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This report presents the findings of a research project that was completed 
as part of the implementation of the Kobe Recommendation: Plan of Action 
for Women and Health (POA) issued in April 2002 at the Third International 
Meeting on Women and Health organized by the World Health Organiza-
tion Centre for Health Development (WHO Kobe Centre – WKC), Kobe, Ja-
pan. The POA can be accessed on the WKC website at http://www.who.or.jp/women/
research/kobe_recommendation.html/.

Four voluntary task forces were established to implement the Plan of Ac-
tion. The 50 task force members from 18 countries have contributed to work 
on the four priority areas of the POA, namely: (1) comparative analysis of gen-
der equity/equality indicators; (2) use of gender-based analysis; (3) women’s 
leadership in health; and (4) enhancing research transfer in specific gender eq-
uity and health issues.

The University of Canberra National Centre for Social and Economic Mod-
elling (NATSEM) conducted the research for Task Force 3. This report provides 
an excellent summary of the literature on key characteristics of leaders, the dif-
ferences between male and female leaders, and an analytical framework for as-
sessing the impact of women’s leadership. The report also identifies both hin-
drances and benefits in the different spheres of a woman’s life. Case studies 
from both developed and developing countries are used to illustrate the frame-
work. The case studies show the situation at local/village, state/provincial and 
national levels. The report draws important conclusions on key trends, catalys-
ing effects, and incentives. 

I believe this report represents a valuable reference for researchers and policy-
makers. 

—  Yuji Kawaguchi, M.D., Ph.D.
 Director, WHO Centre for Health Development

Preface



THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENTii

This report arises from discussions held at the Second International Meet-
ing on Women and Health held at the University of Canberra in April 2001, 
and from The Kobe Plan of Action for Women and Health (POA) endorsed at 
the Third International Meeting on Women and Health, held in Kobe, Japan in 
April 2002. The POA aimed to further the involvement of women in the design 
of health and welfare policy, the delivery of health services, and the improve-
ment of health outcomes. This report is part of a series of publications that ad-
dress some of the interests of Task Force 2 dealing with the use of gender-based 
analysis.

Late in September 2002, the National Centre of Social and Economic 
Modelling (NATSEM) at the University of Canberra was approached by Ms 
Helen L’Orange, Consultant for Women and Health Programme, WHO Centre 
for Health Development (WHO Kobe Centre – WKC), regarding possible car-
riage for this study. Work started on the project early in October, An initial draft 
of the report was presented and discussed at a meeting held on 28 November 
2002 at the University of Melbourne, which was attended by a number of ex-
perts in gender-based analysis. Among those present were Agnes Walker and 
Anthea Bill, the two main authors of this report. Thanks are due to Ms Helen 
L’Orange – who has had a strong influence in shaping the structure and con-
tents of this report – and to Professors Vivian Lin, Lenore Manderson and Ann 
Harding, as well as Jamileh Abu-Duhou, for helpful comments on the initial 
draft. The authors are grateful to Faten Abdelaziz and Helen L’Orange (both of 
WKC) for valuable comments.
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Definitions
Health WHO defines health as “a state of complete physical, 

mental and social well-being and not merely the absence 
of disease or infirmity”.

Welfare WHO defines welfare systems as “enduring social organ-
izations (both formal and non-formal) and practices 
(norms and actions) that affect health and well-being 
of populations. Development studies primarily focus 
on income, education, and health status as outcomes 
(dependent variable) of effective welfare systems.” (Kar, 
Proceedings of WHO Kobe Centre International Meeting 
on Women and Health, Awaji 2000, 119)

Leadership “Leadership is a role performed by an individual who 
exercises influence within a system in order to accom-
plish goals that flow from a vision and which are based 
on values” (Klenke, 1996, 12).
 In this report, women’s leadership was considered in 
the health and welfare areas at grass-roots level, as pro-
fessionals (e.g. medical workers, bureaucratic decision 
makers) and at governmental levels (local, regional and 
nationwide).

Gender 
mainstreaming

The United Nations defines mainstreaming gender per-
spective as “the process of assessing the implication for 
women and men of any planned action, including leg-
islation, policies and programmes, in all areas and at all 
levels” – cited by United Nations (2002).
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1.1 Aims

This report was prepared by the National Centre for Social and Economic 
Modelling (NATSEM), University of Canberra, Australia, for the World Health 
Organization Centre for Health Development (WKC), Kobe, Japan. The main 
purpose of the research was to conduct a literature review on women’s leader-
ship that contributed to the improvement of health and welfare systems in de-
veloped and developing countries. From that literature review, NATSEM:

• synthesized an analytical framework, illustrated with case studies, and using 
that framework;

• analyzed hindrances to women’s leadership in health and welfare systems de-
velopment due to cultural, religious, socioeconomic, political, educational 
and/or attitudinal issues;

• assessed the catalysing effects of women’s leadership positions;
• identified official incentives encouraging women’s leadership in health and 

welfare systems development.

Overall, a key issue to be considered was how best to encourage leadership 
by women in the health field, which would have a chance of improving wom-
en’s health.

The main purpose of this report is to add to generally available knowledge 
rather than simply summarize or synthesize previously published work. In par-
ticular, it is intended to:

• strengthen the analytical framework with inter-country comparisons, using 
the most recent international statistics; 

• identify the lessons to be learned;
• present the published material in a way that is readily accessible to readers. 

This was done by identifying the key features of case studies in the main text 
(Part I) with references to a summary sheet, and then to relevant quotes from 
the original source documents reported in the appendices (Part II).

1. Introduction 



Introduction

THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT4 5THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT

1.2 Scope of project

This project considered only issues and case studies that could be obtained 
from papers and books or through web site searches (i.e. material available in 
the public domain). Because the issue of women’s leadership worldwide is a 
vast subject, it was necessary to further limit the scope of this project. The fo-
cus on finding insights for guiding others – as to how health and welfare sys-
tem could be improved through women in leadership positions– was of help in 
this context. 

Thus, in order to limit the scope of this report the authors focused on those 
parts of the literature that had the potential to inspire others to initiate practi-
cal applications that had proven to be successful at least once. 
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In developing an analytical framework, the aim was to find a structure for as-
sessing those initiatives led by women which have resulted in significant im-
provements in health and welfare systems, for which type of country and why. 
Once the structure was established, it was embellished with examples of illus-
trative case studies – for both developed and developing countries. These were 
selected to highlight not only successes but also the difficulties encountered. 
Moreover, this approach facilitated the identification of gaps in the knowledge 
– on the basis of the publicly available literature.

2.1 Rationale for the analytical framework

Issues covered in this section include: what the literature tells us about the 
opportunities for, and effectiveness of women’s leadership in health and wel-
fare system development; how health improvements could be considered in a 
broader context than that usually described in case studies; how health is linked 
to welfare (or income); and which factors affecting health could, in practice, be 
influenced by policy.

2.1.1 The literature on women’s leadership in health
Extensive literature searches on women’s leadership in health resulted in 

a disappointingly small number of relevant publications. Only two studies – 
both USA-based – were found concerning women’s leadership specifically in 
health. Both were based on interviews of women who had already excelled as 
leaders in public health. The Woltring and Barlas (2001) study was based on in-
depth interviews of 32 such women, while Robinson-Walker (1999) used the 
1997 Gender and Leadership in Healthcare Study as a vehicle for examining the 
relevance of gender to health care leadership in the USA. Nearly 100 leading 
male and female health care executives (doctors, nurses and managers) partic-
ipated in that study.

Since both of these studies were USA-based, issues of great importance in 
many developing countries – such as women’s access to education and later to 
jobs – were not covered. However, Robinson-Walker (1999) notes that in the 
1990s USA-based women were simply not present in, and did not ascend at the 
rate expected to, the most senior leadership roles in health care. The authors 

2. Analytical framework
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of both publications state that their books were aimed at women who were ei-
ther already working in the health field, or were considering taking a job in that 
field. In particular, they expected that their studies would provide role models 
for their female readers.

Conclusions from these two books regarding the key characteristics of 
women leaders were surprisingly similar to the conclusions drawn in many non-
gender and non-health-specific books on leadership, such as Covey (1996, 1990, 
1991). For example, in both the general and the gender health-specific books 
the importance of self-knowledge, self-acceptance, self-esteem, self-confidence 
and the ability to practise self-renewal were emphasized. Continuous learning, 
vision/creativity, assertiveness and the courage to take risks were also among 
the common findings. Leading balanced lives, learning from failures as well as 
successes and the creative handling of adversity were also recurring themes.

Covey (1991) also mentions the importance of being synergistic. He notes that 
“synergistic people are change catalysts – they improve almost any situation they 
get into. They work as smart as they work hard. They are amazingly productive, 
but in new and creative ways. In team situations they build on their strengths 
and strive to complement their weaknesses with the strengths of others. They are 
not threatened by the fact that others are better in some ways” (pp 37).

In relation to the issue of gender relevance in health care leadership Robin-
son-Walker concludes that “gender does not determine whether a leader is re-
vered … lack of awareness about the role of gender in leadership is the issue” 
and “gender is relevant in that all effective leaders work at the intersection of 
male and female perspectives” (pp 182). Woltring and Barlas (2001) reviewed 
the literature on differences in leadership styles between women and men and 
found that, although the evidence was inconclusive, women seemed to be more 
likely to share decision-making and adopt collaborative and empowering lead-
ership styles (pp 34–5).

Among the few areas of difference between Covey’s books and the two con-
cerning women leaders in health was the finding that women health leaders 
spoke about the difficulty of balancing personal and professional lives and the 
importance of supporting and mentoring other women (Woltring and Barlas, 
2001, pp xiii). Woltring and Barlas also talked about the difficulties reported 
as a result of competitive attitudes by other women. They noted that some 
of those interviewed said that men had been more available as mentors than 
women (pp 46). However, a number of those interviewed mentioned that being 
a female role model was an important contribution for them to make (pp 45), 
while others commented on the importance of mentoring younger women. 

Overall, the conclusion from the available literature is that, in developed na-
tions such as the USA, many of the characteristics of those who had proved 
themselves successful leaders in the health field are common to leaders of either 
sex. There were some differences in that there seemed to be fewer role models 
and mentors for women. Also, it was noted that at the most senior leadership 
levels, women in the USA health care field were not present at the rate expected, 
given their overall numbers in the workforce.

The extent to which the above may apply to women in developing countries 
is not clear. In such countries, women often have limited or no access to educa-

Analytical 
framework
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tion, decision-making and professional jobs, so barriers to such women exercis-
ing leadership roles in health are likely to be considerably greater. Since publi-
cations that reported on women’s leadership in health in developing countries 
were unavailable, there is further discussion of this issue in section 5.2.

2.1.2 Assessing the potential for health improvements 
A key question in this report is “What contributions had women’s leadership 

made to the improvement of health and welfare systems?” Improvements were 
sought that eventually led to better health and welfare systems for women. 

Unfortunately, in published case studies on women’s leadership, very little 
quantitative information is available on the improvements in women’s health 
and welfare systems that are directly attributable to such leadership. In addition, 
the qualitative descriptions in case studies tend generally to claim that there 
have been health-related improvements with often little, if any, quantitative ev-
idence being presented to support such claims.

In searching for quantitative ways of indicating ‘health improvements’ an in-
direct method for doing so was developed by: 

• using women’s life expectancy at birth – a readily available health indicator; 
• grouping countries by the World Bank’s income-based classification – i.e. low 

income, lower-middle income, upper-middle income and high income (Ap-
pendix C, Section C.1) .

The “top 10” and “bottom 10” countries within each income group were then 
identified. This allowed comparisons across countries that were at broadly sim-
ilar levels of development in terms of per capita gross national income (Appen-
dix C, Section C.2). A summary of the findings in the top 10 countries is pre-
sented in Table 1.

This shows that, among the top 10 countries within each income group, 
women’s life expectancies varied – on average from 71 to 84 years. The vari-
ation among developing countries was from 71 to 81 years, and among devel-
oped (OECD) countries from 81 to 84 years. Further findings from the Appen-
dix C analysis are presented and discussed in Section 2.1.3.

In its publications, the World Bank generally classifies the lower three income 
groups as developing countries – i.e. the low, lower-middle and upper-middle 
income groups – and the high–income group as developed countries. This con-
vention has been adopted throughout this report.

2.1.3 The health–income link
A virtually universal finding in the literature is that people with low socioe-

conomic status – usually the poor – become sick earlier and die younger than 
people with high socioeconomic status – usually the rich (World Health Or-
ganization, 2000; Mathers et al., 1999; Glover et al., 1999)1. Also, Pang (2002) of 

Analytical 
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1  In this context the issue of direction of causation is often discussed. Using longitudinal data, Lynch at al (1997) 
found that it was low income that caused poor health. For further discussion on this issue see Walker and Abello 
(2000, pp.9,10).
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the World Health Organization noted that there was a close link between eco-
nomic development and the poor health of populations.2

In the past decade, considerable research has been carried out on the rea-
sons for premature death among the socially disadvantaged and on individu-
als’ health and lifestyles as they affect morbidity and mortality (Marmot 1998). 
Regardless of what measure of health status is used – e.g. premature mortality, 
number of chronic diseases, or severity of disability due to chronic illness – and 
which dataset is analysed, quantitative research invariably indicates worsening 
health status as disadvantage increases. A commonly used indicator of disad-
vantage in the literature is income, as it has been shown to be the single most ef-
fective summary indicator of socioeconomic status (Walker and Abello, 2000). 

Socioeconomic status and welfare, as indicated by income, are important ex-
planatory factors of individuals’ health. Using the World Bank’s classification 
of countries by per capita gross national income and female life expectancy as 
an indicator of health, the lowest and highest life expectancies for countries 
in each income group are charted in Figure 1. This shows internationally3 the 
same strong inverse relationship between income/welfare and health as that 
which had emerged from many previous country-specific or sector-specific 
studies. Thus, it illustrates that people living in higher-income countries live 
longer (i.e. they are less likely to suffer premature death) than people who re-
side in lower-income countries.

Additional insights from Figure 1 are that:

• across the best performing countries, women’s life expectancies at birth vary 
little with income – from 77 years in the best performing low-income coun-
tries (Armenia and Georgia) to 84 years for the best performing high-income 
(OECD) country (Japan);

Analytical 
framework

INCOME COUNTRY

Low Armenia Georgia Azerbaijan Ukraine Uzbekistan Vietnam Tajikistan Moldova Kyrgyzstan Nicaragua

years 77 77 75 74 73 72 72 72 72 71

Lower–
middle

Cuba Jamaica Albania Bosnia and 
Herzegovina

Sri Lanka The former 
Yugoslav Republic 

of Macedonia 

Yugoslavia Bulgaria Colombia Belarus

years 78 77 76 76 76 75 75 75 75 74

Upper–
middle 

Puerto 
Rico

Costa Rica Chile Czech 
Republic

Uruguay Croatia Poland Lithuania Argentina Slovakia

 years 81 80 79 78 78 78 78 78 77 77

High (OECD) Japan Switzerland France Sweden Australia Canada Italy Spain Finland Germany

years 84 83 83 82 82 82 82 82 81 81

Table 1:  Female life 
expectancy at birth in 
the top 10 countries 
within each income 
group

Source:  Appendix C, Section C.2 

2  Pang (2002) states that there is a “growing body of evidence that infectious diseases pose a major threat to the eco-
nomic survival of the poorest of developing countries. It has been estimated that each 10% improvement in life 
expectancy at birth is associated with a rise in economic growth of at least 0.3 to 0.4 percentage points per year”.
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• among developed countries there is relatively little difference between the 
best and worst performers – 84 and 77 years for Japan and the Republic of 
Korea, respectively;

• within developing countries in the same income group, huge differences exist 
between the best and worst performing countries, with very low life expect-
ancies in the worst performing low, lower-middle and upper-middle income 
groups (38, 46 and 39 years for Zambia, Swaziland and Botswana, respec-
tively).

The above suggests that for many developing countries, there is a significant 
catch-up opportunity – since know-how (such as hygiene, nutrition and phys-
ical exercise) and medical technology (such as immunization against infec-
tious diseases, antibiotics, and drugs for degenerative conditions) already ap-
plied successfully in developed nations, are also being used in some of their 
peer group countries. Professor Gustav Nossal expressed this notion of catch-
up opportunity in these terms: “Few developments have had as great an impact 
on societies in the industrialised world as the progressive conquest of infec-
tious disease. Furthermore, despite some notable advances, the overall situa-
tion in developing countries remains drastic” (quoted in Furnass and Hayg-
arth, 2000, pp iv).

Interesting findings also emerged when inequalities in life expectancies be-
tween men and women were used for ranking the countries within each of the 
income groupings. The tables in Appendix C, Section C.3 show that differences 
in male and female life expectancies were very small in countries where the av-
erage life expectancy at birth was low (40–50 years; Table C4). One possible rea-
son for this may be that in such countries most deaths may be caused by in-
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Figure 1: Countries 
by income group, 

ranked by female life 
expectancy at birth

Source: Appendix C, Section C.2 

3  That is, for all countries for which World Bank data were available.
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fectious diseases – which tend to impact on the health of men and women in 
a similar manner. For countries with higher life expectancies, the male/female 
differences ranged from around 5% to 20% in developing countries,4 but were 
generally lower in the developed OECD economies (between 6% and 11%; Ap-
pendix C, Table C5). In these countries, the statistics showed the usual pattern 
of women generally living longer then men. Because of the complexities of in-
terpretation that are known to be associated with comparisons of survival be-
tween the sexes (Rockefeller (2001, pp 177) conclusions were not drawn from 
these findings in the main body of this booklet.

2.1.4 The broad range of factors influencing health 
The wide range of factors under consideration in this project mirrors the key 

variables that have been documented in the literature as having a significant 
impact on health. These variables can generally be thought of as layers of influ-
ence on individuals’ health. In turn, these layers can indicate possible points of 
entry for actions that aim to improve health. Here, a structure was devised that 
is based on those influences that can be modified by policy (Section 3.3). Thus, 
factors that were generally seen as fixed in the policy sense (e.g. age, gender and 
individual constitutional characteristics) were not considered. 

2.2 Description of analytical framework

The analytical framework is a matrix that enables assessment of the wide-
ranging issues covered in this project using published case studies as examples. 
Elements of the matrix arise from, and have been grouped in line with, the fac-
tors that have been identified in published research as impacting on health, also 
taking into consideration analyses using internationally comparable and up-to-
date statistics. 

Because of the great differences between developed and developing coun-
tries in terms of women’s leadership and health policy issues, separate matrix 
tables were prepared for the developed and developing country groupings (Ap-
pendix C).

