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NOTE 

The views expressed in this report are those of the participants in the Workshop on Gender and 
Rights in Reproductive and Maternal Health. 

This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for governments of Member States in the Region and for those who participated in the 
Workshop on Gender and Rights in Reproductive and Maternal Health, which was held in Kuala 
Lumpur, Malaysia from 28 November to 2 December 2005. 
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SUMMARY 

More than a decade after the International Conference on Population and Development 
(lCPD) in 1994 and the Fourth World Conference on Women in 1995, governments are expressing 
their commitment to women's health, in particular to sexual and reproductive health. 
Unfortunately, high maternal and neonatal mortality remains a feature in many countries in the 
Western Pacific Region. The complex issues of reproductive and maternal health extend beyond 
technical and medical factors. Social determinants, such as gender and rights, though recognized 
as important factors in maternal mortality and morbidity, have not been considered in health 
services planning, perhaps because of a lack of understanding and inadequate capacity to 
operationalize the concepts. To achieve the Millennium Development Goals (MDG), it is essential 
that the gender and rights dimensions are fully understood and main streamed in policy, 
programmes, and services. Recognizing the urgency of the situation, the WHO Western Pacific 
Regional Office decided to organize a workshop in collaboration with the Ministry of Health 
Malaysia as the host in Kuala Lumpur from 28 November to 2 December 2005. The Workshop on 
Gender and Rights in Reproductive and Maternal Health was the first ever organized by the 
Regional Office. Unlike other workshops, this was a training workshop aimed at introducing 
concepts as well as some basic skills and tools to enable participants to bring a gender and rights 
perspective into their programme services. 

The objectives of the workshop were: 

(I) to understood the gender and rights framework to sexual and reproductive health 
issues in policy analysis and health systems; 

(2) to become familiar with the use of tools and concepts on gender and rights; 

(3) to discuss national materna.1 and neonatal mortality reduction efforts and priorities 
for action, from a gender and rights perspective. 

A total of 29 participants from nine countries participated, together with two consultants, 
two temporary advisers and II observers from the International Planned Parenthood Federation 
East and South East Asia and Oceana Regional Office (IPPF-ESEAOR); Ministry of Health 
Malaysia; National Population and Family Development Board, Malaysia; National University of 
Malaysia; and the University of Malaya Medical Centre. The workshop was very participatory 
and involved presentations, role playing. brainstorming, group work, games and group poster 
presentations. Both concepts and processes were important in this workshop. The Ministry of 
Health arranged for participants to visit clinics in primary health care centres, which gave them the 
opportunity to identify critical elements of gender and rights dimensions that were either present or 
missing in a realistic setting. There was a strong message that health professionals could initiate 
changes in their health policies and programmes to incorporate gender and rights. In their poster 
presentations, participants presented their respective group interventions that they could take 
immediate action upon returning home. 
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One of the major conclusions of the workshop was the recognition of the importance of 
integrating gender and rights into health policies, programmes and services in order to achieve the 
MDG. Some of the participants planned to advocate for this inclusion, while others wanted to 
organize similar training workshops in their countries. Generally, the participants felt that a 
slightly longer workshop would have been better to give them time to absorb new information and 
to come up with better interventions. However, despite the short training, it was felt that the 
participants could become the country focal points in gender and rights in reproductive and 
maternal health in their respective countries. 
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I. INTRODUCTION 

Many health threads bind countries in the Western Pacific Region. One of them is high 
maternal and neonatal mortality in Cambodia, China, the Lao People's Democratic Republic, 
Papua New Guinea, the Philippines and Viet Nam. Most of these deaths are preventable. 
Recognizing the urgency of the situation, governments have adopted the United Nations 
Millennium Development Goals (MDG), which call for a reduction of the maternal mortality ratio 
(MMR) by 75% of the 1990 figures by 2015. Evidence has shown that unless maternal health 
issues are contextualized within the framework of gender and rights, progress will be slow. A 
decade has passed since the International Conference on Population and Development (ICPD) and 
much still needs to be done in the Region for gender and rights to be taken as integral to the health 
systems. 

The WHO Regional Office for the Western Pacific Region and the Ministry of Health 
Malaysia took the initiative to organize the first Workshop on Gender and Rights in Reproductive 
and Maternal Health with the aim of increasing awareness on gender equality and the importance 
of reproductive rights framework in addressing reproductive and maternal health issues. The 
workshop was also meant to build capacity by introducing basic analytical and practical tools to 
assist programme managers and others to address gender and reproductive rights in their health 
care systems. Since the workshop was the first of its kind organized by the Region, this report 
describes in detail the process as well as the content ofthe workshop, to serve not only as a record 
ofthe workshop, but also as a resource for similar efforts to be taken at country level in the future. 

1.1 Objectives 

(I) To understand the gender and rights framework to sexual and reproductive health 
issues in policy analysis and health systems. 

(2) To become familiar with the use of tools and concepts on gender and rights. 

(3) To discuss national maternal and neonatal mortality reduction efforts and priorities 
for action, from a gender and rights perspective. 

1.2 Participants and resource persons 

A total of29 participants, senior managers in reproductive and maternal health, from nine 
countries attended the workshop. There were II observers from the International Planned 
Parenthood Federation East and South East Asia and Oceana Regional Office (lPPF-ESEAOR); 
Ministry of Health Malaysia; National Population and Family Development Board, Malaysia; 
National University of Malaysia; and the University of Malaya Medical Centre (Annex I). Two 
consultants and two temporary advisers facilitated the workshop and were assisted by members of 
the Secretariat: Regional Adviser in Reproductive Health; Technical Officer for Poverty, Gender 
and Human Rights (both from the WHO Regional Office for the Western Pacific); Technical 
Officer for Family and Community Health, Reproductive Health Research, Gender Issues and 
Reproductive Rights, WHO Headquarters, Geneva; and the WHO Representative in Malaysia. 
Staff from the Ministry of Health Malaysia provided logistical and technical support and arranged 
the field visit. 

Since this was a training workshop, it was not necessary to appoint chairpersons and 
rapporteurs. 
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1.3 Organization 

1.3.1 Preparation 

Given the distant locations ofthe consultants and temporary advisers, preparations for the 
workshop had to be discussed via e-mail and telephone conferences. The training module was 
prepared by Dr Sundari Ravindran who had the challenging responsibility of adapting the original 
trallllllg module Transforming Health Systems Using Gender and Rights, which was meant for a 
three-week workshop, into a five-day version. 

A pre-workshop meeting of the consultants, temporary advisers and members of the 
Secretariat was held at the venue of the workshop. Final changes were made on the module, the 
agenda and timetable were finalized, and the roles of the consultants and temporary advisers in the 
facilitation of the workshop were clarified. The agenda of the workshop is given in Annex 2. 

1.3.2 Structure of the workshop 

The workshop consisted of 13 sessions and was structured to tap into the participants' vast 
experiences as well as to introduce new concepts, contents and tools. As both content and process 
were important in the design of this workshop, the facilitators used different approaches such as 
presentations, group discussions, sharing of experiences, readings as homework, role playing, a 
field visit, games and poster presentations. Handouts and resource materials for all the sessions 
were made available to the participants. Copies of these materials and the training module are 
available from the WHO Regional Office for the Western Pacific. 

1.4 Opening ceremony 

Dato' Dr Shafie Ooyub delivered the opening speech on behalf of the Director General of 
Health. Dato' Dr Ismail Merican, and thanked the WHO Regional Office for inviting the Ministry 
of Health to address the workshop. He reaffirmed the centrality of reproductive health in an 
individual's overall health and its multiple determinants. It is insufficient to address only the 
biological parameters of sex without addressing gender and its socio-cultural parameters. 
Highlighting Malaysia as a case, Dr Ooyub underscored Malaysia's political commitment and 
investment in health and development, especially towards reproductive health. About 6.3% of the 
national budget is allocated to the health sector, which has enabled Malaysia to develop an 
extensive infrastructure providing comprehensive health care to more than 90% of the population, 
including those in the rural areas. "The Ministry of Health is committed to ensuring that health 
care is affordable. of quality and accessible," Dr Ooyub announced. The Ministry's efforts in safe 
motherhood initiative-ensuring safe deliveries by trained personnel, identifying high risk cases 
and confidentially enquiry into maternal death-have paid off and are reflected in low maternal 
and infant mortality rates. Dr Ooyub also acknowledged that there are still issues that need to be 
addressed such as gender-based violence and male responsibility and participation in meeting 
women's reproductive health needs within the context of gender equality and rights. Thus this 
workshop is important and its succcss will be an important step towards more training on gender 
issues in the future. not only in Malaysia but also in the countries of the Region (Annex 3). 

The WHO Representative for Malaysia. Brunei Darussalam and Singapore. Dr Han Tieru. 
delivered a speech on behalf of Dr Shigeru Omi, WHO Regional Director for the Western Pacific. 
Dr Tieru highlighted the importance of the workshop on gender and rights in reproductive and 
maternal health in light of the serious maternal mortality and morbidity situation in the Region. 
An estimated 30 000 to 50 000 mothers and 300 000 newborns die on the first day of birth. More 
than 90% of these deaths are in Cambodia, China, the Lao People's Democratic Republic, Papua 
New Guinea. the Philippines and Viet Nam. Dr Tieru also pointed out that these tragic deaths are 
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preventable and do not necessarily require large resources. It requires political commitment to 
invest in reproductive and maternal health and to recognize the complexity of the problem. 
"Maternal mortality can be considered to be a litmus test on the status of women, their access to 
health care, and the adequacy of health systems in responding to their needs," said Dr Tieru. He 
went on to say that MDG 5 will not be achieved if there is no paradigm shift, i.e. to locate 
maternal health in a more comprehensive context of reproductive health within the framework of 
gender equality and reproductive rights. 

Dr Tieru acknowledged the presence of international agencies such as the United Nations 
Population Fund and the International Planned Parenthood Federation, both of which are 
committed to advancing gender and reproductive rights. 

Dr Pang Ruyan, Regional Adviser on Reproductive Health, chaired this session and 
welcomed the participants and guests to the workshop. 

