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The 1992 Technical Discussions on "Women, health and development" took place at the Palais des 
Nations, Geneva, on the mornings of 7, 8 and 9 May. 

Some 400 participants registered for the discussions. These included leading personalities and experts in 
various aspects of women's health and women's issues, policy-makers and development experts, counsellors, 
educationalists, gynaecologists, lawyers, paediatricians, public health administrators, social scientists and those 
closely involved with women's issues at the community level. Representatives of governmental and 
nongovernmental organizations also participated in the discussions. 

Dr Souad Lyagoubi-Ouahchi was appointed General Chairman of the Technical Discussions. 

BACKGROUND DOCUMENTATION 

A book entitled "Women's health: across age and frontier" served as the background document. 

This document used time-series data, graphs, tables, photographs and other visual material to illustrate 
the present status of women's health in the world. 

SCENARIO OF THE 1992 TECHNICAL DISCUSSIONS 

The Technical Discussions were organized around the following two themes, each of which was assigned 
to a working group: 

1. Morbidity/mortality patterns affecting women of all ages, and factors that have an impact on women's 

2. Worldwide health care needs of women. These included information, counselling, access to services and 
legislative support of essential care services. 

The two working groups met simultaneously; in their first meeting, they identified problems facing 
women, while the second meeting was devoted to identifying concrete actions to solve them. 

To stimulate discussion, six short video testimonies were shown to each working group; in them women 
and young girls spoke openly on their personal health and health-care problems. 

Panellists with specific experience in all fields related to women's health were invited to give their views 
on the problems and issues raised in the video testimonies. A moderator chaired each panel discussion and 
encouraged participation from the audience. Television presenters Mrs Vivien Creegor and 
Mr Jean-Marie Cavada moderated sessions 1 and 2 respectively. 

health status; 



SUMMARY OF DISCUSSIONS 

The discussions were very lively and highlighted the issues and problems facing women around the world. 
Many of the concerns raised re-emphasized the facts illustrated in the background document and provided 
information on the additional aspects summarized below. 

* The health problems of women are determined by diverse socioeconomic factors. Girls are born with a 
biological advantage over boys which makes them more resistant to infection and malnutrition, but this is 
often cancelled out by the social disadvantages they suffer. Different feeding practices, additional 
burdens of work, and lack of basic schooling for girls puts them at greater risk of malnutrition and 
disease. Early marriage, as practised in many areas, forces women into the reproductive cycle before 
they are physically and socially mature, and sets the pattern for repeated pregnancies, often at the risk of 
their lives. 

* Despite the important contributions being made by women to their families, their communities and their 
societies, socioeconomic, political and cultural factors in society are producing discrimination and biases 
against women. The root of the problem lies not with women, but within society itself, where certain 
attitudes and values are upheld and perpetuated by men and women and expressed in the imbalance in 
relations between women and men. 

* The outcome is reflected in the health status of women. A broad range of women's health problems 
persist throughout their life-span reaching dangerous levels: maternal mortality and morbidity are high 
in many regions of the world; unsafe abortions account for large numbers of deaths, often b^ause 
adequate family planning and other services are not accessible; reproductive-tract infections including 
sexually transmitted diseases remain at serious levels; tropical and other diseases are widespread, with 
differential effects on women; infections and diseases related to lack of safe water and sanitation 
continue and are increasing in many areas; the health hazards of pollutants persist and change; violence 
against women, including sexual abuse, is reaching alarming levels. Health problems of elderly women 
are increasm^y recognized. 

* Discrimination against women is observed in every domain: in the way health problems of women are 
defined; in the services that are developed; in the extent to which life-saving measures are employed for 
women as compared to men. Added to this is the fact that data on the different implications of health 
problems and disease conditions on men and women are not sufficiently understood, and often are not 
considered to be important areas for study. 

