety of the services;

7. need for the services to be gender sensitive and user friendly;

8. the need for integration.

Why quality of care?

Quality of care has benefits that are well known and appreciated by everyone.
This question is well answered by an early pioneer of the quality movement in
the industry who simply puts it as:

Quality is:  “Doing the Right Things Right” [W. Edwards Deming]
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In terms of reproductive health - it means helping couples and individuals
meet their health needs safely and effectively.  Additionally, it is the right thing
to do rightly.

When is the quality of care to be implemented?

In the PICs, the concept of the quality of care is already being implemented
but, the progress is still very slow.

With regard to reproductive health care, every effort is being made to
improve quality.  This is reflected in Pacific Island governments’ placing high
priority on the training of appropriate staff, providing equipment and supplies,
upgrading of facilities, implementing RH community outreach awareness and
activities along with regular reviewing and assessing of programmes and services,
all of which are on-going  activities.

Where do we start and where do we go from here in terms of
“quality of RH care”?

The effort to provide and implement quality of care should: Start anywhere
and end nowhere.

The need to improve quality does not have to start from a special place.
The effort could start from any of the areas that
need strengthening, improving or even establishing
or re-establishing.  It is an on-going process that
should continue on and on.  Limited resources are
sometimes blamed for the uncertainty of where to
start.  Resources are important, but we do not have
to wait, we can always start with whatever expertise
that is available and utilize the materials available.
This leads our discussion to the important section
of this presentation and that is the “HOW” aspect
of the quality of care.

“Quality care
means offering

the greatest
health benefits,

with the least
health risks, to

the greatest
number of

people, given the
available

resources.”
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“How could the quality of health care be improved?

Since the International Conference on Population and Development (ICPD)
in Cairo in 1994, the provision of quality RH care has become a priority issue in
all PICs without exception.  However, the degree of progress and success varies
considerably from country to country.  Nevertheless, every country has made at
least some progress.  Although, the ICPD under its “Programme of Action”
(ICPD-PoA) underscored a client-centered approach to the delivery of quality
RH service, PICs in addition to the ICPD-PoA’s call,
adopted the industrial management concept of
quality assurance to also focus on serving the
customers better.

Numerous tools, approaches, methods and
design are available to improve quality of care in
general, such as, total quality management (TQM),
continuous quality improvement (CQI), quality
assurance, client oriented and provider-efficient
(COPE), expanded quality improvement (EQI),
accelerated quality improvement (AQI), etc.  The
discussion will focus on the practical application of
some of these approaches that are currently
promoted and implemented satisfactorily in the PICs,
viz:

Integrated programmes/services of reproductive
health including family planning and sexual health
(RH/FP-SH)

Most PICs are promoting the concept of
“integrated RH services as an approach to
improving the quality of RH care services”.

The PICs’ overwhelming support of the
concept of integration as an approach to
improving the RH quality of care is based on
several favourable factors.  Prominent among these factors are the
following:

Several
components of
RH care service
such as family
planning,
maternal health
care (safe
motherhood),
child health care,
human sexuality
and sexually
transmitted
infections (STIs)
including HIV/
AIDS, are
already
integrated and
they all have
similar target
groups.
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• Every PIC has a sound and operational health care system that is
well supported by functional PHC programmes and services

• Several components of RH care service such as family planning,
maternal health care (safe motherhood), child health care, human
sexuality and sexually transmitted infections (STIs) including HIV/
AIDS, are already integrated and they all have similar target groups.
In fact, one of the most successful integrated programmes before
ICPD, was the integration of maternal/child health (MCH) care, and
family planning programmes.

• The concept of integration has several other anticipated favorable
factors and advantages that include the following:

1.enhancement of the shifting of programmes such as STIs/HIV-AIDS
programmes and services from a specialized clinic-based approach
to a more holistic and cost effective approach, especially at the
PHC level.  In this respect, integrated programmes can reach more
people, especially the most vulnerable, under-served and the risk
groups (including women, adolescents, and  the youth);

2.employment of trained multipurpose RH care providers that will be
more cost-effective than  the vertical programmes;

3.promotion of better utilization of facilities, equipment and supplies;

4.Provision under one clinic for the screening of programmes for
STIs/HIV-AIDS, breast and cervical cancers, as well as infant/health
care and safe  motherhood.

Additionally, antenatal care and family planning clinics are also ideal places
to inform women about the risks of infecting their unborn and newly born
infants with STIs and HIV.

In coordination with the integration programme, other supporting activities
are being implemented.  For example:

1.Training of multipurpose health care providers at the PHC level (First
level of referral) Upgrading of the knowledge and skills of the staff is a
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priority.  RH integrated programmes at this level focus mainly on:  safe
motherhood, family planning, syndromic management approach to STIs,
RH counselling and adolescent reproductive health.

2.Integration at the secondary level of health care (tertiary, if available).
At the secondary level (tertiary if available), several of the RH care
components are also integrated, both administratively and functionally.
For example:

a. Maternal health care, child health care, family planning and to some
extent, adolescent reproductive health, infertility, management of the
consequences of abortion, and obstetrics/gynecology.

Functionally, pregnant mothers are routinely screened in the antenatal care
(ANC) and FP clinics for a selected number of STIs, breast and cervical cancers.
However, this screening programme depends heavily on the availability of the
necessary supplies.  People who have been diagnosed positively for STIs for
example, are treated and managed in this integrated clinic rather than referred
to an STI clinic.  The husbands/partners of these mothers could also be treated
at the same ANC or FP clinic if they wish to.  Similarly, female clients with STIs
could have their pap smear taken at the STD clinic rather than being referred to
a FP or ANC clinic.

This integrated approach also promotes a closer working relationship among
health care workers (functional integration), even though some of the services
are located in different areas of the hospital or health care complex.

Other visible and encouraging results of integrated programmes include:

Noted improvement in the referral of RH patients from the PHC level.
Development of an effective RH referral system is a priority in all
PICs.

Better utilization of available facilities and supplies.

Closer elaboration and coordination among the international and
regional donor partners.
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Integrated services are also aimed at:

· the development of user friendly RH services;

· shorter waiting times for the patient/client;

· strengthening of the technical competence of service providers;

· better utilization of supplies, equipment and facilities;

· better inter-personal relationship between clients and service providers.

Constraints with regard to integration

1. Relatively high cost of training, although alternative approaches to training
are being considered,  (e.g. hands-on training during supervisory visits)

2. Different interpretation of  the “integrated approach”.

3. Relatively high cost of upgrading of facilities, equipment/supplies.

4. Budgets for RH care components are not integrated.

5. Increase workload of multipurpose service providers may affect quality.

6. A high turn-over of multi-purpose service providers.

7. Heavy reliance on one person for the provision of RH integrated services
which could be risky.

The impact of integrated RH programmes on  the quality of RH care in
general in the PICs has not been evaluated.

Training

The on-going training of RH service providers is a priority in PICs.  Although
formal training such as workshops, seminars, and longer term specialized training,
is still a priority, informal training especially “on the job” training is becoming
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more popular and seems to be more effective from
both  learning and cost perspectives.  Informal
discussion during lunch, morning and afternoon
breaks among service providers is also encouraged.
Non-technical issues such as interpersonal
relationship among service providers and also
between service providers and clients, “attitudes
towards clients”, counseling, and problem solving
are also integral components of this training.

Management and leadership training for
managers is also gaining momentum in the Pacific.
In the past, the training of managers focused mainly
on management with very little emphasis on
leadership.  Hence more and more attention is given
to the importance of effective leadership as a major
component of any quality of health care movement.

Information, Education and Communication (IEC)
Outreach Programmes on RH

The IEC outreach programme is an important aspect
of the RH quality of care programme, and focuses
mainly on:

· RH awareness and educational programmes
with the intention of bringing about change of

behavior towards healthy practices and utilization of RH services when
the need arises.

· In the PICs, radio, video, newspaper releases and television are all
used.  However, traditional programmes such as drama, song and
dance, skits and role-plays are also very popular and in fact, preferred
in most rural areas and outer islands.

Functionally,
pregnant

mothers are
routinely

screened in the
antenatal care
(ANC) and FP

clinics for a
selected number

of STIs, breast
and cervical

cancers.
However, this

screening
programme

depends heavily
on the

availability of the
necessary

supplies.
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Reproductive health management/information system

This is one of the weakest areas in the whole system of quality of health
care.  Without accurate data, proper planning and programming, no project
can be effective. Moreover, the logistic management is also very weak.
However,  during  the last few years, some improvements with encouraging
results have been made especially in the manual collection, reporting
and recording of data in the periphery.  Computerization at the central
level is being established in some PICs where the collection of data in the
periphery (rural areas) and the health centres and hospitals are well
established.  The computerization of data  recording and reporting has
been carried out in most countries, although the system still remains
unconnected to the main urban hospital and centers.

Supervisory visits

Supervisory visits are one of the most important agenda items in the
process of improving the quality of care in RH.   Supervisory visit comprises
all the basic elements that contribute towards quality of care such as the
following:

· Provision of  on the job training.

· Team building.

· Assessment of  technical competence of the service providers.

· Assessing the equipment/supplies through checklist, etc.

· Identification of existing problems and conducting a brainstorming
session with the staff to find solutions.

· Identifying best practices and lessons learned (successes).

· Working together with the staff of the institution to formulate
workplans and monitor the process.

· Meeting with the community and conducting “focus group meetings”
to attain views on how the services could improve.
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· Developing a follow-up plan and improving  communication between
the managers and the service providers.

Proposed guidelines for supervisors’ visits:

STEP 1: Preparation fora visit to a dispensary, health centre and/or a hospital

a. Confirm all the travelling plans, including the major objective(s) of
the visit.

b. Inform the station about the arrival, the date and time.

c. Prepare all the items to take on the visit.

d. Read all the recent reports and/or any other important and relevant
documentation regarding the place(s) to be visited.

STEP 2:  Meeting with dispensary/health center officer in-charge, manager/
staff

a. Discuss and review the objective(s) for the visit.  Be sure that all the
members of the staff are relaxed and participating.

b. Explain the process/agenda of the visit. On  the spot training should
be part of every visit.

c. Discuss the plan for either reviewing or supervising  activities.

d. Follow up any overdue or current issues.

STEP 3:  Service activity areas

The following service activity areas could be among  the focal activities
to be reviewed:

a. MCH/FP Clinical Activities/Preventive Activities: Type of service.
Relevance  of  services.
Successes/failures  of  programme.
Identification of problems/shortcomings.
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Supporting equipment/supplies.
Quality of services/The supervisor has to work out his/her own
guidelines on how to assess quality or services.

b. MCH/FP Management Activities:
Reporting/recording System.
Logistics - including supplies and equipment (expendable and non-
expendable items). Physical infrastructure and premises.
Identification of managerial problems/ shortcomings. Monitoring and
strengthening the good results

c. MCH/FP Personnel Issues:
Adequacy of Manpower. Assessment of individual working skills and
knowledge.  Training needs.

STEP 4:  Team problem solving

a. Present the results of the findings of the visits to the team for
discussion.

b. Analyse carefully all the problems that were identified, then prioritize
them.  Also, identify the major contributing factors and/or causes of
the problems, then work together with the team to look for the most
appropriate and applicable solutions.

c. Make plans for implementing the “recommended solutions”.   In-built
follow-up and a monitoring mechanism should also be designed.   A
work plan should be formulated if  needed.

d. Assign responsibility for specific task.  (The responsibility of following
up these tasks should be allocated to the officer in-charge).

STEP 5:  Debriefing with the officer In-charge or manager

a. Finalize any work plan or follow -up to be done.

b. Review individual performance issues.

c. Give credit to the team and the leaders for what they have achieved.
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STEP 6:  Report on visit

a. Prepare the visit report. The report must be well-balanced and must
not only highlight the problems.  The report is to be sent to the
health center staff and to other appropriate officers in the Ministry.

b. Prepare and send  out  your follow-up work plan.

Regular  assessment of the quality of reproductive health
services

The RH activities and agenda items that need to be improved to meet the
expected standards cannot be fully assessed unless they are regularly monitored
and evaluated.  There are several tools, like the ones that are recommended
under the “Continuous Quality Improvement” movement  which can be utilized
in this “assessment and monitoring process”.  Only those that have been utilized
widely in the PICs with some degree of success will be discussed here.

Judith Bruce’s six elements of quality of care in family
planning

Judith Bruce’s six elements were introduced and widely used before 1994
ICPD.  They were specifically designed as an assessment tool for family planning.
However, some basic principles can be applied to the wider domain of RH with,
of course, some modification:

Choice of methods

A wide choice is essential to ensure that clients are using a contraceptive
and the continuity rate does not drop.

This “choice” could also mean freedom of choice to make an informed
decision on how many children (and spacing of children) an individual (or
couple) wants.  There is a wide range of modern FP methods available at
all levels in the health care systems of the PICs.

10-Quality of Health Care.p65 19/09/2001, 08:53110



Quality  of Health Care

111

Information given to the client

Information given to the client should be accurate, simple, and adequate
for clients to make informed decisions.  Moreover, the information should
be fair without any bias, prejudice or economic interest.  Another question
to be considered: the information given in a language simple enough so
that even  illiterate or semiliterate clients can understand it?  Medical
jargon and difficult words should be avoided.

Technical Competence

The service provider should have an adequate working
knowledge and skills to provide the expected services at his/
her work (clinic, etc.).  The questions that could be asked here
are:  how long ago was the service provider trained in RH?  Did
he/she receive adequate theoretical and practical training?  Has
he/she attended any recent RH refresher training?  Does he/
she perform adequate practical procedures to maintain
confidence and competence?  (These questions could be easily
transformed into a simple “checklist” to be used by the assessor
or supervisor.)

Interpersonal relations

The quality of care in RH demands good interpersonal relations between
the client and service provider.  The client has to be treated with respect,
maturity, understanding and compassion.

The question to ask is:  does the service provider need any training on
non-technical issues such as caring and attitudes?  (Asking clients how
they were treated is one way of assessment.)  However, the correct
interpretation of the responses is essential as some of them could be
very subjective and depend on impression only.  (The inter-personal
relationship between client and service provider is one of the priority
agenda items in every RH training in the PICs).
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The inter-relationship between service providers and managers is equally
as important.  The questions to be asked include:  do you feel that your
colleagues treat you with respect?  Is it pleasant to work at the Clinic?

Mechanisms to encourage continuity

An effective mechanism for follow-up is essential.  The questions that
could be asked are:  are there enough supplies to meet the clients’ needs?
Is the follow-up system effective?  Is there any available mechanism to
find out why the clients do not return?  Is there an adequate counseling
service?  Is the waiting time too long?  Was the information (and
counseling) provided on the first visit (first contact) adequate?  Would
the establishment of FP community-based distribution programme improve
continuity?

Appropriate constellation of services

In the PICs, the most important issue is whether an effective referral
system is in place or not.  The five A’s (accessibility, availability, affordability,
accountability, and acceptability) are also applicable to the constellation
of services.   The question here is whether the related services such as
family planning, safe motherhood, child care, sexually transmitted
infections (STIs), including HIV/AIDS treatment are accessible   or not.
Do they exist as individual, vertical or integrated programmes?  What are
the advantages and disadvantages if any, of vertical and integrated
programmes?

Integration

The six elements do not seem to emphasize integration.  So it is proposed
that, integrated RH services could be an added element.  The contributions
of the international and regional donor partners are still another important
element in relation to the implementation of quality RH services in the
PICs.  Without external support, the sustainability of the RH programmes
and most of the other health programmes in the PICs would be at risk.
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Brainstorming (focus group interview)

Brainstorming   is one of the eight tools that are recommended under the
“Continuous Quality Improvement Methods” that are fast gaining popularity
in the assessment of quality of care in RH among the PICs.  It could be
used effectively, even in the supervisory visits.

Conclusion

Although “quality” is an elusive and a complex commodity, it is in great
demand.  Quality applies to everything in life.  However, in health, it will need
the positive contributions of all the key stakeholders especially the clients, the
service providers and the managers, supported by a well-structured environment
and services.  It is possible  to improve the current standard of quality of care
in RH regardless of budget or cultural setting, as long as everyone contributes.
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MAKING PREGNANCY SAFER:
REDUCTION OF MATERNAL MORTALITY

Global situation on safe motherhood

Since the 1940s, maternal deaths have become increasingly rare in developed
countries.  The same cannot be said, however, of developing areas, where the
persistence of high levels of maternal mortality is symptomatic of a pervasive
neglect of women’s most fundamental human rights.  Such neglect affects most
acutely the poor, the disadvantaged, and the powerless.  Maternal death is a
tragedy for individual women, for families, and for their communities.

Around the world,  at least 160 million women become pregnant every year.
Of these, 15% develop serious complications, which lead to the death of about
600 000 women due to complications related to pregnancy, most of which could
have been prevented. In fact, over ten million women annually suffer from
complications related to pregnancy that seriously affect their health, often
permanently.  Every year, 3.4 million babies die within the first week of life largely
as a result of inadequate or inappropriate care during pregnancy, delivery or the
first critical hours after birth.  For every newborn baby who dies, at least one is
stillborn.  Every woman who dies while pregnant, or giving birth, is denied her
human right to health just as every  death of a newborn baby is an unacceptable
death.  This is an issue of social justice as well as a health issue that shows the
inequalities between the rich and the poor.

Causes of maternal morbidity and mortality

Globally, around 80% of all maternal deaths are direct obstetric deaths.  The
pattern of direct causes is broadly similar around the world: hemorrhage (25%,
usually occurring postpartum), sepsis (15%), hypertensive disorders in
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pregnancy(12%), obstructed
labor (8%), complications of
unsafe abortion (13%) and
other direct causes (8%).

Approximately 20% of
maternal deaths are due to
indirect obstetric causes, that
is, pre-existing conditions
that are exacerbated by
pregnancy or its
management.  Some of
these conditions are relative,
or absolute contraindications
for pregnancy.  Women need
to be informed of these

problems and advised on appropriate treatment.

It has been estimated that for every woman who dies from a pregnancy-
related cause, 16-17 women will suffer complications that seriously affect their
health, often permanently.  Maternal morbidity comprises temporary, mild or
severe conditions as well as permanent/chronic conditions that persist beyond
the puerperium (such as obstetric fistula, urinary or fecal incontinence, scarred
uterus, pelvic inflammatory disease, palsy, Sheehan’s syndrome).  Some chronic
conditions such as hypertension can be caused by or aggravated by pregnancy
and delivery but may have other causes too.

A. Direct causes:

· Postpartum hemorrhage:

Hemorrhage is the main cause of maternal deaths around the world.
Where pregnant women are already anemic, postpartum
hemorrhage coupled with the relatively high frequency of long-term
disabilities, make a major contributor to the global burden of maternal
mortality and disability.

Region Population
(000s)

MMR
(1/100,000)

IMR
(1/1000)

All Member
States

5 884 576 430 57

EMR 473 644 440 69

EUR 870 128 59 21

AFR 601 783 940 91

AMR 802 811 140 28

SEAR 1 485 056 610 68

WPR 1 651 154 120 38

Table I: Maternal mortality ratio and infant
mortality rates by WHO region (1998)

Source: Regional Director’s Report, 1998-1999, WHO, Manila
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· Puerperal infections

The incidence of puerperal infections in developing countries is not
accurately known although puerperal sepsis is clearly associated with
unhygienic practices during delivery and the postpartum period.  The
estimated incidence of puerperal sepsis ranges from a high 10% in
sub-Saharan Africa to a low 5% in established market economies.
Sexually transmitted infections (STIs) during pregnancy are risk factors
for sepsis.  Anecdotal evidence from a number of countries indicates
that the antibiotic-resistant sepsis is common in HIV-positive women,
and that post-cesarean section infections are also more common in
HIV-positive women.

· Eclampsia

Globally, it is estimated that around 0.5% of live births are complicated
by eclampsia and 4.5% by hypertensive disorders.  Pre-eclampsia
affects many vital organ systems.  Renal and liver damage, pulmonary
edema, cerebral haemorrhage and retinal detachment may follow
eclamptic convulsions.

· Obstructed labor

This factor is estimated to cause around 8% of direct maternal deaths.
By far, the most severe and distressing long-term condition following
obstructed labor is obstetric fistula (vesico-vaginal fistula or recto-
vaginal fistula or both).  Women with prolonged and/or obstructed
labor are more likely to also develop complications related to sepsis,
particularly if there is premature or prolonged rupture of the
membranes.  Another complication frequently associated with
obstructed labor, particularly in women who have had several children
already, is uterine rupture.

Obstructed labor is one of the most common causes of fetal death
and disability.  If labor is allowed to continue, the fetus dies because
of excessive pressure on the placenta and umbilical cord.  The dead
fetus becomes softened by decay and may trigger the onset of
disseminated intravascular coagulation (DIC) resulting in maternal
hemorrhage, shock and death.
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· Unsafe abortion

About 20 million unsafe abortions take place each year worldwide.
This represents almost one in ten pregnancies, or a ratio of one
unsafe abortion to seven births.  Nearly 90% of unsafe abortions
take place in the developing world.  Complications such as sepsis,
hemorrhage, genital and abdominal trauma, perforated uterus or
poisoning from abortifacient medicines can lead to death if left
untreated.  Death may also result from secondary complications such
as gas gangrene and acute renal failure.  The long-term consequences
of an unsafe abortion can be permanent disability and secondary
infertility.  High incidence of ectopic pregnancy and premature delivery,
and increased risk of spontaneous abortion in subsequent pregnancies,
are other possible consequences of poorly performed abortions.