2. PROCEEDINGS 

This section presents a summary of all presentations, discussions and activities. Wherever 
possible and relevant, examples from participants' activities are included in this report. Detailed 
presentations and handouts are available from the Reproductive Health Unit, WHO Regional 
Office for the Western Pacific. 

2.1 Workshop sessions 

2.1.1 Session I: Introduction of the participants 

All the participants, consultants, temporary advisers and observers were given an 
opportunity to briefly introduce themselves. 

2.1.2 Session 2: Orientation of the training workshop (objectives and main themes) 

Ms Jane Cottingham from WHO Headquarters presented a brief historical background on 
the origin of the workshop. The International Conference on Population and Development (ICPD, 
1994) was a landmark conference that defined reproductive health, sexual health and reproductive 
rights. The Fourth World Conference on Women (FWCW, 1995) reaffirmed the importance of 
these concepts. WHO took these conferences as the mandate to build capacity among health 
programme managers to ensure that reproductive health policies, programmes and services 
promote gender equality and protect reproductive rights. In collaboration with several partners, a 
training module for a three-week course was developed, tested, reviewed and revised. The 
training module, titled TransforminK health systems: gender and rights in reproductive health, was 
published and courses were conducted in Argentina, Australia, China, Kazakhstan, Kenya, Sudan, 
India, Myanmar and South Africa. The manual was also translated into Spanish, Chinese and 
Russian. Over the years, the three-week course was adapted into a two-week version and finally 
had to be compressed into a five-day training in Malaysia. Compressing this course into just five 
days was a challenge for the consultant and this was also the first time that such a short version 
was conducted. The experience gained from this workshop would be an input into finalizing a 
shorter module. 

Participants were each given a card and were asked to write their expectations of the 
workshop. These were later categorized, discussed and clarified. The majority of the participants 
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expected to gain knowledge about gender and reproductive rights and to be able to translate those 
concepts into polici~s, programmes and services. Some hoped to learn from experiences of other 
partlcipatlllg countnes. There were those who expected to learn how to conduct a similar course 
or an adaptation of the course. A few wanted to find out more on specific strategies to deal with 
specific reproductive health issues such as gender-based violence and women's health or how to 
make change happen in local settings. One or two would have liked to deal with men's 
participation in maternal and reproductive health as well as cost-effective health financing. 

Dr Rashidah Shuib explained that the main aim of this session was for the participants to 
share their experiences with maternal mortality or maternal morbidity cases either at individual, 
household or community level. This would enable the participants to see common and different 
factors impinging on maternal health issues. The stories told had common characteristics of young 
women, all poor, dying from preventable conditions. All the women came from areas that either 
had inadequate health infrastructure or lacked basic infrastructures such as good roads, transport or 
communication system. 

Dr Pang Ruyan' s overview of the regional status of maternal health presented a picture of 
persistent high maternal and neonatal mortality rate. About 40 to 50 million pregnancies, 30 000 
to 50 000 maternal deaths and 300 000 newborn died on the first day of birth are characteristics of 
the maternal health situation in the Region. More than 90% of the Region's deaths occur in 
Cambodia, China, the Lao People's Democratic, Papua New Guinea, the Philippines and 
Viet Nam. The Lao People's Democratic Republic has the highest maternal mortality ratio (MMR) 
at 530 per 100000, followed by Cambodia with 437 per 100000. Data show a clear inverse 
relationship between deliveries attended by skilled attendants and maternal death. In China, the 
main causes of maternal deaths in the rural areas were haemorrhage, eclampsia and obstructed 
labour. One of the challenges for China, Mongolia and Viet Nam is how to make health services 
accessible, available and affordable in the remote, rural areas. Health professionals also need to 
update their technical skills and knowledge. In the Philippines, fertility is high because 
contraceptive use is low. Unsafe abortion cases are also high and births attended by skilled birth 
attendants are low. Given competing demands, governments of these countries do not give 
priority to making pregnancy safer. Dr Pang also presented the MDG and stressed the need to 
bring in gender and rights perspective if the MDG are to be achieved. The Regional goal is to 
reduce MMR by 75% of the 1990 figures by 2015. The Region also aims to produce evidence-

based strategies and policies. 

Dr Rashidah Shuib ended Session 1 by giving handouts of several concepts: reproductive 
health, sexual health, reproductive rights and sexual rights. Participants were asked to read the 
pamphlets and raise points for clarification and discussion. Several points were raised for 
clarification. The session ended with the link between reproductive and sexual rights and maternal 
health issues. Safe pregnancy and childbearing depends, in part, on a woman's ability to make 
decisions and to act on them, her ability to access care following a miscarriage, and her ability to 
terminate unwanted pregnancies safely. Reproductive health and sexual health of a woman 
throughout her life influences and is influenced by maternal health and her overall health status. 

2.1.3 Scssion 3: Determinants of maternal health 

Dr Sundari Ravindran conducted this session. Participants were expected to identify 
"gender" as a social determinant of health, and to be aware that gender is affected b~.an~ interacts 
with other determinants. The session began with a treasure hunt game allned at facilitatlllg 
participants to talk to each other and to gradually introduce gender concepts. Followingthis 
activity was a discussion on the terms "sex" and "gender". This part ended With Dr Ravllldran 

presenting a gender analysis tool. 
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The second part was a participatory exercise called the Spider's Web. Participants were 
give.n.a case study of Jasmine, who suffered from ill health and eventually died. From this case, 
participants were asked to analyse and unravel factors contributory to her conditions. This web 
was later cut, reflecting the intervention taken. Complex problems often could not be solved by 
medical interventions alone. In this case study, economic, socio-cultural and gender factors 
negatively impacted the girl. 

Activity: Treasure hunt 

Each participant was given a sheet of statements about men and women. They were 
required to identify participants according to the respective statements. This activity was followed 
by a discussion and debriefing. Discussions and responses included: 

(I) gender refers to men and women doing different things; 

(2) inequality is the issue, NOT the different roles; 

(3) gender influences reproductive health and reproductive rights; 

(4) gender questions need to be asked when policies and programmes are being planned; 

(5) gender relations always change; and 

(6) there is nothing biological about taking care of children. 

Activity: Spider's Web 

Each participant was given a handout of a case study (Jasmine). In response to questions 
from the facilitator, participants chose the appropriate box drawn on the floor. The boxes were 
socio-cultural, economic, political, sex and gender. A ball of wool, which went from one person 
to another, entwined the individual at the centre of the game. Participants were asked to think of 
an intervention that could help Jasmine and when they thought of one, the wool was cut. 
Participants were told that the exercise was meant to show the complex factors surrounding 
maternal health. Often gender factors were classified also as socio-cultural, thus making it a 
challenge for interventions. Participants were shown the link between a social determinant 
perspective and a rights framework in relation to health. 

2.1.4 Session 4: Identifying gender and poverty dimensions underlying medical causes 

The aim of this session was to analyse the medical causes of maternal mortality and 
morbidity and to identify the gender and poverty dimensions. Participants were required to do 
group work on a given medical case as described in the activity below. Each group had to make a 
short 1 O-minute presentation of their work. 

Activity: But why? 

Each group was given a medical case and asked to analyse the reasons underlying a 
negative maternal health outcome. Participants had to identify and circle in red the factors that 
related to poverty, and circle in blue the ones that related to gender. Participants were to keep 
asking, "But why?" until the line of argument became exhausted. The reasons were written in 
bubbles that were clustered together in a path. Once this path was finished, another path of "But 
why?" bubbles was developed from the medical statement. Annex 4 shows an example of a 
medical case and the path of bubbles produced by one group of the participants. 



- 8 -

2.1.5 Session 5: A rights-based approach to making pregnancy safer 

Ms Jane Cottingham conducted this session. Participants were expected to understand the 
meaning of a rights-based approach to health and to apply the rights framework to pregnancy or 
delivery care issues. They were also expected to acquire skills to identify rights concerns and 
issues in seeking and receiving pregnancy care. This session began with an activity (refer below) 
that required participants to work in pairs to identify situations that they felt sexual or reproductive 
rights were violated. This could be based on personal experiences or others. These experiences 
were shared in a big group discussion with the stories written on a flip chart. Ms Cottingham 
proceeded to introduce participants to the historical background of the reproductive rights and 
health framework, pointing to the various sources of rights. There were several covenants as 
sources and one of them was the Convention on the Elimination of Discrimination Against 
Women (CEDA W). The Universal Declaration of Human Rights (UDHR), which is the 
foundation of rights, declares that reproductive rights and sexual rights are human rights. A copy 
of the UDHR was given to the participants for further discussion. This was followed by another 
activity (refer below) of identifying the types of rights being violated based on the UDHR. 

Activity: Personal accounts of rights being violated 

Participants were asked to recall and share an incident when they knew that their rights were 
violated. These rights were later identified according to the UDHR. Some examples were noted 
below: 

(I) Provider chose injection as the family planning method without informing the client 
(Article 25 and 19: Right to choose and Right to information) 

(2) Home delivery without skilled attendance 
(Article 25, 3 and 2: Right to skilled care) 

(3) An adopted child without being registered 
(Article 15: Right to identity) 

(4) Prolonged labour-four days-before being referred to the provincial hospital. 
Patient died. (Article 25, 3 and 2: Right to skilled care) 

(5) Woman wanted IUD after seven children but husband refused to give permission 
(Article 19: Right to choose) 

(6) Domestic violence against women (Article 5 and 3: Right to safety) 

Activity: Balancing human rights and public health 

The final part of the session was designed to show the relationship between rights and 
public health. The activity started by asking participants to generate characteristics of a good 
public health programme. Examples generated include: affordability. sustainability. evidence
based, client satisfaction and greatest impact. Participants also generated a list of characteristics of 
the rights-based approach. Examples include: equitable, respect for individuals, confidentiality 
and non-discriminatory. This session ended by analysing a case study of an intervention from both 
the public health and the human rights framework. Participants discllssed the case in their 
respective groups and reported the group's decision to the whole grollp. The challenge was 
finding a balance between fulfilling human rights and meeting the criteria of a good public health 
intervention or the greater public good. Often it is an issue of the cost-effectiveness dimension 
versus the human rights dimension 
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2.1.6 Session 6: Maternal health indicators 

Dr Sundari Ravindran facilitated the session. The main objective was to introduce 
participants to the development of "gendered" and rights-sensitive indicators in maternal and 
reproductive health. Dr Ravindran explained that "an indicator is a pointer" that can be "a 
measurement, a number, a fact, an opinion or a perception that points at a specific situation or 
condition, and measures changes in that condition or situation over time. She also explained the 
difference between "sex disaggregated" and "gender sensitive" indicators and the importance to 
differentiate the two since they are often used interchangeably. "Sex disaggregated information 
tells us whether there is a difference by sex in a specific dimension of health. Gender sensitive 
indicators are meant to help us understand whether the problem or the sex differentials are 
influenced by gender inequality." One begins with sex disaggregated data for health conditions 
affecting both males and females. But this must be taken one step further and that is to ask 
whether and in what ways the condition concerned could have been affected by: 

• division of labour, 
• norms and values of appropriate sexual and reproductive behaviour, 
• access to and control over resources, and 
• decision-making power and control over one's body and life. 