* The current international situation, the economic recession, the debt situation, structural adjustment 
policies, strife, wars, and drought have all contributed to an aggravation of the health status of the most 
disadvantaged and vulnerable women. In all countries, women constitute the majority of the poor, and 
this trend is increasing. 

* The precarious situation of women's health is constantly quoted nationally and internationally by 
politicians and the media as deplorable, and this fact is frequently exploited to mobilize international 
support. Yet these pronouncements rarely result in specific actions to alleviate the situation and improve 
women's health. 

* Value orientations in communities, in some instances backed up by legislation, have contributed to 
preferential treatment of males. With very little being invested to change these values, women have had 
little choice but to accept the perpetuation of these value systems and the accompanying discriminatory 
practices. Two striking examples of this can be seen in the continuation of differential feeding practices, 
and in preferential seeking of medical help and services for boys at the expense of girls' health and well-
being. 

Feelings of powerlessness, fear, societal taboos and other factors rooted in value systems inhibit women's 
ability to express their own pain and suffering resulting from illness，violence, and discriminatory 
practices. 



Women's health has not been a priority area for investment. Few resources have been made available 
for designing health services and education programmes which could respond to women's needs as they 
express them. Programmes to promote health have not reached women nor have they effected lasting 
changes. Similarly, programmes to empower women and help them to acquire behaviour patterns that 
would stop the perpetuation of discriminatory practices have not been put in place. All of these 
examples illustrate the contradiction that exists where women are seen as agents of change, expected to 
effect change, but are seldom provided with the opportunities, the tools and the means to understand 
and direct change. 

In some cases health problems are experienced differently by women and have vastly different 
consequences for them, as is the case with many diseases that mutilate and with AIDS. In such cases 
men expect and receive care, whereas women are often shunned by their families and communities. This 
situation contributes to a sense of helplessness, and feelings of shame, and adds to the lack of self esteem 
from which women suffer. 

Education has been emphasized as pivotal in contributing to improving the health behaviour of women 
and their families. It has been acclaimed as a principal means of improving women's status by opening 
up options and employment opportunities, by developing leadership capabilities and by helping women to 
communicate with other women and groups in society. Judging by the educational levels of women of all 
ages as compared with those of men, actions to reverse this trend have been unsatisfactory and are a 
continuing cause for concern. 

Lack of education has been cited as a major contributor to the feminization of poverty. Women bear the 
final responsibility for children and the family and they continue to accept any job, even one that is low 
paid and fraught with health risks, in order to ensure their own survival and that of their dependants. 
Education is understood as encompassing all levels of formal and non-formal education. When 
educational programmes are designed, the content itself reflects biases and discrimination in society. 

In many countries the health services are called upon to respond to the burden of Ш-health when the 
causes of this Ш-health go far beyond the health sector and fall within the scope of development 
strategies themselves. This is one factor which explains the continuing downward trend in the health 
status of women. 

The type, quality and accessibility of existing health care programmes reflect the lack of importance 
accorded to listening to women and the need to act accordingly. The conditions in which women live are 
not taken into account when organizing the times or places of services, in planning the content of care, in 
designing the messages, and so on. Women are excluded from the analysis, evaluation and planning 
processes. 

Women's health care needs are constantly changing with changes in society. There are new or emerging 
health care needs in work, domestic, industrial, agricultural and other settings which are not taken into 
account in the provision of health and other services for women. These include the negative health 
effects - including stress and effects of pollutants experienced by women working in previously male-
dominated environments. Other long-standing health problems of women such as reproductive 
morbidity, emotional stress, and sexual violence, remain veiled in silence. 

Health technology itself, whether for preventive or curative purposes, is often not sensitive to the 
particular requirements of women. Frequently the technology available is cumbersome or even harmful. 
In other cases it is insensitive to women's emotional needs, or requires the consent of a partner in its 
use, thereby diminishing a woman's self-reliance and her sense of being in control. 