B. Indirect complications

Indirect complications of pregnancy such as anemia, malaria, sexually
transmitted infections, viral hepatitis, tuberculosis and cardiovascular
disease are aggravated by the physiological effects of pregnancy
and may lead to maternal mortality.

· Anemia

One of the most dreaded of these indirect causes is anemia which,
causes death not only through cardiovascular arrest but   also through
hemorrhage and sepsis.  Anemic women do not tolerate blood loss
to the same extent as healthy women.  During childbirth, blood loss
of up to one liter will not kill a healthy woman, but in an anemic
woman, a much smaller loss can be fatal.  Anemic women are high
anesthetic and operative risks.  Following surgery, wounds may fail
to heal promptly or may break down completely.

· Malaria

Malaria increases the risk of maternal anemia, pre-maturity, and low
birth weight during a woman’s first pregnancy.  Placental malaria
and maternal anemia are both risk factors for low birth weight.  HIV
infection appears to interfere with the maintenance of pregnancy-
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specific immunity acquired during the first and second pregnancies,
placing HIV-positive multigravidae in endemic areas also at  an
increased risk for the clinical consequences of malaria.

· Viral hepatitis

Some studies have found that the incidence of viral hepatitis in
pregnant women is twice that in non-pregnant women.  Pregnant
women are also  likely to become more seriously ill and more likely
to die (case-fatality rates are up to 3.5 times higher than in
non-pregnant women).  Viral hepatitis in the fulminating form occurs
most commonly during the third trimester of pregnancy, while
premature labor, liver failure and severe hemorrhage often complicate
this form of  disease which makes the infant  unlikely to survive.

· Sexually transmitted infections (STI)

It is women in the developing world who pay the highest toll for
untreated STI which often result in PID, infertility, and ectopic
pregnancy.  The rate of ectopic pregnancy in Africa is about three
times higher than that found in industrial countries and remains a
great cause of maternal mortality, especially in rural areas where
easy access to critical care facilities is often lacking.  Abortions,
pre-maturity and stillbirths are frequently caused by STI.

· HIV/AIDS

Of the estimated 33 million people living with HIV, almost 14 million
are women, most of them in the developing world.  In parts of southern
Africa, the prevalence of HIV in pregnant women is over 30%, while
rates of new infections are rising in South-east Asia and the proportion
of infections occurring in women is increasing in many developed
countries.  Adverse pregnancy outcomes that have been reported in
HIV-positive women include increased rates of spontaneous early
abortion, low birth weight babies, stillbirths, pre-term labor,
pre-term rupture of membranes, other STI, bacterial pneumonia,
urinary tract infections and other infectious complications.  Almost
600 000 children are infected by mother-to-child transmission of HIV
annually, i.e. over 1600 each day.
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· Pulmonary tuberculosis

The global increase of tuberculosis threatens maternal and newborn
health.  Specifically, contagious maternal tuberculosis at the time of
birth implies a huge risk for rapid infection of the unprotected  newborn
with ensuing high mortality.

C. Major factors underlying the medical causes

· Lack of political commitment and inadequate financial and technical
input

Many governments allocate too small a portion of their national
budgets on health and, within that budget, not enough is spent on
addressing the preventable and avoidable deaths.  Political
commitment to reduce maternal and neonatal mortality is often not
translated into increased resources (in terms of finances, skilled
personnel, adequate health facilities and available drugs).  In spite
of the global knowledge that skilled attendants are necessary at the
time of birth, many women do not have access to such care.  Pregnant
women and adolescent girls have  to be able to  find access to such
services in an emergency, and communication systems  have  to be
geared to their needs.

The low social, economic and educational status of girls and women
in developing countries limits their access to economic resources
and basic education and  also their ability to make decisions related
to their health and nutrition.  Some women are denied access to
care when it is needed either because of cultural practices of seclusion
or because decision-making is supposed to be the responsibility of
other family members.

· High fertility rate and low contraceptive use rate

It is estimated that current global contraceptive use rate is 60%
among couples with women of reproductive age.  In developed
countries, the level of contraceptive use rate is 73%, while in
developing countries, the contraceptive use rate is 56%.  But there
are big disparities, such as China has 83%, while Cambodia  has
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only 16% rate among women of reproductive age.  Low contraceptive
rate is strongly related to high fertility rate, unwanted pregnancy and
unsafe abortion.  The consequence of unwanted pregnancies and
unsafe abortion, especially in countries where abortion is illegal, is
highly correlated with maternal mortality.

Unprotected pre-marital sex, low contraceptive use among adolescents
and adolescent pregnancy which lead to STI/HIV/AIDS, unwanted
pregnancy and unsafe abortion are the other problems related to
maternal mortality.

· Poor quality of care and referral system

Most obstetric complications can be neither predicted nor prevented,
but they can be successfully treated.  Improving the quality of
emergency obstetric care and  the referral system is  a vital  condition
for the  reduction of maternal mortality.

· Childbirth with untrained personnel

In developing countries, many women are assisted in delivery by the
traditional birth attendants or only by relatives, while many deliver
alone.  Only 53% of women in developing countries  are assisted  by
skilled health personnel, and 40% give birth in a hospital or a health
centre.  An estimated 15% of pregnant women experience
life-threatening complications that require emergency care.

Regional situation on safe motherhood

A. Maternal mortality

Maternal mortality is the most important indicator of safe motherhood.
There are three main measures of maternal mortality:
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• Maternal mortality ratio

Represents the risk associated with each pregnancy, i.e. the obstetric
risk.  It is calculated as the number of maternal deaths during a
given year per 100 000 live births during the same period.

• Maternal mortality rate

Measures both the obstetric risk and the frequency with which women
are exposed to this risk.  It is calculated as the number of maternal
deaths in a given period per 100 000 women of reproductive age.

• Lifetime risk of maternal death

Takes into account both the probability of becoming pregnant and
the probability of dying as a result of the pregnancy, accumulated
across a woman’s reproductive years.  It is calculated as total fertility
rate X maternal mortality ratio.

In the Western Pacific Region, the average  maternal mortality is 120
per 100 000 live births.  However, there are huge variations in maternal
mortality ratio (MMR) across the Region, from 3.5 per 100 000 live
births (New Zealand) to 745 per 100 000 live births (the Lao People’s
Democratic Republic).  Every year, 30 000 to 50 000 mothers die
from the complications of pregnancy or childbirth.  More than 40% of
all maternal deaths occur in five countries (Cambodia, Lao People’s
Democratic Republic, Mongolia, Papua New Guinea, the Philippines,
and Viet Nam) whose combined populations account for only 10% of
the Region’s population.

B. Trend in maternal mortality ratio

In general, there are three trends with regard to maternal mortality
ratios:  1) maintaining the MMR at a low level, e.g. Australia, Japan,
and New Zealand,  2) rapidly declining MMRs, from mid to low level,
e.g. Republic of Korea and Malaysia, and 3) declining MMRs in countries
with high level, e.g. Viet Nam.  Even in countries with high maternal
mortality ratio, such as Laos and Papua New Guinea, the trend is still
downwards.  In the Pacific Island countries, where the population is
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quite small, a relatively small number of maternal deaths will have a
significant effect on the maternal mortality ratio.

In all countries, it is a challenge to identify real changes in the MMR
as some changes come about as a result of different uses of tools,
techniques and/or definitions.

C. Trained personnel attendance during pregnancy and delivery

The percentage of births attended by trained health personnel is a
process indicator of maternal health status.  Globally, the rate in
1998 was 65%, and the corresponding figure for less developed
countries was about 58%.  In general, most countries in the Region
have an adequate number of trained personnel to care for pregnant
women.  Coverage in most countries is 70-100%.  Only Lao People’s
Democratic Republic (8%) and Cambodia (42%) deviate significantly
from the norm.
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While most countries in the Region are performing quite well
according to this indicator, there are major intra-country differences,
especially between urban and rural women and between different
ethnic groups.

Most countries, even those with high MMRs, reported very high levels
of trained personnel attendance during delivery. However, the low
percentage of trained personnel in attendance during delivery in
Cambodia (16%) and Papua New Guinea (47%) do correlate with
the level of MMR in these two countries.

Table 2:  Important Reproductive Health Indicators in the Countries with
High Maternal Mortality Ratio

Sources: a) Western Pacific Region Health Data Bank (1998 Revision); b) Revised 1990 Estimates of Maternal Mortality
(1996. By WHO and UNICEF); c) Women of our World (1998. By Population Reference Bureau)

Country
Maternal Mortality

Ratio (MMR)
(1/100 000 live births)

(a)

Estimated
Number of

Maternal Deaths
(b)

Birth Rate
(1/1000)

(a)

Total Fertility
Rate

(a)

Population
Doubling Time

(years)

Contraceptive
Use Rate (%)

Cambodia 473 3600 38.0 3.7 25 12.6 (d)

Lao P.D.R. 745 1200 41.3 5.6 24 15.0 (c)

Mongolia 144 120 20.78 2.4 35 26.0 (c)

Papua New
Guinea

930
          370 (e)

1200 34.0 4.7 31 3.2

Philippines 179 5400 28.2 3.8 29 25.0 (c)

Solomon
Islands

549 82 38.1 5.4 21 8.4
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D. Total fertility rate and population growth rate

In all of the countries with high maternal mortality, fertility rates and
natural population rates are also high.  For example, Lao People
Democratic Republic’s  maternal mortality is 745 per 100 000 live births
and total fertility is 5.6.

Fertility has great impact on a country’s population composition.  The
countries with the highest fertility rates in the Region are Marshall
Islands (5.7), Lao People Democratic Republic (5.6), Nauru (4.9), Papua
New Guinea (4.7), Solomon Islands (5.4), Tokelau (4.8) and Cambodia
(3.7).  The population doubling time of these countries is about 30
years.

E. Contraceptive use rate

It is estimated that the current global average level of contraceptive
use is now approaching 60% of couples with women in the reproductive
age. In developing countries, the level of contraceptive use reaches
56%.  In the Region, many countries do not have enough data to
estimate the rates of contraceptive use.  The highest reported rates of
contraceptive use in the Region are in the Northern Mariana
Islands(91%), China (83%), Republic of Korea (77.4%), and Australia
(76%).  The lowest reported rates are in Cambodia (7%), Palau (13.4%)
and the Solomon Islands (8.4%).

F. Infant mortality

Infant mortality is also an important indicator of safe motherhood.
Almost everywhere in the world, childhood mortality has decreased in
the last 10 years.  Recent improvements have been largely the result
of immunization against the diseases of childhood and better control of
diarrheal diseases, as well as improvements in socio-economic
conditions.  In contrast, early neonatal mortality and stillbirth rates
have changed little and remain unacceptably high.

Of 7.7 million infant deaths annually, more than half occur in the neonatal
period, before the age of 1 month.  Two-thirds of these neonatal deaths
occur within the first week of life.  Birth asphyxia and trauma, infections
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and pre-maturity are the most common medical causes of deaths.  All
of them are related to maternal health care/obstetric care service.

Compared with other regions, the average infant mortality rate in the
Region is a little higher than in America and Europe but the speed of
the decline is slower than in other regions.  In 1998, only 4 out of 37
countries had not reached the global target of less than 50 per 1,000
live births.  These countries were: Cambodia (115), Lao P.D.R.(104),
Kiribati (65) and Papua New Guinea (77).

G. Connections between the indicators

Low coverage rates for the safe motherhood program and high fertility
rate are often associated with high maternal mortality.

Unprotected pre-marital sex and adolescent pregnancy are also highly
correlated with maternal mortality.  In the countries with high MMRs,
the rate of adolescent pregnancies is usually high.
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Global target of safe motherhood

Since 1987, the targets of safe motherhood have been developed by several
international conferences:  World Summit for Children, the  International Conference
on Population Development, the Fourth World Women’s Conference and ICPD +
5.  The major goals are the following:

· Where the maternal mortality ratio is very high, the following percentage
of births should be assisted by skilled attendants:

By 2005, at least 40% of the births
By 2010, at least 50% of the births
By 2015, at least 60% of the births

· Globally, the following percentage of births should be assisted by skilled
attendants:

80% by 2005
85% by 2010
90% by 2015

All countries should strive for the reduction of maternal mortality.

The recommendation  is:

Year 2000, 50% reduction of the 1990 level
Year 2015, further 50% reduction

In absolute numbers, the implications are:

· Countries with intermediate level of MMR (300-400/100 000 live births)

Year 2005 below 100/100 000 live births
Year 2015 below 60/100 000 live births

· Countries with highest level of MMR(more than 700/100 000 live births)

Year 2005 below 125/100 000 live births
Year 2015 below   75/100 000 live births
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Action for safe motherhood

Reducing maternal mortality requires coordination and long-term efforts.
Actions are needed within families and communities, in society as a whole, in the
health system, and at the level of national legislation and policy making.
Furthermore, interactions among the following areas are critical to reduce maternal
mortality and to support  the demand for change:

A.Legislative and policy action

Long-term political commitment is an essential prerequisite.  When decision-
makers at the highest level are determined  to address maternal mortality,
the resources needed will be mobilized and the essential policy decisions
will be taken.  Without this long-term level of commitment, projects can not
become programs and activities can not be sustained.  A supportive social,
economic and legislative environment allows women to overcome the various
obstacles that limit their access to health care.
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The following areas should be reviewed:

· family planning
· adolescent and children
· barriers to access
· regulation of practice
· delegation of authority
· abortion

B. Society and community intervention

The following interventions should be done by society, community and
family:

· Women need support in obtaining access to essential care.  Raising
awareness of the need for women to reach emergency care, without
delay if complications arise during delivery, is particularly critical

· Community health providers or traditional birth attendant (TBA)
training with back-up from a functioning referral system and support
from professionally trained health workers

· Improving women’s nutritional  status
· Prevention of STI/HIV/AIDS, TB and other diseases
· Prevention of unwanted pregnancy and prevention and

management of unsafe abortion

C. Health sector action (continuum  care)

· Time -based continuum  care:

1.girlhood and adolescence:  providing adequate nutrition, education
and avoiding of harmful practices such as female genital mutilation
(FGM)

2.pre-pregnancy period:  providing family planning information and
services to individuals and couples

3.Antenatal period: providing tetanus toxoid, identifying complications
of pregnancy, managing sexually transmitted infections (STI), and
preparing  a birth plan
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4.Labor and childbirth period:  providing life-saving interventions,
such as appropriate management of childbirth

5.Postpartum period: monitoring the health of the mother and
providing essential interventions for the newborn

Key element of time- based continuum care

The single most important intervention lies in ensuring that all deliveries
are assisted by skilled health care professionals, with the back-up of a
functioning health care system, which can supervise normal deliveries,
prevent iatrogenic complications and manage (or refer) unexpected
complications if and when they arise.

It is likely that around 15% of all pregnancies develop complications that
require  emergency interventions.  Most obstetric complications can be
neither predicted nor prevented, but they can be treated successfully.  The
best strategy is to assume that all pregnant women are at a risk for some
serious complications and efforts must be focused on improving the quality,
the access  and the utilization of the emergency obstetric care service
which includes the following:

· emergency medical treatment (of sepsis, shock, eclampsia, severe
anemia)

· management of problem pregnancies (rheumatic heart disease,
diabetes, anemia, etc.)

· labor monitoring including the use of the partograph
· assisted delivery (vacuum extraction)
· removal of placenta, repair of episiotomies, and perineal tears
· manual vacuum aspiration (MVA)
· intravenous therapy including fluid replacement
· surgical obstetrics (cesarean delivery, treatment of sepsis, repair of

high vaginal and cervical tears, laparotomy, removal of ectopic
pregnancies, evacuation of the uterus, craniotomy, symphysiotomy)

· anesthesia (local infiltration, epidural, spinal, and general)
· blood transfusion

It is often assumed that improving emergency obstetric care is too costly.
In the case of maternal mortality, this is not true.  No matter how many
resources are devoted to improving women’s education and nutrition, or to
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prenatal care and training traditional birth attendants, no substantial reduction
in maternal mortality will result without access to emergency obstetric care.
The cost of improving emergency obstetric care is not a matter of building
up the system from nothing but of improving what already exists.  The
primary problems faced by hospitals in developing countries are supervision,
accountability, training, supply distribution, and drug availability.

• Location-based continuum care:

1. It links individuals, families and communities with the formal health
care system as represented by hospitals and peripheral health care
facilities.

2. Most peripheral health centers can manage most normal pregnancies
and deliveries with essential back-up and supplies.

3. District hospitals can manage the complications of pregnancy and
childbirth.  This level should provide technical support and supervision
to peripheral levels.

The key element in the location-based continuum care is the ability of the
system to ensure safe and speedy passage of women and their infants
from one level of care to a higher one.  Once services are available and
functioning, people need to know where they are and when to use them.
Given the realities of many developing countries, families and communities
will need to provide transportation and money for supplies.  The community
has also the important function of ensuring that women with pregnancy
complications receive prompt, adequate care.

Regional objectives and strategies on safe motherhood

A. Objectives

1. To achieve a substantial reduction in maternal and infant mortality.
2. To stabilize population growth rates.
3. To increase awareness of adolescent health and to create a favorable

environment for improving it, especially in reducing adolescent
pregnancy.

4. To meet changing reproductive health needs during the life cycle and
to improve the health and nutritional status of women, especially
pregnant and nursing women.
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B. Strategies:

1. To give priority to countries in the Region with high maternal mortality
and specify the key approaches which are related to the reduction of
maternal deaths.

2. To obtain strong government commitments and specific work plans for
safe motherhood, women’s health and population development.

3. To improve the quality of reproductive health care and family planning
services by strengthening service capacity at different levels of the
primary health care system.

4. To empower women, through training and provision of information
and other educational resources, with knowledge, skills and self-
confidence to meet their health needs and enable them to control  their
own fertility.

5. To mobilize family, community and society support for reproductive
health and sustainable population development by strengthening
information, education and communication activities.

6. To mobilize government and international community resources to meet
the unmet demands of family planning and reproductive health services,
especially for adolescents and places with high population growth rates.

7. To establish mechanisms for collaboration among governments,
nongovernmental organizations and international agencies on
reproductive health and population development.

Indicators

· maternal mortality ratio (institutional case- fatality rate)
· infant mortality
· under 5 years  mortality rate
· population growth rate
· fertility rate
· contraceptive use rate
· childbirth assisted by trained personnel
· contraceptive rate
· hospital delivery rate
· rate of operative delivery
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Conclusion:

Reducing maternal mortality requires a national strategy to bring about three
essential changes:

1. A  societal  commitment to ensure  safe pregnancy and birth. The
decision  maker at all levels must foster the perception that pregnancy
and childbirth can and should be made safer.

2. Improvements in the access and quality of health care.  The aim must
be to ensure that all pregnant women have access to a skilled attendant
at the time of delivery and to  necessary  care for obstetric complications
when they arise.

3. A commitment to attend to the special needs of girls and women
throughout their life.
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THE CHALLENGES OF SAFE MOTHERHOOD
ISSUES AND LESSONS LEARNED

The participants in the Safe Motherhood Asia ’97  Workshop resolved that
“Safe Motherhood is a basic right of women and should be a clear priority of
governments, communities, and health professions”.

It was also agreed in the workshop that although  efforts in general are
needed to reduce the basic causes of maternal mortality which are poverty and
the generally low status accorded to women in Asia, specific efforts are also
needed for the accomplishment of  safe motherhood which will include the
development of community
awareness and the capacity
to respond to the needs of
Safe Motherhood through the
involvement of the local
government, the assurance of
quality and access to family
planning,  and the basic and
emergency obstetric services
and the establishment of
adequate linkages between
the family/community with the
health service delivery
including the development of
trained community-based
midwives and the assurance
of the safe functioning of
traditional birth attendants.

Maternal Deaths per 100,000 births, 1998

Note: This map only shows inter-provincial 
variation, but there is even more variation 
within provinces as between them.Source: pro vincial government r eports
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Source: WHO. Safe Motherhood

Figure 1
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The map shows the big disparity in the maternal mortality ratio (MMR) in the
different provinces of China.  In the eastern part of the country,  the MMR of
Beijing and Shanghai is only about 10/100 000 live births.  But in the western
area,  because of the low socio-economic development,  Qinghai, Guansu  and
Tibetan Autonomous Region have an MMR of over 150/100 000 live births.