2.2.1 Women’s leadership
Since literature on women’s leadership in health seems to be mainly con-

cerned with the USA (Section 2.1.1), it is clearly more relevant to other devel-
oped countries than to developing nations. This is because, in many develop-
ing countries women are unable and/or unwilling to take on leadership roles. 
In this respect the notion of empowerment is particularly useful. Women are 
said to be empowered when they themselves realize that their actions can have 
an impact on their own (and their families’) lives. Without this empowerment, 
women’s leadership potential is unlikely to be realized since, without it, women 
are unlikely to seek or accept leadership roles. Empowerment is expected to 
manifest itself at the individual or family levels in terms of, for example, deci-
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4  The greatest difference in the Russian Federation (22%) arose from exceptionally low male life expectancies at 
birth compared with other similar countries (59 years), due to deaths from accidents and violence – strongly asso-
ciated with alcoholism – and from cardiovascular disease (Rockefeller Foundation, 2001b, pp 12).
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sion-making, partial or full financial independence and freedom of movement, 
and at the broader community level as social inclusion and an ability and read-
iness to participate (Lyn et al., 2003, Appendix C). 

While women’s empowerment is an issue in both developed and developing 
countries, it is generally accepted that the hurdles women face are very much 
greater in the developing world. Therefore, when considering possible ways to 
encourage women to take on leadership roles in health in developing countries, 
it is useful to examine the processes that took place in the developed world over 
the past few decades. The processes include women eventually gaining equal ac-
cess to education and much improved access to jobs; and women spending a 
considerably lower proportion of their lives bearing and raising children (due to 
acceptance by couples of much improved contraceptive technology and signifi-
cantly greater involvement of male partners in domestic duties and child care).

Judging by the experiences of developed countries, the first important task in 
the developing world thus seems to be the seeking of equality of access to ed-
ucation, followed by opportunities to exercise newly-learnt skills in paid em-
ployment. There are also the social issues of male partners accepting (and 
eventually welcoming) that their female partners will have jobs and become fi-
nancially independent; their supporting efforts to limit the number of children 
born; their taking a part in raising the children that had been planned jointly; 
and their willingness to embrace a “both parents working” lifestyle. In the de-
veloped world, with such a lifestyle, an acceptance of shared decision-making 
regarding most family matters gradually emerged.

Since to date there is very limited guidance in the literature on how to in-
tegrate women’s leadership in health into the analytical framework, this is-
sue was addressed by finding, among health-related case studies, those that 
had been initiated by women, are being (or had been) mainly implemented by 
women, or are (had been) aimed at women’s specific health needs. While this 
seemed a good compromise since it facilitated the consideration of realistic ex-
amples of women’s leadership in health – it had the disadvantage of reducing 
the number of published case studies that were applicable to this report. Thus, 
projects which women may have wished to have initiated but were unable to 
do so (because, for example, of their low education levels, or lack of opportu-
nities for paid work) were not considered as case studies. Also, the developing 
country case studies that were considered seemed to have involved women as 
implementers at the more limited levels of the family/village/local community, 
rather than at the levels of regions or nations. Indeed, even in developed coun-
tries, published evidence of women’s involvement at a national level was rela-
tively rare. 

2.2.3  Impact of case study initiatives 
The groupings chosen for reporting on the impact of the illustrative case 

studies were as follows:

• hindrances and benefits in the educational sphere, the political and attitudinal 
spheres, and the cultural, religious and socioeconomic spheres;

• catalysing effects in areas of informal positions, professional positions and 

Analytical 
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collective positions involving governmental and nongovernmental/non-
profit agencies (In the case studies, most of the positive health impacts 
tended to fall into the “professional positions” category, with more ready 
access of women to health services, e.g. immunization, hospital deliver-
ies. There were no examples found whereby the initiatives resulted in more 
women doctors and/or nurses becoming involved and making an impact in 
their professional capacity);

• formal incentives/disincentives at official levels, which tended to concern 
mainly local, provincial, national or international involvement in financing 
the case studies.

2.2.4 Level at which the case studies were implemented
The levels at which the case studies were implemented were grouped into:

• local/village – which corresponds to the second layer mentioned in Section 
2.1.3  (this was the level into which many of the case studies from poorer de-
veloped countries fell); 

• state/provincial – which tended to mainly correspond to the third layer; 
• national – for which it was relatively hard to find published case studies that 

had been initiated and/or implemented by women (On the contrary, many 
appropriate examples, which involved men, were found in public records, es-
pecially in developed countries).

Analytical 
framework
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3.1 Overview

The main purpose for developing the analytical framework (Section 2.2) was 
to provide the reader with a structure that facilitated the drawing of lessons 
from case studies in a coherent and consistent manner. Using that framework, 
Tables 2 and 3 present highlights from the case studies for developed and devel-
oping countries, respectively. The case studies mentioned in these tables have 
been selected for the purpose of illustrating the various aspects of the matri-
ces. Also, to ensure that the tables are easy to read, repetition of the various ma-
trix aspects through mention of numerous case studies has been avoided when-
ever possible. 

3.2 User-friendly approach 

Given the vastness of the published material and readers’ needs to find the 
available information on a case study of interest to them in one place, it was 
proposed that the report be published electronically. This method of publish-
ing suits the short booklet format, and allows for more information to be made 
available at the click of the mouse. 

It is intended that readers can start by looking through the matrix tables, 
with some very short summaries on the characteristics of case studies. If they 
wish to find out more about a particular case study, they can click on the case 
study number (e.g. CS1) which will bring up a summary of up to four pages 
presented in a standard format (from Appendix B). From the summary sheet, 
the reader can once again click on the case study number (e.g. CS1) to bring up 
the full text of the original case study write-up, as a quote, and referenced to the 
Bibliography section of the booklet. The original case study document can be 
obtained electronically from Appendix C.

Also, in the matrix tables case studies from the top 10 countries listed in Sec-
tion 2.1.1 were indicated by an asterisk. In this way, readers can consider the 
impact of the case study in the context of the average nationwide health status 
indicator for women (i.e. female life expectancy at birth) in that country. Al-
though the non-top 10 countries are not specifically identified, readers can find 

3. Analyses using the 
analytical framework
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the bottom 10 countries in Appendix C, and a list of all countries in each of the 
income groups on the World Bank’s web site (World Bank, 2002).

3.3 Key findings from selected case studies  

Tables 2 and 3 summarize the findings from selected case studies for devel-
oped and developing countries, respectively. Summaries of the selected studies 
are in Appendix B, and relevant quotes from the source document used for all 
the case studies examined are in Appendix C. The case studies (CS) have been 
numbered under stream “a” for developed countries, and stream ”b” for devel-
oping countries.
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4. Representative examples of the 
impact of women’s leadership in 

health and welfare systems
This section aims to analyse/synthesize the information in matrix tables 2 

and 3 for each case study. 

4.1 Developed countries

CS1a: Canada

Overall: 

This project is a good example of what a proactive woman can achieve in a 
leadership role – initially within her own sphere of influence (a minister in pro-
vincial government) – in the areas of health and welfare. It is also a good exam-
ple of how a regional project can become a catalyst for expansion nationwide. 
With over 100 Early Years Centres expected to be established within four years 
of initiating such a complex programme, this case study is regarded as highly 
successful. 

Led by a female minister in the Canadian province of Ontario, the Early 
Childhood Project aimed to address one of the major causes of inequalities in 
health and other areas in developed countries – i.e. being born into and spend-
ing early childhood years in disadvantaged neighbourhoods. This initiative oc-
curred within the context of a broad framework set up in the early 1990s to 
promote greater involvement of women in health policy and development (see 
Canadian Women’s Health Network, 2002).

The Early Childhood Project was a large-scale policy initiative, involving 
considerable organizational, coordination and funding challenges. It has subse-
quently been extended to other provinces in Canada.

Successes: 

Started in 1999, by mid-2002 more than 40 Early Years Centres had been 
established in Ontario – with 61 more planned in 2003. The centres provide, 
among other things, information, parental education and treatment in the ar-
eas of “healthy pregnancy, birth and infancy”. Subsequently, agreement and 
funding were obtained at ministerial level to extend the setting up of such cen-
tres nationally. 
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Difficulties encountered: 
Although to date studies do not appear to have been conducted to assess the 

health impact of the project, there was criticism from some quarters that the 
programme failed to reduce health and other problems in early childhood de-
velopment. Other failings included removal of the commitment by the provin-
cial government to match private and voluntary financial contributions, the 
centres being too bureaucratic and focusing on at-risk groups (rather than hav-
ing universal coverage), and limited success in forging links with local commu-
nities.

Also, there have been difficulties with securing long-term funding commit-
ments from government. It will no doubt be a challenge to overcome these 
shortfalls with a programme with benefits – in terms of better health, educa-
tion, behaviour and so on for those at risk – that are expected to surface many 
years after the programme started.

Although it has not yet been reported in the literature, an emerging lesson 
from this project is that an approach with smaller incremental stages and evalu-
ation of benefits and programme review at each stage might ultimately increase 
the project’s long term chances of success. 

CS1a: Japan

Overall: 

This case study is an encouraging example of how the initiative of a female 
governor in a region of Japan in starting an experiment owes its exceptional 
success to grass-roots action by existing and potential future female patients. 
The considerable number of women’s clinics that have opened since the success 
of the first one late in 2001 – i.e. two per month on average – suggests a political 
system in Japan that is closely attuned to the wishes of its citizens.

Initiated by a female governor in the Chiba region of Japan, the first gender-
sensitive women’s clinic was opened in September 2001 as an outpatient serv-
ice with female doctors tending to women’s specific needs.

Successes: 

The outpatient service in the new women’s clinics in Chiba proved extremely 
successful, with all clinic appointments being fully booked up to four months 
in advance. Two more clinics have been opened since, which had again been 
fully booked months ahead. Also, women living in other regions have started a 
campaign to collect signatures for the opening of women’s clinics in their pre-
fectural hospitals. Recognizing the success of these initiatives, there are national 
centres of excellence in women’s health that are exploring whether women’s 
health could be a model for a more coordinated, informed and accountable sys-
tem of health care.

Difficulties encountered: 

No difficulties are mentioned in the source document. Funding seems to 
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have been shared across several organizations, and there does not appear to 
have been a shortage of women physicians to staff the centres.

4.2 Developing countries

CS1b: Peru

Overall: 

This case study demonstrates what can be achieved if ways are found to fully 
engage the local community – women as well as men. A shift in focus of USAID 
away from family planning only and towards a more holistic approach which 
aimed to change behaviour at the family level was also an important contribu-
tor to the success of this project.

This project was initiated by a women’s rights movement. It mobilized 
women through local community workshops and was successful in changing 
household behaviours as well as obtaining services concerning women’s repro-
ductive health from government health providers. 

Successes: 

These included a genuine engagement of local women in promoting repro-
ductive health; the training of men as educators of other men, resulting in less 
alcoholism, violence and forced sex; and considerable increases in visits to fam-
ily planning clinics.

From a financial perspective, a large (US$ 25 million) grant from USAID for 
programmes in four regions was very important in contributing to the success 
of the project. Another factor contributing to success was the significant depar-
ture from USAID’s traditional funding approach focusing on family planning 
to one that overtly addressed issues of women’s status and sexuality. 

Difficulties encountered: 

No difficulties were reported by the author of this case study.

CS2b: India

Overall:

This case study illustrates the powerful effects of focusing on education (lit-
eracy first, then training health workers as catalysts in their villages). Excep-
tional health outcomes had been achieved at relatively low cost. 

Starting in the early 1980s as an education group for rural women, this or-
ganization now implements a wide range of programmes, including health 
promotion and reproductive health clinics. Women with leadership potential 
have been taught to read and write. Also, local women were trained as commu-
nity health workers and these, in turn, mobilized other women in their respec-
tive villages regarding health concerns.
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Successes: 
These include improved water quality with positive health effects; greater de-

mand for immunization (over 80% coverage attained); no deaths from diar-
rhoea as adherence to oral rehydration therapy had become a way of life; in-
creases in hospital deliveries from 25% in 1989 to 49% in 1991, with hospital 
deliveries of at-risk cases having increased to nearly 80%.

Difficulties encountered: 

Community-sensitive and receptive doctors were not easily found; many 
doctors tended to have a patronizing attitude.

CS3b: Lesotho

Overall

 This case study illustrates how women can help translate national health 
policy set by government into actual health improvements at village level. It 
also illustrates the positive impact on the nation as a whole of communities ac-
cepting, at least partially, to bear the costs of such improvements.

Government support to local women to improve sanitation has been success-
ful in building up a pool of skilled workers able to construct and maintain vil-
lage sanitation systems. Willingness to pay for this by the communities them-
selves has led to the extension of the programme nationally.

Successes: The skills women gained through the government education pro-
gramme contributed significantly to improved sanitation in their villages. The 
self-empowering effects of education and of the ability to become part of a 
pool of skilled workers made it possible for many of these women to later be-
come village health workers – thus further contributing to improvements in 
public health.

Difficulties encountered: 

The authors of this case study did not report on difficulties.

CS4b: Brazil 

Overall

This case study illustrates how strong political backing, combined with pres-
sure from the women’s movement, can result in considerably improved repro-
ductive and other health services. It also shows that, when developing health 
policies, there is a need to consider gender issues at the macro level, as well as at 
the micro (or health service provision) level.

Successful advancement of women’s health care in São Paulo (1989–1992) 
due to support by feminists in local government and pressure from women’s 
rights movement.



THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT20

Representative 
examples of the 
impact of women’s 
leadership in 
health and 
welfare systems

21THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT

Representative 
examples of the 

impact of women’s 
leadership in 

health and 
welfare systems

Successes: 
These include legal abortions being offered in 13 hospitals; new health care 

services that deal with cases of domestic violence and sexual abuse; and lower 
rates of maternal mortality. Also, the initiatives had a “demonstration” effect in 
that other regions have subsequently introduced legal abortions in hospitals as 
well as maternal mortality prevention programmes.

Difficulties encountered: 

Not all goals could be achieved due to public spending cuts being introduced 
nationwide as part of macroeconomic policy.

CS5b: Western India

Overall

This case study indicates how women working for low wages in the infor-
mal sector are disadvantaged in many societies in terms of access to systems 
that help better-off families to cope financially in case of childbirth, ill-health 
or death. It also illustrates how the decision-making styles of women managers 
are different from those of male managers in such situations.

 In 1992 an association of self-employed women – all of whom worked in the 
low-paid informal sector without the possibility of insurance cover – organized 
health insurance for their members (due to the support of one woman man-
ager in an insurance company). Among other things, the insurance covers sick-
ness, death and maternity.

Successes: 

Although negotiations began in the early 1980s, the women’s association 
eventually managed to obtain health insurance cover for its workers. They were 
also eventually successful in obtaining insurance coverage for maternity. 

Difficulties encountered: 

During a decade of negotiations, insurance companies rejected the request 
for such health insurance considering it to be “too high risk”. It needed one 
women manager to take up the cause of these women in low-paid and inse-
cure jobs.
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5.1 Strengths of current research and of the publicly reported 
case studies

There is now more information available on women’s efforts that have re-
sulted in – or are expected to result in – significant improvements in women’s 
health care. A reasonable proportion of the case studies reported in the litera-
ture had clearly defined goals and good descriptions of what has been done and 
achieved. 

The choice of the programmes reported in the case studies seemed generally 
appropriate, in that they focused on:

• health issues of particular relevance to women (e.g. reduction of maternal 
mortality in Brazil [CS4b] or the use of female doctors for delivering gender-
sensitive services in Japan [CS2a]);

• areas which could potentially lead to considerable benefits, with these spe-
cifically including countries whose people are particularly disadvantaged 
in the health and welfare spheres (e.g. strong financial support by USAID 
to projects in four regions of Peru) and groups with poorer health than the 
population average (e.g. the early childhood centres in Canada focusing on 
disadvantaged neighbourhoods [CS1a]). 

Another area of strength was that there was a high level of creativity com-
bined with common sense in the way the case studies had been established – 
for example through engagement of relevant stakeholders (e.g. men used as 
educators of other men in Peru to reduce alcoholism, violence and forced sex 
[CS1b]).

 In initiating programmes, there appeared to be an appropriate selection of 
approach between top-down approaches (i.e. start nationally, then involve lo-
cal communities) versus bottom-up approaches (i.e. start at community level, 
then if successful extend state-wide or nationally). For example, a top-down 
approach seems appropriate for initiatives that were to be introduced at a na-
tional level. On the contrary, a bottom-up approach seems more appropriate 
when interventions that are novel to a country are planned at the regional level 
– such as the new “gender-sensitive medicine” initiatives in Japan, or the Early 
Years Centres in Canada.

5. Discussion
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Finally, women initiators and implementers of the case study programmes 
have, in general, been duly acknowledged in their published accounts.

5.2 Major gaps in the publicly available literature

5.2.1 Women’s leadership in health
One major gap in the literature is that very little information is available in 

the public domain on women’s leadership in the health and welfare areas (Sec-
tion 2.1.1), especially in developing countries. While there are numerous books 
and articles on leadership, some of which comment on differences in leader-
ship styles between men and women, there seems to be no easily accessible and 
readable material on the strategies that women intending to influence health 
and welfare systems in their region or country could adopt. The strategies of 
interest would be those that are likely to work in their particular situations. 

However, some lessons could be learned from the case studies detailed here, 
because they focus on projects that were initiated and/or implemented by 
women. For example, there were successful case studies that had arisen from 
women’s rights movements or had been initiated by women in positions of 
power (e.g. female Ministers of Health, feminists in local government or in the 
business sector). From these, top-down and bottom-up strategies were identi-
fied. However, no information was available indicating which of these strate-
gies were more appropriate in certain situations than in others, or why this is 
the case. 

5.2.2 Quantitative information in case studies
Another gap appears to be a lack of quantitative evidence within the case 

studies to support their claims of success. In some cases quantitative infor-
mation may have been available, but was not analysed or reported. In others, 
some numbers have been mentioned – e.g. “legal abortion care has been im-
plemented in 13 public hospitals in various regions of Brazil” (CS4b). How-
ever, information on increased usage of new services is still often descriptive – 
e.g. “fewer children get diarrhoea” in the Indian case study (CS2b). In that same 
study, it seems that considerable household data were collected, and sometimes 
the reporting reflected that by providing clear quantitative indicators of success 

– e.g. “hospital based deliveries have risen from a mere 25% to about 49% be-
tween 1989 and 1991” (CS2b).