The effect of technology on women's health is not limited only to available health care technology but 
extends to all aspects of a woman's life, including daily work and domestic chores, such as the use of 
stoves which have harmful polluting effects. 



PROPOSALS FOR ACTION 

Many proposals for action were identified or voiced by participants, illustrating the wealth of experience 
that was brought to bear during the course of the Technical Discussions. Some of the proposals reaffirmed past 
calls for action. Others reflect new thinking in an attempt to accelerate and intensify programmes for 
improving the health of women. The following are some ideas expressed by participants: 

• More data and information should be collected on areas which surround women's health issues and 
about which little is known. These include: gender differences in disease etiology and health behaviour; 
access to health services; women and tropical and other diseases; violence against women and its health 
consequences; health of adolescents; the workload of women; and the social and economic 
consequences for women and communities of other health problems and issues. These and other gender-
specific data should then be utilized to improve health statistical reporting at national and international 
levels. 

- Research on women's health problems and issues should be carried out according to high ethical 
standards, and should involve women in study design, implementation, and analysis; the information 
generated needs to be widely disseminated to women at all levels, not just within the scientific 
community. 

- Health care strategies for women's health should be designed to cover a broad spectrum of women's 
health problems through an integrated approach, and encompass the whole life cycle, including the 
elderly. Such strategies must ensure that health services in all areas, including reproductive health care, 
family planning, disease control, mental health, nutrition, occupational health, reach all girls and 
adolescent and adult women. 

- If women are to realize their full potential in their productive roles, they must be able to manage their 
reproductive role. This means that they must have access to family planning information and services. 
These are essential if women's reproductive rights are to be secured. The ability to decide freely and in 
an informed manner the number and spacing of one's children is the first step in enabling women to 
exercise other choices. When a woman realizes that she can make decisions regarding her reproductive 
function, this experience of autonomy spreads to other aspects of her life. It enables her to pursue 
diverse opportunities and empowers her to make pivotal decisions in her own life. It must be 
emphasized that family planning is an essential means of enhancing women's autonomy. 

• The creation of grassroots pressure groups from local to national and international levels may do much 
to alleviate the tormented and contradictory situation of women. These groups should use every 
opportunity to bring to the fore the health problems and health needs of women. The pressure groups 
should also speak out strongly against discriminatory practices of all kinds in order to eliminate them. 
Enlisting the support of the media in this process is vital. These pressure groups include existing NGOs 
that would be encouraged or motivated to take a much more active role in advocating the improvement 
of women's health status and in implementing specific programmes to this end. NGOs should also 
experiment with alternative health care programmes that are designed for and with the participation of 
women themselves. These programmes would do much to provide answers to the problems of 
accessibility and acceptability while ensuring the quality of care desperately needed by women of all ages. 
Action would also include the establishment of health support community groups required by women 
suffering from such diseases as AIDS. 

- Formal and non-formal educational programmes should address value systems that discriminate against 
women. They must address the inequities perpetuated through "customs" and "tradition" that have been 
tolerated and excused for too long. These programmes would be conducted in various social and 
religious institutions so as to enhance the way in which women and girls are valued, and to encourage 
both men and women to take their parental responsibilities in raising boys and girls, free from the legacy 
of discriminatory practices. 

Major efforts have to be made to gain the cooperation of the media and other institutions for education 
of the public in promoting gender sensitivity, and creating gender-blind material and curricula. The 
media in particular should take an active role in all public information activities where specific 



programmes are designed to influence knowledge about health on the one hand, and encourage healthy 
behaviour on the other. Special efforts are needed in all aspects of health and sex education to reach 
men and emphasize their roles and responsibilities in health care, child rearing, family planning, sexual 
health, and other important aspects. 

- More courageous steps must be taken by the national and international community to eliminate 
mutilating practices in the light of the unnecessary pain and suffering that such practices inflict on girls 
and women, which frequently result in serious health consequences at various stages of their lives. 
Women's organizations have had, and continue to have, a vital role to play in eliminating these practices 
and in monitoring the situation. 