Of immediate concern in safe motherhood are the immediate causes  of
maternal  mortality  which all stem from the mother’s failure  to receive adequate
medical management of major maternal complications:

· toxemia or severe hypertensive disorders during pregnancy.  Can be
prevented by adequate pre-natal care/referral for hospital-based care

· obstructed birth.  Can be rectified by a hospital-based delivery  through the
cesarean section

· hemorrhage.  Needs hospital-based emergency obstetrical attention
· Sepsis: post-partum or abortion related.  May be avoided by a clean delivery

and adequate post-partum care

The access to services which is one of the challenges to Safe Motherhood,
would include:

· family acceptance of the facility-based delivery
· willingness of the family for referral in terms

of maternal complications
· availability of agents and the community

mechanism to facilitate the referral
· availability of the medical facility with capacity

of emergency care

           A basic factor in safe motherhood is making
sure that a qualified health professional is present during labor and delivery – the
highest risk period for maternal mortality.  In places where facility-based birthing
is not possible, the best alternative is to be sure that a qualified midwife is present
during the delivery.  It has been accepted that the services rendered by a traditional
birth attendant (TBA) cannot be a substitute for the services that can be given by
a trained midwife.  But in cases where TBAs act as the primary birth attendants,
it is important  to have an assurance that the patient will have a timely referral in
case of maternal complications.

Although some
pregnancies are
at higher risk due
to complications,
all pregnancies
are at risk
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The two slides that follow show the average cost of a delivery in a  hospital
in the rural areas and the proportion of women in the rural areas who refuse to
deliver in hospitals even if the service will not cost them anything.

The result of a KAP study in
China shows that there are
still 10-20% women  who
refuse to deliver in the hospi-
tals even if the delivery is for
free, which indicates that
expenses  are not the only
reason for the low utilization
rate of health facilities.  The
low social and economic sta-
tus of women,  culture and
beliefs are the fundamental
determinants. In addition, the
women and their families also
consider the distance from

their homes to the hospital and the transportation expenses.

The above slide shows the average cost of delivery  in country hospitals in
five western provinces .  Except for Guizhou  province, the average cost  is over
400 RMB, which is almost equivalent to a person’s half yearly income.  The cost
which does not include the
transportation and
accommodation expenses of
the family, is not affordable
for most rural women.    In
line with the poverty
alleviation and the health
system reform in China,
there is a move to use the
social marketing principle to
reduce the cost of delivery
in the hospitals and improve
the quality of care , and at
the same time, to encourage
women to deliver in the
hospitals.
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 The functional safe motherhood system is best illustrated in what is now
called the three circle model (Figure IV) which is used to represent the key
components of the  system and to illustrate their inter-connection.

Each component is represented by a specific color circle:

· Red stands for the
community which
includes women, all the
family members and
those who live in the
vicinity.  They all
represent the demand
side of maternal
health.

· Purple stands for the
agent or those who
facilitate maternal
health care at the
community level and
who are responsible for linking maternal health needs in the community
with the health services system.  This circle includes the  trained birth
attendants (TBAs) and trained midwives .  They link the demand side of
maternal health with the supply side.

· Blue stands for the health services system, the health centers and hospitals
where basic and emergency obstetric services including administrative and
personnel side can be provided.  All together, they represent the supply
side of maternal health.

· The link that puts the circles together is the series of coordinated efforts
among the components of  safe motherhood for adequate management of
maternal complications.

      The supply side of the equation must adequately provide the appropriate
capacity/quality of the health personnel and the administrative staff  of the hospital.
Screening for high-risk pregnancy can be used as a  strategy to promote hospital-
based delivery in areas with very low hospital delivery rate. One of the lessons

The Model of Safe Motherhood

Figure IV

Source: WHO. Safe Motherhood
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learned in the safe motherhood initiative is the fact that even though some
pregnancies are at higher risk due to complications, all pregnancies are at risk.
While hospital-based delivery is suggested, it is important to remember that quality
assurance is an important element which should ensure the proper management/
supervision of the staff who must have the highest technical capability and standard
to attend to the health needs of the mother and her newborn.

Accessibility/affordability/friendliness are the other earmarks of the supply
side of the equation.  The facility must be mother/family friendly with transparent
and “fixed user cost”.  There should be provisions for waiting as many of the
clients will be coming from remote areas and the further a family is away from
the hospital, the greater is the need for hospital delivery.  Response time is a
critical factor to maternal survival in time of major complications.

The demand side relies on the pregnant woman and her family with the
proper knowledge/attitude/care/for the benefits of the health care service and
the financial capacity to handle all the expenses that go with the service.  The
community can initiate health financing or insurance schemes.  When supply
meets demand, the result is safe motherhood.

The agents – these
include the TBAs and the
midwives,  link the supply with
the demand. The things that
go with them are education
and training to prepare them
adequately for the job,
communication to make the
linkage known as necessary,
facilitation, cost and
transportation. Thus, demand
is linked with supply with the
assistance of the agents.

The overall strategy for
safe motherhood in China
includes:

Agent : Linking Demand and
Supply

Community / PHC-MCH

Education
Communication
Facilitation -cost,
transportation

Figure 4

Source: WHO. Safe Motherhood
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· Promotion and support of the hospital-based delivery

· Bypassing the current goal of assuming clean delivery at home

· Related benefit  in the form of reduction of
neonatal mortality including neonatal tetanus.

Very important to the health system is “quality
assurance” in the form of supervision, management,
technical/standard capacity,  a mother/family-friendly
atmosphere with a transparent and fixed “user cost”
and  provisions for waiting for the family.

The following are the lessons learned in Safe
Motherhood:

1. Although some pregnancies are at higher risk
due to complications, all pregnancies are at risk.

2. Screening for high-risk pregnancy can be used
as a strategy to promote hospital-based delivery in
areas with very low hospital delivery rate, as in
Malaysia.

3. The further a family is away from the hospital, the greater is the need
for hospital delivery.

4. Response time is a critical factor  to maternal survival in time of  a
major complication.

5. Better maternal nutrition may  play an important role in reduced
complications and mortality.   Iron  may be the answer to severe anemia
just as vitamin A may help protect the patient from sepsis.

There should be
provisions for

waiting as many
of the clients will
be coming from

remote areas and
the further a

family is away
from the hospital,
the greater is the
need for hospital

delivery.



UNSAFE ABORTION
AND POST ABORTION CARE

Introduction

Every year,  millions of pregnancies end in abortions, some spontaneously
while others are induced. Induced abortion has been in existence through the
ages, but it has been surrounded with an atmosphere of taboo that in some
countries it occurs underground. Unsafe abortion is
an issue which we have to confront if we are to
prevent or reduce its occurrence.

As obstetricians, we are familiar with the sight
of a teenage girl who comes to the hospital for help
because of  profuse bleeding after having been to a
traditional birth attendant who  forcibly inserted an
instrument into her womb to terminate a pregnancy.
Now she lies dying at age 14!  A 24 year old woman
with one child has to undergo surgery and pelvic clean-
up because of severe infection after a catheter has
repeatedly been inserted vaginally.  Another useless
death.

Definition of unsafe abortion

WHO refers to unsafe abortion as a procedure
for terminating an unwanted pregnancy done by
persons who may lack the necessary skills or
conducted in an environment that lacks the minimal
medical standards, or both.  Unsafe abortions may

Women who
resort to
unauthorized
facilities and/or
unskilled
providers put their
health and their
lives at risk.
Among the
causes of
maternal mortality
in developing
countries, unsafe
abortion accounts
for 13% of
maternal deaths.
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be performed by the woman herself, by non-medical persons, or by health workers
in unhygienic conditions.  Such abortions may be induced by the insertion of a
solid object (usually root, twig or catheter) into the uterus, by improperly performed
dilatation and curettage procedure, the ingestion of harmful substances or exertion
of external force.

Scope of the problem

Women who resort to unauthorized facilities and/or unskilled providers put
their health and their lives at risk. Among the causes of maternal mortality in
developing countries,
unsafe abortion accounts
for 13% of maternal
deaths

Worldwide, it is
estimated that around 53
million abortions are
perfromed every year.
With 140 million births a
year, approximately one
induced abortion takes
place for every three
births.  Around 30 million
or about 90% of the
abortions take place in
developing countries and
20 million of these are
performed under unsafe
conditions.

In a recent five-year
period study, at least
86% of all  induced
abortions  in Latin America and 96% performed  in Africa were unsafe. Globally,
about two out of five abortion procedures are unsafe and between  100 000 and
200 000 women die of unsafe abortion every year.  More than 120 million women
in developing countries who want to practise family planning fail to do so, which
may contribute to the number of induced abortions.

Spontaneous abortions and abortions
done under sanitary conditions by
qualified persons who used the correct
techniques are rarely fatal and seldom
present complications.

Figure 1: Causes of Maternal Deaths
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Abortions performed by qualified persons using correct techniques and under
sanitary conditions, as well as spontaneous abortions, are rarerely fatal and seldom
present complications.  However, the risk of death following complications of
unsafe abortion procedures in developing countries is 1 in 250 procedures as
against 1 in 3750 procedures in developed countries.

In Asia, 9 900 000 unsafe abortions occur every year with 500 000 in Western
Asia. The incidence  rate is 27 per 1000 women (15 to 49 years old), and the
incidence ratio is 13 per 100 live births. The estimated number of deaths is 38
500 with a mortality ratio of 46/100 000 live births. Twelve percent of maternal
deaths are due to unsafe abortion. For the Oceania region, the incidence ratio is
12/100 with a mortality ratio of 51/100 000 live births which account for 8% of the
causes of maternal deaths.

Table 1: Global and regional estimates of incidence and mortality of unsafe
   abortion 1995-2000

Reasons for increase in abortion

It is estimated that the incidence of induced abortion is increasing globally.
Among the reasons for this are the changing trends worldwide, such as the desire
for smaller families and the shifts from rural to urban conditions. In a study by
Rankole et al in 27 countries, women cited that the most common reason for
having an abortion was to postpone or stop childbearing.

World total

More developed
Regions*

Less developed regions

Africa

Asia*

Europe

Latin America and
Caribbean

Oceania*

Estimated number of
Unsafe abortions
(1000s)

      20,000

           900

       19000

         5000

          9900

            900

          4000

              30

Estimated number of
deaths due to
Unsafe abortion

        78000

            500

         77500

         34000

         38000

             500

           5000

             150

Case fatality rate
(deaths per 100
unsafe abortion
procedures)

                0.4

              <0.1

                 0.4

                 0.7

                 0.4

               <0.1

                 0.1

                 0.4
Abortion, 2nd Edition, WHO
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The second most common reason was socio-economic concerns including
disruption of education or employment, lack of support from the father, desire to
provide schooling for the existing children and poverty, unemployment or inability
to afford additional children. In addition, relationship problems with a husband or
partner and a woman’s perception that she is too young constitute other important
categories of reasons.

With a few exceptions, older women and married women are the people
most likely to claim limiting childbearing as their main reasons for abortion. It
seems that the decision to have an abortion is motivated by more than one factor.
This research supports the view that improved contraceptive practice is an important
means of reducing abortion.  At present, there is a gap between contraceptive
need and use. It has been estimated that 120 million women in the developing
countries want to practise family planning but lack the means to do so.

• Evidence from demographic and health surveys carried out in 40 countries
shows that a large number of women want no more children or want to
space their births.  Family planning services are frequently insufficient to
meet the demand or may be inaccessible, unaffordable or there may be a
range of social barriers that deter women and couples from using them.
Studies show that many married women in developing countries do not
have access to the contraceptive they want to space pregnancies or limit
family size. The situation is worse for unmarried women, particularly
adolescents who rarely have access to reproductive health information and
counseling and frequently are excluded from contraceptive services. Studies
by Gui, luo Lin et al  in China found that non-use of contraceptives is a
primary reason for unwanted pregnancy and abortion.

• Shifts from rural to urban residence where unmarried adolescent girls have
less parental supervision and fewer traditional constraints, and have more
exposure to media change and socio-demographic characteristics.

• Studies have also shown that unsafe abortion, either self induced or
performed by an unqualified abortionist, is often sought by adolescent
unmarried girls.
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Recourse to unsafe abortion

In Romania, the number of abortion-related deaths increased sharply after
November 1966 when the government tightened a previously liberal abortion law.
The maternal deaths rose from 20/100 000 live births in 1965 to almost 100 in
1974 and 150 in 1983.  When abortions were legalized again in December 1989,
maternal deaths due to abortion dropped down again to about 60/100 000 live
births.

However, even in countries where abortions have been legalized, many
procedures are still performed outside the legal health systems.  In India, for
example, although abortion was legalized in 1972, an estimated 4.7 million
abortions are performed annually outside the approved facilities. (ISSRF Newsletter,
2000).  The identified reasons were “non-access to free or subsidized abortion
services, unaffordable services, lack of confidentiality and ignorance of the legal
status of abortion”.

In general, women resort to unsafe abortion for the following reasons:

• Legal and administrative constraints.  Only 22% of countries have abortion
laws which allow the procedure on request. Six  percent of the world’s
developing countries among them Albania, China,  Cuba, the Democratic
Republic of Korea, Tunisia, Viet Nam and most of the countries emerging
from the former USSR allow them on demand.  While these constraints
may lead to unsafe abortion, studies have shown that mere legalization is
not sufficient to reduce its incidence.

• Low governmental priority.  Abortion services (where abortion is legal) are
not accessible nor affordable to women who have low socio-economic status
and who are more prone to have frequent and unplanned pregnancies.

•  Attitude of service providers.  Because of the legal, ethical and religious
constraints,  and their own personal views, some providers tend to appear
unsympathetic to women with unwanted pregnancies. In a study in Sri
Lanka, for example, 41% of the providers said that abortion was on the
increase in their country because “these women were ignoring social values”
“These women” then would rather avail of services clandestinely.
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• The general policy of health facilities depends upon the legal status of
abortion or on the officials of the health facilities.

•  Non–use of contraceptives. The incidence of unsafe abortion is a reflection
of the degree of unmet need in family planning.

Consequences of unsafe abortion

The consequences of
unsafe abortion place great
clinical, material and financial
demands on the scarce
hospital resources of many
developing countries. Aside
from death, there can be life-
threatening complications like
sepsis, hemorrhage, uterine
perforation and cervical
trauma which can lead to
problems of infertility, ectopic
pregnancy, permanent physical
impairment  like PID, tubal
occlusion and chronic morbidity
which in turn, may lead to

increased risks of spontaneous abortion and premature delivery. Death may occur
due to gas gangrene and renal failure. In addition, the treatment of abortion
complications in hospitals uses a disproportionate share of resources including
hospital beds, blood supply and medication, as well as access to operating theaters,
anesthesia and medical specialists.

Figure 2 shows the complications in patients with sepsis resulting from unsafe
abortion as collected by AbouZhar with maternal deaths at 8%.  A number of
these patients had to undergo laparotomy.  In a study in South Africa, hysterectomy
was performed on 35 out of 647 patients.  Eighteen of these women were pregnant
for the first time.

Figure 2.
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Aside from the physical trauma, women suffer from psychological trauma
and social guilt  imposed by society. In a South African Study (Maforah, Medical
Research Council), the compulsion among women to terminate pregnancy overrode
the legal and religious considerations and  demonstrated the isolation and loneliness
of the women in their situation. They were willing to risk their lives just to rid
themselves of the unwanted pregnancy.  Most could not talk because of  fear of
being stigmatized and lack of trust.  Some women did not even tell their partners
about the pregnancy and the intention to abort because of fear of violent reactions.
In a  multi-centred study conducted in the Philippines, some service providers
were reported to have scolded women for having submitted themselves to abortion
which  is  considered   a mortal  sin by the Church.

Regardless of the ethical, moral and legal constraints a society places on
abortion, women who have experienced abortion, especially unsafe abortion,
should have access to high quality post-abortion care.  This is easier said than
done because policies of health facilities and attitudes of providers affect the care
given to these women.  Nevertheless, it is the right of every woman to have
access to quality care.

Post-abortion care

Post-abortion care is  a service  delivery strategy built around three elements
namely:

1) emergency treatment serrvices for incomplete abortion and related
complications to reduce morbidity and mortality, implying the use of
appropriate technologies;

2) post-abortion family planning to prevent unwanted pregnancy whereby
services may be provided depending upon the physical and psychological
condition of the woman at the time.  Good counseling is mandatory
prior to the patient’s discharge from the health facility to insure informed
choice in the use of a family planning method; and

3) comprehensive reproductive health services to improve women’s overall
health status.
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Figure 3 shows the quality post-abortion care framework as formulated by
IPAS, demonstrating the three important elements.

Abortion complication
treatment refers to
appropriate technologies in
the treatment of
complications. This would
involve both medical and
surgical interventions as
necessary. Needless to say,
it requires the availability of
equipment, supplies and
medications which are
appropriate to the specific
service delivery setting.

Technical competence
is the proficiency with which
all members of the health
care team perform the
tasks involved in post-
abortion care. In this

regard, there has to be an adequately trained staff with appropriate supervision.
Protocols for treatment and referrals should also be available.

Interactions between Clients  and Providers/Staff

This involves all the interactions that women have with providers and staff
when they seek and receive abortion care.  This requires support for women and
their situation.  Their attitude should be non-judgmental, with due respect to
women’s need for confidentiality and their ability and  right to make an informed
choice. It is also an opportunity to allow women to express their views, concerns
and questions.

Post-abortion family planning and reproductive health care are additional
services which women need to have. This care must be delivered in the context of
the quality care framework. Contraceptive service may be provided or appropriate
referral made as necessary.
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Abortion complications treatment
Postabortion Family Planning

Interactions
between
 women and
provider
staff

Technical
performance

Appropriate
technologies
for treatment
of
complications

Equipment,
supplies
and medications

Information
and counseling

Sourse: Greenslade,et al.

 QUALITY POSTABORTION CARE FRAMEWORK
Figure 3: Quality Postabortion Care Framework

Greenslade et. al.
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Post-abortion clinical treatment

Usually, women come to health facilities with vaginal bleeding which turns
out  as a case of incomplete abortion. During clinical assessment, it is important
to determine the presence of other complications like shock, sepsis, intra-abdominal
injury or severe vaginal bleeding to be able to prioritize treatment. Patients should
be stabilized prior to the evacuation of the uterus.  Uterine evacuation can be
done through vacuum aspiration or dilatation and curettage.

The patient may have other reproductive health needs which can be attended
to at this time like screening for reproductive cancers or sexually transmitted
infections. Counseling should be part and parcel of the clinical management where
women can discuss their concerns with assurances  of confidentiality.

Patient’s management flow chart for incomplete abortion

Usually,  patients
present themselves at the
Outpatient Clinic where they
are admitted in the hospital
for the evacuation
procedure. Waiting time
should be minimized
especially if there are other
existing complications which
have to be treated as soon
as possible to reduce
morbidity and mortality.

After recovering from
the procedure, counseling
and screening for other
reproductive health needs
and service provisions
should be available before
discharge.

PATIENT MANAGEMENTFLOWCHART
            INCOMPLETE ABORTION

PRE-EVACUATION

         Outpatient Clinic            Gynecology   Ward
                                                  (Central OR, Treatment Room)

Admission Process W
A
I
T

EXAM
W
A
I
T

PROCEDURE
History,exam.

POST-EVACUATION

         Gynecology  Ward

Recovery DischargeDischarge

counseling
other RH needs,follow up schedule

Discharge

Figure 4: Patient Management Flowchart

Abernathy et al. A Guide to Assessing Resource Use for the Treatment of
Incomplete Abortion, Carrboro, NC: IPAS, 1993
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Manual vacuum aspiration versus dilatation and curettage

WHO recommends the use of manual vacuum aspiration because it is the
less innocuous procedure which can be performed even  by trained non-physicians.
It can also be carried out in primary  health  facilities and has been proven to be
more cost-effective.  D&C requires a trained physician to do the procedure.  As
shown in Table II, more complications were noted in the D&C than MVA. This is
significant considering the fact that 15% of pregnancies terminate in spontaneous
abortions.

Problems in management

A number of women delay seeking consultation until more severe complications
have set in. During the initial interview, they usually  deny having been subjected
to an intervention which  hinders early diagnosis. The denial is due to fear of legal
and social sanctions.

There may be difficulty in clinical assessment due to lack of adequate technical
competence and appropriate facilities. Another barrier to quality management is
the judgmental attitude of some service providers who consider abortion as a sin
and treat patients with indifference, going to the extent of delaying treatment or
withholding analgesia.

Major complications
reviewed

Excessive blood loss

Pelvic infection

Cervical injury

Uterine perforation

Complications
MVA/100
procedures

       0-15.7

      0.2-5.4

        0-3.1

        0-0.5

Complications
D&C per  100
procedures

        0.5-28

        0.7-6

       0.3-6.4

       0-3.3

Studies with lower
Complication rates
for MVA Over D&C

10 of 13 (78%)

7 of 9 (78%)

6 of 7 (86%)

10 of 12 (83%)

Table 2: Comparison of Complication between Manual Vacuum
   Aspiration and D&C (13 Studies)

Greenslade et al 1993
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Service providers may not have adequate counseling skills to understand the
feelings and reactions of women nor to persuade them to accept a method that
will prevent them from having  another unwanted pregnancy.

Factors affecting post-abortion family planning acceptance

The opportunity for counseling is nil, considering that women are not mentally
and psychologically receptive for family planning  counseling and method delivery
may not be possible due to logistical inadequacy.  Some facilities may not be able
to provide service.

The insensitive, often,  punitive attitude of the staff may hinder acceptance of
a family planning method. Tertiary facilities are more curative and crisis oriented
and may not dedicate sufficient time for a more holistic care of patients. Women
are generally not aware  that fertility returns two weeks after abortion, so they
would need the use of contraceptives earlier than postpartum women. The
presence of complications will affect the timing and choice of contraceptives.
IUDs are not immediately inserted in women with complications of infection.