A related issue is that introducing new or better services does not automati-
cally mean that improved health in the population will follow. Neither does it 
mean that scarce funds have been spent in areas where the greatest health and/
or welfare benefits could be obtained. For example, for an annual expenditure 
of A$ 100 000, it may have been possible to implement legal abortion care in 
one hospital. If this new service was used by 100 women in the year, then the 
cost would equate to A$ 1 000 per patient. To assess the benefits (relative to 
costs) of the new service it would be necessary to know how many mothers and 
babies had their lives saved compared with the home-based birth alternative. 
In some countries there may also be negative effects associated with hospitali-

Discussion
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zation (e.g. contracting AIDS through needle-sharing due to the hospital’s at-
tempt to stretch very limited funds). 

Overall, even some very rudimentary cost–benefit analysis could go a long 
way to indicate “best buys” for the funds available in terms of improved health 
outcomes. The logic of this suggestion is that health and welfare systems de-
velopment should be seen as an intermediate step towards actually improving 
the health of a region or a nation. Thus, some form of quantitative monitor-
ing of both the extent to which systems development did occur, and the health 
impacts of such development, could provide a significant advance on current 
practices.

Another area where considerable improvements seem possible is the system-
atic documentation of case studies. The aim would be to make comparisons 
and analysis across programmes, as well as across countries, possible. The tem-
plate that WHO developed for the reporting of case studies – and which is tri-
aled in Appendix B – is an important step forward. However, for many case 
studies there was insufficient information to answer the numerous questions 
that appeared on the template. Also, within the template there were no ques-
tions specifically dealing with the methods and materials particularly used for 
undertaking the case studies (Appendix A). 

Finally, there was often no direct information in case study write-ups on the 
specific issue of “official incentives encouraging the process of women’s lead-
ership in health”. In matrix tables 2 and 3 this issue was interpreted in an indi-
rect fashion, by considering that funding by government(s) of women’s initia-
tives was an encouragement and recognition of women’s efforts. The exception 
was case study CS3b (Lesotho) in which official training programmes have pro-
vided an incentive for women to build and maintain sanitation systems in their 
local areas.

Discussion
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6.1 Improved case study documentation

6.1.1 Template format
Although the current draft template is very useful, possible improvements 

would be to add questions on:

• quantitative information regarding the success of the project (in “before” and 
“after” terms (e.g. just before the project started 23% of the target population 
was immunized, with the rate having increased to 67% three years after the 
project’s implementation);

• the reasons women’s leadership was important (e.g. recognition of women’s 
pivotal community role as leaders both in managing households and con-
tributing to social and economic life); 

• how women’s leadership was encouraged officially (e.g. women were in-
cluded in government-organized training sessions on building and main-
taining simple sanitation systems. They were encouraged to use their newly 
acquired skills by effectively becoming trade persons, selling their skills at the 
local level); 

• impact of this encouragement in terms of success/failure (e.g. larger skill 
base, with one in four sanitary system builders/maintainers being female; vil-
lagers taking responsibility for the costs of sanitation systems allowed exten-
sion of the programme nationally).

• methods and materials specifically used for undertaking the case study.

6.1.2 Use of case study information
Once the case study template is finalized within WHO, the following actions 

should be considered:

• asking the original authors of each case study to prepare their summaries us-
ing the template format;

• seeking from users of matrix tables 2 and 3 of this booklet suggestions for 
making them more useful (e.g. extending coverage of case studies; regular up-
dates; better and more consistent measures of success/failure);

6. Recommendations
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• if coverage of, and earlier reporting on, case studies is to be improved, the es-
tablishment of a system for seeking out case study information from a large 
number of organizations on a regular basis (e.g. annually), and ensuring reg-
ular updating of the relevant part of the WHO web site (e.g. annually).

Once a systematic and up-to-date database on case studies has been put in 
place, the addition of a standard search facility to the site may be worthwhile. 
Under such an option users could search for all case studies listed under one or 
more key topics – with the key topics being, for example, the headings in ma-
trix tables 2 and 3 (i.e. country group, educational impact, government incen-
tives, etc). In that way, users could access a much broader range of case studies 
than the ones that have been selected for inclusion in the tables for illustration 
purposes.

6.2 More publications on women’s leadership in the health 
and welfare areas

Given the scarcity of publicly available literature on women’s leadership in 
health in the context of developing countries, it is recommended that research 
be carried out on this topic in the context of countries at different stages of de-
velopment. While considerably more planning will be needed, at this early stage 
it seems that the interview techniques adopted in the USA studies concerning 
those who had already proved successful leaders could be fruitful. However, the 
questions asked of participants in developing countries should definitely be 
very different and more appropriate to the context in which these women have 
to operate.

It is also recommended that the women interviewed and the conclusions 
reached should be widely promoted in the relevant countries. The aim would 
be to create role models for other women who may not as yet be aware of their 
own leadership potential. A further recommendation would be to facilitate 
mentoring relationships, remembering that men have often also proved to be 
important mentors for women.

6.3 Rationale for selecting countries for case study funding

Case studies seem to have been funded by foreign aid in countries with the 
greatest health needs, and there are strong reasons for this pattern to continue. 
However, an argument can also be made for case studies that have lifted lower-
income countries into the better performing nations within their peer group 
(in health terms). Such examples could be used as role models by others or be 
considered as benchmarks for indicating what is possible. Table 1 provided one 
means of using currently available data to indicate potential role models.

6.4 Selection of the most appropriate types of strategies

The success or failure of any project often depends heavily on the strategy 
adopted during its planning phase. This was briefly mentioned in Section 5.2 

Recommendations
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regarding the appropriateness in certain circumstances of top-down and bot-
tom-up strategies. As an example, the finding of the World Bank that incor-
porating gender awareness in projects is most effective at the design stage, and 
that gender inclusion should be named and measured as a project output (see 
Appendix B, CS3b), provides evidence that planning strategy is of paramount 
importance.

It is recommended that WHO consider the issue of strategies and, if thought 
to be sufficiently important, commission research on it in the context of wom-
en’s leadership in health and welfare systems development.

6.5 Methods to monitor programmes to be built into case 
study plans

The building into case study plans of a monitoring phase(s) with specified 
quantitative indicators would go a long way towards effective assessment of the 
success/failure of the various case studies. The simplicity or complexity of the 
indicators could depend on what resources were available. In addition, if three 
or four standard indicator groups could be specified across the simple to the 
complex spectrum, comparisons between countries would become possible.

It is recommended that WHO consider this option and act on it if appropriate.

6.6 Better data for monitoring and for use in rudimentary cost–
benefit analyses

It is recommended that research be carried out on how the monitoring of 
health and welfare systems development could be extended to rudimentary as-
sessment of the actual health benefits arising from projects. Carrying out such 
an exercise within a case study that is currently being planned would be a good 
start.

Recommendations
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Probably the most disappointing finding of this project is that there exists 
a very limited amount of published material on women’s leadership in health. 
This is particularly significant in the context of developing countries, because 
in such countries women often have considerably less opportunity to take on 
leadership roles. The most positive finding in this respect, however, was that 
through the case studies some highly successful examples of health initiatives 
carried out by women in developing countries were identified. Chapter 6 pre-
sented recommendations on this, and on many other issues.

A number of key trends seemed to be emerging in the case studies that were 
common to both developed and developing countries. These included:

• a tendency to adopt a holistic approach in projects (i.e. covering a wide range 
of policy areas of importance to health, such as welfare, education, behav-
ioural patterns within families, attitudes among health professionals);

• a tendency for success to occur more frequently, and in broader geographic 
regions, in cases where proposed policies had strong political backing;

• significant catalysing effects for several successful projects – even when the 
originators were no longer involved in the project they initiated;

• difficulties in obtaining funds for projects – sometimes initially, and at other 
times on a sustained basis.

There were also significant differences between developed and developing 
countries in the types of case studies undertaken. For example, case studies in 
developing countries were more likely to focus on “catch-up” projects, such as 
improving sanitation (Lesotho) or immunization (India), whereas those in de-
veloped countries were more likely to involve large-scale social experimentation 
(Canada). On the contrary, the Japanese example of implementing gender-sen-
sitive medicine had some parallels with examples from developing countries.

At a broad level, all projects seemed to have a similar goal that is bringing 
about better health in their respective villages, regions or nations. For example, 
in considering the western Indian case study, whereby after a decade of negoti-
ations, women working in the low-wage, informal sector managed to obtain in-
surance coverage for health and maternity, this achievement could be consid-
ered as the very first step towards improved “before and after birth” conditions 
for these women and their children. Perhaps this could be viewed as an initial 
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form of Canada’s Early Childhood programme (but at a level much more ap-
propriate for a low-income country). 

Several of the illustrative case studies exhibited catalysing effects of initia-
tives arising from women’s leadership – starting mainly as successful local pro-
grammes and later being extended to the provincial and/or national levels (Bra-
zil, Canada, Japan, Lesotho).

Regarding official incentives encouraging women’s leadership, a number of 
the case studies reported strong support from governmental and nongovern-
mental organizations (Brazil, Canada, Japan, Peru). In particular, several of the 
case studies led to significant advances in gender-sensitive health and welfare 
systems development.

However, some hindrances have been reported. Examples include: 
• reluctance by insurance companies in western India to insure women – al-

though one could argue that the issue was more the responsibility of govern-
ment than of the private sector; 

• difficulty in finding community-sensitive doctors in the Indian case study; 
• problems with financial arrangements (Brazil, Canada, India). 

Of course, on the basis of public literature alone it is impossible to comment 
on those women’s initiatives that have never progressed to the stage of obtain-
ing support and funding.

Regarding the question of how to best encourage leadership by women in the 
health field that lead to improvements in women’s health, a tentative conclu-
sion from the selected case studies is that well thought out and officially sup-
ported programmes that harness high levels of community involvement appear 
to have a particularly good chance of success.

While the case studies selected for this report have generally been success-
ful, there is still room for considerable improvement. Suggestions for such im-
provements can be found in the part related to Discussion.

Conclusions
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TITLE OF THE GOOD PRACTICE: 
Early Childhood Programs

PROJECT DURATION: April 1999 – current

EXECUTING AGENCY/AGENCIES:  The Early Years Study 
was released by the Government of Ontario in April 
1999. The Government of Canada announced an 
agreement between the First Ministers on a federal/
provincial/territorial agreement on early childhood 
development (ECD) in September 2000. Each provin-
cial government is responsible for the delivery of ECD 
initiatives within its respective jurisdiction. 

IMPLEMENTING AGENCY/AGENCIES: Started with the 
decision to implement report findings by Margaret 
Marland, Ontario Minister Responsible for Children, 
and subsequently through Early Years Centres estab-

lished with the guidance of provincially recruited lo-
cal champions.

PROJECT COST (AMOUNT, SOURCE OF FUNDS): 
Not available.

BACKGROUND/OVERVIEW:  In April 1999 the Early 
Years Study, requested by the Premier of Ontario, was 
released. It argued that ECD was a key step in tracing 
human trajectories that carry through into adult life 
impacting on health, learning and general behaviour. 
New evidence reaffirms that experience-based brain 
development in the early years of life affects learning 
behaviour and physical and mental health throughout 
life (McCain and Mustard August 2002). 

Following its release, a federal, provincial and ter-
ritorial agreement for the ECD initiative and its fund-
ing was announced on September 2000 by the Cana-
dian First Ministers.

A. Representative
case studies summary

CANADA

Early Childhood Programs
Ontario’s female minister responsible for children proactively implemented an Ontario-

wide early childhood development programme.  

Source: McCain M, Mustard F. (2002) The Early Years Study three years later. The Founders’ Network 
of the Canadian Institute for Advanced Research. See also internet communications at web sites 
http://www.ontarioearlyyears.ca and http://www.gov.on.ca/

CS1a

This appendix contains summaries, presented in a standard template, for 
each case study referred to in matrix tables 2 and 3 (Chapter 3).

A.1  Developed countries
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The Premier of Ontario appointed Margaret Mar-
land as Minister Responsible for Children. Through 
Minister Marland’s leadership, the Ontario Children’s 
Secretariat was established and a study on early child 
development was commissioned. A subsequent report 
entitled the Early Years Study was released in April 
1999. The report called for the relevant minister re-
sponsible for children to set up and staff and secretar-
iat to take steps to implement the report across each 
province. The report called for the establishment of 
a legislative and funding framework to support the 
building of parenting centres in communities as part 
of a broader human development initiative. 

STRATEGY/WHAT WAS PLANNED:  The initial First Min-
ister’s agreement of September 2000 sets out four key 
objectives for action:

1) Promote healthy pregnancy, birth and infancy
2) Improve parenting and family supports
3) Strengthen early childhood development, learning 

and care
4) Strengthen community supports.

In April 2000, Minister Marland set up a task force 
looking at the establishment of a provincial frame-
work to support a province-wide Early Years Program 
based on ECD and parenting centres. The Early Years 
Task Group recommended that the state implement 
a programme to increase public education, provide 
integrated database development, change education 
regulation and funding in relation to on-site early 
child development programmes, address transporta-
tion and non-parental care issues and increase profes-
sional development opportunities for ECD staff.

ACTIVITIES: 

• In October 1999, the Children’s secretariat headed 
by Minister Marland established demonstration 
projects in five communities. These aimed to test 
how well all sectors of communities could come to-
gether in building on existing programmes to es-
tablish early child development and parenting cen-
tres as set out in the report.

• In April 2000, Minister Marland established an 
Early Years Task Group to provide advice to govern-
ment on how to set up a provincial framework to 
support province-wide Early Years Programs based 
on early child development parenting centres.

• In December 2000, the provincial government an-
nounced the Early Years Challenge Fund to pro-
mote partnerships between the community, busi-
ness, and foundations to build local ECD capacity.

• In May 2001, the Government of Ontario an-

nounced Ontario’s Early Years Plan. Based on the 
progress made over the past six years, this builds 
on existing partnerships, programmes and services 
to improve the foundation for lifelong health, well-
being and learning for children. The plan includes 
a blend of universal and targeted programmes, as 
well as the establishment of Ontario’s Early Years 
Centres. A total of $114 million in new funding 
was announced in 2001–2002, which was increased 
to $153 million in 2002–2003. Local community 
champions recruited planning groups from their 
communities to develop plans for the implemen-
tation of the Centres. Ontario Early Years Centres 
were phased in over two years.

• The Ontario Early Years Centres provide a variety 
of programmes and services to enhance the healthy 
development and readiness to learn of children up 
to age six, and to support parents in their parenting 
role. These centres are “gateways” through which 
families can obtain access to various children’s pro-
grammes and services and find answers to any 
questions they have related to children. The centres 
provide a focal point for communities, allowing 
different groups and agencies to come together and 
work with in parents in supporting their children.

IMPACT:  While it may be difficult to completely assess 
the impact of the Ontario Early Years Centres, due to 
their recent implementation, testimonials from par-
ents and caregivers across the province attest to their 
positive impact on families and communities. It is 
clear that Minister Marland’s early strategy has been 
relatively successful, especially in her proactive im-
plementation of the Early Years Study in Ontario. In 
2002, the Ontario Early Years Plan was investing $114 
million in programmes and services that support 
young children and families. The strategy has led to 
the successful establishment of 42 centres across the 
province with 61 more to open in Spring 2003. 

In August 2002, the authors of the Early Years 
Study released a follow-up report entitled The Early 
Years Study three years later from early child develop-
ment to human development: enabling communities, 
which reviews and critiques the Government of On-
tario’s response to the recommendations contained in 
the Early Years Study. The report makes a number of 
claims about the inadequacy of the Provincial Gov-
ernment’s response, in particular, about the establish-
ment of Ontario’s Early Years Centres.

Lessons learned/success factors: Early ministerial 
commitment and funding at all levels is clearly a key 
factor in the successful establishment of Ontario Early 
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Years Centres and their continuation. From Septem-
ber 2000 there was a national ministerial agreement 
that ECD is a long-term commitment to children’s 
future, in which it was agreed that funding should 
be “incremental, predictable and sustained over the 
longer term”. Minister Marland’s leadership in the es-
tablishment of an Early Years Task Group, instituting 
demonstration projects and developing steering com-
mittees, paved the way for the establishment of the 
first provincial centres in 2002.

Notwithstanding some community concern raised 
over the degree to which Ontario Early Years Cen-
tres are integrated with local schools, the Centres were 
successful in engaging the local community and gen-
erating local enthusiasm and awareness about the 
importance of ECD, and they continue to be a focal 
point for Early Years Programs and services in com-
munities across Ontario.

JAPAN

Women’s clinics
The female governor of Chiba Prefecture took the initiative to establish women’s health 

centres in prefectural hospitals. Women’s health centres are now being established all over 

Japan following the Chiba model.

Source: Keiko Amano (2003)

CS2a

TITLE OF THE GOOD PRACTICE:  
Gender-sensitive medicine

PROJECT DURATION:  Late 2001–present.

EXECUTING AGENCY/AGENCIES:  Public Health Promo-
tion Division, Health and Welfare Department, Chiba 
Prefectural Government.

IMPLEMENTING AGENCY/ AGENCIES:  
Chiba Prefectural government.

PARTNERS/BENEFICIARIES:  The beneficiaries are the 
women living in Chiba Prefecture.

PROJECT COST (AMOUNT, SOURCE OF FUNDS):  Initial 
budget of Y60 million in 2001. For the epidemiolog-
ical studies, funding is obtained from the Chiba Pre-
fecture and the Ministry of Health, Labour and Wel-
fare.

BACKGROUND:  In response to rapidly growing sci-
entific evidence that there are important differences 
in health between the sexes, Akiko Domoto – Gover-
nor of Chiba Prefecture – established a women’s clinic 
at the Prefectural Hospital of Togane in September 
2001. This was similar to the women’s clinic estab-
lished in the USA since the early 1980s. The success of 
the clinic was beyond expectations and since then on 

average two hospitals per month have been opening 
women’s clinics in several Japanese prefectures. 

STRATEGY/AIMS:  The aim was to experiment with 
gender-specific medicine, first introduced in the USA, 
and assess whether there was a demand for it in Ja-
pan. After the opening of a “trial” clinic at Kagoshima 
University, the first clinic in Chiba opened in Sep-
tember 2001 at Togane Hospital and was followed by 
the establishment of two further women’s clinics at 
other Chiba hospitals. Appointments for every wom-
en’s clinic have been fully booked up to four months 
ahead. Once the demand for the first clinic was seen 
to have been well in excess of what was being offered, 
the establishment of further women’s clinics in Chiba 

– and later in other prefectures – was in response to 
the strong interest shown by Japanese female patients. 