The next step is to modify existing indicators or develop new ones that are essential to 
capture the above picture. For example, regarding the issue of low contraceptive prevalence in a 
specific population. the following questions could be asked: 

(1) Are women unable to control the decision related to contraception? 

(2) Is it because women don't have money to buy contraceptives? 

(3) Is it because women want to have at least two more children? 

(4) Is it that women are working in the fields or out fetching water when the health 
worker makes home visits? Does this mean they are unable to get health education? 

Gender sensitive indicators are critical to assess gender equity issues in health programmes 
and to determine whether programmes have made a desirable impact. Developing and using 
appropriate indicators is a means and not an end. 
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It was emphasized that indicators can be "gendered" by: 

(I) developing new indicators on those dimensions of health where gender differentials 
occur; 

(2) additional variables across which data on the indicator would be disaggregated; 

(3) analysis or re-analysis of existing data sets across "gender" factors; and 

(4) developing new indicators to be used concurrently with others already in use, based 
on the same sources of information 

Dr Sundari Ravindran also presented a session on gathering 'engendered' evidence for 
maternal health. Research has to be 'engendered.' The rationale is that engendering research 
makes a difference to the questions of "what," "how," "who", "where" and "when," of the 
research process. The cost of not addressing gender in health research could lead to a failure in 
assessing health risks for different groups of women which could result in avoidable mortality, 
morbidity and disability. It could also lead to delays in diagnosis or inappropriate treatment being 
given, and it could result in implementing health programmes that do not address the real issues. 

Activity 

Participants were divided into four groups and were required to work on four projects 
respectively. Their task was to either develop gender sensitive indicators or modify indicators to 
make them gender sensitive. The projects were: 

(I) adolescent (and young people) reproductive health project: 

(2) safe motherhood project; 

(3) improving the quality offamily planning services; and 

(4) prevention and control of reproductive tract infections and sexually transmitted 
infections. 

The most common mistake emerging from the group work was that the participants were 
still generating many sex differentiated indicators rather than gender sensitive indicators. 

2.1.7 Session 7: Evidence for maternal health programming 

Dr Sundari Ravindran facilitated this session, which focused on verbal autopsies. An 
interactive presentation was conducted using Beyond the Numbers, and discussions were 
concentrated on reviewing maternal deaths and complications to make pregnancy safer. Verbal 
autopsy is a form of community-based data collection that traces the route of or path to a woman's 
death. It can be used for deaths that occur at home or in a hospital. One of the advantages of a 
verbal autopsy is that it allows medical and non-medical factors to be gathered, which can help in 
the analysis of a woman's death. The involvement of the community could foster a sense of 
ownership to the issues resulting in a more comprehensive understanding of health problems. This 
could help to improve the health services in the area with community involvement. But there are 
several limitations to this method. It is unreliable for determining the medical causes of death. 
One could also miss abortion-related deaths if it happens at early pregnancy. On the other hand, 
this method could also raise gender issues which otherwise would remain hidden, such as gender
based violence. Information could be collected from family members, neighbours and health 
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professionals. The basic rule is to do a triangulation, i.e. to ask at least three different parties on 
the same issue. A participant asked whether this method has been used in other countries and 
whether there is an existing format. It was pointed out that this method has been used in Mexico, 
India and by nongovernmental organizations. A participant also raised the issue on the importance 
of noting the site and the timing when one goes to the site for information gathering. 
Dr Ravindran also alerted the importance of "near miss cases" which could also be relevant for 
countries like Malaysia. Since maternal death is low in Malaysia, staff may have forgotten to look 
at "hidden" factors. Thus near miss cases could give a larger number of deaths being recorded. 
The overall conclusion is that verbal autopsy may sensitize the community on maternal deaths and 
may lead to a more involved community in dealing with the issue. 

The session ended with a short briefing of the field visit to the clinics scheduled for the next 
day. Dr Narimah Awin, Director of Family Health Division, Ministry of Health Malaysia gave an 
overview of the organizational structure of the clinics in the overall organizational structure of the 
health care system in Malaysia. Type 2 and 3 clinics were to be visited. Dr Rashidah Shuib 
briefed the participants on the visit and the expectations of the workshop. Participants were 
expected to look at health service del ivery issues though a gender and rights lens and to understand 
gender and rights issues within service delivery for specific components. 

2. 1.8 Session 8: Field visit to the local clinics 

A half-day field visit was arranged by the Ministry of Health Malaysia. Participants were 
divided into four groups. Each group visited a selected clinic in the morning and then prepared a 
10-minute presentation based on the objectives of the session and the guidelines given the previous 
day. Presentations were made on the same day. Participants were required to interact with 
clients/patients and health providers, and to gather information about the quality of health services 
and the extent to which gender and rights issues have been taken into account. They were also 
required to observe: 

(I) client-provider interaction; 

(2) information/counselling for clients; and 

(3) supplies, equipment and medication, norms and standards. 

General field visit observations and comments made by the participants included the 
following: 

(I) Infrastructure, internal and external environment. Generally, all clinics were 
well set up with adequate space and infrastructure. All were physically accessible with 
good roads, water and electrical supplies. All clinics were clean and bnght With posters, 
charts and brochures. 

(2) Work load. Generally, all clinics had heavy streams of patients/clients. The Kelana 
Jaya Community Polyclinic had about 650-700 patients per day, out ofwlllc~ about. 55% 
were females. The Salak South Communiy Polyclinic had about 60-100 patlents/chents per 
day, majority of which were pregnant women with one to five children. The sl~aller KD 
Subang clinic did not have as many clients perhaps because it did not offer a Wide range of 
services like the polyclinics. 
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(3) Services. All clinics are part of the primary health care services. Except for KD 
Subang, which offered maternal and child health and antennal care. all other clinics offered 
integrated services ranging from antenatal, school health and dental care. A referral system 
was in place in all four clinics. Participants who visited KD Subang noted that family 
planning was not visible in that clinic. 

(4) Quality of care and client-provider interaction. Most clinics maintained privacy 
and confidentiality. but there was room for improvement. Information, education and 

. communication (lEe) materials were available in only one language, thus not catering to a 
multi-ethnic client base. Participants did not check whether materials were gender sensitive. 
Due to a heavy workload (high number of patients and too much paper work), nurses did 
not have enough time to spend with every patient and this could sacrifice quality in meeting 
the gender needs and rights of patients. But there were doctor-patient sessions that were 
observed to be interactive, with patients actively involved in the discussions. This was 
notably positive. 

(5) Essential supplies, equipment and medication, norms and standards. All clinics 
were well-equipped and followed norms and standards. Toilets for women were near the 
laboratory area. This took care of the cultural sensitivity of bringing urine and other 
specimens in public. There were separate toilets for men and women and they were in 
clean, working conditions. Physical spaces were well organized with clear instructions. 
Rooms were adequate and met special needs such as special rooms for breast-feeding and 
immun ization. 

General recommendations to improve gender and rights dimensions of the clinics included 
the following: 

(I) Improve facilities for the disabled. 

(2) Improve client-provider interaction time by reducing heavy workload. 

(3) Computerize clinics to make paperwork more efficient, thus cutting time on 
adm inistration. 

(4) Make family planning more obvious and accessible to all clients. 

(5) Reduce child health visits to enable health workers to have more time with clients. 

(6) Include more health services for men. 

(7) Make condoms more visible and accessible. 

(8) Remove policy that only allows males to become medical assistants. This is 
discriminatory and unfair because males are allowed to be nurses. 

In summing up the session, Dr Rashidah Shuib highlighted the fact that gender and rights 
are not obstacles but, in fact, they help to improve quality of health services. Based on the field 
visit, some of the efforts taken to meet gender and rights needs did not cost much effort or money 
but does require sensitivity and creativity. Quality of care problems are not just due to technical 
problems or medical causes but are also related to ignoring gender and rights issue within a health 
service setting. 
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2.1.9 . Session 9: Assessing health policies and interventions from a gender and rights 
perspectIve. 

Th~s ~ession ai.med at ~resenting the different understanding of policies and the 
characteristIcs of policy that Integrate gender and rights perspectives. Participants were introduced 
to a f~amework .of pol ic~ analysis and were introduced to examples of good strategies and 
practices taken 111 reducing maternal mortality or morbidity, as shared by a panel consisting of four 
cou.ntry re~resenta~ives. The four countries were chosen randomly. This session began with a 
bralnstonmng seSSIOn, followed by an activity of group discussions on types of policies in 
addres~ing ge~d.er and rights issues, followed by a short presentation on a framework of policy 
analYSIS. PartIcIpants were expected to have read handouts on some basic concepts on policy 
approaches to gender inequalities. 

It was pointed out that policy could be broad and could take on different meanings in 
different countries and situations. Thus it is important to have clarity on what is meant when the 
term "policy" is being used. Policy could also evolve in the process of implementation, thus what 
is intended may differ from what is being practised. Policy is also manifested either in written 
form or in practice. It was also pointed out that formal, written policies differ from informal or 
unspoken policies. Informal policies, which can be discriminatory, tend to be ones that are 
practised. For example, an unspoken policy that allows only males to become medical assistants 
discriminates against females. Not to have a policy or "non-decision" is a de facto policy. 