- Many health professions, such as community nursing, have made great strides in addressing and 
accommodating the needs of women. Women's organizations and groups should work closer with the 
nursing and other health professional organizations constantly to ensure that women's health needs are 
expressed and acted upon. More efforts should be made to sensitize all health professionals to women's 
health concerns. 

- More efforts are needed to increase the numbers of women and improve their position in all areas of the 
medical and health professions, and to ensure that they are equitably represented in decision-making 
positions in governmental and private health care systems. Greater recognition of women's contribution 
to health care in the home and the community is needed. 

• Legislation and health policies need to be analysed with attention to gender differentials to ensure that 
discrimination against women is identified and efforts are made to introduce the required changes. 
Legislation must address a wide range of women's health issues, including protection at the work place, 
implementation of adequate maternity or parental leave, flexible working schedules, and quality day care 
programmes. 

In view of the increasing poverty many women of all ages are facing and the detrimental effect it has on 
their health, financial institutions must be encouraged to provide credits and other financial facilities to 
women, enabling them to engage in economically viable projects that would also contribute greatly to 
improving their health. Existing programmes which have taken this historic step should be documented and 
widely publicized, offering alternative models for improving the health and income levels of the most 
vulnerable women. 

In the same context, participants urged that in the search for improving the economic levels in countries, 
the technology and approaches used should not have negative health consequences. This was reaffirmed in 
recent international forums where it was shown that some development programmes, sometimes supported by 
international agencies，have had negative health effects on the most vulnerable groups, especially women. 

Participants urged WHO to intensify its efforts in: 

* collecting disa egated data and preparing reports for wide dissemination at all levels, in various forums, 
within and ou丨 e WHO; 

working with technical groups in finding 2 to 3 critical indicators that could be utilized by countries and 
regions as the most revealing for monitoring the health situation of the most vulnerable women of all 
ages and across frontiers. The choice of indicators should be limited, but useful in assessing the overall 
socio-political and economic contexts in which these health problems occur; 

analysing all health policies and legislation in terms of their effects on women's health, and helping 
governments formulate legislation which ensures that women's health and health rights are adequately 
taken into account; 

supporting operational research on specific issues such as the improvement of health status through 
economic activities and education, and reporting the outcome in such a way as to promote action; 



* conducting research in areas that are still poorly known in order to fill existing gaps, such as data on 
socioeconomic implications of diseases for women; 

* working with other groups and bodies, including United Nations agencies and nongovernmental 
organizations，concerned with women's issues, and providing them with relevant health data; and 

* playing a more active role in the international sphere in advocating the reduction of health problems 
affecting women of all ages. 
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The 1992 Technical Discussions on "Women, health and development" took place at the Palais des 
Nations, Geneva, on the mornings of 7, 8 and 9 May. 

Some 400 participants registered for the discussions. These included leading personalities and experts in 
various aspects of women's health and women's issues, policy-makers and development experts, counsellors, 
educationalists, gynaecologists, lawyers, paediatricians, public health administrators, social scientists and those 
closely involved with women's issues at the community level. Representatives of governmental and 
nongovernmental organizations also participated in the discussions. 

The WHO Executive Board, at its eighty-eighth session, had appointed Dr Souad Lyagoubi-Ouahchi as 
General Chairman of the Technical Discussions. 

BACKGROUND DOCUMENTATION 

A book entitled "Women's health: across age and frontier" served as the background document. 

This document used time-series data, graphs, tables, photographs and other visual material to illustrate 
the current status of women's health in the world. 

SCENARIO OF THE 1992 TECHNICAL DISCUSSIONS 

The Technical Discussions were organized around the following two themes, each of which was assigned 
to a working group: 

1. Morbidity/mortality patterns affecting women of all ages, and factors that have an impact on women's 
health status; 

2. Worldwide health care needs of women. These included information, counselling, access to services and 
legislative support of essential care services. 