ACTIVITIES:  The policies at the time of the first trial at 
Kagoshima University were:

• the first medical examination was to last 30 min-
utes;

• any request to examine symptoms, or complaints, 
were to be welcomed;

• referral by other doctors was not required;
• the physician in charge was to be female and a doc-

tor was to see each patient individually at every 
visit.
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The Chiba initiatives include:

• outpatient service where female doctors tend to 
women’s specific needs – this programme was the 
first of its kind for a prefecture-run hospital;

• programmes to support women’s health – the Pub-
lic Health Promotion Division has started women’s 
health classes that teach women how to take better 
care of their health, and also hold training for pub-
lic health nurses to increase their understanding 
and knowledge of women’s health;

• women’s health counseling – each of Chiba’s 15 
public health centres has started women’s health 
counseling, so that women can speak with female 
doctors about any physical or emotionally-related 
anxieties they may have (all counseling is con-
ducted one-on-one at the public health centres);

• major retrospective and prospective epidemiologi-
cal studies of women’s health are now being carried 
out in Chiba;

• given the importance of gathering more informa-
tion to better clarify the health and medical prob-
lems women face and promote medical treatment 
that takes gender differences fully into account, a 
committee of specialists in epidemiology and gen-
der-specific medicine has been created, and will 
start an epidemiological study to assess the state of 
women’s health in Chiba Prefecture.

IMPACT:  The outpatient appointments in the new 
women’s clinics in Chiba proved extremely successful, 
with all clinic appointments having been fully booked 
up to four months in advance. Approximately 75% 
of the centres’ patients were aged between 40 and 59 
years, with close to 50% of the consultations concern-
ing menopausal symptoms. Other important catego-
ries were gynaecological diseases and mental condi-
tions. Very promising impacts of the Chiba initiatives 
are that a number of new clinics are being opened 
not only in the Chiba Prefecture but also in other re-
gions of Japan. This latter development arose because 
women living in other regions started a campaign to 
collect signatures for the opening of women’s clinics 
in their prefectural hospitals. 

LESSONS LEARNED/SUCCESS FACTORS:  This case study 
is an encouraging example of the initiative of a gov-
ernor in a region of Japan starting an experiment that 
owes its eventually exceptional success to a grass-roots 
action by existing or potential future female patients. 
The considerable number of women’s clinics that 
have opened since the success of the first one (two per 
month on average) suggests a political system in Japan 
that is closely attuned to the wishes of its citizens.

TITLE OF THE GOOD PRACTICE:  The ReproSalud Project

PROJECT FOCUS:  Education and Advocacy

PROJECT DURATION: 1995–2005

IMPLEMENTING AGENCY/AGENCIES:  Movimiento 
Manuela Ramos (MMR)

PARTNERS:  Community-based Women’s Organiza-
tions (CBO)

A.2  Developing countries

PERU

ReproSalud Project
The project’s approach of inclusive programming from a foundation of social change and 

women’s empowerment was a key factor in its success. The Programme was initiated by 

seven community women. The status and influence of local women’s groups increased, as 

did women’s ability to promote their own reproductive health.

Source: Bangser M. (2000) Reframing policies for gender equity: Women’s agency, participation and 
public accountability. Cambridge, MA, Harvard Centre for Development Studies.
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BENEFICIARIES:  Women and men from rural and per-
iurban areas in Peru

PROJECT COST:  US$ 36 000 000 (Funded by USAID) 

BACKGROUND:  In 1995, the ReproSalud Project in-
troduced an innovative approach to promoting re-
productive health among poor, marginalized women 
living in the Andean highlands, Amazon basin, and 
periurban areas of Lima. Rather than delivering 
health care, ReproSalud works to empower women 
and their communities to overcome gender-based, so-
cial, cultural, and economic barriers to reproductive 
health, to become informed consumers of reproduc-
tive health care, to practise healthy behaviours, and 
to advocate for changes in the health care system to 
meet women’s needs. The project is carried out by the 
Movimiento Manuela Ramos (MMR) – a Peruvian 
nongovernmental organization dedicated to the pro-
motion and defense of women’s rights – under a co-
operative agreement with USAID/Peru.

STRATEGY AND ACTIVITIES:  Education and active cit-
izenship lies at the heart of the project. ReproSalud 
selects a community-based women’s organization 
(CBO) as a partner in each site. It provides the se-
lected CBOs with the tools and resources necessary to 
address the reproductive health problems they deem 
most important for their communities. The CBO first 
undertakes a self-assessment (auto-diagnostico) to 
identify priority reproductive health problems. Most 
communities have selected either reproductive tract 
infections (regla blanca), unintended pregnancies 
(muchos hijos), or complications at delivery (sufrim-
iento en el parto) as their top priority. Domestic vio-
lence has also emerged as a serious problem identified 
by a majority of participating communities. Through 
this technique it has been possible to understand 
women’s belief systems, the nature of their daily lives 
and their health concerns. The results of the self-as-
sessment process have become a basic ingredient for 
the design of the educational strategy that ultimately 
aims to empower women for full citizenship and par-
ticipation in the life of their communities. 

Upon completion of the self-assessment, Repro-
Salud staff work with the selected local women’s or-
ganization to develop capacities and provide re-
sources necessary to plan and conduct a community 
project aimed at addressing women’s reproductive 
health concerns. CBO members receive training from 
ReproSalud to become community promoters and, as 
such, they replicate the educational programme for 

other CBOs and local groups, taking the programme 
to new audiences. Using participatory and popular 
educational techniques, ReproSalud’s programme dis-
cusses anatomy and physiology, gender roles and re-
productive rights as well as the community’s priori-
tized reproductive health problems, developing local 
proposals to deal with them based on perceived avail-
able resources. Women are encouraged to take care of 
their own health by, for example, practising good nu-
trition and hygiene and by making more use of gov-
ernment health care facilities for antenatal care and 
delivery, Pap smears, and family planning. The need 
for more equitable gender relations is stressed with 
male as well as female audiences so that, for example, 
couples discuss STDs and family planning and reject 
domestic violence.

INCOME GENERATION:  In the first phase (1995–2000) 
the educational component had a complementary 
strategy in the form of income-generating activities to 
empower women providing them access to credit via 
village banks; further, the project organized women to 
produce goods for international markets. Both com-
ponents have now a life of their own, with independ-
ent staff and funding.

COALITIONS:  To assure sustainability of the project 
proposal and achievements, in its second phase start-
ing in 2001, project participants have formed repro-
ductive rights defence committees and networks of 
community health promoters. These organizations, 
with support of the project, are implementing activi-
ties to both promote and defend women’s rights. The 
women are learning to negotiate with health care pro-
viders and are acknowledged as legitimate spokesper-
sons in their communities and with local authorities. 
Together, women’s organizations and health cen-
tre staff have developed plans to address priority re-
productive health problems. The committees are now 
(2003) organizing strategic coalitions (alliances) with 
local and regional representative actors from the public 
sphere and from civil society organizations in order to 
strengthen their stance as community and civil society 
leaders, to further reinforce their work in promoting 
sexual and reproductive rights, and to involve more ac-
tors and institutions in reproductive health advocacy.

COMMUNICATION STRATEGIES: Also in 2003, a radio-
based communications programme is being imple-
mented to reinforce the face-to-face programme and to 
expand educational contents about reproductive health 
and gender in places as yet not reached by ReproSalud. 
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A radio soap-opera has been produced, based on 
women´s real stories gathered in the field. The CBOs, 
themselves have been in charge of marketing the pro-
duction and will be responsible – upon due training – 
for monitoring the communications programme.

IMPACT 5:  To date ReproSalud has established partner-
ships with 263 CBOs, which have carried its educa-
tion and training programme to 145 235 women and 
67 464 men. In the past two years, project participants 
have formed 133 defence committees for reproductive 
rights and 134 networks of community promoters. 

The results of the mid-term evaluation of 
ReproSalud show a greater improvement in health 
practices in the communities where the project was 
implemented compared with non-project communi-
ties. This is reflected in increased professional health 
care during pregnancy and delivery, increased knowl-
edge and use of contraceptive methods, and more vis-
its to a health facility for reproductive health prob-
lems. In the process evaluation, more than 75% of 
health professionals interviewed attributed increases 
in health care utilization to ReproSalud’s efforts.

Women and their organizations are leading the way 
in their communities and in the institutions that serve 
them to promote democratic participation and citizens’ 
monitoring to protect reproductive rights. Many ex-
periences demonstrate how women, meeting with and 
educating local authorities and men in their communi-
ties, have achieved success in solving such problems as 
emergency transportation for women at risk of preg-
nancy complications and the treatment and prevention 
of violence against women. Similarly, women contin-
ually seek to improve the quality of care in health cen-
tres and hospitals in and around their communities.

LESSONS LEARNED:  Well-designed participatory 
methodologies enhance the sustainability of project 
outcomes because they help individuals and commu-
nities assimilate new knowledge and skills, make de-
cisions and take actions on their own behalf, and act 
collectively to bring about fundamental social change. 
Popular education techniques can introduce and ad-
dress complicated topics among people with little for-
mal education, and help meet local information needs. 
Working with and building the capacity of pre-exist-
ing community organizations, particularly those com-
mitted to promoting women’s rights, is an effective 

way to bring about community involvement and em-
powerment. Raising community members’ conscious-
ness and knowledge of reproductive health concems 
and rights enables them to advocate for improved 
health care that meet locally identified needs.

Working with women’s community-based organ-
izations as part of large-scale reproductive health 
projects promotes democracy and women’s rights.

To improve community outreach, the delivery of 
appropriate information, and the promotion of cli-
ents’ rights, government reproductive health policies 
and programmes need to listen to and take into ac-
count women’s articulation of their problems.

The ReproSalud project has contributed to achiev-
ing interesting, and somewhat unexpected results. For 
example, of the 84 ReproSalud participants who ran 
for public office in the most recent regional elections, 
13 were elected to serve as council members in local 
governments. 

REPLICATION/RELATED INITIATIVES:  Based on the 
positive evaluation of the experience of ReproSalud, 
the aim is to transfer the general methodology and 
specific strategies to government-managed pro-
grammes and to NGOs, both within the country and 
elsewhere. This is already being done under agree-
ment with one of the Health Regions of the Ministry 
of Health of Peru (Ancash), and with a hospital in the 
Lima Region (Huacho). Agreements have been signed 
with three Peruvian NGOs (PROMUJER, CEDAP, 
and AJUPRODH) and a cooperating agency (GTZ). 
In all cases ReproSalud has provided or will provide 
training materials and technical support for the rep-
lication of the proposal. Additionally, training ma-
terials in reproductive health and gender relations 
produced by ReproSalud have been distributed as re-
quested by many institutions, organizations and agen-
cies, interested in incorporating a gender perspective, 
cultural issues and social participation in working 
with rural and low income women.

As ReproSalud´s first international experience, the 
Movimiento Manuela Ramos has signed a Coopera-
tive Agreement with PROSIN (Program for Integral 
Health) of the Government of Bolivia for the provi-
sion of technical assistance to design a project in Bo-
livia with similar characteristics as that of ReproSalud 
in Peru.

5  Source of information on project results: Final Report of Mid-term Evaluation of ReproSalud. External evaluation was carried out in late 2001 by 
Shepard, Ferrando and Beltran, under contract between USAID and MEDS (Monitoring, Evaluation and Design Support); it was presented in 2002. 
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INDIA

Women’s Social Education Centre (RUWSEC) 
RUWSEC was founded by a group of women from the same community. The organization 

is women-centred and community-based. Its strategy for health promotion is to hire a 

local woman and train her as a community health worker. The woman then mobilizes 

a core group of women from her village as informal leaders to form a women’s sangham 

(association). Workshops teach the women to read and write, and encourage leadership 

behaviours by asking women to express themselves and by making them aware of the need 

for collective action to achieve change. The impact of the sangham in altering health-

seeking behaviours is very impressive.

Source: Sokhi  S. (1998) Rural women take reproductive health matters into their own hands: rural 
women’s social education centre. Churchgate, The International Council of Management of Population 
Programmes. (Series on Upscaling Innovations in Reproductive Health in Asia, No. 1).
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TITLE OF THE GOOD PRACTICE:  
Rural Women’s Social Education Centre (RUWSEC).

PROJECT DURATION:  Late 1981–present.

EXECUTING AGENCY/AGENCIES:  Not available.

IMPLEMENTING AGENCY/ AGENCIES:  Community-
based NGO in South India, all Community Health 
Workers (CHW) are women. 

PARTNERS/BENEFICIARIES:  In 1996 RUWSEC’s 
activities covered 100 hamlets with a total population 

– including men, women and children – of 30 000.

PROJECT COST (AMOUNT, SOURCE OF FUNDS):  
Not available.

BACKGROUND:  Most women in the 43 hamlets, which 
until recently formed the core of RUWSEC’s activities, 
suffer extreme social and economic deprivation. About 

60% of the women come from households that are to-
tally landless and about 80% of these households do 
not even own the land on which their huts stand. Only 
2% of the women are engaged in salaried employment, 
usually in their own villages as teachers and helpers in 
government-sponsored balwadis or childcare centres. 
Wages in agricultural employment are very low and 
do not exceed Rs. 10 per day (about US $0.30), barely 
sufficient to buy one kilogram of rice, the staple diet. 
Working hours, on the other hand, can extend from 
dawn to dusk and, in peak seasons, even longer.

Data collected in 20 hamlets by health workers for 
two four-month periods (February–May 1990 and 
the same months in 1991) provided RUWSEC with 
an indication of the extent, causes and determinants 
of health problems suffered by married women of re-
productive age (Sokhi, 1998):

• prevalence and recurrence of health problems are 
high: 45% of women experienced at least one epi-
sode of a health problem during the eight-month 

FOR MORE INFORMATION, CONTACT:

Sandra Vallenas
Political Coordinator, ReproSalud Project
Email: svallenas@,manuela.org.pe

Susana Moscoso
Technical Coordinator, ReproSalud Project
Email: smoscoso@,manuela.org.pe

Carmen Yon
Responsible of the Research and Evaluation Area, 
ReproSalud Project
Email: cyon@,manuela.org.pe

Movimiento Manuela Ramos, 
Av. Juan Pablo Femandini 1550, 
Pueblo Libre, Lima 21, Perú
Tel: 511-423-8840
Fax: 511-431-4412
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period and each of these women experienced an 
average of three episodes of illness; 

• the average number of episodes for reproductive 
health problems was 2.1, and for other health prob-
lems was 2.6;

• the most prevalent and frequent problem among 
the women who had a reproductive health problem 
was reproductive tract infections (RTIs), character-
ized by purulent white discharge with soreness, irri-
tation and itching, and sometimes severe lower ab-
dominal pain;

• RTIs recorded above were mostly non-sexually 
transmitted infections such as bacterial vaginosis 
and candidiasis;

• the next most common and frequent reproductive 
health problem was urinary tract infections; and

• menstrual disorders affected 10% of women with a 
reproductive health problem.

AIMS:  RUWSEC focuses on the rights of women 
within their households; these include reproduc-
tive rights to their overall well-being. From the start, 
RUWSEC has been both women-centred and com-
munity-based in its values, objectives and strategies. 
Women-centred values of RUWSEC include the be-
lief in women’s right to control their bodies and lives, 
the belief that women experience subordination via 
men and that women have a right to demand qual-
ity health care. The community-based approach is 
founded on the conviction that the most econom-
ically and socially marginalized communities have 
the ability to collectively act to change their circum-
stances, including their health. 

RUWSEC’s objectives are in line with goals and 
standards set out in the health section of the Beijing 
Platform for Action. The programme aims to be af-
fordable, accessible, comprehensive and sensitive to 
gender issues. 

STRATEGY/WHAT WAS PLANNED:  Originally an educa-
tion group for women, RUWSEC has, since late 1981, 
become an organization that implements a wide spec-
trum of activities. These can be divided into the fol-
lowing major programmes: community-based ac-
tion for health promotion and education; women’s 
development; youth programme; programme for 
men; publication and distribution of popular educa-
tional material on health; action research; reproduc-
tive health clinic.

The community-based action for health promotion, 
which was started in late 1981, forms the foundation 
for all RUWSEC’s current activities. RUWSEC’s strat-

egy for health promotion in the community is to hire 
a local woman and train her as a community health 
worker (CHW). The woman then mobilizes a core 
group of women as informal leaders from her vil-
lage to form a women’s sangham (association). These 
informal leaders may or may not be educated. They 
are usually married with two or more children, have 
shown interest in being more actively involved in the 
organization’s activities, and have demonstrated some 
leadership qualities within the village sangham.

ACTIVITIES:  Programmes for adolescents and young 
people pay close attention to female literacy and over-
all personality and assertiveness development, focusing 
on providing sexuality and health education classes in 
schools and factories as well as combating potentially 
antisocial male behaviours through establishment of 
youth centres and provision of career guidance.

Workshops encourage leadership behaviours by 
asking women to express themselves; they also make 
women aware of the need for collective action if any 
change is to take place in the status of women.

PROGRAMMES INCLUDE:

• literacy programme for girls
• educational programme on sexuality and repro-

ductive health for youth;
• educational programme for young factory workers;
• working with adolescent boys;
• gender sensitization and reproductive health pro-

gramme for men;
• Reproductive Health Services Clinic which aims 

to provide good care at a minimal cost, averages 
500 patients a month and provides follow-up care 
(Health Education Counseling; Camp and Out-
reach Clinic).

IMPACT: Household data and reports from RUWSEC 
health workers indicate that the organization’s strat-
egy for health promotion, namely educating and mo-
bilizing local women, has been successful in altering 
health-seeking behaviours:

• women’s sanghams have boosted demand for im-
munization; immunization coverage is now well 
above 80% in the project area;

• wells are regularly maintained and are clean, and 
prompt action ensues in case of an epidemic;

• fewer children contract diarrhoea, and there have 
been no deaths from it since adherence to oral rehy-
dration therapy (ORT) which is now a way of life;

• hospital-based deliveries rose from a mere 25% to 
approximately 49% between 1989 and 1991. Hos-
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pital deliveries of at-risk cases have increased to 
nearly 80%;

• an increasing number of women are seeking med-
ical help through Reproductive Health Serv-
ices Clinics, and are also initiating self-treatment 
through herb-based home remedies for RTIs;

• medical abuses and inaction in health centres are 
reported regularly and local-level action will at-
tempt to deal with the complaints;

• through the Literacy Programme for Girls, 100 il-
literate adolescent girls have reached a level of lit-
eracy equivalent to Class IV levels in regular school 
within the first two years; another 112 are mak-
ing steady progress; 32 women with leadership po-
tential, but handicapped by their illiteracy, are now 
able to read and write; 22 of them are now literacy 
teachers in their own villages.