Unsafe abortion is a major public health concern.  One of the strategies to
reduce it would be the establishment of expanded and improved family planning
services.  There is a need to determine the unmet need of family planning and
develop strategies that will address women’s concerns on why the contraceptive
use is low.

A Bellagio Technical Working Group made the following clinical
recommendations for women receiving abortion care:

1. All modern contraceptive methods can be used immediately after
abortion care, appropriate client screening and informed choice.

2. Women should abstain from sexual intercourse until post-abortal
bleeding stops and all complications are resolved.

3. Natural family planning is not recommended until a regular menstrual
pattern returns.
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In the 1994 ICPD, governments agreed that “in no case should abortion be
promoted as a method of family planning”. The Cairo Plan of Action urged all
governments and relevant inter-governmental and nongovernmental organizations
to strengthen their commitment to women’s health, to deal with the health impact
of unsafe abortion as a major public health concern and to reduce the recourse to
abortion through expanded and improved family planning. Prevention of unwanted
pregnancies must always be given the highest priority and every attempt must be
made to eliminate the need for abortion.

Women who have unwanted pregnancies should have ready access to reliable
information and compassionate counseling.  Any measures or changes related to
abortion within the health system can only be determined at the national or local
level according to the national legislative process.  In circumstances where abortion
is not against the law, such abortion should be made safe and accessible to
women.  Information on methods to be used and location of health facilities
should be disseminated.  In all cases, women should have access to quality services
for the management of complications arising from abortion.  Post-abortion
counseling, education and family planning services should be offered promptly,
which will also help to avoid repeat abortions.

Dr. Forest Greenslade of IPAS recommends education of the health staff and
continuous advocacy to professional communities, donor agencies and country
partners to effectively address unsafe abortion.  He further makes the following
recommendations:

· Describe the problem of unsafe abortion accurately and consistently. Use
language that highlights the public health nature of unsafe abortion, rather
than concentrate on the sensitivity that surrounds the issue.

· Make use of existing technical resources as you begin programming to
avoid “recreating the wheel”.  WHO recommends MVA as a cost effective
method.  This should be supported by donors in terms of equipment provision.

· Look past the clinical moment and make the provision of abortion care a
comprehensive reproductive health experience.  Women who seek assistance
for abortion-related problems are not likely to be common users of health
services and may not be willing or able to return for other care.
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· Make a commitment to address unsafe abortion and act on that commitment.
International aid agencies have the capacity to shift the direction of
reproductive health programming by focusing their funding priorities in
certain areas, and government policy makers can facilitate progress by
creating a supportive environment for programs that address this issue.

Unsafe abortion is preventable and it should be a priority concern of every
one.  Every country should decide on strategies to prevent or reduce its incidence
and, whatever strategy is deemed acceptable and feasible, post-abortion care
should be provided to all women who have undergone abortion as each woman
has the right to this care.

Where it is allowed by law and acceptable in a society, facilities to perform
safe abortion should be available to reduce maternal deaths due to unsafe abortion.
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WOMEN AND STI/HIV/AIDS

Even if my paper is on “Women and STI/HIV/AIDS”, I would like to start by
means of a brief discussion of women’s health and the reproductive tract infections.
This will be followed by the epidemiological data on
the HIV/AIDS/STI epidemic in the Western Pacific
region, and finally, a discussion of how HIV affects
women’s health.

Women and reproductive tract
infections

Across the world, millions of women and girls
suffer needlessly from the severe consequences of
reproductive tract infections (RTIs) which are of three
types:

· sexually transmitted infections (STI) such as
chlamydial infection, gonorrhea,
triachanmoniasis, syphilis, chancroid, genital
herpes, and infection with the human
immunodeficiency virus known as HIV

· infections which are caused by an overgrowth
of organisms that can be present in the genital
tract of healthy women such as bacterial
vaginosis and candidiasis, and

· infections which are caused by medical
procedures.1

Reproductive tract
infections and
their
consequences
are also
inextricably linked
with other key
women’s health
programs, such
as those
concerned with
family planning,
child survival,
safe motherhood,
and HIV
prevention.  RTIs
have profound
implications for
the success of
these initiatives.
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All these infections are preventable or treatable causes of infertility, ectopic
pregnancy, cervical cancer, low birth weight, infant blindness, and mental
retardation.  In addition, they can increase the risk of HIV transmission many
times.2

Reproductive tract infections and their consequences are also inextricably
linked with other key women’s health programs, such as those concerned with
family planning, child survival, safe motherhood, and HIV prevention.  RTIs have
profound implications for the success of these initiatives.  Each of these programs
provides a critical opportunity for the prevention and control of RTIs.

Dimensions of the problem

Data on RTIs are often difficult to obtain due to limitations in reporting,
specimen collection and laboratory methods.  Nevertheless, certain observations
appear consistently across countries:

· RTIs are common in all countries where they
have been investigated, even among asymptomatic
women such as family planning or ante-natal clinic
attendees;
· In most countries, STI rates are highest among
high-risk populations such as female commercial sex
workers 3; and

· Chlamydial infections and bacterial vaginosis,
despite their potential roles in infertility and negative
outcomes of pregnancy, remain largely ignored as
causes of morbidity among women.

What are some of the consequences for women’s health?

Infertility

One of the most common and potentially devastating complications of RTIs
in women is infertility, which comes about as a result of the scarring of the
fallopian tubes, following the ascent of gonorrhea, chlamydia or, possibly, bacterial
vaginosis organisms  into the upper genital tract which causes a pelvic inflammatory

In most countries,
STI rates are

highest among
high-risk

populations such
as female

commercial sex
workers
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disease (PID).  Data from industrialized countries indicate that 10%-40% of women
with untreated chlamydial or gonococcal infections develop symptomatic PID and
that up to one quarter of those with PID will become infertile.4

Table 1:  Proportion of infertility due
 to RTIs by region

Ectopic Pregnancy

This potentially fatal RTI is also associated with a prior pelvic inflammatory
disease.  In industrialized countries, women who have had PID are 6 to 10 times

more likely to develop an ectopic pregnancy than those
who have never had an upper genital tract infection.5

Upper genital tract infection related to delivery,
induced abortion, or intrauterine device (IUD) insertion
may also lead to infertility and ectopic pregnancy.
These infections may be due to underlying STI that
are not detected prior to the procedure, poor
technique among the health care providers
(particularly in the case of abortions), or both.

Cervical cancer

This is the most common type of cancer among
women in the developing world.  Because of limited
resources for cervical cytological screening, as much
as 80% of diagnosed cases remain undetected until

In industrialized
countries, women

who have had
PID are 6 to10

times more likely
to develop an

ectopic
pregnancy than
those who have

never had an
upper genital

tract infection.

Region Proportion

Africa 50-80%

Asia 15-40%

Latin America O/a 35%

Industrialized countries 10-35%

Source:   S. Germain,  K. Holmes & M. Wasserheit. (1992).  Reproductive Tract
Infections: Global Impact and Priorities for Women’s Reproductive Health, p. 14

New York: Plenum Press.
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the advanced stage.  Many more cases are never diagnosed at all.  A woman’s
risk of cervical cancer increases as her number of sexual partners increases.6

Other contributing factors include early initiation to sexual activity, and repeated
STI, especially the human papilloma virus (HPV) infection.  Although the human
papilloma virus alone is probably not sufficient for the development of cervical
cancer, it appears to be stongly associated with cervical neoplasia, as well as
being the cause of genital warts.7   Evidence clearly suggests that HPV plays a
major role in cervical cancer throughout the world.

Adverse outcomes of pregnancy

In addition to ectopic pregnancy, poor pregnancy outcomes that are linked to
RTIs include fetal wastage (spontaneous abortion or stillbirth), low birth weight
(due to either premature delivery or intra-uterine growth retardation), and
congenital or peri-natal infections (including potentially blinding infections and
mental retardation).  The impact of RTIs on pregnancy depends on the organism
involved, the chronicity of the infection, and the stage
of gestation when the woman becomes infected.8

HIV transmission

There is growing epidemiological evidence that
RTIs facilitate the risk of HIV by as much as ten
times9,10,11,12.  Data also suggest that at the community
level, HIV infection may increase the prevalence of
STI (e.g. genital ulcers).  If co-infection with HIV
prolongs or augments the infectiousness of individuals
with STI, the co-infections may greatly amplify one
another.  This “epidemiological synergy” may account
for the explosive growth of HIV in some populations.

Women’s increased vulnerability to
RTIs

RTI, particularly STI  and HIV, disproportionately affect the health of women.
And  the reasons include:
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Gender- related vulnerability: Women are less able to prevent exposure to an
STI than men, because of the lack of available female-controlled barrier methods
and because the power dynamics in sexual relationships frequently limits their
ability to negotiate the conditions under which intercourse occurs.  Commonly,
though not universally, male sexual needs often take priority.  Sex within marriage,
in particular, needs to be a source of mutual pleasure and bonding.  However, it is
within marriage or with regular partners that women may have the most difficulty
negotiating safer sex, such as condom use, as this implies lack of trust and fidelity.
It is, however, essential that they be able to do so as most HIV-infected women
have become infected by their husbands  or regular partners.

Women’s economic dependence on men also
makes them vulnerable to HIV.  For women and men
struggling with daily survival, concern about a disease
that may kill them in the years to come is a luxury
they can ill afford.  In addition, for many women,
training and employment opportunities may be few.
If selling sex enables women to survive today, the
risk and long term consequences of HIV may seem
unimportant to them.

A ready market exists for women’s sexual
services worldwide and is a significant factor
promoting the HIV epidemic.  This demand for sexual
services is fueled by cultural attitudes condoning male
sexual freedom while repressing female sexuality.  In
addition, migration for work, displaced populations
and affluent sex tourists continue to fuel the demand
for these services.

Violence against women, especially rape, is
another risk factor that is inadequately recognized or
addressed.  In the United States, the Department of
Justice estimates that a woman is raped every six

minutes.13  In South Africa, it is estimated that 370 000 women are raped every
year.  Such violence against women may be socially condoned.  For example,
violence within marriage, including rape, is not recognized in many societies.  In
the worst situations, such as wars and armed conflict, physical and sexual violence
against women can be commonplace, added to the risk of HIV and STI.  The
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physical trauma of violent sex, often multiple rapes, makes HIV transmission
more likely.  Any coerced sex increases the likelihood of micro-lesions in the
vaginal mucosae which may then be entry ports for HIV.  This type of violence
often occurs against very young children, particularly young girls.

Biological vulnerability: A woman’s risk from HIV infection because of
unprotected sex is at least twice that of men.  Women are more exposed to HIV
and STI through the extensive surface of the mucous membrane in the vagina
and on the cervix.  Young women are at even greater
risk than mature women due to the immaturity of the
vaginal cells (except for menopausal women in whom
thinning of the vaginal mucous increases susceptibility
to infection).  In some countries, girls as young as 12
may be married to men three times their age.  In
addition, girls aged 17 years or younger who have
unprotected sex are at increased risk of developing
cervical cancer. 14

All these factors make young women especially
vulnerable at a time when they have little negotiating
and economic power, making them easier targets for
sexual coercion and exploitation.  The situation is
worsened when more men, especially in high HIV-
prevalence areas, seek out even younger female
partners in the belief that they are least likely to be
infected.

Lack of recognition that a woman has STI: Many
STI in women are asymptomatic or go unnoticed
because the infections are internal.  For example,
gonorrhea and syphilis are asymptomatic in 50%-
80% of women compared to less than 10% for men.15

For this reason, women are much more likely than
men not to seek treatment.

Stigma and inaccessibility of services: Even if symptomatic, it is often socially
unacceptable for a woman to seek treatment due to the stigma attached to the
seeking  of services in an STI clinic.  In addition, the lack of STI services in
traditional family planning or maternal child health clinics, the lack of money and
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pressures from other responsibilities discourage women from seeking care.  These
factors are a deterrent for teenage girls and young women in cultures where it is
not considered socially acceptable for girls to be sexually active outside of marriage.
Such deterrents make women either to refrain from seeking treatment or to seek
inappropriate treatment.

Findings in a variety of contexts have shown, however, that even when women
notice vaginal discharge, pain, or other symptoms,
they often consider such problems a woman’s burden
to bear and do not seek appropriate health care.  Even
highly symptomatic women may dismiss symptoms
as “normal” and fail to seek care.  Yet these same
women may routinely appear for family planning or
pregnancy services.

Difficulty of treating STI in women:  Treatment
of STI is more difficult in women than in men even if
women seek treatment because of problems like
access to appropriate laboratory diagnosis, drug
resistance, and partner notification.

Greater diffusion of infection:  The potential for
the spread of the infection to the upper genital tract
(e.g. the uterus and fallopian tubes versus the
testicles) is greater in women than in men.

Epidemiology of STI, HIV and AIDS

At the end of 1998, it was estimated that over 30
million adults, more than half of whom were women,
had been infected with HIV.16

New HIV infections occur at the rate of 16 per minute, with over half of these
infections occurring in young people less than 24 years old.  Not  only do these
infections cluster among the youth who are just becoming sexually active, but up
to 60% of all infections in females occur by the age of 20.17 In addition, WHO
estimates that about 330 million cases of STI exist in the world at any given
time.18  Just like HIV, STI rates continue to climb, with disproportionate increases
found among women and young people.19
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Although HIV remains a serious public health
problem in the Western Pacific Region, the HIV
epidemic is not expanding rapidly in any country except
in Cambodia, where it is estimated that more than
700 000 individuals were living with HIV in 1998.20

Reviewing HIV prevalence in the region, four
patterns are apparent:

· countries with declining HIV prevalence
(Australia, New Zealand),
· countries with high HIV prevalence among
“injecting drug users” (China, Malaysia, Viet Nam)

· countries with increasing HIV prevalence due to heterosexual HIV
transmission (Cambodia, Papua New Guinea), and

· countries with limited HIV transmission (all other countries).

While the majority of HIV infections in Africa are heterosexual, in Asia
there are separate epidemics among different risk groups:

· direct female sex workers (self-identified),
· freelance female sex workers (maybe at even higher risk than direct FSW

but little information is available),
· injecting users (IDUs),
· men who have sex with men (MSM), and
· sexual partners of all these groups.

Country analysis:

AIDS incidence (the number of new infections per year) has decreased by
half in Australia and by 64% in New Zealand from 1997 to 1998.  These declines
are due to:  (i) the use of antiretroviral drugs for AIDS patients, and (ii) a stabilized
level of infections among men who have sex with men.

Cambodia has the most serious HIV epidemic in the region, with the highest
HIV prevalence rate in Asia.  In 1998, 3.7% of the sexually active population were
estimated to be HIV positive, which was overwhelmingly due to heterosexual
transmission.
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HIV transmission in China and Viet Nam is mostly due to the continuing
spread of HIV among intravenous drug users.  About two-thirds of all reported
HIV infections in each country are among IDUs, the majority of which are localized
to specific geographic areas.

Where there is considerable overlap between injecting drug use and sex
work, the possibility of a larger HIV transmission through sex exists.  These
behavioral patterns are not well known in either Viet Nam or China.  However, HIV
prevalence among female sex workers, and other women  (for example, women
attending antenatal health services) appears to be increasing.

As in Viet Nam, IDUs account for about two-thirds
of reported HIV infections in Malaysia .  HIV
prevalence rates among IDUs continue to average
about 15-20% of arrested drug users but the epidemic
appears to be stabilizing in Malaysia.

In Papua New Guinea, surveillance studies are
showing a rapid increase in HIV prevalence.  In all
other countries in the region, existing data show low
HIV prevalence rates.

While the region as a whole continues to
experience only a moderate epidemic, the increase
in the number of HIV infections and AIDS cases in
some countries such as Cambodia, will create a heavy
burden in terms of AIDS care, both for health systems
and for families of AIDS patients.  In addition,
tuberculosis/HIV co-infection is expected to increase
substantially in the next few years in Cambodia and
to a lesser level in China, Malaysia and Viet Nam.
While maternal-to-child transmission is currently

estimated at only 1.7% of all HIV infections in the Region, this will likely increase
as the number of infections in women rise.

STI:  Even though HIV is not expanding rapidly in any country in the region
except Cambodia, it is the high rates of STI that merit concern.  WHO estimates
that more than 35 million new cases of STI occur every year in the Western
Pacific Region.  Of these, 30 million are chlamydia infections.  High STI infections,
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often 20%-40%, are found among female sex workers.22 In addition, epidemiological
surveillance has continued to discover increasing gonnoccal antibiotic resistance
all over the region which requires adaptation of treatment, often by using costly
drug regimens.

HIV infection in women

In the industrialized countries, because relatively few women developed AIDS
in the early days of the epidemic, systems, services
and public consciousness of the issue all grew up
around AIDS as a disease of men, particularly
homosexual men.  Today, while awareness about the
ways in which HIV affects women and the services
needed have improved, still many regions lag behind
where information is concerned.  Women who are
infected continue to face issues that are unique to
their gender and their health.

Clinical progression: The accumulated evidence
to date suggests that there are very few biological
differences with regard to the effect of the HIV/AIDS
in women and in men once infection has set in and
the natural history of the disease in both is similar. 23

The clinical manifestations of HIV/AIDS in women
resemble those in men apart from the reproductive
tract disease.  Early manifestations may include
persistent gynecological complaints such as cervical
inflammation, vaginal thrush and possibly, a pelvic
inflammatory disease (PID).  Frequency of cervical
abnormalities increases as women begin to show signs
of HIV infection.  Pregnancy does not seem to speed
up the disease progression significantly, even though pregnancy itself has marked
suppressive effects on the immune system.  However, there are important biological
and social differences that affect a woman’s vulnerability to infection and its impact
at the individual and household level.24

Clinical management of HIV infection, for the most part, entails using standard
management guidelines and basic drugs to treat common infections.  Access to
these basic services can go a long way to improving the health of the HIV-infected
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woman.  Antiretroviral therapy has shown unprecedented reductions in disease
progression, morbidity and mortality in countries that can afford these regimes.
Unfortunately, lack of  access to ART outside of
industrialized nations remains a major issue globally
and in this Region for both men and women.

Testing for HIV:  While the course of HIV
infection and disease is the same for women as for
men, women may be diagnosed late and therefore
appear to die more quickly. 25 First and foremost, most
women who are HIV-infected do not know their
serostatus.  In non-industrialized countries, nine out
of ten women who are infected, do not know they
are infected.  Few women have access to voluntary
HIV counseling and testing services and even those
who do, may not perceive themselves to be “at risk”
if they are in a married, monogamous relationship.26

The first sign of a woman infection is often a
sick partner or a child who dies from AIDS.  However,
in many cases, women are often very ill themselves
before they seek health care.  It should be noted
that this gender gap in seeking health care is not
merely a phenomenon of AIDS.  WHO has
documented that competing demands on women’s
time inhibits them from accessing treatment for other
infections such as malaria, even if men and women
are exposed at the same time.27 In addition, in countries where HIV is not common,
or in situations where the clients do not fall into known “risk” categories, health
professionals may misdiagnose HIV infection in both men and women.

Stigma against women who are HIV-positive is pervasive and has made
HIV-positive women everywhere reluctant to reveal their status.  A diagnosis of
HIV/AIDS is still associated by many people with “promiscuity”.  This is a stigma
which particularly affects women.  For example, one study in Africa showed that
although HIV-positive wives suspected that their husbands had transmitted the
virus to them, the wives were held responsible for their illnesses and sent back to
their families while the husbands began living with other women.28  In addition,
partner notification is one of the most difficult issues related to HIV, worldwide.
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Several studies in both developing and developed countries have documented
women’s fears of physical abuse or abandonment if they reveal their status to
their partners.29,30 Women are afraid to disclose their  serostatus which may lead
to social isolation, inhibit them from seeking health care, and  lead to a lack of
care and support during illness.

In some countries, the concern with possible mother-to-child transmission of
HIV has led to pregnant women being offered the opportunity to test for the virus
at antenatal clinics.  If consent to such testing is to be truly voluntary and informed,
it must be preceded by sensitive and appropriate counseling.  It must also be
accompanied by the assurance that a woman’s health care will continue unaffected

if she chooses not to take the test, or if the result is
positive.

Pregnancy and childbearing: The personal and
the ethical dilemmas regarding pregnancy and
childbearing for HIV-infected women are among the
most difficult faced by any person with HIV infection.
HIV-positive women around the world are advised to
avoid becoming pregnant, or to terminate their
pregnancy because of fears of transmission to the
unborn child.31 This advice poses problems for women
in some cultures.  In many societies, the ability to
have children plays an important role in women’s
status and access to resources.  In addition, children,
or the prospect of having them, represent an
investment in the future for many women and are a
strong motivating force in their lives.

Where abortion is a legal and safe option, a
woman faces the often agonizing decision of whether
to continue or terminate her pregnancy.  Furthermore,
abortion represents a considerable threat to women’s
health in countries where it is illegal.  In some cases,
HIV-positive women who have carried their pregnancy
to term have reported adverse consequences.
Reports include hostile responses from health-care

providers, difficulty in gaining access to a hospital for delivery, and perceivable
differences in the quality of care.
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Four interventions have been shown to reduce the risk of maternal-to-child
HIV transmission:

· antiretroviral therapy for pregnant women,
· delivery by Cesarean section,
· ensuring that delivery occurs within four hours after rupture of membranes,

and
· alternatives to breastfeeding.32

Unfortunately these options are not available to women everywhere.