Activity 1: Brainstorming on the meaning of "policy" 

The day's session began with a quick brainstorming activity aimed at ascertaining 
participants' understanding of policy. Participants were asked: "What does policy mean?" Based 
on their responses a definition was developed and presented to them. Responses were written on 
flip charts and discussed. The responses covered what were seen to be policies at the personal 
level, institutional and community levels 

Activity 2: Gender and rights in policies interventions 

The aim of this activity was to enable participants to work out the types of policies in terms 
of addressing gender inequalities. Participants were given a handout that explained the various 
policy approaches to gender inequalities. "Gender unequal" policies are those that do not 
recognize differences between women and men. These policies may directly discriminate women 
and give men the rights and opportunities. For example, a policy requiring a husband's consent 
before a wife can undergo tubal ligation is gender unequal in that it deliberately gives men power 
over women. "Gender blind" refers to a policy that is blind to gender differences in the allocation 
of roles and resources. It does not mean to discriminate but it still reinforces gender 
discrimination because it assumes that men and women have the same opportunities. A 
recruitment policy that gives work experience and levels of education as its criteria ignores the fact 
that women may not have the same access to formal education as men. "Gender specific" is aware 
ofthe practical gender needs of men and women and tries to address them. Having a breastfeeding 
room for nursing mothers in a hospital is an example of a gender-specific policy. "Gender re
distributive" aims at changing the allocation of roles, resources and power between men and 
women, such as an inheritance policy that gives women the right to own land. Participants were 
given a list of policies and were asked to identify the gender approaches to each policy. A group 
discussion, which generated lots of questions, followed. 

The presentation gave an input to the framework of policy analysis based on the work done 
by Barbara Klugman. The framework has four components: context, actors, problem 
identification, and problem solution. An analysis of the contextual scenario is critical in order to 
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understand contextual factors influencing policy change. Knowing actors or stakeholders and 
those who could oppose or support policy change would be critical for mobilization purposes. 
Aiming at policy change which would promote gender equality means making sure that voices of 
women and those affected would be heard. The question of who defines the problem is important. 
The role of process solution is another component which influences policy content and to ensure 
that the solutions proposed by several parties address equality and equity issues. 

Activity 3: Panel presentation 

Dr Narimah Awin, Ministry of Health Malaysia, chaired the session. Four panellists were 
randomly selected from four countries: Cambodia, China, the Philippines and Viet Nam. Each 
panellist was given 10 minutes to present a successful policy or strategy. A question-and-answer 
session was opened to the other participants. 

Cambodia presented its birth-spacing policy, which aims to increase the low contraceptive 
prevalence rate of both men and women. This policy was successful by ensuring easy accessibility 
to services and continued support from donor agencies. Participants raised the issue of 
sustainability, given Cambodia's donor dependency, and indicators that were not gender sensitive. 
Credit was given for encouraging men to share in family planning instead of just focusing on 
women. 

China presented its strategy of reducing maternal mortality rate (MMR) and neonatal 
mortality rate (NMR) through its hospital delivery strategy. It focused on the rural areas that saw 
only 32% hospital delivery among the rural poor. Though maternal and neonatal mortality rates 
were declining in China, there was still a big gap between the urban and rural areas. Among the 
actors identified were policy- and decision-makers, nongovernmental organizations and health 
providers. There were already supporting factors in the process of policy change. These were the 
MCH Act, the Outline on Children's Development and the Outline on Women's Development. 
One of the success factors was the Government's political commitment to the strategy by giving 
subsidy to farmers who were not covered by medical insurance, subsidy for transport and financial 
incentives for rllral doctors to refer patients to hospitals. Financially this project was feasible 
because it covered a limited number of areas and the Chinese Government was committed to the 
project to ensure sustainability. 

The Philippines presented its community-based initiatives for maternal death reduction. 
This strategy involved community mobilization to encourage women to deliver at birthing centres 
established in the community. The main actor was the municipal health officer who took the 
initiative to mobilize the community to be involved in efforts to reduce MMR. There was 
compulsory saving of 1000 pesos during antenatal care in case there was a need and transportation 
being arranged by members of the community. There was already a government's policy for free 
health service for the poor. Male motivators were trained to motivate vasectomy. Though the 
Catholic Church voiced strongly against family planning, individuals still made their final choices. 
This project was replicated in other provinces. 

Viet Nam presented its strategy of developing a national guideline standard for abortion. 
There was already a policy for legal abortion involving both government and private doctors. It 
was important to ensure quality of services. Client expectations were higher because of economic 
improvements. High deaths due to unsafe abortion were attributed to: lack of skill, inadequate 
equipment and facilities and poor counselling. The strategy aimed at full counselling. A question 
was raised with regard to repeated abortions and whether Viet Nam was also focusing on family 
planning to avoid unwanted pregnancies. 
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Gender and rights dimensions identified in the discussions were as follows: 

~ I) Viet Nam: Women were first asked whether they wanted their husbands to be 
Involved before proceeding wi.th the abortion. Attempts were made to respect the right to 
life of the women and to the highest standard of quality of care. 

(2) China: Right to equity in health care by focusing on the groups in need for example 
rural area. 

(3) Philippines: Encouraged men to undergo vasectomy as a way of facilitating men's 
responsibility in family planning. 

It was concluded that there could be policy change initiated by groups including grassroots 
and health professionals. Undoubtedly it was important to get support and commitment from the 
government. Community mobilization could help to overcome constrains and provide enabling 
environment as shown in the Philippines. But policy change must address gender and rights 
components taking note that it is much easier to formulate policies which meet practical gender 
needs rather than strategic gender needs or gender redistributive. 

2.1.10 Session 10: Health sector reforms: financing pregnancy related health sector reform. 

Dr Sundari Ravindran's session on health sector reforms focused on health financing. 
Participants were expected to be familiar with the background and components of health sector 
reform and the implications on the financing of pregnancy-related health services in an era of 
health sector reform. Many countries have been reforming their health sector based on v,,<ious 
rationales. It was highlighted that government expenditure does not just mean governmer/t 
financing because there are other sectors that help to pay, such as the social insurance scheme. 
Some of the resources of health financing include tax revenue, social health insurance, donor 
funding or prepayment schemes or community financing scheme. Private insurance scheme is 
profit motivated. 

Health financing issues and its sources were also discussed. In a country like Cambodia 
whose health care service is already more than 90% private, an introduction of user fees would 
burden the people who are already paying a lot for health care. In contrast, Malaysia pays about 
98.8% from its tax revenues. In countries that have introduced user fees, evidence has shown that 
utilization of health services plunged or treatment was delayed. In Cambodia, where salaries are 
low, an "under-the-table" system plus user fees began to operate, causing great burden on the 
population. In the case of Thailand, its source of finance came from its prepayment scheme. Viet 
Nam implements a maternal and reproductive health service system that involves both the 
Government and private sector. In the Lao People's Democratic Republic, the Government 
provides free health services for the poor, based on low inconle, no land and no property. In 
Papua New Guinea, some private companies pay for workers, while government employees and 
public workers are in the user-fee system. Family planning is free for all women. The 
Government also pay for poor mothers with maternal health care problems. China aims at 
universal coverage. The Government has a strong political will to prioritize its health insurance 
scheme as a number one priority. It aims for co-finance efforts between individual citizens (10 
yuan), the community (10 yuan), and the Government (10 yuan). People in the urban areas, who 
are in the formal sector, pay for the social health insurance scheme. In the Philippines, those 
working in the formal sector contribute to the social health insurance; in the rural areas, services 
are provided free for family planning, but medicines are given by prescriptions and have to be 
paid. For now, the maternal health package is provided free. Japan operates a mix mode of three 
types of health insurance scheme. Government or employers and individuals contribute to the 
scheme. The scheme does not cover antenatal care, but it does cover normal deliveries. 
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The presenter raised the question of the meaning of "free" when the government is spending 
and contributing less. On the same note there is a need to scrutinize who is really spending and 
this means looking at the expenditure side. There are already dangers of unnecessary medical 
procedures being documented, and routine deliveries not being covered by private insurance. In 
conclusion, it was pointed out that private insurance does not pay for maternal and child health 
(MCH) and theretore there is a need for it to be subsidized. Co-financing could be an option. 

Discussions: In response to Papua New Guinea's prioritizing using disability adjusted life 
years (DALY s), Dr Ravindran pointed out that DALY would not be the best evidence for the 
country since it is a global evidence and may not reflect the real health needs of countries. Dr 
Pang raised the issue of the need to think how to achieve the reduction of MMR by half by 2010 
without having the luxury of money. On the other hand, there is still a need to calculate the 
amount of money needed to achieve the goal and to rethink of realistic strategies to achieve it. Ms 
lane Cottingham noted that China seemed to be taking the gender and rights approach with its 
policy to reach the poor, particularly in reproductive and maternal health. There is also the need to 
involve the community, which is happening in the Philippines. Involving civil society groups and 
the community is another human rights elements. Generally, in terms of health financing, 
reproductive health tends to fall off the health agenda. Dr Sundari Ravindran concluded by stating 
that health financing is not just about money but where to place the money. 

2.1.11 Session 11: Health service delivery issues 

The main aim of this session was for participants to look at health service delivery issues, 
noting specific components of maternal and reproductive health care using the gender and rights 
lens. The session also aimed at familiarizing participants with health systems issues and the MDG 
task force report. The session involved role-plays, each followed by discussions and a discussion 
session on the summary report of the MDG Task Force 4, which covers health systems issues in 
improving maternal health care from the gender and rights perspective. 

Three role-plays were carried out. Volunteers trom among the participants were assigned 
characters relevant to the respective roles. Other participants gathered around the actors and were 
asked to pay close attention to what the actors did and how they interacted as well as to the issues 
that emerged. 

Some of the issues raised during discussions: 

Role-play 1: Client-provider interaction 

- Pregnant women coming to clinics late in pregnancy are common in many 
countries. 

- Some of the reasons for coming late include poverty, no transportation, permission 
not granted by husband, and no time. 