CHALLENGES:

• availability of community-sensitive and receptive 
doctors;

• the nature and structure of the NGO allows only 
for limited expansion, although RUWSEC is trying 
to develop strategies to work with other NGOs and 
holds biannual seminars and workshops to wom-
en’s activists outside health field;

• creating credibility and trust in the community – 
because the primary agenda is to promote women’s 
rights, many CHWs have been put out of the com-
munity; health workers’ belief that the organization 
will support them has been critical.

LESSONS LEARNED/SUCCESS:  With regard to ensur-
ing women’s leadership for improvements in health, 
RUWSEC has been effective firstly in being commu-
nity-based and understanding local realities, and sec-
ondly in being women-centred in its values (Sokhi, 
1998). In addition, RUWSEC has provident funds 
and gratuity benefits that are required by government, 
which is unusual for a community-based organiza-
tion. RUWSEC members can also avail themselves of 
loans from the organization.

The key strategy in ensuring that needs are met has 
been the establishment of an organization which is 
in constant and close touch with the needs of various 
community groups, and of women in particular, via 
various innovative ways. 

These include the formation of women’s associa-
tions, employment of programme managers, adminis-
trators and health workers from the community itself, 
and action research to determine current health needs. 
Behind the successful implementation of this strategy 
is the fact that RUWSEC itself was founded by a group 
of women from the same community. This is evident 
from the extent of detailed research and planning car-
ried out prior to deciding on a new programme inter-
vention, the evaluation process and indicators used as 
well as the personnel management processes (Sokhi, 
1998). In creating a gender-sensitive organization RU-
WSEC sensitizes its staff to the kinds of problems 
faced by women in villages, and the potential chal-
lenges staff may face. The entire responsibility for the 
day-to-day planning and implementation of the pro-
gramme rests with the female health workers.

LESOTHO

National Rural Sanitation Programme
Women’s participation and leadership have significantly increased the coverage and long-

term sustainability of the national sanitation programme. The programme included 

women and recognized their pivotal community role as leaders in home and community 

life. This non-traditional work had a high level of association with women’s work (fetching 

water or caring for those who are ill from water-borne diseases). One in four latrine 

builders in Lesotho are women; the average price per latrine built by a woman was only 

70% of the price charged by men. This suggests women’s overriding interest in community 

well-being, a true leadership quality.

Source: Schick R, Fitzgerald R, McLennan B, Crump R. (2000) Priority issues in women’s health and 
social welfare: global perspectives, comparisons and case studies. In: Women and health. Better health 
and welfare systems: women’s perspectives. Proceedings of the WHO Kobe Centre International 
Meeting, Awaji Island, Japan, 5–7 April 2000, annex 1–2
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TITLE OF THE GOOD PRACTICE:  Lesotho’s 
National Rural Sanitation Programme (NRSP)

PROJECT DURATION:  Not available.

EXECUTING AGENCY/AGENCIES:  Commenced in 1983.

IMPLEMENTING AGENCY/ AGENCIES:  Not available.

PARTNERS/BENEFICIARIES:  
United Nations Development Programme (UNDP).

PROJECT COST (AMOUNT, SOURCE OF FUNDS): 
Not available.

BACKGROUND:  Poor sanitation can increase the 
spread of disease, contaminate the local water sup-
ply, and place the local aquatic life at risk. Resulting 
soil pollution affects livestock and reduces the qual-
ity of water so that it cannot be used even industri-
ally. Many rural women spend large quantities of time 
collecting pure water. Safe containment of sewer-
age through a cost–effective system such as pit latrine 
construction greatly improves local water quality so 
as to reduce the spread of disease, and improve the 
safety and efficiency of women’s work. 

Lesotho’s National Rural Sanitation Programme 
(NRSP) has been successfully operating a national 
sanitation programme for rural areas since a pilot 
project was implemented in 1983. 

AIMS:  The NRSP provides education in hygiene and 
sanitation, focusing on training locals to build and 
maintain pit latrines in their communities. Among 
NRSP’s key strategies has been the inclusion of 
women and the recognition of their pivotal commu-
nity role as leaders, both in managing households and 
contributing to social and economic life.

ACTIVITIES/STRATEGY: 

• The programme has concentrated on health and 
hygiene education for women. Women have then 
mobilized and organized themselves to generate 
community interest in better sanitation, generat-
ing a high level of community demand for latrines, 
accompanied by a significant willingness to pay for 
the facilities.

• Women sometimes require more initial train-
ing than men to obtain the necessary construction 
skills, but this is more than compensated for once 
their training is complete by an “aggressive and ef-

fective door-to-door promotion of their product” 
(Schick et al. 2000, pp. 182).

Once in business, women have tended (voluntarily 
and much more so than men) to show leadership be-
haviours in training others to become latrine builders. 
This has created a pool of skilled local workers able to 
handle the ongoing latrine maintenance. 

• Female workers have voluntarily kept their prices 
down and have been more inclined to build la-
trines for poorer families who may be unable to 
pay full price. The average price per latrine built 
by a woman was only 70% of the price charged by 
men. Thus, even the poorest families have an op-
portunity to buy the product. This suggests that, for 
these women, an interest in community well-be-
ing may be overriding shorter-term profit motives 
(Schick et al. 2000, p.183). 

IMPACT/RESULTS:  Training women as latrine build-
ers has improved the local coverage of the sanitation 
system and women have proved to be successful en-
trepreneurs in providing this service to the poorest 
members of their community. One in four of the la-
trine builders trained in Lesotho are female, and fe-
males often form business partnerships with other la-
trine builders.

Women’s participation has significantly increased 
not only the coverage but also the longer-term sus-
tainability of the sanitation programme. 

LESSONS LEARNED/SUCCESS FACTORS:  Women 
have also been pivotal to the national project as vil-
lage health workers, serving as the link between the 
NRSP’s health education activities and local villages. 
The scheme has had empowering results. “In this role, 
women translate national health policy from the-
ory into action. As such, it is they who are effectively 
responsible for changes in local health and hygiene 
awareness”. (Schick et al. 2000, p 182).

There is a strong link between women as health 
workers and their work as latrine builders, and often 
women latrine builders later become village health 
workers.

The high level of community involvement in the 
project has allowed the national government to take 
on a facilitating role rather than being the prime im-
plementer, and has enabled the programme to expand 
nationally.

The government has been able to recover a signif-
icant proportion of the costs of providing latrines to 
rural communities from local villages and the private 
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sector, through the role of local entrepreneurs in con-
struction and sales. 

Information provided by the World Bank (cited in 
Schick et al. 2000, p 183) stresses that gender aware-
ness is most effective if taken into account at the de-
sign stage of the project and in the construction of 
material for projects, and suggests that gender inclu-
sion should be named and measured as a project out-
put. Importantly non-traditional tasks in relation to 
sanitation and hygiene can be successfully added on 
to primary, traditional gender roles to facilitate the 
success of the project. When projects impact directly 

on women’s work (for example, fetching water or car-
ing for those who are ill from water-borne diseases) 
women have direct incentives to keep them running. 
Projects that use a learning rather than a blueprint ap-
proach are more successful at including women, and 
specific mechanisms to ensure women’s participa-
tion are necessary in every project – namely identify-
ing the constraints on women’s participation, bolster-
ing women’s input at local and regional levels; linking 
women’s project work with their traditional social 
roles, using local women’s groups; and sensitizing 
project staff to the importance of gender.

BRAZIL

Women’s Comprehensive Health Care programme
Critical success factors were the presence of feminists in government and pressure from the 

women’s moment for change. The programme sought to address the hierarchical structure 

of health care. This included sharing power with women and the application of equality 

principles in the investment and distribution of resources.

Source:  Baume E, Mercedes J, Standing H. (2000) Gender and health equity resource folder. Gender 
and Health Equity Project. Cambridge, MA, Harvard Centre for Population and Development Studies.

CS4b

TITLE OF THE GOOD PRACTICE:  Women’s Health care 
Comprehensive Program (WCHCO)

PROJECT DURATION: 1989–1992.

EXECUTING AGENCY/AGENCIES: Not available.

IMPLEMENTING AGENCY/ AGENCIES:  Implemented by 
the Women’s Health Care Office (WHCO) of the São 
Paulo government.

PROJECT COST (AMOUNT, SOURCE OF FUNDS): 
Not available.

BACKGROUND:  The Women’s Comprehensive Health 
Care Program (WHCO) was established to imple-
ment a gender mainstreaming strategy with regard 
to the development of a comprehensive health pro-
gramme in São Paulo. 

Greater awareness of gender equity for health and 
the need to make gender equity central to policy for-
mation had been lobbied for by women’s organiza-
tions in São Paulo. They had challenged the view that 
women related to health care only as mothers and 
called for broader services such as reproductive health 

services and occupational and mental health services 
for women of all ages. They also stressed the need for 
greater access to preventive and curative care and to 
information that would further empower women.

The WHCO sought to address these concerns 
through a programme aimed at mainstreaming the 
gender perspective into the design, implementation 
and monitoring of governmental health policies. Re-
forms would involve not only an expansion of the 
scope of services provided, but also reforms in the or-
ganization and quality of care. It was hoped the pro-
gramme would also address the hierarchical structure 
in health care and provide more equitable relation-
ships among health professionals and female system 
users. This meant “sharing power with women, as well 
as new approaches to epidemiological diagnoses and 
planning, and the application of equality principles in 
the investment and distribution of resources.”(Baume 
at al. 2000)

AIMS:   Several strategies were proposed to introduce 
the gender perspective into the health system, namely: 
training, participatory planning and advising process, 
and networking and advocacy.
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STRATEGY/WHAT WAS PLANNED: 

Training:

• participation by members of central and regional 
Maternal Mortality Committees in all empower-
ment courses, in facility managing commissions 
and in the study of staff career plans at the Munici-
pal Health Secretariat;

• introduction of issues such as domestic violence 
and sexual abuse, laws on women’s rights, includ-
ing criminal code provisions on legal abortion, and 
federal constitution provisions assuring equality 
between the sexes in public service examinations.

Participatory planning and advising process:

• creation of women’s health advising and coordinat-
ing offices in municipal health secretariats and dis-
trict health authorities staffed by women who sup-
port the gender perspective;

• the creation of district health authorities – local 
health systems (These were fundamental for the 
introduction of the gender perspective in the im-
plementation of programmes. Operating as a true 
women’s health care advising/coordinating office, 
WHCO supplied permanent technical support to 
District Health Authorities);

• funding of the empowerment of health profession-
als as a requirement of gender-oriented planning 
and diagnosis processes (It means improved health 
services and more satisfaction both for profession-
als and users).

Networking and advocacy:

• creation of a critical body of gender-aware health 
care workers helped to generate new forms of insti-
tutional relationships with service users, resulting 
in the progress and advocacy of such policies; 

• intersectoral networking, to better address health 
problems of the female population and capitalize on 
the actions of other secretariats and institutions op-
erating in women’s health care. Particularly network-
ing with women’s organizations. In Brazil, the imple-
mentation of governmental programmes for women 
has been more frequent in states and towns with 
strong women’s organizations. (Baume et al. 2000)

IMPACT:   “Evaluations of the city administration in 
that period (1989–1992) affirm the importance of this 
experience for the advancement of public policies for 
women’s health care in Brazil” (Baume at al. 2000):

• legal abortion care has been implemented in 13 
public hospitals in various regions in Brazil, with 

training and advisory services supplied by the pro-
fessional staff of São Paulo Jabaquara Hospital; 

• maternal mortality prevention and survey commit-
tees, with the participation of the community, the 
health care movement, and women’s movements 
have been established in other cities;

• the creation of health care services for women in 
situations of sexual abuse and domestic violence, 
and the introduction of emergency contraception 
at public health centres were also pioneer services 
led by the WHCO (Health secretariats in various 
states and cities/towns are introducing these meas-
ures into their health care plans);

• WHCO managed to foster a constant dialogue with 
women’s organizations (These organizations were 
WHCO partners in many projects, but they also ap-
plied pressure at other levels of power and decision-
making, thus facilitating a part of WHCO´s work 
both directly and indirectly).

LESSONS LEARNED/SUCCESS FACTORS:  Strong political 
commitment in São Paulo was a major factor in effec-
tive implementation and in WHCO’s success (Baume 
et al. 2000). The favourable political and administra-
tive climate of the São Paulo democratic administra-
tion (1989–1992) was very valuable in facilitating the 
necessary conditions for the effective implementation 
of the WHCO.

Such conditions included:

• prioritizing the health sector and women’s health care;
• creating decentralized decision-making levels – dis-

trict health authorities (SILOS) – in order to un-
derstand realities in the various city regions and en-
courage community involvement;

• the presence of feminists in government, and pres-
sure from the women’s movement for change.

Despite its success, WHCO was not able to solve 
all women’s health problems or achieve all its femi-
nist goals during the three years of the project. This 
was partly due to the country’s structural conditions, 
its economic policies and social priorities. Brazil, sim-
ilar to most Latin American countries, faces pub-
lic spending cuts and privatization of services which 
makes project implementation difficult and hampers 
effectiveness. “Thus there is a need for gender to be 
taken into consideration not only at the micro level of 
health services provision, but also at the macro level 
of public planning.”(Baume et al. 2000, p. 13)
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WESTERN INDIACS5b

Self-employed Women’s Association
The programme was implemented after a woman manager agreed to insure women 

for health and other social security benefits. Women have built up and run their own 

organization. This programme enables women’s self-reliance in terms of economic viability, 

and in terms of women’s control over management and decision-making. An empowerment 

aspect of the project is that women are more involved with the social institutions that 

govern their lives. Women encourage other women to join and share benefits.

Source: Baume E, Mercedes J, Standing H. (2000) Gender and health equity resource folder. Gender 
and Health Equity Project. Cambridge, MA, Harvard Centre for Population and Development Studies. 
…and updated based on SEWA, Strength in solidarity: some experiences of SEWA Insurance. Vimo 
SEWA, April 2003.

TITLE OF THE GOOD PRACTICE:  
Self-employed Women’s Association (SEWA)

PROJECT DURATION: 1992 to current

EXECUTING AGENCY/AGENCIES: Self-Employed Wom-
en’s Association (SEWA)

IMPLEMENTING AGENCY/ AGENCIES: Self-Employed 
Women’s Association (SEWA)

PROJECT COST (AMOUNT, SOURCE OF FUNDS):  
not available

BACKGROUND/OVERVIEW:  SEWA (Self-Employed 
Women’s Association), based in Gujarat State, west-
ern India, is an organization of more than  530 000 
women who work as small vendors, home-based 
workers, producers  and labourers. 

These women are typical of the 93% who work in 
the informal sector. SEWA began a dialogue with in-
surance companies in the early 1988s about insur-
ing women for health and other social security. In-
itially the women SEWA represented were rejected 
by the companies as being too high risk. It was only 
through one woman manager’s decision in the United 
India Insurance Coverage (UIIC) to take up the cause 
that SEWA were able to launch an insurance scheme 
in 1992. By that time SEWA had 40 000 members and 
was a financially viable institution.

AIMS: SEWA’s objectives are to encourage women to 
organize themselves in order  to achieve full employ-
ment and self-reliance, including work and income 

security, food security and social security, health care, 
childcare, shelter insurance at the household level. 
Self-reliance is both in terms of economic viability, 
and in terms of women’s control over management 
and decision-making.

STRATEGY/WHAT WAS PLANNED:  The insurance cov-
ers sickness, accidental death of a member and that of 
her husband, loss during riots, flood, fire and theft of 
equipment and household goods, natural death and 
maternity. SEWA offers three schemes with  an annual 
premium varying between Rs. 85.00 to Rs 400.00. Im-
portantly SEWA provides insurance coverage during 
maternity, no other insurance company was willing 
to insure women during pregnancy. Typically chronic 
or long-term illnesses are excluded by insurance com-
panies, including gynaecological problems, because 
the insurance companies insist that it is impossible 
to determine whether these conditions may pre-exist 
policies. Only inpatient treatment is reimbursed and 
older non-working women are also excluded from the 
scheme.

Given the growing request for membership, SEWA 
Insurance has introduced in 2003, health insurance 
and offer a family insurance package.

IMPACT: 
1) Health Benefits of the Scheme:

• one of the main benefits of SEWA is that women 
who would ordinarily place their own health at a 
lower priority than that of their husbands and chil-
dren are able to receive hospital care;

• as links with local doctors and hospitals are 
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strengthened, SEWA is developing a referral service 
to recommend doctors: with some doctors offering 
their services at a discounted rate; 

• some SEWA cooperatives are running counters in 
the compounds of municipal hospitals to offer ra-
tioned drugs at discounted rates to members; and

• the maternity cover ensures that poor rural women 
have some form of support at the most vulner-
able point in their lives. SEWA’s maternity bene-
fit schemes include postnatal health education, pre-
natal tetanus toxoid immunization and a small cash 
component for emergency expenses and extra nu-
trition. 

LESSONS LEARNED/SUCCESS FACTORS: 
Empowerment:

• not only does the scheme ensure that women have 
economic benefits in the event of an emergency, 
but it also acts as a booster for other SEWA ac-
tivities. Importantly it has been effective in ena-
bling women to become more involved with the so-
cial institutions which govern their lives – through 
learning the process of making a claim women in 
western India are also gaining confidence in dealing 
with bureaucracy;

• women happy with the scheme encouraged other 
women to join SEWA to share benefits;

• increased faith in the scheme has lead to women re-
arranging finances to make increased savings in-
cluding some depositing a sum of Rs. 500 and pay-
ing their annual premium from the interest;

• importantly the experience of SEWA is feeding into 
government policy: such as the Malhotra Commit-

tee, which was appointed by the Indian govern-
ment to review the insurance industry;

In addition SEWA project:

• encourages women to organize and build their own 
organization, prevents, decapitalization and in-
debtedness and enhance self-reliance;

• promotes savings and credit and long-term finan-
cial planning among the poor;

• can be used to complement the public health sys-
tem and creates demand for better quality services;

• can be source of employment for poor women.