Zidovudine (AZT) has been shown to dramatically decrease mother-to-child
transmission.33,34 Results of a short course of Zidovudine (AZT) administered

throughout the last days of pregnancy and during
labor and delivery-the time when most mother-to-
child transmission occurs-reduces transmission by
half.  Both the full course of AZT and a shorter course
are available only in a few countries in the Region
because their cost and the HIV counseling and testing
that must proceed administration are beyond
available resources.  Earlier this year, a study in
Uganda revealed that administration of a one-time
dose of Neviraprine to the mother and child could
achieve the same dramatic  decrease at a cost of
about $4/person.35 This is encouraging news and
could have a dramatic effect on improving  the
accessibility of this intervention.  Programs seeking
to use the NVP treatment would still need to undertake
large-scale counseling and testing of pregnant
women for HIV, and to provide follow-up counseling,
support and breast-milk substitutes.

However, even the success of these interventions still leaves in question the
health and well-being of the HIV-positive mother herself.36 One of the many
contradictions of preventing mother-to-child HIV transmission is that while short-
course AZT reduces child mortality, it has no known impact on the health of the
mother.  Unless antiretroviral therapy is widely available, HIV-positive mothers
are still faced with the burden of their own infection and the possibility that they
may die from AIDS before their infants grow up.
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Cesarean section delivery poses risks to the health of the mother and is
expensive, and therefore is not a viable option for all HIV pregnant women.  In
addition, ensuring that the time between the rupture of membranes and the
actual delivery is no more than four hours implies that an intervention to hasten
delivery such as a Cesarean section will be available.  This too is an unlikely
scenario for many women.

Up to one-third of all mother-to-child HIV transmission is due to breast-feeding.
For mothers with limited resources, this poses an agonizing dilemma.  By choosing
artificial feeding, a woman may avoid passing on HIV
to her child.  But where the water supply is unsafe,
she may also expose her child to other deadly
diseases.  Even when an HIV-positive mother knows
she can bottle feed her child safely, there are other
disadvantages to artificial feeding.  The most
formidable obstacle is cost.  For example, a year’s
supply of artificial milk for an infant will cost a
Vietnamese family more than the country’s per capita
annual income.  In addition, since prolonged
breastfeeding has a naturally contraceptive effect, a
woman who does not breastfeed may become
pregnant again, thus repeating the dilemma.

In August, an exciting study from South Africa
revealed that the HIV-related negative effects of
breast-feeding may be cancelled out by the
immunological effects of breastmilk.37  If these findings
can be replicated, this will be encouraging news for
positive mothers as health care workers could once again promote exclusive
breastfeeding with all its known benefits for the health of the mother and the
child.

Caregiving:  A discussion of women’s health and HIV is not complete without
recognition of the greater burden of caring for women with HIV/AIDS and looking
after their children and orphans. Care is only part of the productive and reproductive
activities carried out by women in a family/household.  During illness episodes,
the increased burden of work  usually falls on the shoulders of women.38 This
increased work will have an impact on women’s health.  If the carrier is HIV
positive, then the negative consequences are likely to be even greater.  Care does
not come without a cost and this cost is usually carried out by women.
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Protecting women’s health

As we look towards the next century, women’s vulnerability to STI and HIV
appears to be increasing.  A critical component of policies and programs to combat
this vulnerability includes facilitating access to information and services
by:

· providing information about STI/HIV/AIDS and their prevention,
· promoting safer sex,
· reorientation to services, and
· improving diagnosis and treatment of STI.

An often-overlooked mechanism to prevent HIV
infection in children is prevention of HIV in women of
childbearing age. HIV/STI information in a variety of
health programs such as mother and child health and
family planning should reach more people.  In
addition, information channels other than health
services need to be used to reach the increasing
vulnerable young girls, e.g. school health programs,
peer education for out of school youth.

Continued efforts are needed to incorporate STI
services into wider reproductive and primary health
care approaches.  Attempts are being made to
provide information and condoms to people in places
where they usually meet, e.g. clubs, cafes,
hairdressers, but these efforts need to be intensified.
Clinics are being built in strategic places, e.g., STI
clinics are located in sex worker districts, mobile
clinics, etc.  Despite these efforts, many countries
continue to promote STI care as a specialized health
service, and fail to provide adequate integrated STI
services at the primary level.

Because STI diagnostic tests are too costly or require equipment unavailable
at the primary care level, WHO recommends syndromic management based on a
collection of  STI signs and symptoms.  Syndromic management has been shown
to increase treatment of symptomatic STI but women still need encouragement
and education to seek services for asymptomatic infections.  In addition, there
must be an increase in the accessibility and acceptability of STI services, and a
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lessening of stigmatization and negative attitudes of the staff, particularly toward
women and young people seeking treatment. Contact tracing procedures, with a
guarantee of confidentiality, also needs further development.

Most countries are unable to provide adequate financial resources to meet
the major needs for effective STI/HIV treatment and prevention, including the
provision of STI drugs.  A political commitment to support key elements of HIV
prevention is needed in every country.  This should
include a more realistic attitude toward sex work,
promotion of condoms and safer sex, and harm
reduction programs for injecting drug users.

Changing attitudes and behaviour

Changes in attitudes need to begin in childhood.
Although parents are expected to play a primary role,
in many societies, talking about sexuality and related
issues between parents and children is difficult.
However, many parents are willing to allow others to
deliver prevention messages to their children as long
as they are informed about the content.  Media
campaigns can help create a supportive environment
for the nongovernmental organization involved in
raising awareness of health issues and schools can
offer courses and activities for school children and
out-of-school youth that explore gender relations,
values, sexuality and related issues.  Programs can
also facilitate the way communities regard gender and its relation to STI/HIV
prevention and care by de-stigmatizing the issues and dealing with gender
inequalities.

AIDS care and support

Women who are infected, or who think they may be infected, would require
the following care and support services:

· voluntary counseling and HIV testing,
· clinical guidelines for individual management,
· improved access to essential drugs,
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· improved access to family planning and information on child-bearing, and
· access to support groups/networks for positive women.

Development of these services are often slow.  In addition, integration of
TB/HIV and both HIV prevention and care services have to be encouraged.

Improving STI/HIV surveillance

In order to understand the impact of STI and HIV on communities and to plan
programs to improve women and men’s health, information about HIV and STI is
needed on an ongoing basis.   According to WHO, HIV and AIDS epidemiology and
surveillance have improved significantly in almost all countries in the Western
Pacific Region.  However, STI surveillance as well as behavioral surveillance have
to be strengthened in most countries to monitor the evolution of the HIV infection,
design targeted interventions, and monitor the impact of programmes.
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PREVENTION OF BREAST AND CERVICAL
CANCER IN DEVELOPING COUNTRIES

Principles of cancer screening

“Screening” for cancer consists of examining
asymptomatic individuals with the aim of diagnosing
the disease at a stage when curing is possible. The
aim is therefore to prevent or at least postpone death
from the disease.  Unfortunately, the assumption that
“the earlier the better” is not true for all cancers. For
example, there is clear evidence that early diagnosis
of cancer of the liver does not reduce the fatality rate
in these cases. Cancers occurring in some organs
are so aggressive that standard treatment is
ineffective, even at a very early stage.  Conversely,
there are cancer, which can be cured provided  they
are detected before they spread to other organs.  This
is the case with  both cancers of the cervix and of the
breast.  For these sites, the two most common in
women worldwide (Parkin et al., 1999), early diagnosis
may entail a real advantage if diagnosis is followed
by appropriate treatment.

Population screening programmes are expensive
to set up and maintain, therefore the undertaking of
such programmes must rely on evidence that the
screening procedure is effective in reducing mortality and that it can be implemented
with all the infrastructures required to ensure effectiveness.
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Screening must be:

• acceptable to asymptomatic individuals,
• highly sensitive: few cases are missed by the test (false negatives);

In addition, effective treatment for early diagnosis should be available.

In fact,  prolonged survival of screen-detected cases does not prove that
screening prevents death. Longer survival may simply reflect earlier diagnosis.

These  minimum conditions are always met in experimental studies
(randomized trials) designed to assess the efficacy of screening modality, but not
necessarily when transferred to a population of free-living individuals.

Screening of proved efficacy is not necessarily suitable for population mass
screening. In fact, one should first ensure that the above mandatory conditions
are also met  when the programme is implemented in the general population.
When large numbers of people (not only a few thousands, as in experimental
studies) are routinely examined, it becomes more difficult to ensure that first,  the
quality of the test is kept to a  high standard and second, that all individuals found
positive have access to prompt diagnosis and appropriate treatment. Moreover,
additional parameters need to be evaluated carefully in order to maximize benefit:

• the cost of false positive tests (which includes unnecessary stress and anxiety
to  individuals);

• optimal intensity of screening (frequency of repetition of screens), which
affects the sensitivity of the programme;

• the cost of false negative cases,   the  diagnosis  of which,  is in fact,
delayed by wrong expectations.

Some information on the last three points is usually provided by randomized
trials, but pilot studies and direct monitoring are required in field implementations.

One should always bear in mind that individuals screened do not spontaneously
seek medical attention and the majority of them are not affected by the information
of the presence of the disease;  therefore there is an ethical responsibility to
minimize by all possible means,  distress or harm to participants.

Finally, recommendations of  panels of experts  with regard to defined
screening pertain to a defined context and should not be generalized. Expert
panels evaluate efficacy based on scientific evidence;  however, they cannot judge
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the value of population interventions, which are necessarily determined by local
conditions. General recommendations (e.g. mammography every two years for
women aged 50+) should always take into account local conditions and possible
alternatives.

Implementation of screening programs

The implementation of a screening programme
requires the following steps:

• Assess  the  sensitivity (proportion of test-
positive cases among all cases examined) and
specificity (proportion of test-negative
individuals among non-diseased individuals
examined) of the test in local conditions; the
accuracy of the test also determines the
frequency with which the test should be
repeated in order to maximize  the  benefit;

• Define and enumerate the target population in
order to be able to assess actual coverage and
to develop remedies in case of poor
compliance. It is well documented in fact, that
several factors, mostly related to social class,
affect compliance with health interventions:
education, income, awareness, personal beliefs. The success of mass
screening strongly depends on its capacity to reach the majority of the
target population. Women in the lower socio-economical strata of the
population are less keen to comply with screening particularly if they have
to contribute financially. But they are also the women at higher risk, for
example, of cervical cancer. Failing to reach this subgroup of the population
would entail the failure of the whole programme.

• Estimate the  incidence and mortality rates of the disease before and after
the intervention in order to predict and evaluate the actual impact.
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Screening for breast cancer

In 1990 alone, there were 795,000  new cases of breast cancer (Ferlay et al.,
1998),  which turns out to be the most common cancer in women in all developed
countries and, on the  average, in developing countries,  although wide differences
persist.  Incidence rates are still rising particularly in the developing world, in
countries where monitoring systems are in place (Coleman and Estève, 1993).  It
seems that these trends are likely to continue, since the current pattern of later
childbearing, decreasing fertility, and “Westernization’” of diets will all be associated
with increased risk.

Very few of the known risk factors are amenable to interventions of primary
prevention (overweight, physical activity, possibly alcohol consumption,
unnecessary exposure to ionising radiation); which  account for a small proportion
of all cases;  in fact 50% of the cases occur among women who do not  present
any known risk factor ( Davis et al., 1999). Moreover, since modifying lifestyle
habits is rather difficult, the actual impact of intensive interventions would always
be lower than the total fraction of cases attributable to the factors.

The incidence of  mortality from breast cancer has declined in the younger
age groups since the early 1970s (Chu et al., 1996). At the end of the 1980s, the
introduction of adjuvant therapy with tamoxifen,  together with the practice  of
early diagnosis, has improved  the survival of older cases and a clear overall
decrease  of mortality has been recorded in several countries.  (Quinn et al.,
1995; Chu et al., 1996; Garne et al., 1997; de Koning et al., 1995).

Several randomized trials of screening for breast
cancer have been carried out;  the screening modality
used was mammography, with or without physical
examination of the breasts.  There is a clear
consensus that such screening programmes are
capable of decreasing the risk of mortality from breast
cancer in women aged 50 or older (Miller et al., 1990;
Day, 1991; Moss, 1996).  The efficacy of
mammography in women below 50 is still a very
controversial issue which  results in contradictory
recommendations and policies (Moss,1996; Nelson,
1997).  At best, mortality reduction in this age group
would be only 15% or one-half that of older women
(based on meta-analyses of randomized trials).  The
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reason  for the lower efficacy  of mammography in
younger women is not clear;  but the possible cause
is that  cancer  grows  faster in this age or, the
sensitivity of mammography in the pre-menopausal
breast  is  relatively low. Moss (1999) reviewed and
summarized the results of experimental studies of
mammography together with those of meta-analyses.
The maximum mortality reduction achievable with
mammography is 34% in postmenopausal women;
however, several trials could not show  any significant
reduction of mortality.

Following this evidence, several countries have
implemented programmes of early diagnosis by
mammography in the population. Recent evaluations
of screening activities implemented in the late 1980s
and early 1990s suggest that a significant part of the
initial reduction of mortality attributed to mass
mammography is attributable to early diagnosis of
palpable tumors. Therefore, part of the benefit of
the programme could have been obtained with a
programme based on the clinical monitoring of the

female population, by physical examination. When implemented in the population,
the impact is generally smaller and in fact,  the actual benefit measured in some
countries characterized by high quality health care standards is lower than expected.
In some cases,  the  disappointment is quite deep,  specially if the amount of
investment is to be taken into account,  that  the appropriateness of the programme
(McCann et al., 1997; Mayor S., 1999) is questioned.

Population screening programs which depend  on  mammography require
extensive provision of expensive technology and highly trained radiologists and
radiographers.  The cost-per- life saved is therefore relatively high (Barnum and
Greenberg, 1991), and is clearly an inappropriate use of health care resources
for many countries (WHO, 1984).

The alternative screening strategies  which have been proposed are physical
examination of the breasts (PE), and breast self-examination (BSE).  Short-term
results of a large scale trial of BSE among 300 000 textile workers in Shanghai,
China, conducted by researchers of the University of Washington have been recently
published (Thomas et al., 1997). No significant reduction of breast cancer mortality
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in the intervention group has been detected after
five years of follow-up and the distribution of stage
at diagnosis in screen and control groups were very
similar. Neither result is  definitive, since  even in
mammography trials,  a reduction of mortality
appeared only after  five  years from entry into the
study and stage at diagnosis, which is assessed
retrospectively.  It  may well be affected by a rate of
misclassification which can obscure existing
differences in the intervention and control groups.
Nevertheless, the small size of the lesions diagnosed
in the control subjects in this trial (47 % <2 cm
diameter) suggests a high level of health-awareness
in the Shanghai population, and may give little scope
for improvement in outcome through early detection
by BSE.

PE has never been used as the sole modality of
screening in experimental studies, so that its
effectiveness is not known.  Indirect evidence based

on estimates of the accuracy of PE relative to mammography suggests that this
type of examination could reduce mortality rates by 2/3 to 3/4 of that achievable
by mammography screening in women aged 50 or more.  PE alone may be effective
in younger women, among whom up to 25% of cancers are missed by
mammography; in addition, there is evidence that PE is a good complement of
mammography.

A randomized trial of breast cancer screening by PE  was  set up in Metro
Manila in 1995 with the purpose of establishing 1) whether a programme of mass
screening by PE performed by trained paramedical personnel could be set up in a
developing country as part of the routine activity of first level health services, and
2) whether and to what extent such a programme could reduce mortality from
breast cancer.   Manila seemed to be a suitable location since its population has a
relatively high incidence of breast cancer, considerably above that of other Asian
populations, and comparable to the incidence  in southern Europe (figure 1).

Properly speaking,  PE is not screening since it can diagnose only palpable
tumors; in other words,  symptomatic cancers. However, it can be regarded as a
screening test when performed  for  a population who would not seek medical
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attention for such symptom (as  in the case of many developing countries where
awareness of the potential benefit of early diagnosis is still very poor).

The impact of “down-staging”  of  cancer of the breast, which occurred
spontaneously in the 1970s and 1980s in Europe and North America, has been
recognized only recently.  During  those years,  an increasing number of women
were monitored by gynecologists due to  greater awareness of contraceptive
practices.   As a consequence, mortality from breast cancer began to affect the
younger generation, well before the documented improvements of treatment
became widely available.  At the same time,  continuing increases in incidence
were reported.  The diverging trends between incidence and mortality,  are
attributable to a substantial reduction of  the cases.

The potential impact of PE may be very high in countries at intermediate risk
for the disease, where poor levels of awareness in the population and limited
access to medical care determine a significant delay of the diagnosis, and
consequently,  poor prognosis, in a large number of cases.

Tables 1A and 1B show the distribution of stage at diagnosis and the  tumor
size respectively of all new cases diagnosed in Metro Manila in 1995-97.  Around
90% of tumors of known size were greater than 2 cm. in  diameter and over 40%
were advanced tumors (stage III/IV).

In the study of Shanghai on screening by BSE (Thomas et al., 1997), women
in the control arm were examined once at entry in the study and shown how to
perform BSE. The prevalence of tumors < 2 cm at the 1st screening round was
40% and 59% below and above age 50 years respectively.  It can be shown that
annual mortality in Manila could be reduced by  31% in 5 years if the distribution
of stage at diagnosis in the population could be shifted to that obtained in Shanghai
with a single round intervention.

Conclusions

Breast cancer is regarded as a relatively rare cancer in most developing
countries. However, good quality data are missing for over 90% of the populations
living in these regions. The limited existing data suggest rapid increases
accompanying economical development. Similar trends have been documented
in several studies of populations who migrate from low to high-risk countries. The
change in risk occurs in migrants and continues in their descendants  who often
experience the same level of risk as the host population.
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No realistic measures of primary prevention can be proposed to control the
burden of the disease. At present,  the only option is early diagnosis and appropriate
treatment, which, and this should be emphasized, does not require sophisticated
expertise and technology.  Effective programs of screening by mammography
require substantial investments and continuous provision of expertise. The
cost-per-life saved is higher than that for screening activities of other cancers,
e.g. cervical cancer, especially because of its lower effectiveness. “Down-staging”
and education of the population on the benefits of early detection appear to have
a much greater potential for many countries with limited resources.

Screening for cancer of the cervix

Invasive cancer of the cervix uteri is the leading cancer among women in
most developing countries (Ferlay et al., 1998) where three-fourths of new cases
and deaths of all world cases occur (323 000/406 500 incident cases and
168 000/210 200 deaths respectively). The highest incidence rates are observed
in sub-Saharan Africa, parts of Latin America, the Caribbean and the Pacific Islands
(figure 2). Incidence and mortality of invasive cancer have dramatically  declined
in Western Europe and North America since the introduction of cytologic screening
in the late 1960s. On the other hand, in most developing countries, the burden
has changed little.  Lack of effective screening programmes which permit early
detection and treatment of cervical pre-cancerous lesions before they progress to
invasive disease is one reason for the persisting high
risk in some developing countries.

The value of cytology screening programmes
which  are able to ensure high quality tests for the
large majority of the target population, has been
proven in many Western countries by observational
studies  (Miller, 1999), and it is now common practice
generally available to the whole population.
Maintenance of effectiveness however, requires
continuing monitoring and adjustment of standards
of quality and population coverage. Decades of
experience have also improved knowledge and
understanding of the natural history of the disease,
and have allowed intervention strategies to be
developed or adjusted in order to maximize
effectiveness. For example, initial screening was

Breast cancer is
regarded as a
relatively rare
cancer in most
developing
countries.
However, good
quality data are
missing for over
90% of the
populations living
in these regions.



Breast and Cervical  Cancer

185

directed towards relatively old age groups, those experiencing the highest risk of
cervical cancer. When evidence accumulated that invasive disease is preceded by
a long period –decades – of pre-clinical but detectable and curable stages,
interventions were addressed at younger women, which  brought the advantage
of reducing not only mortality but also the  incidence of invasive cancer and the
quality of life of affected women.  Such evidence also justifies intervention strategies
based on low-intensity screening (one or two screening tests in life per woman,
at appropriate age) for countries with limited resources but sufficient health
infrastructures.

Cytology screening programmes have not been
always successful in developingcountries
(Sankarana-rayanan and Pisani, 1997). Programmes
introduced in several regions of Latin America for
example (Lazcano-Ponce et al., 1999), failed to affect
the  incidence of  mortality from the disease due to
limited coverage, poor quality Pap smears and lack
of adequate follow-up and treatment of women with
detected lesions.  A major obstacle to the success of
interventions remains the fact that large portions of
the population have no access to diagnostic and
treatment facilities. In countries where the
infrastructure of primary health care and district
hospitals does not cover the whole territory, even
low-intensity programmes are destined to fail.
Screening programmes remain too costly and difficult
to organize in many developing countries,  particularly
in isolated rural areas, due to lack of necessary
infrastructures (good quality laboratory facilities,
colposcopy, cryotherapy/LEEP for pre-cancer, surgery
and radiotherapy, follow-up) and financial resources.