The two working groups met simultaneously; at their first meeting, they identified problems facing 
women, while the second meeting was devoted to identifying concrete action to solve them. 

To stimulate discussion, six short video testimonies were shown to each working group; in them women 
and young girls spoke openly of their personal health and health-care problems. 

Panellists with specific experience in all fields related to women's health were invited to give their views 
on the problems and issues raised in the video testimonies. A moderator chaired each panel discussion and 
encouraged participation from the audience. Television presenters Mrs Vivien Creegor and 
Mr Jean-Marie Cavada acted as moderators of sessions 1 and 2 respectively. 



On the final morning the outcome of the working groups' discussions was reviewed in a plenary session. 
A consensus was reached on the immediate and long-term priority action required for improving women's 
health throughout the world. 

SUMMARY OF DISCUSSIONS 

The discussions were very lively and highlighted the issues and problems facing women around the world. 
Many of the concerns raised re-emphasized the facts illustrated in the background document and provided 
information on the additional aspects summarized below. 

* While some of women's health problems are determined by human biology, many others arise from, or 
are aggravated by, diverse socioeconomic factors. Girls are born with a biological advantage over boys 
which makes them more resistant to infection and malnutrition, but this is often cancelled out by the 
social disadvantages they suffer. These social disadvantages are often related to "gender" differences. 
While "sex" refers to the biological attributes of men and women, "gender" is understood as a social 
construct, referring to the distinguishing characteristics of men and women. "Gender" can be seen as the 
full range of personality traits, attitudes, feelings, values, behaviours and activities that society ascribes to 
the two sexes on a differential basis. Examples of this can be seen in different feeding practices, 
additional burdens of work, and lack of basic schooling for girls which puts them at greater risk of 
malnutrition and disease. Other practices such as early marriage forces women into the reproductive 
cycle before they are physically and socially mature, and sets the pattern for repeated pregnancies, often 
at the risk of their lives. 

* Despite the important contributions being made by women to their families, their communities and their 
societies, socioeconomic, political and cultural factors in society are producing discrimination and biases 
against women. The root of the problem lies not with women, but within society itself, where certain 
attitudes and values are upheld and perpetuated by men and women and expressed in the imbalance in 
relations between women and men. 

* The outcome is reflected in the health status of women. A broad range of women's health problems 
persist throughout their life-span, reaching dangerous levels: maternal mortality and morbidity are high 
in many regions of the world; unsafe abortions account for large numbers of deaths, often because 
adequate family planning and other services are not accessible; reproductive-tract infections including 
sexually transmitted diseases remain at serious levels; tropical and other diseases are widespread, with 
differential effects on women; infections and diseases related to lack of safe water and sanitation 
continue and are increasing in many areas; the health hazards of pollutants persist and change; violence 
against women, including sexual abuse, is reaching alarming levels. Many of the specific health problems 
of elderly women have been ignored or neglected in the past. 

* Discrimination against women is observed in every domain: in the way health problems of women are 
defined; in the services that are developed; in the extent to which life-saving measures are employed for 
women as compared to men. Added to this is the fact that data on the different implications of health 
problems and disease conditions for men and for women are not sufficiently understood, and often are 
not considered to be important areas for study. 

* The current international situation, the economic recession, the debt situation, structural adjustment 
policies, strife, wars, and drought have all contributed to an aggravation of the health status of the most 
disadvantaged and vulnerable women. In all countries, women constitute the majority of the poor, and 
this trend is increasing. 

* Women's health is constantly quoted nationally and internationally by politicians and the media as being 
deplorable, and this fact is frequently exploited to mobilize international support. Yet these 
pronouncements rarely result in specific action to alleviate the situation and improve women's health. 