Problems encountered in the scheme include:
• the documentation process can be problematic: 

women can find it difficult to produce the cor-
rect papers. In these cases the insurance companies 
will not pay out and women may drop out of the 
scheme;  

• papers may also be lost, or the process and cost of 
obtaining certificates and photocopies may be too 
difficult for some women. SEWA is looking to pro-
vide training in the concept of insurance and is 
teaching women to carefully preserve all the docu-
mentation that they may need; 

• the kind of medical treatment admitted by the in-
surance companies has also caused difficulties. 
Only hospitalised treatment is covered and a hos-
pital needs to have a certain number of beds to 
be recognised, preventing rural women from us-
ing some of the most convenient hospitals local to 
them. There has been a great demand from women 
to have outpatient treatment included but the in-
surance companies insist that it would be too costly 
and difficult to administer.
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This appendix contains the full description of case studies based on the rel-
evant source documents. Because this report is published electronically, the 
reader can first access – from the matrix table(s) – the template-based sum-
mary of a particular case study, and then the full description of the case study 
as it appears in the source documents. Note that some source documents – such 
as the literature on the Canadian example – are book-length papers, with only 
selected parts of the document having been used in the case study descriptions. 
Because the selections could not easily be grouped together, documents of this 
kind are not reproduced below. However, because in the booklet the pages on 
which selections appear have been identified, readers can find these in the orig-
inal documents 

B.1 Developed countries

CS2a: JAPAN – Initiative by female Governor of Chiba Prefecture to introduce 
gender-specific medicine is now being followed by other Japanese prefectures

SOURCE:  Keiko Amano, 2003.

In 1992 a female patient complaining of uncontrollable chest pains was re-
ferred to me. Her chest pains started when she was 40 and gradually became 
worse. Her chest pains occurred during both rest and exercise, especially when 
she was tired physically and mentally. All laboratory findings including coro-
nary angiography were normal. Nitroglycerine was not effective. Her meno-
pause began at 50 and her chest pains were most severe for the following three 
years. Her chest pains occurred even during daily work like shopping, house 
cleaning and cooking. She was almost bedridden. However, a new calcium an-
tagonist, “Herbesser” was found effective and she was relieved from her chest 
pains. At 56 her chest pain spontaneously disappeared and never came back. 
At this time I noticed first that the chest pains of the so-called “syndrome X” 
could interfere severely with women’s health. After this case I saw many such 
cases. Some of them had repeated CAG without any useful advice. As one of the 
causes of this kind of chest pain, microvascular constriction is now being con-
sidered. 

B. Selected case studies – 
description at the 
source documents
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Pathophysiology of chest pain in women should be studied more. In 1993 
and 1995 I found an interesting review in both JAMA and Science. These re-
views made me realize that the concept of gender-specific medicine had begun 
to spread in the USA. In 1995 I started to write in a public journal on the dif-
ferences between disease in men and in women. To my regret this journal soon 
went out of print. In 1999 I had a chance to work for a symposium held at the 
45th Annual Convention of Japanese Colleges of Cardiology. In the symposium 
entitled “Ischemic Heart Disease in Japanese Women”, I introduced the move-
ment of gender-specific medicine in the USA to the researchers and cardiolo-
gists who attended and asked them to start to collect scientific evidence of sex 
and gender differences throughout the lifespan in Japanese women. There was 
a lot of response at this time. This response coincided with the acceptance of 
evidence-based medicine in Japan. Prof. C Tei of Kagoshima University paid at-
tention to gender-specific medicine and asked me to give a lecture on this is-
sue. After the lecture he decided to establish an outpatient clinic based on the 
idea of gender-specific medicine in the following year. In May 2001, a women’s 
clinic aiming at women’s health care throughout the lifespan and based on gen-
der-specific medicine opened at Kagoshima University. This is the first trial of 
its kind in a national university. Their operation policy was as follows:

1. Thirty minutes should be spent on the first medical examination.
2. Any complaint or request to examine symptoms should be welcomed.
3. A letter of introduction from other doctors is not necessary.
4. The physician in charge should be female, and a doctor sees each patient 

individually at every visit.

In March 2001 Akiko Domoto was elected Governor of Chiba Prefecture and 
started her activities to establish an ideal model for a women’s health and care 
clinic in Chiba Prefecture. Preparation started for establishment of the women’s 
clinic at Prefectural Togane Hospital with a supplementary budget of 60 mil-
lion yen, which opened in September 2001 as the first trial of its kind in a pre-
fectural hospital. Seminars for nurses and doctors and preparation of interview 
sheets and guidance pamphlets for outpatients preceded the opening. Appoint-
ments for this clinic were booked up to four months in advance at the open-
ing. In December 2001, two big symposiums on women’s health were held with 
Prof. Marianne Legato and her colleagues attending. One of them was called 

“Japan–US Medical Symposium – Gender and Health in the 21st Century”, and 
the other was called “Women’s Health and Care in the 21st Century: Chiba”. 
These symposiums attracted the attention of the public and the press. One year 
passed after the opening of the women’ s clinic in Togane Hospital. Two other 
Chiba prefectural hospitals opened women’s clinics in 2002 and 2003. And with 
the financial support from Chiba Prefecture, Juntendo University Hospital, two 
national health insurance hospitals and one highly advanced private hospital 
started women’s clinics in Chiba. 

The outpatient appointments of every women’s clinic are fully booked for up 
to three or four months ahead without exception. Figures C1a and C1b show 
what Togane Hospital has achieved so far: the patients aged over 50 account for 
58% of women’s health clinic patients. Half of the patients came with symp-

Selected case studies 
– description at the 
source documents
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toms due to menopause and 40% of them were prescribed Kanpo. More than 
90% of the patients were satisfied with the services they received. In Chiba, 15 
prefectural health centres started counseling services by female doctors in April 
2002 and an unexpected number of women asked for counseling – to the pleas-
ant surprise of the public health centres. Some epidemiological studies are now 
being done in Chiba. The observational study in AWA is a big one. This study 
consists of two different programmes. One is retrospective and the other is pro-
spective. The retrospective one deals with subjects who had annual health check 
ups in 1984–1986 (16 604 in 1984, 18 847 in 1985 and 20 088 in 1986). The pro-
gramme follows the present condition of these subjects. A prospective one is be-
ing planned to deal with about 50 000 people who are 40–89 years old in 2003 
and who have national health insurance. In 2003 the basic research concerning 
with the background of these people will be done using a questionnaire which 
was designed for this programme. The budget for this programme is supported 
by Chiba prefecture and the Ministry of Health, Labour and Welfare.

Now the number of women’s clinics advocating gender-specific medicine is 
rapidly increasing in Japan. Women living in various regions started a campaign 
to collect signatures for the opening of women’s clinic in their prefectural hos-
pitals. Toyama City, Osaka Prefecture and City, Kagoshima Prefecture, Gifu Pre-
fecture have already started women’s clinics in the prefectural hospitals. In To-
kyo Metropolis, Kanagawa Prefecture, Nagano Prefecture, Hiroshima Prefecture, 
Kouchi Prefecture, Yamaguchi Prefecture and Nagoya City, preparations are now 
going ahead. In addition, 20 other hospitals which are the medical cores of re-

Selected case studies 
– description at the 

source documents
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gional health services have already started women’s clinics. Two hospitals per 
month are opening women’s clinics on average. The Office on Women’s Health 
(OWH) within the Department of Health and Human Services (HHS) say that 
they are working to redress the inequities in research, healthcare services, pol-
icy, and public and health care professional education among the agencies of 
the HHS collaborating with government organizations and consumer and pro-
fessional healthcare groups. And the National Centers of Excellence in Women’s 
Health nominated by HHS and located in leading academic health centres across 
the United States and Puerto Rico are exploring whether women’s health can be a 
model for a more coordinated, informed and accountable system of health care. 

The present situation in Japan is similar to that of women’s clinics or hos-
pitals of the USA in early 1980s. There has been an explosion in the growth of 
new biological information over the past decade, in large part because of the 
development of highly advanced techniques. As a result, scientific evidence of 
the importance of sex and gender differences abounds. We have wonderful 
teachers in the USA, Canada and European countries, who are forging ahead 
in women’s health and gender-specific medicine. We must catch up with them 
and establish an ideal health care both for Japanese men and women.

B.2 Developing countries

CS1b: PERU – A reproductive health initiative in a lower-middle income country

TITLE OF GOOD PRACTICE:  ReproSalud project of Movimento Manuela Ramos

SOURCE:  Bangser, 2000, pdf pp 15–17

A programme developed in the mid 1990s by a women’s health and rights or-
ganization in Peru illustrates the transformative capacity of inclusive program-
ming from a foundation of social change and women’s empowerment. While 
experimental and evolving in nature, the ReproSalud project of Movimento 
Manuela Ramos suggests that much can be gained for poor women, men and 
communities by addressing health through a gender, equity and community 
mobilization approach. The Manuela Ramos Movement began in the late 
1970s following a decade of military rule in Peru. The movement was started by 
seven women committed to promoting self-esteem, identity, and reproductive 
health among themselves and with low-income women. They believed that low-
income women could provide vital leadership to the national women’s move-
ment in the country. 

In the mid-1990s, the women of Manuela Ramos began a visionary and sizea-
ble programme to address reproductive health in an integrated manner, through 
a lens of gender and empowerment. “The underlying theory for this project was 
that women’s reproductive health is closely linked to their social and economic 
power and that without engagement in dialogue over the central facets of their 
lives, they have little ability to promote their own health effectively.” Three prin-
ciples guided the project: women would learn about their bodies and translate 

Selected case studies 
– description at the 
source documents
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this knowledge into power; this knowledge would enable women to advocate 
collectively for change from their local government health providers; and a por-
tion of project funds should be allocated for communal credit programmes to 
give women greater access to cash and perhaps contribute to women being able 
to renegotiate matters of their daily life with their husbands. 

ReproSalud staff gathered information in each community through par-
ticipatory diagnostic workshops and then selected a local women’s organiza-
tion to help lead the work. The workshops alone proved to be an intervention, 
where women learned that “by working together, they could change the shape 
of their lives”. ReproSalud’s programme areas included reproductive health, in-
come-generation, advocacy for public health services, and overall empower-
ment of poor women at the individual, household and community levels. The 
ReproSalud project also included micro- and macro-enterprise work. This new 
activity required a significant investment of time and money to build the initi-
ative, which encouraged staff to limit activities to the project area and not ex-
pand them further. The sheer size of the overall project – $25 million in four 
regions of the country – demanded hiring a large number of new staff and de-
veloping new management systems. 

Local women – not project staff – decided to involve husbands in the project 
in order to address directly gender-related issues. This approach led to pro-
found discussions between women and men about alcoholism, violence, forced 
sex and communication. “Training men to work as educators of other men 
in their own communities would become one of the most salient facets of 
ReproSalud’s work.” 

The intervention resulted in dramatic decreases in alcohol consumption, do-
mestic violence and forced sex in all villages visited during the project’s evalu-
ation. The status and influence of the local women’s groups increased, as did 
women’s ability to promote their own reproductive health. In terms of family 
planning specifically (the key issue of concern to the US donor), “the results in-
dicated an undeniable sea change”. At one hospital, there was a 400% increase 
in family planning visits by residents of the local ReproSalud community, com-
pared to an actual drop in the number of visits by residents of the urban centre 
where the hospital is located. Women’s self-confidence and self-esteem soared. 
One ReproSalud coordinator illustrates the impact of the project pointedly: 

“When I first met these women they were afraid to go to the health centre and 
speak up with the doctor. Now they go straight to the mayor!”

CS2b: INDIA – A rural women’s initiative to improve health in a low-income country

TITLE OF GOOD PRACTICE:  Rural women take reproductive health matters into their 
own hands: Rural Women’s Social Education Centre 

SOURCE:  Sokhi, 1998, pdf pp 1–29

CONTEXT: Community-based studies of the prevalence of STDs and repro-
ductive tract infections (RTIs) are limited. One of the well-known commu-
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nity-based studies on gynaecological morbidity was conducted by Drs.Abhay 
& Rani Bang in Gadchiroli, Maharashtra,6 in which findings showed that 
over 90% of the women examined had symptoms of RTIs and less than 10% 
had ever sought treatment. Baroda Citizen Council et al. (1994)7 conducted 
four community-based studies in geographically and culturally distinct ar-
eas of India, two in slum areas of Bombay and Baroda, and one each in rural 
West Bengal and Gujarat. These studies showed that gynaecological morbid-
ity based on clinical examination ranged from 26% in Baroda to 43% in ru-
ral West Bengal and Gujarat to 74% in the Bombay slum. Cytological screening 
of 117 411 women attending gynaecology clinics of seven hospitals in Delhi 8 
showed that only about 26% of the smears were normal while the remainder 
were diagnosed with inflammation (72.3%), dysplasia of various grades (1.6%), 
and malignancies (0.1%). More and more studies are generating findings sim-
ilar to the above. 

The scenario, therefore, is that everybody involved in public health issues – 
whether in the government, academia, research or a service centre – recognizes 
that reproductive health problems have been neglected for far too long and 
that unless programmes are designed and implemented to provide quality re-
productive health services to the larger community, the country faces a public 
health disaster. Programme managers and service providers in the government 
have also begun to realize that providing good quality, comprehensive repro-
ductive health education and services will increase the acceptance by the com-
munity for these services including, especially, family planning. Presently, most 
reproductive health programmes in various parts of the country are being im-
plemented by nongovernmental organizations (NGOs). The programme be-
ing implemented by the Rural Women’s Social Education Centre (RUWSEC) in 
Chengalpattu, Tamil Nadu, South India, is one example and is acknowledged to 
provide quality services which are accessible, affordable and gender-sensitive. 

 
INTRODUCTION 

What is RUWSEC? 

The Rural Women’s Social Education Centre (RUWSEC) is a community-
based NGO in South India that focuses on the rights of women within their 
households; these include their reproductive rights as well as rights to their 
overall well-being. This orientation is a direct result of the conviction arising 
from women’s own experiences that they cannot become successful agents of 
social change without first having control over their bodies and their lives. In-
terpreting health in its broadest sense as overall well-being, the organization’s 
objectives include helping women belonging to the lowest caste groups – who 
are, as a result, economically backward and socially marginalized – to develop 
critical consciousness and leadership skills so that they are able to collectively 
and constructively change the circumstances of their lives. This group seeks to 
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6  http://www.hsph.harvard.edu/Organizations/healthnet/SAsia/suchana/1028/(1)%20Bang
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8  http://www.hsph.harvard.edu/Organizations/healthnet/SAsia/suchana/1028/(3)
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challenge the class, caste and gender-based subordination which compromise 
women’s well-being. 

RUWSEC has sought to demystify the notion that health can be delivered 
only by doctors, and believes that people have to be organized to demand the 
fulfilment of conditions that make it possible for them to be healthy. Through 
health education and awareness-raising programmes seeking to empower 
women with a sound information base, and through programmes aimed at en-
hancing their self-image and self-confidence, RUWSEC seeks to enable women 
to initiate self-help at home. It also tries to encourage women to be discrimi-
nating and well-informed users of health services and to feel entitled to qual-
ity health care, be it from the government public health system or private prac-
titioners. 

In 1995, RUWSEC’s activities covered 43 hamlets with a total population 
– including men, women and children – of 15 000. From 1996, the organiza-
tion further expanded its activities to another 57 hamlets – bringing the total 
number of hamlets covered to 100 with a total population of over 30 000. 

A beginning for RUWSEC 

Kamala lives in a small village in Tamil Nadu. She attended primary school 
but did not get a chance to go on to secondary level. She had to quit to perform 
household chores and other “women’s” work. In 1981, Kamala had a break. She 
was one of several women in her village who were chosen by the National Adult 
Education Programme (NAEP) initiative of the Government of India to be 
trained as educators and in turn teach members of her community. 

Kamala and her friends met regularly in a group to discuss their work and 
problems. These women were brought closer together by conflicts on the do-
mestic front, opposition from male leadership in their communities, and other 
issues such as the need to know more about the many reproductive health con-
cerns that they had. After meeting regularly for several months, some of them 
expressed the desire that the experience of meeting together as women to ad-
dress gender issues and reproductive health and rights should be extended to 
other women’s groups in their respective villages. After two years of ad hoc 
meetings and numerous workshops with women in different villages, Kamala 
and her friends, 12 dalits (scheduled caste, lowest social group) women, and a 
woman official of the NAEP decided to formalize the group and subsequently 
the formation of RUWSEC. 

Profile of population covered 

This description of the population covered is of the original 43 hamlets which 
until recently formed the core of RUWSEC’s activities. The women reached be-
long to a section of the rural population that suffers extreme social and eco-
nomic deprivation. About 60% of the women come from households that are 
totally landless and about 80% of these households do not even own the land 
on which their huts stand. This group is almost completely dependent on ag-
ricultural wage labour for its subsistence. Eighty-five percent of the women do 
not have a single year of schooling, but are forced to seek work for their fami-
lies’ subsistence. Non-participation in the workforce is related to women’s re-

People have to 
be organised 
to demand the 
fulfilment of 
conditions that 
make it possible 
for them to be 
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productive responsibilities, being greater among young mothers than any other 
demographic or socioeconomic category. 

Only 2% of the women are engaged in salaried employment, usually in their 
own villages as teachers and helpers in government-sponsored balwadis or 
childcare centres. Wages in agricultural employment are very low and do not 
exceed Rs. 10 per day (about US$ 0.30), barely sufficient to buy one kilo of rice, 
the staple diet. Working hours, on the other hand, can extend from dawn to 
dusk and, in peak seasons, even longer. Housing conditions are poor, and wa-
ter or sewage systems are grossly inadequate. Public wells and taps are the main 
sources of water for all purposes. Water supply is erratic, especially in the sum-
mer months, and gathering water from taps may take several hours every day. 
Toilets are virtually non-existent. 

Health status of the women 

In 1988–89, RUWSEC’s community health workers carried out a baseline 
survey in the 43 hamlets they had been working in. The main objective was to 
establish the health and socioeconomic status of this community. The survey 
found that the vast majority of women marry and begin childbearing while still 
in their teens. Forty-two percent of the women suffer from one or more serious 
problems related to pregnancy and childbirth. Most of these are related to com-
plications of delivery. Seventy-five percent of all previous deliveries to women 
covered by the survey took place at home, a figure greater than that for rural In-
dia as a whole (around 60%). 

Growing up in landless families, children – especially girls – drop out early 
from school and join the labour force. Most girls are married by the time they 
reach their  16th birthday and are under tremendous social pressure to bear 
children immediately, a situation typical of a group with high infant and child 
mortality. The stillbirth rate is 29.8 per 1000 live births, more than twice the 
rate for rural India (13.9/1000 live births) and 1.5 times that of Tamil Nadu 
(17.8/1000 live births). The under-five mortality is high at 184 per 1000 births; 
this clearly exceeds the estimated figure of 114 for the state as a whole. Inade-
quate nutrition coupled with heavy manual labour and low age at childbearing 
lead to high pregnancy wastage, which in turn extends the period of child bear-
ing to the entire reproductive span. Women start childbearing while still in their 
teens and conceive even when they are in their early forties. It is not uncommon 
to see mother and daughter pregnant at the same time. It is worth noting that in 
an economically and socially deprived group such as this, participation in the 
workforce is not an indicator of better status but of greater deprivation. 