For these countries at present,  greater
expectation and potential rely on two strategies:
a) the development of programmes involving
diagnostic and treatment techniques that are much
simpler than current standards and which can be
brought to the isolated places, and on a longer period
and b) the development of  therapeutic and
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prophylactic vaccines against the infection with some
types of Human Papilloma Virus (HPV). These are
recognized as the most important causative factor
for cervical cancer (IARC, 1995);  actually,  infection
of HPV is now considered a necessary cause of the
disease (Walboomers et al., 1999) or a necessary
first step of the carcinogenic process.

The viruses with greater oncogenic potential are
types 16, 18, 31 and 45;  but at least 17 other types
have been associated with cervical cancer. The
infection is transient in most women, but some persist
and incorporation of the viral genome into the cervical
cellular genome leads to cellular atypia, koilocytosis
and cervical intraepithelial neoplasia (CIN). Most of

the mild CIN lesions regress spontaneously but some progress to higher grades
of CIN and, if left untreated, to invasive cancer. Screening tests such as cervical
cytology, visual inspection with acetic acid (VIA) and cervicography can lead to
the diagnosis of pre-invasive and pre-clinical lesions.

Visual inspection after application of 4%—5% acetic acid, screening women
aged 35-64 years with once a life-time cytology (“low intensity cytology”), and
HPV DNA testing from  high-risk HPV types are now being considered and
investigated as alternatives to repeated cytology-based screening.

VIA is an inexpensive and simple test that can be performed by trained health
workers. The results are available immediately, a point which has a great advantage
in field conditions (avoid recall of women). This allows further investigations such
as colposcopy (with a mobile, office type colposcope or even a magnifying glass
in very poor resource settings), biopsy and treatment such as cryotherapy of
LEEP, based on the colposcopic assessment of the lesions in the same sitting. This
is the so called “see and treat approach”.  Thus,  the need to recall subject and
the risk of losing it at follow-up investigations/treatment are reduced considerably,
which is a major programmatic advantage.

Recent studies indicate that VIA has similar or higher sensitivity than cytology
in detecting CIN in developing country settings where such evaluations were carried
out. (Sankaranarayanan et al., 1999, 1998; University of Zimbabwe, 1999; Cecchini
et al., 1993; Van Le et al., 1993;  Wertlake et al., 1997; Megavend et al., 1996;
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Miller et al., 1999).  VIA combined with cytology has been shown to detect
ore-cancerous lesions missed by cytology. However, it is less specific than cytology,
with a high false positive rate.

Preliminary and final results of several studies investigating the performance
of VIA, with or without magnification, in detecting cervical neoplasia in low resource
settings in Asia (India, Indonesia) and sub-Saharan Africa (Kenya, Zimbabwe,
South Africa) have been recently reviewed in a workshop (Miller et al., 1999-b)
where an expert panel concluded that VIA satisfies the prerequisites necessary to
make of it a screening test eligible for the general population and that its logistic
advantages may give results superior to cytology in countries with very limited
health infrastructures.
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Table I.  Clinical characteristics of Breast Cancer Cases diagnosed in Metro
Manila (study area-intervention and control) in 1995-1997 (provisional)

A) Stage

year of incidence

1995 – No.

%

1996 – No.

%

1997 – No.

%

Total

II

141

48.8

80

50.0

13

40.6

234

III-IV

144

49.8

79

49.4

19

59.4

242

all staged

289

100.0

160

100.0

32

100.0

481

unstaged

220

43.2

156

49.4

109

77.3

485

Total

509

316

141

966

O-I

4

1.4

1

0.6

-

-

5

B) Size

1995

%

1996

%

1997

%

Total

<2.0 cm.

38

11.5

23

10.7

4

6.3

65

10.7

2.0 – 5.0

148

44.8

96

44.9

32

50.0

276

45.4

> 5.0cm.

90

27.3

58

27.1

13

20.3

161

26.5

Extension to

chest wall or skin

49

14.8

35

16.4

15

23.4

99

16.3

all staged

330

100.0

214

100.0

64

100.0

608

100.

in situ

5

1.5

2

0.9

-

-

7

1.2
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US, SEER: White

US, SEER: Black

Israel: All Jews

Denmark
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Thailand, Khon Kaen

Figure I. Incidence of female breast cancer, 1990.  Age-standardised
 rates per 100, 000 population C15, Parkin et al., 1993.
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DOMESTIC VIOLENCE:
A PRIORITY PUBLIC HEALTH ISSUE
IN THE WESTERN PACIFIC REGION

Violence against women was identified as one
of the twelve critical areas of concern in the Beijing
Platform for Action (1995) and was also featured as
a significant cause of women’s mortality and morbidity
in the “women and health” chapter of the BPFA.
However, some governments still need convincing that
violence against women is a health issue and this
may partly account for the continuing international
problem of lack of data on domestic and other forms
of violence against women, several years after the
national commitments made in Beijing in September
1995.

More recently, the World  Health Organization
(1997) reported that “between  16% and 52% of
women suffer physical violence from their male
partners, and at least one in every five women suffer
rape or attempted rape in her lifetime”.  A study by
Shiroma (1996) in Mexico revealed that “16% of
women ever married or partnered, report physical
abuse since the age of 15” (WHO, 1997).  Even these
alarming figures are likely to be significantly
underestimated given that violence within families
continues to be a taboo subject in both industrialized
and industrializing countries.

        Some
women may

believe that they
deserve the

beatings because
of some wrong
action on their

part.  Other
women refrain
from speaking

about the abuse
because they fear

that their partner
will further harm
them in reprisal

for revealing
family secrets, or

they may be
ashamed of their

situation
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Some women may believe that they deserve the beatings because of some
wrong action on their part.  Other women refrain from speaking about the abuse
because they fear that their partner will further harm them in reprisal for revealing
“family secrets”, or they may be ashamed of their situation (WHO, 1997).  Similarly,
the tendency by law enforcement agencies to regard domestic violence as a
“private affair”, and not to see intervention as part of their work, means that
there is no public record in most instances of abuse except if the victim is killed or
hospitalized with serious injuries.  This serves to reinforce and legitimize continued
assaults.

Is this experience mirrored in the countries of the Western Pacific Region?
What are the short and long term health consequences of domestic violence?

Introduction

Violence not only causes physical injury, it also undermines the social,
economic, psychological, spiritual and emotional well-being of the victim, the
perpetrator and society as a whole.  This is evident on a large scale in wars
where the populations of all countries involved (attacking and attacked) suffer
long-term economic, political, social, psychological and emotional distress.  It
also applies at the community and individual levels in street brawls, schoolyard
fights or domestic disputes.  At all levels, the social, economic, psychological,
physical and emotional harm to individuals constitutes a major  health concern.
As such, it requires responses from the health sector in collaboration with other
sectors (such as social services, the courts, police and educational bodies) in
developing  preventive strategies as well as in dealing with the consequences of
violence.

“Domestic violence is a burden on numerous sectors of the social system and
quietly, yet dramatically, affects the development of a  nation. . . batterers cost
nations fortunes in terms of law enforcement, health care, lost labor and general
progress in development.  These costs do not only affect the present generation;
what begins as an assault by one person on another, reverberates through the
family and the community into the future”.  (Zimmerman, 1994:184).
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Global Concern

In 1993, the World Bank Report singled out
violence against women as a significant issue for the
health sector.  Violence against women was identified
as a major contributor to the global burden of ill health
in terms of “female morbidity and mortality, leading
to psychological trauma and depression, injuries,
sexually transmitted diseases, suicide and murder”.
(World Bank, 1993:50).  The World Bank Report 1993
(1993:50) estimated that rape and domestic violence
cause five percent  of the total burden of disease
among 15-44 year-old  women in developing countries
which rises to 19% in industrial countries where the
“total disease burden is smaller”.  The report suggests
that this burden for women has a flow on the effect
to families in that “by damaging a woman’s physical,
mental and emotional capacity to care for her family,
domestic violence and rape also hurt the health of
other family members, particularly the young children”
(World Bank, 1993:50).  Moreover, domestic violence
spans the north/south direction as well as its
socioeconomic class divisions, racial divisions and
generations.  It is the only truly universal burden for women.

International Forums

Violence against men, women and children was internationally condemned
during the early years of the United Nations in the articles of the Universal
Declaration of Human Rights (1948).  These basic human rights to “life, liberty
and security” were reinforced and refined in, among other conventions, the
International Covenant on Economic, Social and Cultural Rights (1966), the
International Covenant on Civil and Political Rights (1966), the Convention  Against
Torture and Other Cruel, Inhuman or Degrading  Treatment or Punishment (1984)
and the Convention on the Rights of the Child (1989).

The gender dimensions of violence have emerged as a major issue in more
recent international forums and conventions dealing with human rights, women’s
health and population issues.  Principles of gender justice formed the foundation

Violence against
men, women and
children occurs in
all settings (from
the most public to
the most private)
and comes in
many forms (from
torture and
murder to sexual
harassment,
racial slurs,
verbal abuse and
economic and
political
repression).
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of the Nairobi Forward-Looking Strategy (1975) and
the Convention on the Elimination of Discrimination
Against Women (1979).  However, specific reference
to gender-based violence was not made until 1992
when the Committee on the Elimination of
Discrimination Against Women (CEDAW), which
monitors the implementation of the Convention on
the Elimination of Discrimination Against Women
(1979) formally included gender-based violence
under gender-based discrimination.  This was
followed by the 1993 adoption by the United Nations
of the Declaration on the Elimination of Violence
Against Women which identified violence as a major
barrier to the achievement of  women’s rights and
fundamental freedoms.

Further endorsement of the central role of
violence in compromising women’s rights and
women’s health was provided by the programmes
and platforms for action of the World Conference on
Human Rights in Vienna in 1993, the International
Conference on Population and Development in Cairo
in 1994, the World  Summit for Social Development
in Copenhagen in 1995 and the Fourth World
Conference on Women in Beijing in 1995.

All four international meetings provided
consensual guidelines for signatory countries to
develop treatment and prevention policies and
services for gender-based violence.  All forums

proposed inter-sectoral action to provide the legal, social, cultural, economic and
political environment  for  national action and international cooperation to eliminate
violence.  The ICPD Program of Action (1994) recommended the development
within countries of  programmes for the prevention and treatment of sexual abuse
and incest and other reproductive health services.  It recommended that such
programmes should provide information to adolescents and make a conscious
effort to strengthen positive social and cultural values.

“Sexual and
gender-based

violence,
including physical
and psychological
abuse, trafficking

in women and
girls, and other
forms of abuse

and sexual
exploitation place
girls and women

at high risk of
physical and

mental trauma,
disease and

unwanted
pregnancy.  Such

situations often
deter women from

using health and
other services”.
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       The Beijing Platform for Action went further by devoting an entire section
to violence against women.   It identified specific risks associated with violence
and pointed to the direct links with the health status and health service usage.
“Sexual and gender-based violence, including physical and psychological abuse,
trafficking in women and girls, and other forms of abuse and sexual exploitation
place girls and women at high risk of physical and mental trauma, disease and
unwanted  pregnancy.  Such situations often deter women from using health and
other services”.

These international initiatives culminated in the adoption by the World Health
Assembly of resolution WHA 49.25 in 1996, declaring violence a public health
priority issue.  The 49th World Health Assembly noted “with great concern the
dramatic worldwide increase in the incidence of intentional injuries affecting people
of all ages and both sexes, but especially women and  children”.

Focus

While recognizing that violence against men, women and children occurs in
all settings (from the most public to the most private) and comes in many forms
(from torture and murder to sexual harassment, racial slurs, verbal abuse and
economic and political repression), this paper concentrates on domestic violence
as a health issue in the Western Pacific Region.  It thus focuses on the nexus
between violence against women and domestic violence.

Violence Against  Women

The term “violence against women” as used in the Beijing Platform for Action
is based on the definition used in the  Declaration on the Elimination of Violence
Against Women  adopted by the United Nations General Assembly in 1993.   It
refers to “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 deprivation of  liberty, whether occurring in public
or private life”.  The broad concept of “violence against women” encompasses
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
“as well as violence perpetrated and condoned by the State”.
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It also covers “violation of the human rights of women in situations of armed
conflict, in particular, murder, systematic rape, sexual slavery and forced pregnancy”
and “forced sterilization and forced abortion, coercive/forced use of contraceptives,
female infanticide and prenatal sex selection”.

Domestic Violence

Domestic violence was identified as a priority issue in the Beijing Platform for
Action.  It refers to violence emanating from the household and within relationships
covered by familial or emotional (former or present) attachment.  It covers physical,
sexual and psychological violence occurring in the domestic sphere including
“battering, sexual abuse of female (and male) 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” in the household.

The most common form of domestic violence is partner abuse.  “Abuse against
women by partners is not just criminal assault in the home, nor is it one isolated
push or shove in a lifetime of a relationship, nor is it one episode of not being able
to contact friends or family.  Partner abuse is best understood as a chronic syndrome
characterized not by episodes of violence, but by the emotional and psychological
abuse used by men to control their female partners”.  (Hegarty &  Roberts,
1998:53).

Domestic violence is the most common form of violence against women and
affects women across the life span from the sex-selective abortion of  female
fetuses  to  forced suicide and abuse of older women and is evident to some
degree  in  every society in the world.  Its priority, as an issue of concern, rests on
the fact ” that research consistently demonstrates that a woman is more likely to
be injured, raped or killed by a current or former partner than by any other
person”.  (WHO, 1997; Council on Scientific Affairs, 1992) and the physical
proximity and emotional intimacy of the household make it the most likely site for
psychological and emotional abuse.  Zimmerman’s (1994) qualitative study in
Cambodia found that 43 out of 50 women interviewed, reported being physically
abused by their husbands, 24 reported physical abuse of their children by their
husbands, yet only  seven  out of 50 reported their husbands abusing people
outside of the household.
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        Data on rape and violence injury, from a woman-friendly hospital in
Cebu, the Philippines, reveal that in 1997, of the 281 cases of rape which were
treated in the hospital, 50 per cent had been committed in the victim’s or the
offender’s house and less than 10 per cent of rapes were committed by a person
unknown to the victim.  Similarly, in the case of violence injury, of the 363 cases
treated in 1997, 266 took place in the victim’s own home and only six per cent of
perpetrators were not related or not in a relationship with the victim.  Seventy-six
per cent of perpetrators were either a husband (current or ex), a live-in partner

or a boyfriend (Vicente Sotto Memorial Center, 1997).

The greater the degree  of  privacy in the
household, the more likely it is that acts of violence
will remain hidden.  Where there is an overlap
between the private and public spheres, as in the
case of homeless people, the violent  act is more
likely to attract media attention.   And while it is
acknowledged that men are also victims of domestic
violence, the prevalence rates of domestic violence
against the male, remain low (Archer,1994).

Violence as a  gendered  experience

Broom (1998;46) argues that “the experience of
violent assault is highly variable and contains
important gender dimensions”.  Males are
undoubtedly the main perpetrators of violent acts,
but they are not the main victims of all kinds of violence
(Fletcher, 1995).  The most visible kinds of violence
– such as mugging, street assault, and  fights in public
places – usually involve males as both aggressor and
victim.  But sexual assault and domestic violence are
overwhelmingly crimes against women, and they
constitute a serious threat to the health of many
women and women appear to be at particularly high
risk when they are pregnant  (Broom, 1998:45).

Certainly, women can be perpetrators of violence.
As the literature points out, violence is not an
exclusively male domain (Brott, 1993;  Archer, 1994;
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Women also fear
the consequences
of reporting
violence and
declare an
unwillingness to
subject themselves
to the shame of
being identified as
a  battered woman.

Miller and Sharif, 1994,  Fitzroy, 1997).  Debates
continue in the domestic violence literature on
the extent of “husband battering” and the
problems of under-reporting given that
“confessing to being knocked around by another
man is a piece of cake compared to admitting
being victimized by a woman”. (Brott , 1993).

        However, the under-reporting works both
ways.  Women also fear the consequences of
reporting violence and declare an unwillingness
to subject themselves to the shame of being
identified as a “battered woman”  (Abdullah,
1995, Arrifin, 1997).  Statistics currently available show that only two to three
percent of reported sexual assaults are perpetrated by women (Fitzroy,19997:53),
with the victims often being other women, and research studies report that between
nine and fourteen per cent of all violence is perpetrated by women (Archer, 1994;
Polk, 1994).  Archer (1994:4-6) suggests that these figures are also inflated by
researchers who confuse acts of “aggression”(defined by the behavior) with acts
of “violence”(defined by outcome) and by ignoring the context of the violence,
such as violent acts perpetrated in self-defense.  Even if the figures are close to
the real situation, they serve to dispel the “myth of sexual symmetry in  marital
violence” (Dobash et al, 1992); there is marked gender asymmetry in domestic
violence prevalence in all countries for which data are available.

        The  gendered  experience of violence does not only refer to incidence and
prevalence rates.  Establishing the “burden of disease” on the basis of  injuries
sustained (e.g.., a broken nose) does not take account of the context in which
that injury occurred which significantly affects the way it is experienced.  A particular
injury, such as concussion or laceration, may be physically the  same, regardless
of how one was  injured.  But the personal meaning and social consequences will
be very different depending on whether the injury was sustained in a car accident,
or a result of a mugging by a stranger, a pub fight with a drinking companion or
an attack by one’s intimate partner.

        The first three sources of injury are likely to be singular or rare events
which are to be publicly acknowledged, and to receive immediate assistance.  By
contrast, ”wife bashing” is apt to be repeated and shrouded in shame and secrecy
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and often concealed from health care workers.  While an injury can leave emotional
scars, “ the psychological impact of being attacked by a loved and trusted partner
is particularly devastating and personally debilitating”(Broom, 1998:45).  In the
more common cases of repeated sexual, physical and psychological abuse where
the victims are not hospitalized, the problem remains hidden from public view.

The causes of domestic violence are multiple and complex.  “A complete
understanding of gender abuse may require acknowledging factors that operate
on multiple levels”  (Heisse, 1997).  Feminist perspectives, proclaiming patriarchy
as the overarching cause of domestic violence, have dominated the field in recent
years and have substantially advanced our understandings of domestic violence.
While theories based on stress, social learning, personality disorders or alcohol
abuse may suggest why individual men  become  violent, they do not explain why
women are so persistently the target and feminist analysis fills the gap in
understanding this phenomenon (Heisse, 1997).  However, feminist explanations
of violence have tended to ignore or underplay the other factors contributing to
abuse (Fitzroy, 1997, Heisse, 1997).

The feminist emphasis on male dominance and gender hierarchy (to the
exclusion of other social and individual factors) fails to explain why some men
beat and rape women while  others do not, even though all men are exposed to
cultural messages that posit male superiority and grant men as a whole,  the right

to control female behavior (Heisse, 1997:2).

 “Theory must be able to account for both why
individual men become violent and why women as a
class are so often their target” (Heisse, 1997).  Heisse
(1997:3) argues for the adoption of an “ecological
approach to abuse” which “conceptualizes violence
as a multi-faceted  phenomenon grounded in an
interplay among  personal, situational and
sociocultural factors”.  On the basis of research
conducted in North America, Heisse (1997) proposes
a framework for understanding violence against
women which takes account of personal history (at
the individual level), microsystems (at the family level)
exosystems (at the community and societal level)
and macrosystems (at the cultural and belief system
level).  In  developing prevention programmes, all
levels must be addressed.
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O’H:  Personal History/Microsystem/Exosystem/
Macrosystem (Heisse, 1997:3)

Personal  history : Witnessing marital violence as a child
Being abused as a child
Absent or rejecting father

Microsystem : Male dominance in the family
Male control of wealth in the family
Use of alcohol
Marital/verbal conflict

Exosystem : Low socioeconomic status/unemployment
Isolation of woman and family
Delinquent peer associations

Macrosystem : Male entitlement/ownership of women
Masculinity linked to aggression and dominance
Rigid gender roles
Acceptance of interpersonal violence and physical

                                chastisement

        Public awareness campaigns often address only one level.  For example,
in response to fears about increased levels of child abuse in Sarawak, after several
child abuse cases had received media attention,  the Sarawak Tribune published
a feature article entitled, “How do I protect my child from abuse?”  The solutions
offered were all individually oriented and included support, security and
confrontation.

O’Head  Tips:  “How do I protect my child from abuse?”  The key tips offered
to parents were:

· Teach children to say  “no” to those they know as well as to strangers
· Tell children to trust their instincts
· Offer comfort and support if they have had a bad experience
· Reassure the victim that they have done nothing wrong (Sarawak Tribune,

March 25, 1998).
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No attempt was made to address the broader familial, communal, societal or
cultural factors that contribute to child abuse or to acknowledge that the people in
charge of the child’s welfare may be the actual perpetrators of the abuse.