- Health professionals often get irritated with these cases because patients never seem 
to understand the importance of coming early for treatment. 

- Health providers are often insensitive to gender issues. 

-In this role-play, the right of patients to be respected and the right to information 
were violated. 
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Screening system could be planned in such a way so as to prioritize urgent cases 
that need immediate attention. A nurse could do first-level screening. 

In-service training is needed to improve client-provider interaction. 

Role-play 2: Infrastructure requirements 

• 

• 

• 

• 

• 

Health system response to bleeding, pregnant woman was very poor. 

Facilities were not available for emergency cases. 

No ambulance service was available, implying that maternal health was not 
considered a priority. 

The woman's husband was not around to take her to the clinic, indicating a lack of 
male participation and responsibility. There was also no support from other family 
members. In many countries, pregnancy is just a "normal" condition. 

A woman's rights to life and quality of care were violated. 

Role-play 3: Access to health services 

• In many countries women from rural areas often have no transportation, making 
access to health services more difficult. 

• In this role-play, the husband did not help the wife get medical care. 

• A system could be developed to identify cases that need immediate attention. 

• Health education is needed to help women to recognize danger signs. 

• A woman's rights to life and to information and education were violated. 

Activity 2: Group discussion on the MDG task force report 

Participants were expected to have read the material on the MDG task force report. 
Dr Rashidah Shuib introduced the article briefly, highlighting that the MDG were a result of the 
world leaders' commitment to reduce poverty, disease, and hunger through progress in primary 
education, female empowerment and maternal and child health. MDG 4 and 5 (child health and 
maternal health) was one of the 10 thematic task forces commissioned to propose concrete 
strategies and plans of action. Some of the points discussed were: 

• Sexual and reproductive health and rights are essential to meeting the MDG, 
including child and maternal health. This means that maternal health must be 
treated as a priority by policy- and decision-makers, universal access to reproductive 
health must be guaranteed, and HIV/AIDS must be located within the framework of 
sexual and reproductive health and rights. 

• Strengthening of the health systems is critical, particularly at the district or 
provincial level. Essential child and maternal health facilities should be made 
available. 
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• Financing of the health system needs considerable funding. User fees for basic 
health services, particularly for maternal health, should be abolished. 

• Trained health human resources are important and, if necessary, some life-saving 
skills should be passed on even to the lower category staff particularly when staff 
with higher levels of expertise are not available. 

• Gendered indicators should be developed to reflect the gendered dimensions of child 
and maternal health problems. 

2.1.12 Session 12: Making things happen within our settings 

[n this session, participants worked in groups on an intervention that they would like to 
implement in their respective countries upon returning home. The intervention had to consolidate 
what was learnt in the workshop Attention had to be paid to issues of feasibility, the integration 
of gender and rights dimension, and the questions of what intervention and how it would be done. 
All presentations were put up on a poster. A representative of each group made a IO-minute oral 
presentation followed by discussions. Annex 5 presents the countries' planned interventions. 

2.1.13 Session 13: Closing session 

Before the official closing of the workshop, all participants filled in evaluation 
questionnaires. They were asked to rate the conduct of the workshop and how well it met their 
expectations. In the closing session, Ms Jane Cottingham highlighted the rationale for the gender 
and rights training workshop as essential to sexual and reproductive and maternal health and the 
important roles that the participants could play in introducing interventions that integrate the 
gender and rights dimensions upon returning home. She also drew attention to the need to see the 
link with health systems and health service delivery issues in addressing maternal mortality and 
morbidity. It was a challenge to adapt and conduct such a workshop in five days. As this was the 
first time such a truncated version of the three-week workshop was conducted, teething troubles 
were expected. A slightly longer workshop would have worked better and would have given more 
breathing room for both facilitators and participants. Ms Cottingham congratulated the 
participants on their enthusiasm and commitment to the workshop. She hoped that they would 
carry out the planned interventions. She also congratulated and thanked the WHO Western Pacific 
Regional Office and the Ministry of Health Malaysia for taking the initiative to organize the 
workshop. 

Dr Narimah Awin from the Ministry of Health Malaysia recounted that the idea for the 
workshop came three years ago when she invited Dr Rashidah Shuib to make a short presentation 
on gender and sexual and reproductive health to all department heads in a national meeting of 
Heads of the Family Health Division of the Ministry. Initially she was concerned that trimming 
the workshop to five days would seriously affect its effectiveness, but a two-week version would 
not have been feasible. She expressed her hope that more such workshops would be conducted in 
the future and that the gender and rights dimensions would be incorporated into reproductive and 
maternal health programmes and services. She congratulated the consultants, particularly Dr 
Sundari Ravindran, and the supporting team members in making the workshop a success. 

Ms Anjana Bhushan spoke on behalf of the Regional Director of the WHO Western Pacific 
Region. She noted that the workshop introduced participants to gender and sexual and 
reproductive rights in relation to policy analysis. The participants also had the opportunity to 
familiarize themselves with local Malaysian health clinics, to observe and to learn from the visits. 
They also had discussed and shared their experiences in their own countries regarding efforts to 
reduce maternal mortality. The workshop also pushed the participants to apply gender and rights 
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pers'p~ctive in the interventions planned for their countries. She expressed the hope that the 
partIcIpants would take the plan further upon returning home into making them a reality. 
Ms Bhushan expr~ssed her thanks to the Ministry of Health Malaysia for being such a gracious 
host as a co-orgamzer. 

A representative from each country was given a chance to speak. Each one stated that the 
~orkshop introduced a new: perspecti~e into looking at maternal and reproductive health. Though 
tIme was short and the sessIOns were II1tensive, they learnt from and enjoyed the sessions and 
hoped to introduce changes or conduct similar workshops with support from donors and their 
governments. They thanked the WHO Western Pacific Regional Office and all the facilitators. 

3. CONCLUSIONS 

These conclusions are highlights drawn from the discussions and presentations from the 
various sessions during the workshop: 

3.1 All participating countries, except Malaysia, are still struggling with high maternal mortality 
rates. Most deaths are preventable. 

3.2 Health sector reforms in the name of cost-reduction and efficiency have negatively impacted 
maternal health. Health finance is a serious issue. Countries should carefully scrutinize their 
health sector reforms so that reproductive and maternal health are protected. Maternal health 
services should be free. 

3.3 Gender and rights dimensions are essential to achieving the MDG. There is a need to 
develop gender and rights indicators in reproductive and maternal health in each country. Sex 
disaggregated data are necessary, but they are not gender indicators. 

3.4 There are interventions that could be implemented immediately to improve health service 
delivery without incurring high costs. 

3.5 Communities could be mobilized to be involved in dealing with maternal health issues, as 
shown by the Philippines' example. This could create a sense of ownership. 

3.6 There must be political commitment on the part of the governments and donor agencies to 
treat reproductive and maternal health as a priority and to commit the necessary financial 
allocations to it. 

3.7 Health professionals, including the participants, are in a position to change policies and 
strategies, though these might be small actions rather than big ones. 

3.8 Participants must take immediate steps to advance gender and rights in reproductive and 
maternal health upon returning home. An example of such an action is to report on the workshop 
to relevant agencies such as the ministry of health. Another example would be to convince the 
ministry of health of the need to conduct similar workshops for health professionals in their own 
countries. 
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ANNEX 1 

INFORMATION BULLETIN NO.2 

LIST OF PARTICIPANTS, TEMPORARY ADVISERS, CONSULTANTS, 
OBSERVERS/REPRESENTA TIVES AND SECRETARIAT 

1. PARTICIPANTS 

CAMBODIA Dr Lam Phirun, Vice Chief of Administration, National Maternal and Child 
Health Center, Street France, Srah Chak, Khan Daun Pehn, Phnom Penh 
Telephone: (855) 23427300; Facsimile: (855) 23430 142 

CHINA 

E-mail address:phirunlam@online.com.kh 

Mr Prak Savuth, Vice Chief of Administration. National Maternal and Child 
Health Center, Street France, Srah Chak, Khan Daun Pehn, 
Phnom Penh 
Telephone: (855) 23 724257; Facsimile: (855) 23 724257 
E-mail address:adminnmche@camnet.com.kh 

Dr Oum Chanthan, IEC Coordinator, National Maternal and Child Health 
Center, Street France, Srah Chak, Khan Daun Pehn, Phnom Penh 
Telephone: (855) 23427300; Facsimile: (855) 23430 142 
E-mail address:nrhp.nmche@camnet.com.kh 

Dr Zhang Ling Li, Director, Maternal and Child Health, Ministry of Health, 
No. I, Xizhimenwai Nanlu, Beijing 100044 
Telephone: 86-1068792312; Facsimile: 86-1068792321 

Ms Wang Van, Professor, Department of Maternal and Child Health 
School of Public Health, Peking University Health Science Center 
Beijing 100083 
Telephone: 86-1082801621: 13910686523; 
Facsimile: 86-1062023133; 
E-mail address:wangyan(aibjmu.edu.cn;wangyanmail@hotmail.com 

Dr Guang Shi, Director, Department of Health Policy Research 
China Health Economics Institute. Peking University, Beijing 100083 
Telephone: 86-1082802519; Facsimile: 86-1062032778 
E-mail address:sg@nhei.cn 

Dr Zhao Gengli, Associate Professor, Women's and Children's Health 
Centre, Peking University, Beijing 100083 
Telephone: 86-1066274284; Facsimile: 86-10661 67629 
E-mail address:zhaogengli@sina.com 
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Dr Yuki Ishihara, Medical Officer, Bureau of International Cooperation 
International Medical Center of Japan, c/o JICA Office 
No. 49, Wazir Akbar Khan Road, Kabul. Afghanistan 
Telephone no.: +93(079)109665; E-mail address: tashyuki@yahoo.co.jp 

Dr Yumi Mukoyama, Medical Officer, Bureau of International Cooperation, 
International Medical Center of Japan 
1-21-1 Toyama, Shinjuku, Tokyo 162-8655 
Telephone no.: (81)3-3202-7181 (Ext. 5705); 
Facsimile: (81 )3-3205-7860; E-mail address:m-yumi@it.imcj.go.jp 