The low priority accorded to women’s health is reflected in patterns of health 
care utilization. For instance, women are permitted trained attendance only for 
the first delivery or when they are very young. While begetting the first offspring 
is a high priority, precious resources are not invested in an additional child for 
a woman who already has three or more children notwithstanding the fact that 
the higher order births are riskier and may require medical attendance. 

This pattern is in direct contrast to the pattern of health care utilization in 
case of illness. Young women, especially teenagers, do not take any action what-
soever for their illness, while women in their early thirties and women wage 
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workers take some form of action immediately. This is because a few days im-
mobility and loss of wages for women with several dependant children are un-
acceptable from the family’s point of view. Thus, in addition to the constraints 
imposed by poverty, the main barrier to women’s utilization of health care is re-
lated to how the society values them. 

A third of the women suffered from reproductive health problems at the time 
of the baseline survey. These range from problems associated with menstrua-
tion and urinary and reproductive tract infections, to more serious conditions 
such as uterine prolapse, urinary incontinence and cervical cancer. 

Data collected in 20 hamlets by health workers for two four-month periods 
between February and May 1990 and the same months in 1991 have provided 
RUWSEC with an indication of the extent, causes and determinants of health 
problems suffered by married women of reproductive age, and have helped 
shape the direction of the organisation’s reproductive health interventions (Ta-
bles B1 and B2). Some of the important findings to emerge from this study are: 

• Prevalence and recurrence of health problems are high: 45% of women experi-
enced at least one episode of a health problem during the eight-month period 
and each of these women experienced an average of three episodes of illness. 

• The average number of episodes for reproductive health problems was 2.1 
and that for other health problems was 2.6. 

• The most prevalent and frequent problems among the women who had a re-
productive health problem were RTIs, characterized by purulent white dis-
charge with soreness, irritation and itching, and sometimes severe lower ab-
dominal pain. 

• RTIs recorded above are mostly non-sexually transmitted infections such as 
bacterial vaginosis and candidiasis. 

• The next most common and frequent reproductive health problem was uri-
nary tract infections. 

• Menstrual disorders affect 10% of women with a reproductive health problem.

REPRODUCTIVE HEALTH PROGRAMMES

The scope of RUWSEC’s programmes 

Originally an educational group for women, RUWSEC has, since late 1981, 
become an organization that implements a wide spectrum of activities which 
may be divided into the following major programmes: 

• women’s development;
• youth programme;
• programme for men;
• publication and distribution of popular education material on health;
• action research;
• reproductive health clinic.

The community-based action for health promotion which was started in late 
1981 forms the foundation for all RUWSEC’s current activities. RUWSEC’s 
strategy for health promotion in the community is to hire a local woman and 
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train her as a community health worker (CHW). She then mobilizes a core 
group of women as informal leaders from her village to form a women’s sang-
ham (association). These informal leaders may or may not be educated. They 
are usually married with two or more children, have shown interest in being 
more actively involved in the organization’s activities, and have demonstrated 
some leadership qualities within the village sangham. 

 Reproductive 
health 

problems

General 
health 

problems

All health 
problems

No health 
problems

TOTAL

No. of women 170 (17.4) 378 (38.7) 442 (45.2) 535 977

No. of episodes 353 (26.4) 985 (73.6) 1338 - -

Average no. of 
episodes/women 
affected

2.1 2.6 3 - -

Table B2. Nature of reproductive health problems, prevalence and recurrence 
among women of reproductive age: Chegalpattu District, Tamil Nadu (1990–91)* 

Reproductive health 
problems No. of women

Percentage 
(of those affected)

No. of episodes Percentage 
(of total episodes)

Average no. of 
episodes/woman

 

Menstrual disorders 17 10.0 23 6.5 1.4

RTIs + 99 58.0 220 62.3 2.2

RTIS in women with uterine 
prolapse

2 1.2 10 2.8 5.0

RTIs in women with uterine 
incontinence

2 1.2 7 2.0 3.5

RTIs in pregnant women 4 2.4 13 3.7 3.3

RTIs postpartum 2 1.2 2 0.6 1.0

RTIs following surgical 
sterilization for family 
planning

6 3.6 9 2.5 1.5

Urinary tract infections 27 15.9 34 9.6 1.3

Urinary tract infections 
in women with urinary 
incontinence

3 1.8 26 7.4 8.7

Bleeding during pregnancy 2 1.2 2 0.6 1.0

Pitting oedema in pregnancy 6 3.6 7 2.0 1.2

All causes 170 100^ 353 100.0 2.1

+ Syndromic diagnosis based on WHO definitions.

* Data are based on symptomatic diagnoses during regular house visits by community health workers.

^ Rounded to whole number.

Table B1. Prevalence 
and frequency of 
health problems 
among women of 
reproductive age, 
Chengalpattus 
District, Tamil Nadu 
(1990–91)* 

*Data based on symptomatic diagnosis during regular house visits by community health workers of RUWSEC in 20 hamlets of 
the organization’s target area, during two comparable four-month periods, February–May 1990 and 1991. 
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These sanghams, whose membership sizes vary, act as pressure groups and 
catalysts initiating and engaging in a wide range of health promotion activities. 
The premise for this strategy is that the process of coming together to discuss 
their problems as women and to demand their health and reproductive rights 
would encourage the women to challenge other dimensions of their subordina-
tion as women wage labourers and dalits. This case study focuses on the dimen-
sion pertaining to RUWSEC’s reproductive health programmes only. 

Leadership training for sangham members is carried out during fortnightly 
village meetings and inter-village workshops conducted three times in a year, 
which bring together women leaders from several villages to interact with one 
another. These workshops deal with a variety of themes related to women’s 
health and their lives, information about macro forces affecting their well-be-
ing, and also development of leadership and organizing skills. The process of 
empowering the CHWs has come to the stage where they are able to conduct 
these workshops themselves, with the exception of topics such as legal aid where 
resource persons are brought in from other NGOs in the area. RUWSEC’s ap-
proach is summarized in Box B1. 

In addition, special campaigns are launched on the basis of priority issues 
identified from time to time by the health workers during their interaction with 
the women’s sanghams. An ongoing campaign that RUWSEC has actively led 
since 1988 concerns maternal mortality and morbidity. Several activities have 
been initiated including studies to identify the major problems and the efficacy 
of interventions. Other campaigns initiated recently are Prevention and Treat-
ment of Sexually Transmitted Diseases and Action Against Violence Against 
Women. These campaigns focus primarily on education, but may also take the 
form of health camps, exhibitions, etc. They are generally carried out by the 
CHWs in collaboration with the women’s sanghams. 

The greatest advantage that RUWSEC derives from following this strategy is 
that the organization, at all levels, continues to work closely with the commu-
nity, and all its programmes have evolved out of needs articulated by the com-
munity. The strategy of forming sanghams and providing leadership training to 
village women has also meant that, over the years, RUWSEC has created groups 
that are largely self-sustaining. The members of sanghams are not paid any re-
muneration by the organization for their involvement, but re-
ceive travel and daily allowances when they attend any workshops 
and/or meetings at RUWSEC’s training campus. Their activities 
are entirely voluntary, and RUWSEC provides only some sup-
port of resource materials and technical assistance, if required, 
for any specific task. These sanghams are sufficiently empowered 
to the extent that they are capable of functioning without much 
help from RUWSEC. 

Expansion of coverage and services 

After working in the core target area for more than 10 years, 
RUWSEC is ready to seek new horizons and goals – both for the 
organization as a whole as well as to renew the challenge for each 
CHW. On one hand, the current target groups in the existing 43 

• Identify local women as CHWs.

• Train CHWs.

• CHWs form sanghams – 
Ongoing leadership training 
during fortnightly meetings.

• Initiate health activities – Educate 
women in the community to 
demand their rights.

• Organize education campaigns.

Box B1. 
Empowerment of women: 
RUWSEC’s approach 
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The strategy of 
forming sanghams 
and providing 
leadership training 
to village women 
has created groups 
that are largely 
self-sustaining.

hamlets no longer need the same level of inputs. On the other hand, there are 
still many areas where women’s health is grossly neglected and RUWSEC’s ex-
perience would be invaluable. In February 1996, RUWSEC began expanding its 
activities to more areas and to other target groups – such as older women and 
single women – in the existing hamlets who had so far been ignored by the pro-
gramme. 

Currently, surveys are being carried out in the newly identified hamlets to 
plan for service delivery in the future. Village meetings have been held in se-
lected villages to introduce RUWSEC and its activities. Specifically, a survey will 
be conducted of older and single women in the 43 hamlets where RUWSEC is 
already working to facilitate an identification of their needs. 

Understanding the local realities 

The baseline survey conducted in 1988 is the starting point for creating and 
maintaining a database on the health of women and children; this database is 
consistently updated. The information it contains is required to identify the 
health problems of poor rural women. It also helps RUWSEC understand the 
patterns of illness and factors influencing them across villages so that interven-
tions can be planned effectively. 

Over the years RUWSEC has also undertaken a number of local action re-
search studies related to the usefulness of specific health interventions – such 
as distribution of the safe delivery kit and health education during pregnancy. 
More recently, the organization carried out a series of focus group discussions 
in the villages to obtain women’s views of the population control programme 
and their agenda for change. RUWSEC also carried out a study on the quality 
of services provided in primary health centres (PHCs) in which several NGOs 
from Tamil Nadu participated. The study adopted the participant observa-
tion method where activists went in as patients and made observations with a 
checklist as guideline. Sixteen health facilities were originally studied and this 
was further extended by RUWSEC’s workers to cover all PHCs in Chengalpattu 
District. The study found that more improvements are needed in the health fa-
cilities, supplies, staffing and services.

The most important aspect of this process is that the research process as well 
as the consolidation of data are done by the senior health workers of RUWSEC, 
whose field experiences make their interpretation of data valuable and more in-
sightful. This information is used in health exhibitions, annual health festivals, 
and as discussion points in village-level sangham meetings. 

RUWSEC has also collaborated with other organizations and researchers to 
study various key issues in reproductive health. These include users perspective 
studies on Norplant acceptors in the city of Chennai (formerly Madras), Tamil 
Nadu. The users were part of an introductory trial. An experimental interven-
tion in introducing diaphragms in three Chennai slums was also carried out. 
Data from these studies are documented and circulated to activists and those 
interested in these issues. 
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PROGRAMMES FOR ADOLESCENTS AND YOUTHS 

Literacy programme for girls 

Adolescent girls, as a rule, are left out of various education and intervention 
programmes because they are considered either too young or old to be in the 
programmes’ target groups. It is thus not a surprise that RUWSEC’s household 
survey found that 60–80% of females in the 11–18 years age group are illiter-
ate and unexposed to life outside the household. To address this problem, the 
Magalir Chudar Kalvi scheme, an education and empowerment programme fo-
cused on girls, was started in December 1990. 

The programme pays close attention to literacy and overall personality and 
assertiveness development. This programme has been successful in that nearly 
100 illiterate adolescent girls reached a level of literacy equivalent to Class IV 
levels in the regular school within the first two years; another 112 are making 
steady progress. Thirty-two women with leadership potential, but handicapped 
by their illiteracy, are now able to read and write. Twenty-two of them are now 
literacy teachers in their respective villages. The programme made significant 
progress during 1993–1994, with intensive training programmes for 24 girls 
who wished to complete Class VIII in 1995–1996. Starting as illiterates in 1990, 
these girls have made excellent progress in barely four years. 

In addition to learning how to read and write, the girls are educated about 
their bodies, sexuality and responsibility, contraception and gender relations. 
This education activity is carried out three times a year at RUWSEC’s training 
centre. 

Weekly workshops are also organized to communicate leadership skills such 
as public speaking, group functioning, decision-making, taking action on spe-
cific local issues and role-playing to create awareness. The workshops aim fur-
ther to teach the girls about the world around them – including information 
on panchayats (local authorities), state structure and electoral process, India 
and its states, etc. – to enable them to function as effective citizens in the dem-
ocratic process. In addition, camps and excursions are organized for the girls 
once every four months. This is to provide them with an exposure to a variety 
of experiences. 

Many of the girls who joined the literacy programme in 1990 are already 
married, and RUWSEC therefore initiated a contact programme to keep in 
touch with them and to respond to their changing needs. This programme has 
brought to light some new areas for action, such as workshops on marriage and 
sexuality within marriage, gender relations within marriage, and assertiveness 
within a joint family context. Another area for future action is to work with the 
husbands of these girls. At present, the organizations finds that those girls who 
have been part of the programme have very different expectations of marriage 
compared to their husbands who have not been exposed to nontraditional 
ideas, and this may cause incompatibility and conflict. 

The success of RUWSEC’s literacy programme resulted in a request from 
school authorities that RUWSEC help female high school drop-outs complete 
their final year in school, and also help them to acquire skills leading to better 
job opportunities. These girls are a target group for expansion of the work re-
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lated to education and empowerment of adolescents. RUWSEC acted on this 
opportunity and, in July 1996, started sexual and reproductive health education 
and services for in-school and out-of-school youth. 

Educational programme on sexuality and reproductive health for youth 

After successfully initiating a dialogue with school authorities on sexual-
ity and health education and seeking their involvement from the initial stages, 
RUWSEC began its School Health Programme. It was central to the implemen-
tation of this programme that RUWSEC included the educators as partners, 
and ensured that the interaction was not adversarial. This programme cov-
ers approximately 500 adolescents (250 boys and 250 girls) studying in Class 
VIII from 10 schools. The decision to target this group was based on the large 
number of girls who stop schooling after this stage. Many of them, in fact, get 
married within a year or two of completion of Class VIII. 

A two-day orientation workshop was held for RUWSEC’s health workers who 
facilitated the sessions and prepared a list of topics to be covered. This list was 
presented in a meeting to the headmasters of the participating schools. It was 
decided that the youth education programme would consist of monthly work-
shops of two to three hour duration each. Because the headmasters also wanted 
separate sessions for boys and girls, two men from the “male involvement in 
gender and reproductive health” project (discussed later) were co-opted as fa-
cilitators for the boys. 

In a second workshop held in June 1996, a selected group of adolescents was 
invited to discuss the programme curriculum. From this workshop, it was ap-
parent the girls were more concerned with issues of sexuality and sexual behav-
iour whereas boys’ concerns centred on social behaviours such as smoking and 
bullying. Based on all these inputs, RUWSEC finalised the curriculum in con-
sultation with teachers and headmasters of the participating schools. 

Workshops are ongoing but the programme in its current design has no spe-
cific follow-up activities. The organization plans to start regular health check-
ups, counseling on issues related to reproductive and sexual health, pre-mar-
riage counseling and contraceptive advice for both in-school and out-of-school 
youth in the 43 hamlets currently covered. The expectation is that since these 
are communities where RUWSEC already has credibility, it would be easier to 
approach the issue of adolescent and youth sexuality. Initially, the above activ-
ities would be carried out through health melas, or festivals, organized in the 
villages. 

Two health melas were organized in June 1996 in the government childcare 
centres of two large villages. A number of stalls with models and posters were 
set up and run by two health workers. Both adolescent girls participating in the 
literacy programme as well as other village girls moved around these stalls in 
groups of 10 and spent between half an hour and an hour in each stall learning 
about specific topics (see Box B2). 

An educational programme for young factory workers 

Reflecting the changing employment structure of the communities, an in-
creasing number of young women, mostly adolescents, are employed in nearby 
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small-scale industries. Many of these young women are illiterate and the major-
ity are for the first time spending extended periods outside the village environ-
ment without the supervision of elders. Premarital sex (coercive or otherwise, 
unprotected in all instances) and pregnancy among unmarried adolescents are 
emerging as problems. RUWSEC’s workers felt that this was an area they could 
no longer neglect, and initiated an education programme to help these young 
women to look after themselves. 

The original plan was to start this programme in two factories, but interac-
tions with the managers indicated that they were reluctant to give their work-
ers time off for this activity. Consequent RUWSEC approached organizations 
that conduct skills-training programmes for women and arranged for these 
programmes to include the topics identified in RUWSEC’s curriculum for fac-
tory workers. This strategy appears to he successful. Between March and July 
1996, 35 sessions of about two hours duration were held. Presently, six cohorts, 
the smallest being 15 in number and the largest 35, are attending these sessions. 
All groups are composed of young women between the ages of 15 and 25 years; 
and in each group there is a mix of married and unmarried women. 

WORKING WITH ADOLESCENT BOYS 
RUWSEC recognizes that adolescent boys (11–18 years of age) have so far re-

mained on the periphery of its programmes. Its work with men has shown that 
this is a critical group and that issues of career and employment, in addition to 
other concerns that they share with adolescent girls, are major concerns for this 
age group. Failure in examinations and unemployment push potentially pro-
ductive male youth to antisocial behaviour. 

In 1996 RUWSEC established a youth centre in a large village to  provide fa-
cilities for recreation, education and assistance with school examinations and 
choice of career. Sex education and health care counseling are also provided. 
The centre conducts weekly half-day workshops on gender sensitization and 
the promotion of egalitarian gender relations, gender relations within marriage, 
sexuality, and responsible and safe sexual behaviour. 

RUWSEC implements the programme for men and adolescent boys in col-
laboration with another NGO. 

Gender sensitization and reproductive health programme for men 

Women’s changing expectations and their increasing unwill-
ingness to tolerate a position subordinate to men have accentu-
ated marital conflicts, often resulting in a corresponding rise in 
domestic violence. Furthermore, in the area of reproductive de-
cision-making, while RUWSEC had worked at enabling women 
to make informed decisions, their partners knew very little about 
these issues, and this gap also contributed to marital conflicts. 
Additionally, data collected in the community by the CHWs 
on reproductive health problems among women showed that a 
proportion of the reproductive health problems and infections 
among were a direct result of the men s promiscuity. 

These factors made RUWSEC realize that they were reaching 

• Menstrual disorders.

• Iron-deficiency anaemia.

• Preparing an iron-rich, low-cost 
cereal mix (demonstration and 
free cereal porridge were pro-
vided to participants).

• Night blindness.

• Vaginal white discharge.

• Hyperacidity.

• Helminthiasis.