Causes:  Social construction of femininity and masculinity

The gender imbalance in domestic violence is partly related to differences in
physical strength and size and women are socialized into their gender roles in
different societies throughout the world.  In societies with a  patriarchal power
structure, definitions of femininity (because females are typically shorter and
lighter than males, and have learned fewer skills of self-defense), women are
often  poorly equipped to protect themselves if their partners become  violent.
(Broom, 1998:45)  However, much of the disparity relates to how men-dependence
and fearfulness amount to a cultural disarmament that may be quite as effective
as the physical kind. (Connell, 1998:83)

Domestic violence then becomes a playing out of definitions and shared
understandings of femininity and masculinity which are deeply embedded in the
culture and in the psyches of both men and women within that culture.  Thus,
domestic violence cases often bring about  abused women,  who have accepted
the abusers’ regard  of them as incompetent and helpless, physically able to take
care of themselves. (Connell, 1995:83)

O’Head:  “Members of the privileged  group use
violence to sustain their dominance.   Intimidation of
women ranges across the spectrum from
wolfwhistling in the  street to office harassment, to
rape and domestic assault, to murder by a  woman’s
patriarchal “owner” such as a separated husband.
Physical attacks are commonly accompanied by verbal
abuse (calling women “whores”  and  “bitches”).  Most
men do not attack or harass women; but those who
do are unlikely to think themselves deviant.  On the
contrary, they usually feel they are entirely justified,
that they are exercising a right.  They feel that they
are authorized by an ideology of supremacy.  (Connel,
1995:83).

Because females
are typically
shorter and lighter
than males, and
have learned
fewer skills of
self-defense,
women are often
poorly equipped
to protect
themselves if their
partners become
violent.
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Factors such as cultural norms also significantly temper the experience of
violence and different culturally “acceptable” responses exist for men and women
in all cultures.  In the rare instance in which a man is attacked by a female
partner, other elements of shame and denial may enter the equation because of
the implicit insult to masculine power  and strength.  (Broom, 1998: 45-6).

Domestic violence against men, when it does reach the public arena, is regarded
as deviant and, as such, commands an enormous amount of publicity.  For example,
the Bobbit  case in the United States, where a woman retaliated at her husband’s
violent abuse by cutting off his penis, was widely reported in the international
press.  More minor  cases of  spouse abuse perpetrated by women are often
reported in local  and national newspapers.   For example, “Husband hit for
having extra marital affair”  (Sarawak Tribune, 23 March, 1998:6) tells of a woman
who injured her husband by hitting him with an axe for which he was  “given
several stitches on the head”.  However, until recently, domestic violence against
women has been regarded as “normal” and generated little media attention.
Certainly, an injury to a woman, inflicted during a domestic dispute, which required
a few stitches, would hardly be regarded as newsworthy.

“Husbands who batter wives typically feel that they are exercising a right,
maintaining good order in the family and punishing their wives’ delinquency –
especially the wives’ failure to keep their proper  place”.  (Connell, 1995:213).
Consequently, the abuse of women is effectively condoned in almost every society
of the world.  (WHO, 1997); violence is often perceived by both men and women
as an “acceptable” or “normal” way of expressing anger in both developing and
industrialized societies.  For example, in Australia in recent years, a judge
dismissed a case against a man for sexually abusing his wife on the basis that “it
is normal within a marital situation for a husband to beat his wife up a bit”  since
“sometimes, when a woman says ‘no’, she really means ‘yes’ “.

Despite its “normal” status within many societies as a form of behavior,
domestic violence is still not an acceptable topic of conversation.  Cultural taboos
on talking about the behavior remain.  Particular instances of abuse are hidden
from public view and a consensus is sometimes reached within the household to
keep the abuse a family secret.  This public “silence” stops both perpetrators
from seeking help.
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Prevalence

Every country in the Region reports difficulty in gathering accurate data on
domestic violence.  This difficulty relates to several factors including the problem
of definition (Hegarty & Roberts, 1998), the sensitivity of the topic, and cultural
taboos surrounding its discussion, the “normalcy” of domestic violence in many
countries, and the lack of recognition, until recently, of violence as a public health
issue worthy of investigation.  Consequently, very little data are available for most
countries in the Western Pacific Region.  Australia, Cambodia, Malaysia and the
Philippines are the exceptions where comprehensive data have been gathered by
governments, the nongovernmental organizations and/or United Nations funded
research studies.  However, even in these countries, the information represents
only the tip of the domestic violence iceberg and data on the abuse of children in
the household are particularly scant.

Country reports submitted to this Workshop indicate  that incomplete data
gathering on violence against women is still a major barrier to developing
intervention programmes. (Beijing Workshop, 1999)  Only 12 out of 14 countries
made any mention of domestic violence; four provided incomplete prevalence
rates and not one country included violence against women in its systematically
gathered  data set on women’s health.  This suggests that we have not moved far
on  domestic violence since the BPFA in 1995.  Often, indirect indicators such as
divorce rates and suicide rates among women provide indirect (but speculative)
measures of domestic violence.

Cambodia reported on a Ministry of Women’s Affairs/PADV household survey
in 1996 that 16% of women surveyed reported physical abuse from spouses.  Fiji
reported 35 murder cases arising from domestic violence during the last five
years, and a 149% increase in reported cases between  1992 and 1995.  However,
as the Fiji report admits, this  represents just the “tip of the domestic violence
iceberg” in that country.  Viet Nam reports that in the Ha Noi Court in 1992,  “65%
of divorces were a consequence of domestic violence”.  The fact that suicide is
the greatest cause of death among Vietnamese women (almost 10% of all female
mortality) may also provide an indirect indication of the levels of domestic crisis
including violence.  Singapore reported  1398 cases of family and domestic violence
filed in 1997 with spousal violence accounting for 89%  of cases, child abuse at
2.8%, sibling abuse at 2.7% and parental abuse at 2.3%.  Australia, Japan, the
Republic of Korea, Mongolia, New Zealand, Papua New Guinea and the Philippines,
acknowledged the problem  but were unable to provide prevalence rates.
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Health Consequences

The health consequences of domestic violence (physical, sexual and
psychological) range from death to loss of  self-confidence and low self-esteem.

Fatal Outcomes

Fatal outcomes of domestic violence include suicide, homicide, maternal
mortality, HIV/AIDS.

Non-fatal outcomes

Physical health outcomes include injury (lacerations, fractures, internal organ
injury, loss of limbs), unwanted pregnancy, gynecological problems, STDs including
AIDS, miscarriage, pelvic inflammatory disease, chronic pelvic pain, headaches,
permanent disabilities, asthma, irritable bowel syndrome and  self-injurious
behavior (smoking, drug use and dependence, unprotected and indiscriminate
sex).

Mental health outcomes include (adapted from WHO, 1996 b:11) depression,
fear, anxiety, loss of confidence, low self-esteem, sexual dysfunction, eating
problems, obsessive-compulsive disorder, post-traumatic stress disorder and
pharmaceutical drug dependence.

These physical and mental health outcomes have social and emotional
sequelae for the individual, the family, the community and the society at large.
Over both the short term and long term, women’s physical injuries and mental
trouble will either interrupt, or end, their educational and career paths leading to
poverty and economic dependence.  Family life will be disrupted which will have a
significant effect on children, including poverty (if divorce or separation occurs)
and a loss of faith and trust in the institution of  the family.  These sequelae not
only affect the quality of life of  individuals and communities, but also have long
term effects on social order and cohesion.

Physical Injury

Data from around the world suggest that domestic violence knows no national,
class, age or religious boundaries.  Data on physical injury from domestic violence,
from a woman-friendly hospital  in Cebu, the Philippines, reveals that in 1997, the
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363 cases which were treated in the hospital,  covered children and adults of all
ages and all classes and occupations (Vicente Sotto Memorial Center, 1997). In
both developing and industrialized countries, where data have been gathered, it
is estimated that between “one fifth and more than half of women surveyed say
that they have been beaten by their partners” (World Bank , 1993:50).

The physical consequences include homicide, serious injuries to women
(including during pregnancy), injuries to children, injuries to men (including injuries
inflicted on men by women in self-defense), unwanted pregnancy and sequelae
of unsafe abortions, STDs, including HIV/AIDS and vulnerability to other  diseases
(WHO, 1997).

Results from a qualitative study on domestic violence in Cambodia
(Zimmerman, 1994) suggest that the most common physical injuries resulting
from domestic violence are bruises and lacerations, followed  by unconsciousness,
severe illness or extreme weight loss, STDs, broken bones, miscarriage, sprains,
burns, lost teeth, deafness, homicide and suicide.  Less apparent injuries reported
by the Cambodian sample of 50 women included swelling, sprained and
dysfunctional limbs, unwanted pregnancy, scars and disfigurement, deformities,
chronic headaches and dizziness, hearing and sight impairment, internal organ
damage or trauma and gynecological  problems.

The physical health consequences of domestic violence are often obscure,
indirect and emerge over the long term.  For example, women who were subject
to violent attacks during childhood are bothered by menstrual problems and irritable
bowel syndrome in later life (WHO, 1997).

Other effects are more direct.  For instance, “research has shown that battered
women are subject to twice the risk of miscarriage and four times the risk of
having a baby that is below average weight”.  In some places, violence also
accounts for a sizeable portion of maternal deaths.  For example,  in Matlab
Thana, Bangladesh, intentional injury during pregnancy – motivated by dowry
disputes or shame over rape or a pregnancy outside wedlock – caused six per
cent of all maternal deaths between 1976 and 1986. (World Bank, 1993:50).
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Sexual Violence and Rape

 If physical violence is under reported, other forms of domestic violence such
as sexual violence and rape, and psychological and  emotional  violence, remain
even further hidden in the domestic sphere.

Alarming figures emerge from around the world on the prevalence rates for
rape and other sexual abuse. Again, these acts of violence cut across age, national,
race and class boundaries as shown on the  data on
rape, from a woman-friendly hospital in Cebu, the
Philippines, in 1997.

In the United States, rape has been shown to be
a better “predictor of how many times women sought
medical help and the severity of their health problems
than was a woman’s age or unhealthy habits “(World
Bank, 1993:50).  There are also other sequelae from
rape including “physical injury, emotional trauma,
pregnancy and sexually transmitted  diseases
including AIDS.  For example, a rape crisis centre in
Bangkok reports that ten per cent of its clients contact
STDs as a result of rape and 15 to 18 per cent become
pregnant and in countries where abortion is restricted
or illegal, rape victims often resort to unsafe
abortions, greatly increasing  the danger of infertility
or even death. (World Bank, 1993:50).  Research in
the Philippines on reproductive tract infections (RTIs).
(Ramos-Jimenez, 1998) reveals that rape is a major
cause of all RTIs.

Sexual violence also has long term and indirect
effects  including vulnerability to other diseases (WHO,
1997).  For example, a United States study  “has
shown that patients with  irritable bowel syndrome,
compared with those with less serious inflammatory
bowel disease, were more likely to have suffered
severe sexual trauma, severe childhood sexual abuse
or some other form of sexual victimization (Walkler,
1993 reported in WHO, 1997).  Teen-age pregnancy

Qualitative studies
that have been
undertaken
conclude that it is
just as damaging
to one’s health to
be continuously
psychologically
abused as it is to
be physically
abused.
Undermining an
individual’s
sense of self
esteem  can have
serious  mental
and physical
health
consequences
and has been
identified as a
major reason for
suicide



Domestic Violence

211

from rape has long term consequences since  “it  is well documented that
child-bearing during early and mid-adolescence, before girls are biologically
mature, is associated with  adverse health outcomes for both mother and the
child”.  (WHO, 1997).

There appears to be a close relationship between physical abuse and rape.
Surveys in a number of countries show that around 10% to 15% of women report
being forced to have sex by their intimate partner.  But among  women who are
physically assaulted in their relationship, the figures are higher”.  (WHO, 1997).

Psychological and emotional violence

Psychological and emotional violence covers “repeated verbal abuse,
harassment, confinement and deprivation of physical, financial and personal
resources”.  (WHO, 1997).

Quantifying psychological  abuse is extremely difficult and very few studies
have been conducted to establish prevalence rates of this type of violence.  Both
physical and psychological violence have emotional and psychological  sequelae.

In terms of the psychological burden of disease, battered women in the United
States are “four to five times more likely to require psychiatric treatment than
non-battered women and are five times as likely to attempt suicide”(World Bank,
1993:50).  Qualitative studies that have been undertaken conclude that it is just
as damaging to one’s health to be continuously psychologically abused as it is to
be physically abused.  Undermining an individual’s  sense of self esteem  can have
serious  mental and physical health consequences and has been identified as a
major reason for suicide (World Bank; 1993, WHO, 1997).

For some women, the incessant insults and tyrannies which constitute
emotional abuse  may be more painful than the physical attacks because they
effectively undermine women’s  security and self-confidence (WHO, 1997).  This
often leads to serious mental health problems and in some cases, risky behavior.
For example, the reduced self-esteem of women who have been abused in
childhood may result in their making little effort to avoid situations where their
health or safety are in jeopardy (WHO, 1997) especially with regard to
indiscriminate and unsafe sexual activity.
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The effects on children of witnessing violence in the family  are similar to
those on children abused themselves.  They are more likely to either perpetrate
or accept violence in their adult lives (WHO, 1997).  Zimmerman (1994:94) reports
that  the psychological effects of both physical and psychological domestic violence
in a Cambodian sample of women closely resemble the symptoms of post-traumatic
stress disorder experienced by Cambodian refugees after the Khmer Rouge period.
These include:

· hopelessness
· feeling that one is going crazy
· no future
· forgetting things easily
· feeling ashamed
· difficulty concentrating
· low energy
· difficulty performing daily activities

The Cambodian women experienced depression,
anxiety, post-traumatic stress disorder, weight loss,
lethargy, memory loss, disorientation, inability to
concentrate, mental illness and suicidal attempts.
The most common emotional response among the
Cambodian women was shame and humiliation.  The
women said they felt ashamed, scared, helpless,
angry and guilty.  “Beatings, cursing, loudly proclaimed
accusations, regular acts of terror and continuous
disregard for feelings and needs cause battered
women shame and humiliation among their peers.
Husbands,  lovers or  ‘second wives’ add to the shame
and loss of self-respect” (Zimmerman, 1994:91).
Despite all of these physical, psychological and
emotional consequences of domestic violence, the
Cambodian women stay with their abusive husbands
largely “for the children’s sake”.  Economic factors
including “nowhere to go”,  hopes of partners changing
their behavior, loving their husbands despite their
violence, shame and fear were other major reasons
they gave for not leaving (Zimmerman, 1994:95 –
103).

For some women,
the incessant
insults and
tyrannies which
constitute
emotional abuse
may be more
painful than the
physical attacks
because they
effectively
undermine
women’s  security
and self-
confidence
(WHO, 1997).
This often leads to
serious mental
health problems
and in some
cases, risky
behavior.
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Children

On all dimensions of domestic violence,  there is a dearth of data worldwide
and surveys only reveal the tip of the domestic violence iceberg.  Even less data
exist on the prevalence rates of violence against children.  Sexual, physical and
psychological abuse are all too problematic to measure.  In most countries of the
Region, children are still not considered legal witnesses so children’s evidence
needs to be corroborated with an adult witness’ account.  Parents do not tend to
abuse their children in front of witnesses.  Hong Kong has recently changed the
law to allow children under seven years  to have legitimate witness status  and
infrastructural  supports are being put in place to prevent child witness intimidation.

The thin dividing line between disciplining a child and physical and psychological
abuse is also subject to dispute.  The changes to the Singapore Women’s Charter
support the women’s rights to freedom from abuse but disciplining children under
the age of 21 years is excluded from the terms of reference of the Charter.
Statistics from Hong Kong (Child Protection Unit,1998) suggest  that mothers
physically abuse their children, in the name of discipline, as much as fathers.  In
Cambodia, a recent study on domestic violence (Nelson & Zimmerman, 1996)
shows that women approve of hitting their children to discipline them more than
men do.  The gender dimensions of child abuse need to be researched much
more thoroughly before any conclusions are reached.

Violence has been shown to be intergenerational where male and female
children of abused mothers tend to repeat the patterns of abuse and acceptance
of being abused in their adult lives (WHO, 1997).  Similarly, children who witness
abuse of their mothers experience the same emotional and psychological effects
as their mothers (Davis & Carlson, 1987).

Genital Mutilation

Other forms of violence against children such as female genital mutilation
also produce a high burden of disease and infirmity for women.  The  World Bank
estimated that in 1993, 85 million to 114 million women in the world had
experienced genital mutilation.  By 1995, the World Health Organization estimated
that the number of women genitally mutilated had risen to 130 million (WHO,
1996).  The number may have increased substantially over the last few years
given that the practice continues in many developing and developed countries,
despite being outlawed in many countries.  Despite the direct and indirect health
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consequences, “in  those societies where it is
practiced,  it is believed that FGM is necessary to
ensure the self-respect of the girl and her family and
increase her marriage opportunities”. (WHO, 1997).

Circumcision of male infants also constitutes an
act of mutilation and thus, domestically generated
violence.  Although there are minor health arguments
to support the practice in terms of hygiene in some
regions, the complications in terms of wound infection
after circumcision and the human rights violation of
parents who decide to have part of the infant’s
anatomy removed without the infant being in a
position to consent, far outweigh the minor hygiene
inconvenience of leaving the foreskin intact (Milos &
Macris, 1992).  Although 80% of the world’s male
population remains uncircumcised and the
percentage is increasing in the United States (http//
circumcision org/info htm, 1997), the practice persists
for religious, social and “health” reasons in many
countries of the Region.

The global economic and social costs of domestic
violence are enormous.  Direct costs in added health
care services, courts, police, legal procedures and
community supports are augmented by indirect costs
associated with loss of productivity and employment
opportunities resulting from death, serious physical
injury and psychological damage.

Specific Initiatives

Domestic violence and rape have “complex
economic, cultural and legal roots” and thus  defy
simple public policy solutions.  Prevention will require
a coordinated response on many fronts “including,
the  training of health workers to recognize abuse,
expanding treatment and counseling services and
enacting and enforcing laws against battering and rape”.  Even if  laws and bills
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1994:95 103).
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have been introduced to de-legitimize domestic violence,  like the Philippine House
Bill 4228 and Senate Bill 1042, which  prescribe  a special law on rape, and
Senate Bill 408 which provides a heavier penalty for habitual wife beating as well
as temporary protection to the wife  as well as Senate Bill 635 which accords
equal rights to wives and husbands, they still could not be enforced by the police
and the courts.

A paper on domestic violence in Viet Nam, presented to a Regional Meeting
on Domestic Violence in March, 1998, warns that no amount of legislative and
national policy reform on domestic violence will be effective unless infrastructure
mechanisms are in place to inform women of their rights under such laws and to
ensure that enforcement agencies adhere to both the letter and the spirit of the
law (Nguyen, 1998).

In the long term, much depends on changing cultural beliefs and attitudes
towards violence  against women (World Bank, 1993: 50-51), providing the
infrastructure to implement laws and educating all individuals about national and
international laws and their rights within those laws.  International conventions
provide a possible vehicle to mobilize such change through international consensus
which guides the national policies of signatory countries.  International conventions,
which are initiated and drafted by national policy makers  and  nongovernmental
organizations  working together, can also provide a focal point to direct the activities
of  nongovernment organizations and community groups working to prevent
violence.  However, the key to the successful implementation of international
conventions rests with  specific country initiatives which take account of the unique
economic, social, political, religious and cultural circumstances of each country.

Several countries in the  Region have developed creative intersectoral
responses to the increasingly evident endemic domestic violence in their
populations. These responses include legislative change, increased research (into
prevalence, contributing factors and indicators), sensitive health policies and
services, increased public awareness and  educational campaigns, improved social
services including services for perpetrators and fiscal  and funding measures.
Government departments, professional groups (lawyers, judges, politicians,
doctors, nurses, police, journalists), nongovernmental organizations and community
groups (especially women’s groups) have all contributed to these initiatives.
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Conclusions

As the foregoing analysis details, domestic violence is a major public health
issue in the Western Pacific  Region.  The economic, health and social costs to the
Region, to countries and to individuals are enormous.  However, given the lack of
data from many countries, it is not possible to quantify these costs.  Problems  in
gaining reliable and accurate data on prevalence rates remain.    Several countries
in the Region have taken steps to minimize the anomalies and inconsistencies in
data collection.  In some cases, this information has been translated into
collaborative and intersectoral  strategies to combat domestic violence (Australia,
Cambodia, Hong Kong, the Philippines) which can serve as models for other
countries to consider.

One of the problems in establishing prevalence rates in the countries of the
Western Pacific Region is the lack of a clearly defined definition of what constitutes
domestic violence.  There are other problems associated with the shame of domestic
violence and an unwillingness  of  people to discuss the issue which puts the
prevalence data towards highly conservative estimates but resolving the definitional
problem would go a long way towards getting better information from which
policies could be developed.  Hegarty and Roberts (1998:53) stress “the need to
consider the effect of the operational  definition of abuse used (in the measurement
of domestic violence) on the rate found”.

Lack of research results in having  a disturbing tendency for common sense
beliefs about the origins of domestic violence..  This in part results from the
inherent difficulty of undertaking research in this complex field (Ripper, 1998).
Researchers, policy makers and health service providers must not be daunted by
such difficulties.  Effective public policy on domestic violence will only emerge if
the research is done.  The initiatives being undertaken in Cambodia are a case in
point.  The establishment of a joint government/NGO Project Against Domestic
Violence in Cambodia which acts as a focus for new initiatives, was developed as
the result of a qualitative study of 50 Cambodian women (Zimmerman, 1994).