Ms Y oun Young Ok, Team Leader, International Planned Cooperation 
Section, Planned Parenthood Federation of Korea, PPFK Training Center 
166-19 Joonggok 3 dong, Gwangiin gu, Seoul 
Telephone no.: 82-2-467-8201; Facsimile: 82-2-467-1394 
E-mail address:pptkpp{k@chol.com 

Dr Whang Nami, Research Fellow, Director of Public Research Team 
Human Research Department, Korea Institute for Health and Social Affairs, 
Sun 42-14 Bulkwang-dong, 122-040 Seoul 
Telephone no.: 82-2-380-8223; Facsimile: 82-2-353-0344 
E-mail address:nami@kihasa.re.kr 

Dr Kopkeo Souphanthong, Manager of Reproductive Health Research 
Project, Maternal and Child Health Center, Ministry of Health, Vientiane 
Telephone no: (856)21 452519; Facsimile: (856)21 452562 
E-mail address:kopkeo@.hotmail.com 

Dr Khanthong Siharath, Committee Member - Reproductive Health Project, 
Mother and Child Health Center, Ministry of Health, Vientiane 
Telephone no.: (856)21 452562; Facsimile: (856)21 452562 
E-mail address: siharath@ 

Dr Latsamy Thammavong, Technical Staff, Mother and Child Division 
Ministry of Health, Vientiane 
Telephone no.: (856)21 7607; E-mail address: dhp_mch@yahoo.com 

Dr Majdah b. Hj. Mohamed, Principal Assistant Director (Women's Health), 
Family Health Development Division, Ministry of Health Malaysia, Level 
8, Block E 1 0, Precint 1, 62590 Putrajaya 
Telephone n().: 603 88834046; E-mail address: drmajdah@yahoo.com 

Dr Jasvindar Kaur, Principal Assistant Director. Institute for Public Health 
Ministry of Health Malaysia, Jalan Bangsar, 50590 Kuala Lumpur 
Telephone 110.: 60322979400; E-mail address: jasvindar@lku.gov.my 
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Dr Valyakalayil Daniel Philip, Obstetrics & Gynecology Specialist 
Obstetrics & Gynecology Department, Selayang Hospital, Lebuhraya 
Selayang-Kepong, 68100 Batu Caves, Selangor Darul Ehsan 
Telephone no.: 603-6120 1025 
E-mail address:valyakalayil@selayanghospital.gov.my 

Dr Seded Khishgee, Director of Obstetrics and Gynaecology Hospital, 
Maternal and Children's Health Research Centre, Amarsanaa Street, 
Bayangol District, Ulaanbaatar-24 
Telephone: 976-1-314605; E-mail: khishgees@mail.mn 

Dr Jagdag Oyuntsetseg, Head of Second Department Maternity 
Hospital #2, Ministry of Health, Ulaanbaatar- 24 
Telephone no.: 976-1-324725 

Dr Norovsambuu Dashzeveg, Gyanecologist, Maternal and Children's 
Research Centre, Amarsanaa Street, Bayangol District, Ulaanbaatar-24 
Telephone: 976-1-314605 

Dr William Lagani, Senior Specialist Medical Officer - Community 
Health, Health Improvement Branch, National Department of Health 
P.O. Box 807, Waigani, National Capital District 
Telephone no.: (675)301 3973 (mobile) 
E-mail address:Williamlagani@health.gov.pg 

Dr Angelica Braun, National Health Planner, National Department of 
Health, P.O. Box 807, Waigani, National Capital District 
Telephone no.: (675)301 3640; Facsimile: (675)3013604 
E-mail address:angelica_braun@health.gov.pg 

Ms Maria Nepel, Private Sector HIV I AIDS Project Coordinator 
clo Papua New Guinea Chamber of Mines and Petroleum 
P.O. Box 1031, Port Moresby, National Capital District 
Telephone no.: (675)6886019 (mobile) 
E-mail address:hpc@pngchamberminpet.com.pg 

Dr Lourdes Paulino, Medical Specialist IV, National Center for Disease 
Prevention and Control, Department of Health, San Lazaro Compound 
Sta. Cruz, Manila 
Telephone no.: (632) 895 3373; Facsimile: (632) 732 99 56 

Dr Leticia Cabrera, Medical Specialist IV, Center for Health Development 
for Cagayan Valley, 4/F RTB Building, Washington Street 
Tuguegarao City 
Telephone no.: 9(078)8805356; 
E-mail address:docletteI959@yahoo.com 
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Dr Maria Socorro Entera, Medical Specialist Ill, Center for Health 
Development - Central Visayas, Department of Health Regional 
Office VII, Osmena Boulevard, Cebu City 
Telephone no.: (032)4918052; Facsimile: (032)2540109 
E-mail address:zettentera@yahoo.com 

Dr Nguyen Thi Hong Minh, Head of Family Planning Unit 
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Binh Thanh District, Ho Chi Minh City 
Telephone no.: 08-84 12582 

Dr Nguyen Mai Huong, Reproductive Health Department 
Ministry of Health, 138A Guang Vo, Ba Dinh, Ha Noi 
Telephone no.: 84-8233802; Facsimile: 84-7366442 
E-mail address:danchsm@hn.vnn.vn 
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Dr Narimah Awin, Director, Division of Family Health Development, Ministry of Health 
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Telephone: (60)326946505; Facsimile: (60)3 26946510; E-mail address: Narimah@moh.gov.my 

Ms Siti Hawa Ali, Senior Lecturer, School of Health Sciences, Universiti Sains Malaysia 
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Telephone no.: +6097645887; Facsimile: +609766382 I; 764 7241 
E-mail address:hawali@kb.usm.my 

3. CONSULTANTS 

Dr Sundari Ravindran, Consultant and Honorary Professor, Achutha Menon Centre for Health 
Science Studies. Sree Chitra Thirllnallnstitllte of Medical Sciences and Technology 
Trivandrum-695 0 I I, Kerala, India 
Telephone: 914712447974: Facsimile: 914712447974; E-mail address: ravindrans@usa.net 

Dr Rashidah Shllib, Women's Development Researh Centre (KANITA), Universiti Sains Malaysia. 
I 1800 Penang, Malaysia 
Telephone: +6046587720; +60 4 6532678; Facsimile: +6046566379 
E-mail address:rashidahshllib(ri)lIs111.my;rashidahshuib@gmail.com 
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4. OBSERVERS 

Dr Razitasham Safii, Principal Assistant Director, State of Health 
Sarawak, lalan Tun Abang Hj Openg, 93590 Kuching, Sarawak 

Dr Rachel Koshy, Principal Assistant Director, Division of Family 
Health Development, Ministry of Health, Level 7 & 8, Block E 1 0, 
Parcel E, Pusat Pentadbiran Kerajaan Persekutuan 
62590 Putrajaya, Malaysia 

Dr Wan Ruzialsalwa bt Wan Sulaiman, Family Medicine Specialist 
Paka Health Clinic, lalan Besar Paka, 23100 Dungun, Terengganu 
Malaysia 

Ms Rubiah Muhamad, Nursing Tutor, College of Allied Health Sciences Sg 
Buloh,lalan Hospital, 47000 Sg Buloh, Selangor 

Ms Uthayarany alp Uniandy, Nursing Tutor, College of Allied Health 
Sciences Sg Buloh, lalan Hospital, 47000 Sg Buloh, Selangor 

Mr Lock Sew Fan, Medical Assistant Tutor, College of Medical Assistants 
3115 Ulu Kinta, Perak 

Ms Saratha, Nursing Matron, State Health Department Selangor 
Floors 9, I 0 and 11, Wisma Sunmay Mas, Lot I, lalan Persiaran Kenyangan, 
40100 Shah Alam 

Mrs Shamima Hasan, East & South East Asia and Oceana Regional 
Office, 246 lalan Ampang, 50450 Kuala Lumpur, Malaysia 
Telephone: (603) 4256 6122 
Facsimile: (603) 4256 6386 

Ms Zaitoll Othman, Nursing Matron, Reproductive Health Management 
Unit, National Population and Family Development Board 
Tingkat 9, LPPKN Building, lalan Raja Laut, 50712 Kuala Lumpur 
Malaysia 

Dr Norazurah Abd Ghani, Lecturer, Department of Obstetrics and 
Gynecology, National University Hospital Malaysia (HUKM) 
lalan Yaacob Latif, Bandar Tun Razak, 56000 Kuala Lumpur 

Dr Rosy Anak lawan, Lecturer, Department of Obstetrics and 
Gynecology, University of Malaya Medical Center (UMMC) 
Lembah Pantai, 50603 Kuala Lumpur 
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Ms Gaye Phillips, Representative to Malaysia and Special 
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lalan Dungun, Damansara Heights, 50490 Kuala Lumpur, Malaysia 

UNITED NATIONS Ms Yeoh Yeok Kim, Assistant Representative 
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Telephone no.: (603)209-39908; Facsimile: (603)209-37446; 
E-mail address: who@maa.wpro.who.int 

WHOIWPRO 

Dr Pang Ruyan (Responsible Officer), Regional Adviser, Reproductive Health, WHO 
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Telephone: (63-2) 528 9876; Facsimile: (63-2) 526 0279, 526 0362, 521 1036 
E-mail: pangr@Jwpro.who.int 

Ms Anjana Bhushan, Technical Officer (Poverty, Gender and Human Rights), WHO 
Regional Office for the Western Pacific, Manila, Philippines 
Telephone: (63-2) 528 9814; Facsimile: (63-2) 526 0279,5260362,521 1036 
E-mail: bhushanai(i:wpro.who.int 

WHOIHQ 

Ms Jane Cottingham, Technical Officer, Family and Community Health (FCH), 
Reproductive Health and Research (RHR), Gender Issues and Reproductive Rights 
(GRR), World Health Organization, CH-1211 Geneva 27, Switzerland 
E-mail address: cottinghamjlW.who.int 
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AGENDA OF THE WORKSHOP 

(1) Opening ceremony 

(2) Orientation of the training workshop 

(3) Introduction and group discussions on the basic issues on gender and rights in 
reproductive and maternal health. 
• determinants of maternal health and the underlying determinants of gender and 

poverty 
• rights-based approach to making pregnancy safer 
• maternal health indicators and evidence in health programming 