* Value orientations in communities, in some instances backed up by legislation, have contributed to 
preferential treatment of males. With very little being invested to change these values, women have had 
little choice but to accept the perpetuation of these value systems and the accompanying discriminatory 
practices. Two striking examples of this can be seen in the continuation of differential feeding practices, 



and in preferential seeking of medical help and services for boys at the expense of girls’ health and well-
being. 

Feelings of powerlessness, fear, societal taboos and other factors rooted in value systems inhibit women's 
ability to express their own pain and suffering resulting from illness, violence, and discriminatory 
practices. 

Women's health has not been a priority area for investment. Few resources have been made available 
for designing health services and education programmes which could respond to women's needs as they 
express them. Programmes to promote health have not reached women nor have they effected lasting 
changes. Similarly, programmes to empower women and help them to acquire behaviour patterns that 
would stop the perpetuation of discriminatory practices have not been put in place. All of these 
examples illustrate the contradiction that exists where women are seen as agents of change, expected to 
effect change, but are seldom provided with the opportunities, the tools and the means to understand 
and direct change. 

In some cases health problems are experienced differently by women and have vastly different 
consequences for them, as is the case with many diseases that mutilate and with AIDS. In such cases 
men expect and receive care, whereas women are often shunned by their families and communities. This 
situation contributes to a sense of helplessness, and feelings of shame, and adds to the lack of self-esteem 
from which women suffer. 

Education has been emphasized as pivotal in contributing to improving the health behaviour of women 
and their families. It has been acclaimed as a principal means of improving women's status by opening 
up options and employment opportunities, by developing leadership capabilities and by helping women to 
communicate with other women and groups in society. Judging by the educational levels of women of all 
ages as compared with those of men, actions to reverse this trend have been unsatisfactory and are a 
continuing cause for concern. 

Lack of education has been cited as a major contributor to the feminization of poverty. Women bear the 
final responsibility for children and the family and they continue to accept any job, even one that is low 
paid and fraught with health risks, in order to ensure their own survival and that of their dependants. 
Education is understood as encompassing all levels of formal and non-formal education. When 
educational programmes are designed, the content itself reflects biases and discrimination in society. 

In many countries the health services are called upon to respond to the burden of ill-health when the 
causes of this ill-health go far beyond the health sector and fall within the scope of development 
strategies themselves. This is one factor which explains the continuing downward trend in the health 
status of women. 

The type, quality and accessibility of existing health care programmes reflect the lack of importance 
accorded to consulting women on their health care needs and using this information in the design and 
implementation of health care programmes. The conditions in which women live are not taken into 
account when organizing the times or places of services, in planning the content of care, in designing the 
messages, and so on. Women are excluded from the analysis, evaluation and planning processes. 

Women's health care needs are constantly changing with changes in society. There are new or emerging 
health care needs in work, domestic, industrial, agricultural and other settings which are not taken into 
account in the provision of health and other services for women. These include the negative health 
effects - including stress and effects of pollutants experienced by women working in previously male-
dominated environments. Other long-standing health problems of women such as reproductive 
morbidity, emotional stress，and sexual violence, remain veiled in silence. 

Health technology itself, whether for preventive or curative purposes，is often not sensitive to the 
particular requirements of women. Frequently the technology available is cumbersome or even harmful. 
In other cases it is insensitive to women's emotional needs, or requires the consent of a partner in its 
use, thereby diminishing a woman's self-reliance and her sense of being in control. 



The effect of technology on women's health is not limited only to available health care technology but 
extends to all aspects of a woman's life, including daily work and domestic chores, such as the use of 
stoves which have harmful polluting effects. 

* Women workers who occupy formerly male roles find a lack of organizational support, producing a social 
isolation likely to contribute to overall stress on the job. As a result they report more illness than men. 
Frustration, stress, lack of job mobility and the accompanying physical and mental illness may result from 
stereotyping, role conflict and underutilization of skills. 