Domestic violence calls upon justice, law enforcement, health, education and
other public agencies, as well as nongovernmental organizations and other private
organizations and individuals.  Remedies will include legislation,  legal
representation, counseling, health care, refuge, child care and public information
and education (Zimmerman, 1994:196).  For example in  Cambodia, the appropriate
agencies include government ministries (justice, health, interior, social action,
education, information), the Secretariat of  State for Women’s Affairs (SSWA),
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health care providers (hospitals, family planning programs and clinics, midwives,
medical schools, pharmacies), local and international nongovernmental
organizations and donors, the Project Against Domestic Violence (PADV), and the
media.  (Zimmerman, 1994:196-7).

Cultural mores, religious practices, economic and political conditions may set
the precedence for condoning domestic violence  but ultimately, committing an
act of violence is a choice that the individual makes out of a range of options to
exercise power, resolve conflict with a family member or partner, to deal with
sexual needs or to discipline a child.  The challenge to international organizations
in collaboration with governments and nongovernmental organizations is to create
an economic, political, religious and social infrastructure which makes non-violent
choices easy choices in conflict resolution or meeting needs in the domestic sphere.

The extent to which such  measures are translating into practice and improving
health outcomes and the quality of  life needs to be monitored  with the use of
appropriate indicators.  Mortality and morbidity  measures may tell us nothing of
the quality of life and the social and emotional health of individuals who are
regularly  abused in the home.  A three-level approach to service provision and
violence prevention, in line with the countries’ commitments to international
conventions on human rights, is being adopted in some countries in the Region,
namely:  (1) legislative and legal measures, reinforced with (2) economic, housing,
child care, education and training and  other structural support and (3) services
for the individual to build self-esteem and respect for self and others.  Outcome
indicators need to be developed for all three levels which cover both objective
conditions (which  militate against domestic violence) and the subjective experience
of life quality.

Role for WHO:

1. Policy:

Assist government ministries and agencies (justice, police, health, social
services, education, information), nongovernmental organizations, the United
Nations organizations, community groups, and let the media collaborate to
implement the recommendations  in the Violence Against Women, in the Beijing
Platform for Action(1995), particularly,  paragraphs 128. 129.130.  This can be
started by WHO initiating and participating in policy dialogues and workshops
among the parties mentioned.
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Provide leadership and guidance to member states of the Western Pacific
Region in developing public health programmes to prevent domestic violence in
line with the recommendations of WHA 49:25.  Available research and practice
can aid this process but national and intra-national differences and sensitivities
(where they do not undermine human rights) need to be taken into account.

In addition, the WHO can:

2. Enhance Research & Data Gathering

Collaborate with countries in disaggregating violence statistics by cause and
by source (police, courts, hospitals, clinics, social services, neighbors, family
members).  Extend the current WHO policy of gender disaggregating all data to
develop gender specific and gender sensitive health and quality of life indicators
to gauge the effects of domestic violence on the populations of countries in the
Western Pacific Region.

Accurate and comparable data on violence are needed at the community,
national and international levels to  strengthen advocacy efforts, help policy makers
understand the problem  and guide the design of interventions (WHO, 1997).

To obtain a better estimate of the prevalence of domestic violence, we need
to obtain through survey research, figures that reflect the fact that partner abuse
against women is a complex behavioral  phenomenon, in which  severity, frequency,
meaning and intention are all important features of any physical, emotional and
sexual act against a partner.  What relationships are included in the prevalence
rate should be clear.  (Hagarty & Roberts, 1998:53).  Develop clear regional (and
global) definitions of what is being referred to in “domestic violence” such that
accurate  estimates can be made of prevalence rates.  Differences in prevalence
rates across countries and across studies may be purely definitional and
methodological rather than “real”.

If direct data are not available, work with countries to apply indirect indicators,
e.g., level of family support, level of alcohol consumption, suicide rates, divorce
rates, customs relating to status of women and level of economic independence
of women, to gauge problems of gender relations which may perpetuate domestic
violence.  Such data must be complemented with qualitative data and explanations
of the relationship between the indirect indicator and domestic violence.
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Collaborate with countries to develop research projects on causes of domestic
violence  (which has been done in Cambodia); inflexible gender roles, secrecy
about domestic violence, alcohol abuse.  Start by putting violence on the public
health agenda in the  Western Pacific Region through awareness campaigns which
encourage both victims and perpetrators to “come out of  the closet” and seek
help.

Monitoring  and  Evaluation

Collaborate with countries and other agencies to monitor and evaluate the
effects of interventions for domestic violence (services and prevention strategies)
and assist in the development of mechanisms for monitoring violence against
children.

3. Improve services and programs

Continue to work collaboratively with countries (ministries and
nongovernmental organizations) to enhance services (such as self-held initiatives,
women’s shelters and empowerment training for battered women as well as
training of health and other professionals) and develop prevention programmes
(e.g., with PNG as committed by Regional  Director at  WHO, WPRO, Regional
Committee Meeting, 1997).
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INDICATORS FOR REPRODUCTIVE HEALTH
IN THE WESTERN PACIFIC REGION

The indicators for reproductive health that are currently being used in the
Western  Pacific Region and for which data are systematically being gathered to
monitor progress in the global Health For All Targets include the following:

• annual population growth rate
• crude birth rate (per 1000 population), disaggregated by sex
• crude death rate (per 1000 population), disaggregated by sex
• rate of natural increase of population (% per annum)
• life expectancy at birth (years), disaggregated by sex
• infant mortality rate (per 1000 live births)
• under 5 mortality rate (per 1000 live births)
• total fertility rate (per woman 15-49 years)
• maternal mortality rate (per 100 000 births)
• percentage of newborns weighing at least 2500 gms.
• percentage of pregnant women with anemia
• immunization coverage for infants (BCG, DPT3, OPV3, measles, tetanus 2,

hepatitis B3)
• maternal and child health coverage

1. pregnant  women cared for by trained personnel (% of live births)
2. deliveries by trained personnel (% of live births)
3. care of infants by trained personnel (% of live births)
4. % of pregnant women immunized with tetanus toxoid

• percentage of women in the reproductive age using modern contraceptive
methods

• causes of maternal mortality  (hemorrhage, abortion, sepsis, etc.)
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The participants in  the Women’s Health Workshop in Beijing (October, 1999)
suggested that to be able to grasp a fuller picture of women’s health, more
specific  reproductive and non-reproductive indicators could be added  to be used
in the Western Pacific Region list of indicators, which should include the following:

• contraceptive prevalence rate, disaggregated by sex
• STI prevalence rate, disaggregated by sex
• teenage pregnancy rate (females under 20 years)
• teenage abortion rates (in proportion to total abortions)
• perinatal mortality rate
• occupancy rate in crisis centres for domestic violence
• percentage of countries with legislation on violence against women
• suicide rates, disaggregated by sex
• mortality rates for diabetes and cardiovascular disease, disaggregated

by sex
• mortality rates for breast and cervical cancer
• coverage of pain relief management for cancer patients, disaggregated

by sex
• number of facilities providing palliative care for women with incurable

reproductive cancers
• percentage of district level hospitals that can give emergency obstetric

care

The discussions also covered:

• morbidity rates for all of the above conditions, disaggregated by sex
• divorce rates as a de facto indicator of family crisis (including domestic

violence)
• quality of life measures such as WHOQOL, disaggregated by sex
• adult literacy rate *disaggregated by sex

The last four indicators were regarded as more relevant for some countries
than others and although morbidity rates are far more difficult to collect than
mortality rates, given the gender dimensions of mortality and morbidity patterns,
they give a clearer picture of women’s disease burden.

Even if the  divorce rate is used in Viet Nam as an indirect indicator of domestic
violence,  it would  not be useful in countries where divorce is not easy to obtain.
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The quality of life indicators  cover  the subjective aspects of health experiences
and, as such, they would more clearly reflect a broader definition of health which
is the “state of complete physical, mental and social well-being”.  But the data
gathering would be expensive and difficult to administer particularly in countries
with populations in remote areas.

The female literacy rates are, on the whole, closely correlated with the health
status of the whole population.  However, there may be discrepancies between
high female literacy rates and good health status.  For instance, although the
Philippines has one of the highest literacy rates (96%) for  women in the Western
Pacific Region, the country still has a high maternal mortality ratio of 179.7 per
100 000 live births.

It was generally agreed at the workshop that all data gathered for populations
should be sex disaggregated,  including breast cancer mortality and morbidity,
since breast cancer also occurs among males.  Moreover, the life span approach
should also be adopted whereby women’s health needs across the life course are
monitored.  With many countries in the Region showing an increase in life
expectancies over the past 20 years, it is important that both the reproductive
(peri-menopausal and menopausal) and  the non-reproductive aspects of  the
older women’s health be monitored.  For  example, the osteoporosis prevention
programmes need indicators  that will monitor the success or otherwise, of specific
interventions and indicators of  older women’s quality of life and status in society.

Cross-cutting indicators with other foci

Nutrition and Child Health:

• proportion of mothers who breastfeed for 6 months after birth
• breastfeeding rates disaggregated by sex of the baby
• number of workplaces that allow free paid time for women to

breastfeed
• nutritional levels (especially protein) provided to children under 5

years, by sex of the child
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STI:

• STI prevalence rates in the sexually active population (including
sex workers) by sex

• HIV incidence among sexually active population and sex workers
by sex

• number of STI, HIV and AIDS public health education programmes
which target women

• accessibility, affordability and availability of the female condom
• government support for caregivers to AID sufferers

Women and girls’ rights and empowerment:

• proportion of aborted foetuses that are female
• number of workplaces (private and government) that provide paid

maternity leave
• national legislation on paid maternity and paternity leaves
• gender development index
• gender empowerment measure
• women in decision-making positions in health policy, services and

programmes



CONCLUSIONS: A  CALL FOR ACTION

During the workshop on Women’s Health at Beijing, China in October, 1999,
the participants decided to come up with a call for action to guide countries in the
Region to focus on identified issues and concerns on women’s health.  The countries
can then make their decisions on specific priority issues which need immediate
attention.  Gradually, the different concerns will be attended to until such a time
when majority of the countries will be dealing with as many issues and concerns
as feasible and appropriate for their respective needs.  The Call for Action took
the place of Conclusions.

Women’s Health in the Western Pacific Region –
A Call for Action

“We, the participants of the World Health
Organization Western Pacific Region Workshop on
Women’s Health in Beijing, 18 to 22 October, 1999,
unite to emphasize that:

· although significant advances have been made
in recognizing women’s health as a human
rights issue since the Beijing Conference on
Women in 1995, major challenges still remain
in fulfilling the recommendations of the Beijing
Platform of Action and the ICPD Program of
Action.

· these challenges should be reflected on the
calls for action for Beijing Plus 5.

To develop gender
sensitive
indicators which
capture both
objective and
subjective aspects
of women’s and
men’s health
experiences to
monitor the
impact of
changes and
intervention
programs.
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· We also note that many issues for women’s health have emerged since
1995 and need urgent action by governments, nongovernmental
organizations, funding agencies, civil society, the private sector, health
professionals and international organizations including WHO.

· as part of the Beijing Plus 5 review of implementation of the BFPA, we call
upon governments, nongovernmental organizations, funding agencies, civil
society, the private sector, health professionals and international
organizations to combine forces to undertake the following actions:

1. to incorporate mental health and spiritual and emotional well-being
into all  understandings of the word ‘health’ and to acknowledge that
the quality of women’s lives is important, as is their life expectancy,

2. to provide the necessary education, infrastructure support and health
services (including the Safe Motherhood programme), to reduce by
2005, the infant mortality rates and maternal mortality ratios by 40%
(of 1998 levels) in the priority  countries of the Region which have
MMRs over 100 per 100 000 live births and IMRs of over 50 per 1000
LB and to continue reduction in MMR and IMR in other countries at
levels set by each country,

3. to reduce unplanned pregnancies and abortion rates (by levels set by
each country) by providing women  and men with affordable, accessible,
acceptable contraceptive choices and to provide high quality
post-abortion care (including counseling and contraceptives) to women
who have undergone abortion, especially unsafe abortion,

4. to work with other sectors to stem the pandemic of  STIs (including
HIV/AIDS) for women in the Region, by applying best practice
programmes, such that by 2005, the incidence rates for HIV are reduced
by l5% of 1998  levels in countries most affected and for all other STIs
by 50% of 1998 levels for all countries.

5. to develop a consensual definition of domestic violence, to make
domestic violence a public health issue and to undertake research at
the national level to gain a clearer picture of the levels of violence
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against women (in all its forms) while at the same time initiating
legislation, education programmes and increased support programmes
for both survivors/victims and perpetrators of violence,

6. to provide women with access to early diagnosis and treatment services
for reproductive cancers,

7. to gender disaggregate all data collected and to actively mainstream
gender and human rights perspectives  in all health programmes/
projects, policy developments and service delivery (acknowledging that
with rights come responsibilities),

8. to develop gender sensitive indicators which capture both objective
and  subjective aspects of women’s and men’s health experiences to
monitor the impact of changes and intervention programmes,

9. to encourage equal participation of women and men in education
programs, policy initiatives and service provision to improve women’s
health, as well as in the domestic sphere in sharing household and
family responsibilities,

10. to ensure gender sensitive training of health care professionals and
policy makers,

11. to foster partnerships between governments, nongovernmental
organizations and funding agencies (and between funding agencies)
for advocacy on women’s health, to strengthen networking on women’s
health at the grassroots level and to ensure consultation with
communities,

12. to acknowledge that women’s health needs change over the life course
and to address the specific health issues of women with special needs,
including:

a.female  infants and  children in terms of their equal right to be born,
to good  nutrition, to education, to access to health care and to
freedom from violence
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b.adolescent women in relation to risk-taking behavior (unwanted
pregnancy and unsafe abortion, other unsafe sexual practices, tobacco
and other drug abuse, eating disorders and other mental health
issues);

c. adult women, especially with regard to the physical and mental
consequences of women’s multiple roles (as worker, wife, mother,
carer) and their occupational health and safety (including protection
from environmental hazards)

d.older women with regard to their status and support in society, mental
health issues, peri-menopausal and post-menopausal issues, palliative
care and quality of life issues;

e.refugees and migrant women’s health needs;

f. women living in poverty, women in armed conflict and crisis, rural
women, women with disabilities, indigenous women from other
minority racial or ethnic groups;

g.women with incurable reproductive cancers who need pain relief
and palliative care”



Appendix
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COUNTRY REPORTS

Participants from the fourteen countries of the Western Pacific Region each
submitted  a country report which included the following:  data  on regional
indicators,  information regarding: (1) three gains in women’s health, (2) three
challenges, (3) barriers, (4) three emerging issues, (5) three persistent issues
and (6) three priority issues, in the country concerned and  a report of the women’s
health situation  in their respective countries.

The reports which were summarized and were made to follow a uniform
format for this monograph, were submitted by the following  country
representatives:

1. Australia. . . . . . . . . . . . . . . . .. . .  . Dr Heather Mitchell

2. Cambodia . . . . . . . . . . . . . . . . . . . Dr Tung Rathavy
Ms Moeung Dara

3. China . . . . . . . . . . . . . . . . . . . . . . Dr Shi Qi
Dr Huang Xinghua

4. Fiji . . . . . . . . . . . . . . . . . . . . . . . . Mrs Lole Pofa Tuiloma

5. Japan . . . . . . . . . . . . . . . . . . . . . . Mr Takeda Kosuke

6. Lao People’s Democratic Republic. . . Dr Khamphong Khamhoung
Dr Chittanavanh Seth

7. Malaysia . . . . . . . . . . . . . . . . . . . Dr Ravindran Jegasothy
Dr Safiah bt Bahrin
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8. Mongolia . . . . . . . . . . . . . . . . . . . Dr  Gotov Choijamts
Ms Radnaa Burmaa

9. New Zealand . . . . . . . . . . . . . . . . Ms Marjan Hawley

10. Papua New Guinea . . . . . . . . . . . . Ms Thalia Wat

11. Philippines . . . . . . . . . . . . . . . . . . Dr Jean Paulyn B. Rosell-Ubial
Dr Filomena G. de los Santos

12. Republic of  Korea . . . . . . . . . . . . . Ms Nami  Whang
Mr Seo Dong Man

13. Singapore . . . . . . . . . . . . . . . . . . . Dr Chan Mei Fen

14.   Viet  Nam . . . . . . . . . . . . . . . . . . .Ms  Tran Thi Phuong Mai
Dr Trinh Huu Tho



COUNTRY  REPORTS:

AUSTRALIA

Population 18 966 788 (1999)
male 9 440 498

female 9 526 290
Annual population growth rate (%) 1.26  (1998-99)
Rate of natural increase of population (% p.a.) 0.63  (1998-99)

Crude birth rate (per 1000 population) 13.33  (1998)
Crude death rate(per 1000 population) 6.79  (1998)

 male 7.19  (1998)
female 6.38  (1998)

Life expectancy at birth: male 75.86  (1996-98)
female 81.52 (1996-98)

Infant mortality rate (per 1000 live births) 5.02  (1998)
Under 5 mortality rate (per 1000 live births)  6.41  (1998)
Total fertility rate (per woman 15-49 years) 1.76  (1998)
Maternal mortality ratio (per 100 000 live births) 2.80  (1998)
% newborn weighing at least 2500 grms. 93.40 (1997)
% pregnant with anemia - not a major problem in Australia
Maternal and child health coverage
    Pregnant women cared for by trained personnel > 90.00 (1997)
Deliveries by trained personnel > 99.00 (1997)
Leading causes of maternal deaths                         - not available
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The Country: Australia is the most sparsely populated of the inhabited
continents. The population of Australia was  18 966 788 (1999p), giving the
country an overall population density of  2.43  persons per sq. km.   Soil and
climatic conditions have been controlling factors in the concentration of
population in the fertile coastal regions of the  east coast particularly south
east of the continent.   More than 70% of  Australians live in metropolitan
centres, with 90% living in capital cities of the six states – New South Wales,
Queensland,   South Australia, Tasmania, Victoria and Western Australia
and two territories – the Australian Capital Territory and the Northern Territory.

Health Programs for Women:  Australia operates as a federal system.
This means that there is a sharing of responsibilities between the
Commonwealth and the States/Territories. Universal access to health care
through Medicare and the Pharmaceutical Benefits Scheme, complemented
by a strong private sector and strategies, programs and services provide the
basis for a national approach to improve the health of all Australians.   The
Public Health Outcome Funding Agreements,  which are agreements between
the Commonwealth and each state and territory, have the following programs
which  directly relate  to women:

Breast Screen Australia
National  Cervical Screening Program
National Women’s Health Program
Alternative Birthing Program
National Education Program on Female Genital Mutilation

Three Key Gains in Women’s Health:

1. “Healthy Women”, “Strong Families” Programs  for indigenous women
2. Decrease in deaths from breast cancer due to the Breast  Screening

Program
3. Decrease in deaths from cervical cancer due to the Cervical

Screening program

Three Key Challenges:

1.   Continued  development of evidence based research for the
development of policies and programs.

2.   Improvement of  health outcomes resulting from increasing
economic disparity, especially among indigenous  women and
women from rural and remote areas.
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3.   Mental health as one of six National Health Priority Areas (NHPAs),
along with cardiovascular health, cancer prevention and control,
injury prevention and control, diabetes and asthma.

Barriers:

1.   The extensive consultation process required  from  aboriginal
communities extends the time frame for the implementation of
programs/services.

2.   People who live in capital cities have a higher life expectancy than
people who live in remote areas, due to socio-economic status
differentials such as economic resources, education and occupation
and disadvantage.

3.   The use of  very specific allocations of funding which  targets  very
specific issues rather than  the use of  a broader population or
community approach, which addresses  the local health needs of the
community.  However, the population approach to funding is being
tried  through coordinated care trials which aim to integrate health
care services and through whole-of-government rural communities
programs.

Three Key Emerging Issues:

1.   Mental Health
2.   Health of  Older Women
3.   Health  of women in the rural & remote areas

Three Persistent Issues:

1.   Health of indigenous women
2.   Health of people in rural and remote areas
3.   Smoking & other lifestyle risk factors, including overweight, obesity

and lack of physical activity

Three Priority Issues:

1.   Cardiovascular health
2.   Cancer prevention & control
3.   Mental health
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Overall, Australia’s population is in good health.  The country has relatively
good programs with universal coverage (reforms for more gender sensitive
health services and programs), good life expectancy  and low infant
mortality.  However, life expectancy varies with the geographical location.

Australia is an urban society.  More than 70% of its population live in
metropolitan regions, and 90% of these residents live in capital cities,
where people expect to live longer than people who live in an area classified
as remote and rural.

The situation is magnified by the health status of indigenous Australians
who are more disadvantaged than the other Australians with respect to a
number of socio-economic factors and are therefore placed at a greater
risk of ill-health and reduced well-being.

Nevertheless, universal access to health care, along with national  health
strategies, programs  and services provide the basis for a national
approach to reduce the health disadvantage for people living in rural and
remote areas as well as the Indigenous population.  A range of services,
research and funding support the health status of women.