(4) Field visit and discussions on the field visit observations 

(5) Introduction and group work on: 
• assessing policies and interventions in reducing maternal mortality and morbidity 

from the gender and rights perspectives 
• macro-context of health sector reform and health service delivery issues on 

pregnancy-related health service 
• health service delivery issues 

(6) Discussions and presentations on making change happen within our own settings 

(7) Closing ceremony 



- 29-

ANNEX 3 

OPENING SPEECH BY DATUK DR Hl. MOHAMAD ISMAIL MERICAN, 
DIRECTOR-GENERAL OF HEALTH, MINISTRY OF HEALTH MALAYSIA 

DELIVERED BY DATO' DR SHAFIE OOYUB, 
DEPUTY -DIRECTOR GENERAL OF HEALTH (PUBLIC HEALTH), 

MINISTRY OF HEALTH MALAYSIA 
AT THE REGIONAL WORKSHOP ON GENDER AND RIGHTS IN REPRODUCTIVE AND 

MATERNAL HEALTH 
KUALA LUMPUR, ON 28 NOV 2005 

AT THE PRINCE HOTEL & RESIDENCE, KUALA LUMPUR 

Dr. Han Tiern, WHO Representative, Malaysia . 
Dr. Pang Rnyan, Regional Adviser Reproductive Hea'th, WHO Western Pacific Regional Office 
Distinguished guests, participants, ladies And gentlemen, 

First and foremost, I would like to extend a very warm welcome to all the participants to 
this Regional Workshop on Gender and Rights in Reproductive and Maternal Health. Indeed, your 
presence here reflects your interest and commitment to the improvement of reproductive health 
especially from the perspective of gender in member countries, and in forging future cooperation 
in the region. I would like to thank WHO of Western Pacific Region for inviting me to address the 
opening ceremony ofthis important workshop. 

Reproductive health is a very important cor.lponent of overall hearth and has an impact on 
every person's life. Therefore, it is defined comprehensively in the light of the broader concern of 
health and the multiple determinants of reproductive health. 

The reproductive related concern was further emphasized via a set of Millennium 
Development Goals (MGDs) of the United Nations. The goals are aimed at curbing poverty and 
hunger, reducing maternal and child deaths, curbing H[V and advancing gender equality and 
promoting environmentally sustainable development. The MDGs cannot be achieved without 
addressing populat.ion and reproductive health as agreed at the [CPO. In doing this, it is not 
enough that we pay attention to the biological parameter of "sex" but also need to pay attention to 
the socio-cultural parameter of "gender". 

Ladies and Gentlemen, since independence in 1957, Malaysia has made a strong 
commitment to health and development, especially towards reproductive health. Approximately 
6.3% of the national budget is allocated for the health sector. Malaysia has moved from a 
fragmented, rudimentary health care system, especially in the rural areas, to an extensive 
infrastructure which provides comprehensive health care to more than 90% of its population. The 
Ministry of Health is committed to ensuring that hcalthcare is affordable, of quality and accessible. 
Equity and equality of health service delivery are guaranteed through a well-planned 
infrastructure. Measures are taken to ensure women's equal access to healthcare, including 
primary health services for the prevention and treatment of various diseases. It also offers 
comprehensive family health services for the prevention of morbidity and mortality among 
specific groups and subgroups, without discrimination towards women. 

I am pleased to inform that our health indicators including life expectancy after birth, 
perinatal, neonatal and infant mortality rates have shown remarkable improvement. As a result of 
this investment, life expectancy in Malaysia has risen to 75.5 for women and 71.0 for men in 2003, 
infant mortality has dropped to 6.3 per 1000 live births in 2003 and maternal mortality has fallen 
from a total of540 deaths in the 1950s, to 30 deaths per 100,000 live births in 2003. The main 
contributing factors are continuous improvement of the national health system in proving good 
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access and the specific initiatives for safe deliveries, high-risk approach and confidential enquiry 
into maternal health. Before 1971, most Malaysia women delivered at home, assisted by untrained 
birth attendants, however since the last five years, above 90% deliveries were conducted by trained 
personnel. 

It is noteworthy that Malaysia is fortunate that we do not have serious socio-cultural 
problems, as many are found in some parts of the world, such as son preference, female foeticide 
and female genitalia mutilation. However, there are some specific issue related to gender that do 
require more attention such as sexual violence (rape, etc) and gender based violence. 

Ladies and Gentlemen, male participation however is still relatively low. Male 
responsibility and participation are much needed in every women's reproductive health 
programme. Globally, but more so in developing countries, responsibility for reproductive 
functions, especially in family planning rests almost entirely on women. Efforts have been 
intensified to raise awareness and understanding among men about their responsibilities of 
protecting women's health needs, including their reproductive health. Equal participation of men 
and women in family responsibilities and shared responsibility in sexual and reproductive health 
are acknowledged as contributory to women's empowerment. From the service provider point of 
view, the Ministry of Health Malaysia has trained the medical assistants, who are the front liners in 
the primary health care service system, on family planning particularly in counselling as an effort 
to encourage male participation in the programme. 

In order to address the issue of gender based violence, Ministry of Health Malaysia has 
established One Stop Crisis Centre or OSCC in early 1990s that has become a model of hospital 
based services for battered women and children. Its principal aims are to assist victims of violence 
by providing them access to medial care and legal advice, counselling and temporary shelter. At 
the primary care level, the Ministry of Health in collaboration with UNFPA has piloted a project 
on early detection of domestic violence in one of the health clinics in the state of the Kelantan 
since late 2004. The project is ongoing and baseline data showed there is about 2.2% detection 
rate of domestic violence amongst selected women attending the clinic. As a spin off the project, 
there are greater awareness of domestic violence among the staff, and good collaboration and 
cooperation with participating agencies at the local level. 

Ladies and Gentlemen, I am pleased to note that this workshop has brought together experts, 
not only in reproductive health, but also in gender issues. I take this opportunity to thank WHO 
(Headquarters in Geneva), Western Pacific Region, the consultants (from India and Malaysia) for 
contributing towards this workshop. I am sure that if this workshop succeeds, it will be an 
important step towards more training on gender issue in future, not only in Malaysia but also the 
countries of the Region. 

I hope this workshop will achieve its objectives and make a great impact in addressing 
gender and rights issues in reproductive and maternal health programmes and services. This 
workshop is the platform for us to gain knowledge and reinforces the need to increase coverage to 
different population groups and improving the quality and scope of services on reproductive health 
and rights. I would also like to take this opportunity to congratulate the organizing committee for 
their committed efforts and hard work in successfully organizing and managing this workshop. To 
all participants, I wish you the very best of luck and enjoy your stay in Malaysia. With hopes for 
blessings from God, I have the great pleasure in declaring open the Regional Workshop on Gender 
and Rights in Reproductive and Maternal Health. Thank you. 
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AN EXAMPLE OF THE "BUT WHY" BUBBLES PRODUCED BY ONE OF THE 
GROUPS 

Unsafe abortion 

Performed by 
untrained 
medical 
personnel 
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POSTER PRESENTATIONS OF COUNTRY INTERVENTION PLAN FOR 
PROMOTING GENDER AND RIGHTS IN REPRODUCTIVE AND MATERNAL 

HEALTH WITH THE AIM OF REDUCING MATERNAL MORTALITY 
PRESENTED ON 2 DEC 2005 

a) CAMBODIA 

Goal: Improve coverage and access to health services 
Problem: a) Low access to services 

b) Insufficient number of health service providers 
Intervention: 

a) Building capacity of health service provider through training 

b) Refresher training (BCC/IPC) and Counselling (men and women) on client's 
rights and health provider's right. 

c) Develop BCC materials and distribute. 

Actors: Cooperate with Ministry of Health and donors which deal with reproductive health 
programmes and the existing Technical Working Committee 

Comments and Issues Raised during Discussions: 
• Any particular group of health providers that you plan to focus on? 

(At least 5 people per centre) 
• How do you think you can stop health providers from going to work with NGOs where 

salaries are higher? 

(Would require theTa to sign a contract after the training) 
• When you go back to your country what would the first thing you would do? 

(Report about the workshop to the Ministry of Health) 
• How would you solve the problem of low access to services? 

(One of the reasonsfor low access is low quality. An improvement in quality will lead to 
improved access) 

b) CHINA 

Goal: To reduce MMRlNMR through community participation in remote areas. 
Interventions: 

a) To promote MCH policy in gender and rights perspective among leaders in reproductive 
and maternal health 

b) To set up multisector team consisting of all stakeholders involved in reproductive health. 
To coordinate NGOs and Federation of Women and MCH providers to implement IEC 
strategies 
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c) To develop gender sensitive materials and IEC strategies according to local needs and 
setting. 

d) To set up a referral system in health facilities in village clinics and communities. 

e) To provide health education and counselling to men and women at reproductive age and 
family members on maternal health 

Funding: Earmarked fund of safe motherhood programme, and donation from UN ICEF, 
UNFPA and bilateral donors 

c) JAPAN 

Background: 

In Japan, the percentage of adolescent with sexual experience is increasing (% of sex 
cxperience among school students (male: 31.3%, female 43.6%). Adolescent pregnancy is 
increasing - 3%-5% of pregnant women at ANC is Chlamydia positive. Chlamydia prevalence 
among school girls is increasing. More than 10% in high school fer.lale students with sex 
experience in 16 years old group. 

Chlamydia infection is one of the major STis in Japan. It is easily treatable but difficult to 
detect (less symptoms). Causes PID, infertility, ectopic pregnancy, increased risks of HIV (3 to 5 
fold increase), transmits to newborn (conjunctivitis, pneumonia etc). Sexual partners need to be 
treated at the same time. 