PROPOSALS FOR ACTION 

Many proposals for action were identified or voiced by participants, illustrating the wealth of experience 
that was brought to bear during the course of the Technical Discussions. Some of the proposals reaffirmed 
past calls for action. Others reflect new thinking in an attempt to accelerate and intensify programmes for 
improving the health of women. The following are some ideas expressed by participants: 

- More data and information should be collected on areas which surround women's health issues and 
about which little is known. These include: sex differences in disease etiology and health behaviour; 
access to health services; women and tropical and other diseases; violence against women and its health 
consequences; health of adolescents; the workload of women; and the social and economic 
consequences for women and communities of other health problems and issues. These and other sex-
specific data should then be utilized to improve health statistical reporting at national and international 
levels. 

- Research on women's health problems and issues should be carried out according to high ethical 
standards, and should involve women in study design, implementation, and analysis; the information 
generated needs to be widely disseminated to women at all levels, not just within the scientific 
community. 

- Health care strategies for women's health should be designed to cover a broad spectrum of women's 
health problems through an integrated approach, and should encompass the whole life-cycle, including 
old age. Such strategies must ensure that health services in all areas, including reproductive health care, 
family planning, disease control, mental health, nutrition, occupational health, reach young girls, 
adolescents and adult women. 

- If women are to realize their full potential in their productive roles, they must be able to manage their 
reproductive role. This means that they must have access to family planning information and services. 
These are essential if women's reproductive rights are to be secured. Moreover, practices carried out 
without women's informed consent should be identified and eliminated. The ability to decide freely and 
in an informed manner the number and spacing of one's children is the first step in enabling women to 
exercise other choices. When a woman realizes that she can make decisions regarding her reproductive 
function, this experience of autonomy spreads to other aspects of her life. It enables her to pursue 
diverse opportunities and empowers her to make pivotal decisions in her own life. It must be 
emphasized that family planning is an essential means of enhancing women's autonomy. 

- The creation of pressure groups from local to national and international levels may do much to alleviate 
the unacceptable situation of women. These groups should use every opportunity to bring to the fore the 
health problems and health needs of women. The pressure groups should also speak out strongly against 
discriminatory practices of all kinds in order to eliminate them. Such actions may be used as the basis 
for working towards a Women's Health Charter aimed at protecting the health rights of women 
throughout the world. Enlisting the support of the media in this process is vital. These pressure groups 
include existing nongovernmental organizations that would be encouraged or motivated to take a much 
more active role in advocating the improvement of women's health status and in implementing specific 
programmes to this end. Nongovernmental organizations should also experiment with alternative health 
care programmes that are designed for and with the participation of women themselves. These 
programmes would do much to provide answers to the problems of accessibility and acceptability, while 
ensuring that good quality care is available to women of all ages. Action would also include the 
establishment of community groups to sensitize women to HIV and AIDS in order to help them identify 



choices to protect themselves against HIV infection，and to assist in the care of those who are suffering 
from AIDS. 

- Formal and non-formal educational programmes should take into consideration value systems that 
discriminate against women. This includes "customs" and "traditions" that are often tolerated in many 
societies, but which are responsible for perpetuating inequities between men and women. These 
programmes would be conducted in schools in addition to various social and religious institutions so as to 
enhance the way in which women and girls are valued, and to encourage both men and women to take 
their parental responsibilities in raising boys and girls free from the legacy of discriminatory practices. 

- Schools have a major role to play in teaching young people to put a positive value on health. Health as a 
subject in its own right should be made a part of standard curricula. Storybooks for children in primary 
schools can be used as a means of imparting knowledge about health and instilling healthy behaviour at a 
very early age. 

• Major efforts have to be made to gain the cooperation of the media and other institutions for education 
of the public in promoting sensitivity to the social differences between men and women, and creating 
gender-sensitive material and curricula. The media in particular should take an active role in all public 
information activities where specific programmes are designed to influence knowledge about health on 
the one hand, and encourage healthy behaviour on the other. Special efforts are needed in all aspects of 
health and sex education to reach men and emphasize their roles and responsibilities in health care, child 
rearing, family planning, matters affecting women's sexuality as well as their own, and other important 
aspects. 

- More courageous steps must be taken by the national and international community to eliminate 
mutilating practices in the light of the unnecessary pain and suffering that such practices inflict on girls 
and women, which frequently result in serious health consequences at various stages of their lives. 
Women's organizations have had, and continue to have, a vital role to play in eliminating these practices 
and in monitoring the situation. 

- Many health professions, such as community nursing, have made great strides in addressing and 
accommodating the needs of women. Women's organizations and groups should work more closely with 
the nursing and other health professional organizations constantly to ensure that women's health needs 
are expressed and acted upon. More efforts should be made to sensitize all health professionals to 
women's health concerns. 

- More efforts are needed to increase the numbers of women and improve their position in all areas of the 
medical and health professions, and to ensure that they are equitably represented in decision-making 
positions in governmental and private health care systems. Greater recognition of women's contribution 
to health care in the home and the community is needed. 

- Legislation and health policies need to be analysed with attention to gender differentials to ensure that 
discrimination against women is identified and efforts are made to introduce the required changes. 
Legislation must address a wide range of women's health issues, including protection at the work place, 
implementation of adequate maternity or parental leave, flexible working schedules, and quality day care 
programmes. 

In view of the increasing poverty many women of ail ages are facing and the detrimental effect it has on 
their health, financial institutions must be encouraged to provide credits and other financial facilities to 
women, enabling them to engage in economically viable projects that would also contribute greatly to 
improving their health. Programmes that have taken this historic step should be documented and widely 
publicized, offering alternative models for improving the health and income levels of the most vulnerable 
women. 

In the same context, participants urged that in the search for improving economic levels in countries, the 
technology and approaches used should not have negative health consequences. This was reaffirmed in recent 
international forums where it was shown that some development programmes，sometimes supported by 
international agencies，have had negative health effects on the most vulnerable groups, especially women. 



Donor and recipient countries are urged to adopt policies on women in development in order to ensure 
that women have a more equitable share in access to resources and benefits, and to improve the 
developmental effectiveness of aid programmes. Such policies would be based on acknowledgement of the 
significant contribution that women make to national economies. These policies should apply to all aid 
activities in an effort to redress the unequal distribution of benefits of past aid programmes. 

Participants urged WHO to intensify its efforts in: 

* collecting disaggregated data and preparing reports for wide dissemination at all levels, in various forums, 
within and outside WHO; 

* working with technical groups in finding two to three critical indicators that could be utilized by countries 
and regional groups or institutions as the most revealing for monitoring the health situation of the most 
vulnerable women of all ages and across frontiers. The choice of indicators should be limited, but useful 
in assessing the overall socio-political and economic contexts in which these health problems occur; 

* analysing all health policies and legislation in terms of their effect on women's health, and helping 
governments to formulate legislation which ensures that women's health and health rights are adequately 
taken into account; 

* supporting operational research on specific issues such as the improvement of health status through 
economic activities and education, and reporting the outcome in such a way as to promote action; 

* conducting research in areas that are still poorly known in order to fill existing gaps, such as the lack of 
data on the socioeconomic implications of diseases for women; 

* making greater efforts to support collaborative research on women's health and women's issues by 
involving professionals from the biomedical, social and behavioural sciences, health workers in health 
facilities, nongovernmental organizations, and women themselves in research, and to make the results of 
research as widely available as possible including to women's groups working at the local level; 

* working with other groups and bodies, including the organizations and bodies of the United Nations 
system and nongovernmental organizations, concerned with women's issues, and providing them with 
relevant health data; 

* playing a more active role in the international sphere in advocating the reduction of health problems 
affecting women of all ages. 