School plays a major role in health education and is the last resort for youths. Culturally sex 
is not openly spoken even though full of sexual gossips through mass media, internet etc. No 
formal sex education system exists (either in schools, community home etc) 

Goal: To reduce Chlamydia prevalence among females in the reproductive age groups. 
Interventions I: 

a) Collaborate with Ministry of Education/Science to advocate that early exposure to sex 
among adolescents should be taken as a serious problem. However no collaborative action 
has been taken. 

b) Involvement of other actors such as Parent Teachers Association, Teachers' Association, 
professional associations (school, doctors, nurse, midwives), private sectors 
(pharmaceuticals, condom manufacturers, family planning associations (NGOs) and mass 
media. 

c) Sex education in schools with the following strategies:: 

>Incorporate sex education classes in Yutori classes (flexible classes which each school 
can decide on its contents). 
>awareness raising on sex education for school teachers, parents. 
>health education during annual health check-Ups. 

d) Mohilization or promotion of peer activities. 

e) Sex education in the conimunity. 
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Intervention II: Behaviour change communication model 

» school broadcasting 
» education materials 
» mass media 
» event (festival, plays, etc) 
» open health lectures to communities. 

Annex 5 

» provide correct information, knowledge on safe sex (including proper skill of condom use) 
» provide easy access to condom. 

Counselling 

» mobilize school teachers/peers as counsellors 
» awareness raising campaign 
» counselling training to school teachers/peers 

Monitoring and Evaluation 

» Number of schools that include sex education in "Yutori class." 
» Chlamydia prevalence among pregnant women at ANC 
» Behaviour survey (collaborate with mass media, research institutions etc). 

Comments and issues raised during the discussions: 

• Why focus only on girls when Chlamydia is sexually transmitted disease? Where are the 
boys in this programme and why are they not targeted? 

• No gender and rights indicators in monitoring and evaluation 

d) LAO PEOPLE'S DEMOCRATIC REPUBLIC 

Goal: Promotion of free delivery in a health facility 
Problem: Maternal mortality is high 

Limited access to safe delivery 
CPR 
Socio-economic cultural problems 
Low male participation on safe delivery (and antenatal care) 

Objectives: 
a) Increase access to safe delivery 
b) Increase male participation on safe delivery 

Interventions: 
• Report lessons learnt from this workshop to the Ministry of Health 
• Introduce free-of-charge delivery in a health facility to steering committee at MOH. 
• Workshop for MOH, donors, civic organizations, CCH and other related sections 
• Advocacy on free delivery for local authority, local community, policy decision makers. 
• Introduce this free of charge delivery as part of the MCH policy. 
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e) MALAYSIA 

Problem: Need to tackle maternal mortality due to untrained birth attendants (TBAs). Maternal 
death from PPH in 1997-2000.TBA in 1997 (9.7%) increased to 17.9% in 2000. Community 
nurse w as 9.7% (1997) but decreased to 3.2% (2000). 

Goal: To reduce maternal monality due to deliveries attended by traditional birth attendants 
(TBAs) in East Malaysia from 17.9% to less than 5% in five years to 0% after 7 years. 

Interventions: 

a) Untrained birth attendant (TBA) 

• Registration of all TBAs 
• Compulsory training of minimal competency level. 
• Give incentives - minimal wage 

- bonus for early referral 
- allowances given during training 

• Regular refreshment course 
• Provide sterile delivery bags/sets in case there is a need for delivery to be done. 
• Health education on contraception, antenatal care, postnatal and immunization - agent of 

change in community. 
• Monitoring ofTBAs - every 2 months - done by Public Health Nurse 

b) Improve infrastructure through intersectoral collaboration such as increased better roads, 
flying squads, speed boats. 

c) Half-way homes - a home close to the birthing centre. 

d) Community to identify and to provide transpon. 

c) Maternal death to be made as a main agenda during the village committee meeting. 

f) Health education to public on safe delivery, family planning 

Acto,·s: 
Actors who could be potential allies are: 

• District Health Office 
• District office/local authority 
• Road Transport Department/Electricity Board/Telephones, ctc. 
• Village committee 

Resistance could come from: 

• TBAs 
• Financial constraints - incentive 
• Legal issues 
• Patient and family - to stay at halfway homes. 

Comments and issues raised during the discussions 
• Good that maternal health will be the main agenda of the village committee and that issues 

such transportation will involve the community. 
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• But, need to consider the rights of the TBAs to practice and therefore training and 
upgrading of their skills is important. 

• Lacking gender and rights indicators. 

f) MONGOLIA 

Goal: To reduce MMR from current 98.8% per 100000 life births down to 50% the year 2015. 

Intervention steps: 
To increase accessibility and equity and availability of reproductive health and SRH services for 
remote, migrant and disadvantaged group. 

Activities: 
a) Strengthen maternity waiting home (province) 
b) Improve referral system for high risk women (road?, telephone, communication?) 
c) Pregnant women from poor, vulnerable groups will be given medical care by giving them 

"vouchers." 
d) Encourage support from volunteers during labour and delivery (doula). 
e) Enhance participation of individuals, husbands, family and community in cases of 

complications 

Actors: 
The following could be allies: 
Enhance participation of government, NGO and donors and improve intersectoral collaboration 
(WHO, ADB, UNFPA, UNICEF, GTZ) 

g) PHILIPPINES 

Project: OPLAN: Pregnancy Watch 06 
Areas ofimplementation: 2 barangays 
Goal: Reduction of maternal mortality 
Objectives: 
1) To promote safe delivery in a health facility or attendance by skilled birth attendant. 

2) To promote/encourage birth spacing through appropriate family planning method. 

Intervention steps: 
1) Social mobilization 
2) Orientation and information dissemination 
3) Identify roles and responsibilities 
4) Orientation and promotion of birth plan. 
S) Identify and sourcing of resources 
6) Strengthen/establish 2-way referral system. 
7) Conduct MOR or near-miss review 

Allies: 
a) Barangay officials and other community members, BHWs 
b) Activists: TBAs 
c) External alliances: FPOP, POPCOM, NGAs, civic organizations. 
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Comments and Issues Raised during Discussions: 
• Innovative approach in recognizing reproductive health issues 
• Gender issues were presented in the most informative way. 

h) REPUBLIC OF KOREA 

ProblemlIssue: Maternal health situation in the Republic of Korea shows a high C-section rate 
(37.7% in 2004 and low breast feeding. Obstetricians and Gynaecologists are mostly males. 
There seems to be a tendency to order for C-section though there are no indications in order not to 
monitor labour for a long time. 

Area of work: National Health Insurance Company, Community Health Center, high school and 
university students, KIHASA, PPFK. 

Goal: To decrease the C-section rate from 37.7% to 30% (2010) and provision of sustainable 
intervention for quality of care 

Intervention: 

b) Revision of National Health Insurance law for reasonable health insurance fee for normal 
delivery services (Dec 2004) 

c) Provide and share the C-section rate in each hospital and clinic quarterly (Dec 2006) 

d) IEC on C-section and normal delivery in terms of Gender Equity and Rights: 

• Health education for pregnant women and her husband in CHC 
• Distribution of IEC materials and health education on caesarean and normal 

delivery to high school and university students (particularly medical school) 
• IEC through media. 

Allies/potential resistance: 
a) National payment Health Insurance System. 

b) Protection against being sued by families of pregnant families in normal delivery (?) for 
malpractice or accidents 

c) Social situation 

External Alliance Network: 
MOE MOHW 

NHIC 

i) VIETNAM 

Fertility Encouragement 
Division 

Area of work: Abortion counselling 
Objectives: a) Improve quality of abortion care 

b) Increase contraceptive use 

MOGE 
(Advisory Center for 

Guideline for Quality 
Of Care Standard) 



- 39-

Annex 5 

c) Reduce repeated abortion 

Goal: 90-100% of women going for abortion wi II receive abortion counsell ing by 2006 

Situation: MCH Unit which is an integrated health center in Luong Son district in the Hoa Sinh 
province provides 30 abortions, 10 deliveries, 90 contraceptive users per month. In terms of staff, 
there are I male doctor, 2 midwives. However there is no counselling room, no lEC materials, no 
models for abortion and family planning methods. 

Timeline: 
Existing Activities 
issues 
l.Inadequate Increase health 
human resource providers 

2. Counseling skills 7 days training 
course & coaching 
on abortion 
counselling 
Monitoring after 
training (monthly) 

3.Counseling room Set up I 
counselling 
room> >private, 
quiet, equipped 

4. IEC materials Develop leaflets, 
posters on post 
abortion care, 
family planning in 
2 languages and all 
gender sensitive. 
Request for 
supplies 

5.Counseling model Request for 
supplies: model of 
uterus, condom 
use, canula & 
aspirator, IUD, 
pills, injections etc. 

Abortion counseling improves: 
a) quality of care 
a) client rights 

b) gender rights 

i) PAPUA NEW GUINEA 

Resource Timing F. Resource 
Persons 
Leader of 12/2005 Government 
distributing (MOH) 
center 
Resource 1/2006 Local level 
(NHOG) NGOs 
NHOG (IPAS) 
IPAS 2-8/2006 Pharmacy 

companies 

Leader of 1/2006 
counselling 
(IPAS) 

Head ofMCH 2-41 As above 
2006 

Provincial 
hospital 

IPAS 1-2/2006 As above 

Goal: Reduce maternal mortality in districts with high maternal death. 

Strategic Objectives: (3years: 2006-2008) 

Output 

I female doctor 
2 midwives 

100% health 
providers 
abortion 
skills 

Counselling 
room available 

Materials 
available 

Models available 
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1. Increase contraceptive prevalence rate from 19% to 25% 

Interventions: 
I. Increase delivery points on family planning 

I .1. Work closely with the6 EOC Provinces 
1.2. Establish FBO & Gov working groups 
1.3. Expand Community Based Family Planning service deliveries and distribution of 
contraceptives through VHV programmes. 
104. Expand vasectomy programme in 6 EOC provinces. 
1.5. Establish a monitoring process specific to the 6 EOC provinces. 

2. Establish men's participation in family planning with special emphasis on gender issues (6 
EOC provinces) 

2.1. Establish health committees with equal membership 
2.2. Provide IEC on the importance of maternal and family health. 
2.3. Encourage men to attend ANC, deliveries and family planning sessions with spouses 
204 Encourage family budgeting for maternal emergencies. 
2.5 Process monitoring quarterly. 
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