Box B2. 
Topics covered at 
health melas 
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A significant 
proportion of 
reproductive 
health problems 
among the women 
were a direct 
result of the men’s 
promiscuity.

an impasse where their efforts at empowering women were concerned. It was 
obvious that there had to be interventions for men as well if the programme for 
women is to succeed. The first step would be to educate men. Subsequently, in 
1993 RUWSEC established contact with two local men’s groups – Social Devel-
opment Trust (SDT) and Social Education for Development (SED) – in which 
husbands of RUWSEC’s health workers are actively involved. SDT works inten-
sively with the men in 20 villages in which RUWSEC has been active, and SED 
conducts workshops in villages covered by other NGOs. 

SDT conducted two community meetings a month in each of the 20 ham-
lets, one for unmarried/adolescent youth and the other for young married men. 
The workshops covered topics related to body awareness and sexuality, sexually 
transmitted diseases and AIDS, common reproductive health problems of men 
and women, and causes and consequences of male violence against women (see 
Box B3). One specific topic was the main theme each month. 

SED, on the other hand, conducted workshops in areas covered by four other 
NG0s. Two years after the activities began, they carried out an evaluation and 
found that, while the programmes were useful, they were barely adequate. It 
was then recommended that a systematic course of training with several con-
secutive modules, each leading to the other, be developed to make a greater im-
pact. It was also felt that workshops for the wives should be organized to coin-
cide with the men’s workshops. 

In response to this feedback, RUWSEC has redesigned its intervention to in-
clude a series of seven four-day workshops for men and women. Each work-
shop is divided into two sessions, each lasting two days – the first two days for 
men, and the following two days for their wives. Topics covered are similar to 
those carried out in the village-based programme (see Box B3). 

RUWSEC’s experience in implementing the men’s programme has been pos-
itive and has not led to any dilution in its existing focus on empowerment of 
women. Indeed, it has contributed to a better understanding of relationships 
between men and women and the reasons underlying the conflict which arises. 
The organization’s learning and experience from dealing with women’s issues 
enrich the men’s programme, and the feedback they receive from the male par-
ticipants has helped identify gaps in the women’s programmes and areas for fu-
ture work. 

For these men, this education programme has given them a new awareness. 
They are more open to seeking treatment for their health problems which may 
include reproductive and sexual health problems. When they approach the 
male health workers and/or the trainers of SDT for help, they are referred to 
RUWSEC’s reproductive health clinic where a senior male doctor is available for 
consultation on specified days of the week. However, RUWSEC considers that 
the number of men visiting the clinic with reproductive health problems and 
infections is still low. Although there is a male doctor, the main obstacle to more 
men accessing the clinic is the lack of a male STD specialist. This combined with 
the fact that the clinic has a full-time female doctor and an entirely female staff 
may be reasons why men are reluctant to visit the clinic. Although RUWSEC 
plans to rectify this situation and aims to encourage men to utilize these serv-
ices, the organization is focusing on treating the partners of women with RTIs/
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STDs rather than trying to bring in more male clients to the clinic. The STD 
camps organized for both men and women are more successful as services of 
both male specialists and female gynaecologists are available. 

Reproductive health services clinic

As a result of its health-related activities, RUWSEC found a notable increase 
in the level of awareness among women about their health problems, as well as 
willingness to seek medical assistance. This created an overwhelming demand 
for medical help which the existing public health services could not meet. The 
organization found the uncaring and inadequate public health services system, 
whose resources are limited and whose priorities are not guided by people’s 
needs, to be a formidable obstacle in the attempts to change women’s health-
seeking behaviour. 

Prior to setting up the clinic, a survey of some of the major nursing homes 
(i.e. those with 10–15 beds and operating facilities, and that are run by pri-
vate medical practitioners) in Chengalpattu was conducted to evaluate the 
kind of private medical facilities currently available. The findings showed that 
most facilities were ill-equipped and badly maintained. They were also over-
priced – a simple surgical procedure could cost anything between Rs. 1500.00 
to Rs. 10 000.00 (US$ 46.88  to US$ 312.50) depending on the doctor and the 
facility. Most of the nursing homes had senior government doctors as consult-
ants and many of the clients had no choice but to seek services at these homes 
mainly because the government hospital was not able to meet their needs. 

There was an obvious need for a clinic that could provide good care at nom-
inal cost. At the same time, RUWSEC had reached a stage where it was essen-
tial that an alternative facility for meeting women’s health needs had to be pro-
vided. This was to be done while RUWSEC’s work in lobbying for changes in 
the present public health care system was to be continued. Subsequently, with 
financial support from the MacArthur Foundation, USA, RUWSEC ventured 
into providing quality services. A five-member 
medical advisory committee comprising senior 
medical professionals and public health spe-
cialists was formed in March 1995 in order to 
(1) guide the establishment of the clinic, (2) act 
as a continuing source of technical advice and 
support, and (3) carry out periodic monitor-
ing of the clinical and professional standards of 
the clinic. After more than a year of prepara-
tion, RUWSEC opened its clinic on 8 June 1995 
in Chengalpattu. 

When the clinic started, only outpatient serv-
ices were planned. This included diagnosis and 
treatment for men and women’s reproductive 
health problems including STDs, pregnancy, 
postpartum care and birth control. Besides 
counseling and information on birth control 

• Male and female reproductive systems.

• Pregnancy and childbirth.

• Birth control.

• STDs and HIV/AIDS.

• Gender relations.

• Gender relations within marriage.

• Violence against women.

• Sexuality and what shapes sexual behaviour.

• Expectation from sexual relations and marital con-
flicts arising from differences (as currently perceived 
by the men) in sexual needs of the husband and 
the wife.

• Causes and consequences of extramarital sexual 
relationships.

• Working towards a healthy sexuality.

Box B3.  Programme themes
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Initially, there 
were problems 
marketing 
RUWSEC’s 
laboratory services 
to doctors. Private 
laboratories give 
commissions for 
referrals. RUWSEC 
does not.

methods, the clinic provides access to temporary methods such as oral pills, 
IUDs and diaphragms. 

In response to numerous requests for providing facilities for abortions, deliv-
eries, sterilization and minor gynaecological procedures, RUWSEC approached 
the Government of Tamil Nadu for financial assistance. The government re-
sponded positively and, subsequently, a well-equipped operation theatre was 
added and the clinic has been performing abortions, deliveries and female ster-
ilizations since April 1996. 

The clinic has an average of 500 clients per month. Most of the clients are 
women and children, but a small number of men seek advice and treatment, 
mainly for STDs. Nearly 40% of the women seek treatment for RTIs and the 
health workers have been able to follow up and ensure that the former’s part-
ners also come for treatment. The success, in partner treatment is largely due 
to the efforts of the health workers in convincing the men that to prevent re-
infection to the women and to protect themselves, they need to undergo a pre-
scribed course of treatment. Indeed, the programme for men also facilitates 
partner treatment. All clients from the target villages receive follow-up atten-
tion such as preventive care, request for feedback to the clinic and, if the prob-
lem persists, another visit to the clinic for further treatment. 

Another important feature of the clinic is the clinical laboratory. This labora-
tory acts as an independent profit centre and provides testing facilities not only 
for clients who come to the clinic but also for those referred to the laboratory by 
other doctors in the area. Initially there were some problems with the marketing 
of the laboratory services to other doctors for referral since the private laborato-
ries give commissions for referrals and RUWSEC, on principle, did not want to 
follow such a strategy. However, the prices for all the tests were deliberately kept 
nominal and the quality of the testing was of a high standard. Over a period of 
time, the laboratory built up a good reputation for itself and, consequently, the 
number of referrals from outside steadily increased. The laboratory now con-
ducts over 250 investigations per month. Prices for tests range from Rs. 2.00 
(US$ 0.05) for blood group and haemoglobin to Rs. 15 (US$ 0.40) for a VDRL. 

The clinic has been charging, a consultation fee of Rs. 5.00 (US$ 0.16) per 
client from those coming from target villages and Rs. 10.00 (US$ 0.31) from 
other villages. Drugs are given at subsidized costs and laboratory tests are done 
at nominal costs. The laboratory has also started receiving some referrals from 
other doctors for screening tests. 

The clinic currently operates with one full-time and two part-time male 
and female doctors. The full-time staff consist of one senior nurse-adminis-
trator, two nurses and a laboratory technician, none of whom are members 
of RUWSEC. RUWSEC’s health workers were selected and trained as record-
keeper, receptionist, counsellor/health educator, pharmacist/cashier and labo-
ratory assistant. Initially, all field workers of RUWSEC who had a certain level 
of literacy and who showed interest in working in the clinic received one month 
on-the-job training. The workers who demonstrated maximum aptitude and 
interest in these tasks were recruited as full-time staff in the clinic. 
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Health education and counseling 

Health education is an integral part of the clinic’s activities. After receiving 
treatment instructions from the doctor or the nurse, clients meet the commu-
nity health worker/health educator for explanation of the nature of the prob-
lem, causes, self-care, nature of treatment recommended and prevention of re-
infection. There is also a trained counsellor available at the clinic who counsels 
the client on various topics and issues (see Box B4). In addition, health educa-
tion materials are distributed free of charge. Clients are invited to attend the 
RUWSEC intervillage workshops on reproductive health issues and to partici-
pate in its various campaigns. 

Camp and outreach clinic 

Because RUWSEC felt that STD diagnosis and treatment camps would make 
services accessible to a greater number of people, it invited the Women Doctors’ 
Association in Chennai and the STD department of the Government Royapet-
tah Hospital to conduct a camp. While more than 300 women and men at-
tended this camp, the quality of services offered was poor, and drugs were not 
provided. More importantly the health workers did not receive proper follow-
up instructions and information so they were unable to trace the clients who 
had attended the camp. As a result, plans for more camps have been put on 
hold. 

Meanwhile, RUWSEC has begun to bring services to the people through its 
outreach clinics held three times a week according to a predetermined schedule. 
An ambulance transports the doctor and nurses from one village to the another. 
The schedule and route plan of the ambulance are known to all field workers 
and clients. 

The ambulance is also used to transport women who have delivered and/
or undergone sterilization, back to their villages. There are also a night driver 
and attendant to respond to any emergencies. The services of the ambulance, 
are also available between 6 p.m. and 6 a.m. to transport clients to other nurs-
ing homes and even outside Chengalpattu in case of emergencies. RUWSEC 
charges a fee of Rs. 3.50 (US$ 0.11) per km and Rs. 50.00 (US$ 1.56) for the 
driver. 

Listening to the community 

Two sources exist for feedback from clients: (1) com-
ments from the suggestion box at the clinic, and (2) feed-
back that village health workers receive from the com-
munity. Every Saturday, at a review meeting at the clinic, 
complaints or suggestions from clients, as well as issues of 
coordination between the clinic and the other community-
based programmes, are discussed. Operation and sched-
uling of the ambulance as well as quality of care issues are 
taken up. Minutes of meetings are carefully maintained 
and at every meeting the minutes of the previous meeting 
are ratified by those present. 

• Preventive and promotive 
health practices.

• Pre- and post-procedure coun-
seling for sterilizations and 
abortions, contraceptive advice 
and guidance.

• Any other problems clients 
might face.

Box B4.  
Counseling services

Selected case studies 
– description at the 

source documents



THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT72 73THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT

Demand creation 
without service 
provision impedes 
change to health-
seeking behaviour.

LESSONS FROM THE CLINIC
As RUWSEC began working on reproductive health problems, it found that 

its initial role as a catalyst for changing health-seeking behaviour without being 
directly involved in health service delivery was increasingly unfeasible. Existing 
services available to women are limited, and services in the public health sys-
tem were generally not oriented towards reproductive health. Having worked 
on demand creation and raising expectations of the community, RUWSEC was 
faced with an increasingly frustrated client population which was unable to 
understand why the organization did not provide reproductive health services 
at nominal cost. This is a lesson for organizations that are currently involved 
or plan to get involved in reproductive health education programmes – they 
should keep in mind that awareness-generation and education programmes 
alone may not be effective in changing health-seeking behaviours. They may 
need to include within the programme a curative services component at some 
level – they themselves may be the service providers or should establish an ef-
fective referral system with other service providers. 

RUWSEC had many misgivings about starting a clinic as none of the found-
ing members of the organization were doctors. Furthermore, hiring and re-
taining good doctors with an orientation for community work – crucial for the 
success of the clinic – were not easy tasks. Indeed this has been the most diffi-
cult part as RUWSEC has found that most doctors tend to have a patronising 
attitude towards the community because of the people’s socioeconomic back-
ground. The problem was compounded by the fact that the programme is man-
aged by women from the community and the doctors are expected to report 
to them. The doctors found it difficult to accept this management system and 
the organization could not make an exception for the doctors as this would go 
against RUWSEC’s philosophy. Confronted by these problems, it was nearly 
a year after the clinic was started that a local female gynaecologist joined the 
clinic on a full-time basis. 

Rational drug use continues to be a matter of concern; the doctors have to 
he regularly reminded that this clinic is not like private nursing homes and that 
there should he no attempt to prescribe expensive tests and drugs unless ab-
solutely required. The organization has found that having a medical advisory 
committee comprising very senior and respected doctors has been of great help 
in resolving some of these tricky issues with the doctors. 

Linkages between the community programmes and the clinical programme 
are stronger if the field-workers from the community programmes have regular 
interaction with the clinic. The organization provides travel allowance to com-
munity health workers who accompany women from the villages to the clinic 
as this (1) facilitates access to the clinic for many women who would otherwise 
find it difficult to come to the clinic, (2) ensures that client care at the clinic is 
maintained at levels expected by the community, and (3) increases a village 
health worker’s sense of responsibility towards a client, thereby enhancing fol-
low-up. The weekly review meetings also help improve coordination. It is im-
portant to include mechanisms that facilitate interaction between the field and 
the clinical programme as it is easy for the curative programme to lose sight of 
the community. 
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sensitive and 
receptive doctors 
are not easily 
found.

EXPANDING RUWSEC’S IDEAS FURTHER 

Scope for expansion 

The nature and structure of an NGOs allow for only limited expansion. Al-
though RUWSEC had expanded its activities, it wanted to expand further and 
one of the strategies used has been to work with other NGOs. Presently, the or-
ganization has an ongoing training programme on gender, health and develop-
ment with four NGOs in Chengalpattu District. This programme consists of a 
series of seven workshops which involve both men and women from the vil-
lages. 

Another way of expanding its services is through biannual seminars and 
workshops organized regularly to sensitize women activists from organizations 
involved in issues other than health to women’s health concerns. RUWSEC also 
reaches out to an audience of about 5000 to 10 000 men and women through 
the annual health festival which consists of a health exhibition, film and video 
shows, cultural programmes and sale of publications. All activities are organ-
ized by RUWSEC’s workers. 

Organizational challenges 

In the course of its evolution, RUWSEC has occasionally faced opposition 
from various interest groups. Building credibility and trust in the commu-
nity has not been easy even though all the CHWs are local women. While their 
task has been made easier in part by the fact that the members of RUWSEC 
have been involved in a literacy programme, the CHWs have nevertheless been 
blacklisted or “put out” by the community because their primary agenda is to 
assert the rights of women, especially where domestic abuse is concerned. The 
health workers’ belief that RUWSEC will support them has been critical in giv-
ing them the confidence to take up contentious issues. 

The organization has, at regular intervals, grappled with the question of how 
much to grow in size, geographical coverage and issues to address. One of the 
biggest challenges facing RUWSEC today is whether it will be able to move to 
a more structured and systematic way of functioning – required for managing 
the increasing number of programmes and scope of activities – without losing 
the energy and motivation it generates from an open, loosely structured and in-
formal environment. 

MANAGING THE PROGRAMME STRATEGY 
The key strategy of RUWSEC in serving the needs of the community was to 

build on its community-based programme for health promotion and on its 
network of women’s sanghams. The sanghams act not only as catalysts in the 
community to bring about the desired change in health-seeking behaviours, 
but also as “seed beds” for growth of new ideas. In fact, many of the directions 
taken by RUWSEC have been a direct result of the feedback and suggestions it 
has received from these associations. 

It is consistent with the history of RUWSEC and the background from which 
almost all of its founding members came, that the organization decided to fol-
low a community-based strategic path. In order to work with the dalits it was 

Strong linkage 
with field 
programmes 
enhances 
community 
orientation 
in the clinical 
programme.
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We spend a 
lot of time 
organizing the 
festival because 
we want it to be 
successful. The 
visitors have a lot 
of expectations. 
We do not want 
to disappoint 
them and they are 
usually happy with 
the festival. We 
are proud of the 
festival.

important that the village health workers are themselves from similar socioe-
conomic and cultural backgrounds. Bringing in qualified social workers would 
have created a distance between the organization and the community. The or-
ganization’s major strength has been and remains its team of local women. 
These women are often leaders within their community and serve as useful role 
models for other women in the village. In fact, many of its senior members have 
been approached by various local political parties to become candidates for the 
panchayat elections. 

Every programme and activity planned by RUWSEC is discussed by the 
health workers in their meetings with the women’s sanghams. The feedback 
from these meetings is taken very seriously before finalizing any programme. 
For example, the decision to start inpatient services in the clinic was due to the 
demand voiced in these meetings. RUWSEC strives to meet the needs of the 
community and this commitment has significantly strengthened its credibil-
ity in the community. Enjoying the trust of the community, RUWSEC is confi-
dent in experimenting with sensitive issues and receiving the necessary support 
from the community. For example, there has been very little resistance to im-
plementation of the adolescent programme. 

Organizational structure 

RUWSEC is a registered society with a general body and an elected Execu-
tive Committee which is responsible for major organizational decisions. Mem-
bers of the Executive Committee are elected by RUWSEC members. Dr T. K. 
Sundari Ravindran acts as RUWSEC’s honorary Executive Director. She is 
a founder-member of RUWSEC and has been responsible for its fundrais-
ing, planning, training and major policy decisions. Dr Sundari is also the sec-
retary of the Executive Committee of RUWSEC and assists the coordinating 
team with planning and executing activities, besides conducting training pro-
grammes for senior staff, monitoring publication activities and coordinating 
research activities. 

Day-to-day running of RUWSEC is entrusted to a coordinating team – the 
core group – consisting of five members. They plan their respective programmes, 
implement them, delegate work to supervisory staff and also manage their own 
budgets in line with budgetary allocations. The total staff strength is 97, of 
which 87 are women. Nearly all the workers, including the coordinators and su-
pervisory staff, are women from the local villages. Starting as health workers 13 
years ago, they have risen to positions of responsibility through their work expe-
rience and the development of their skills through continuous training. 

In addition, there is a Workers’ Council, made up of a number of operational 
committees to: 

• monitor the budget and finances;
• develop innovative programme planning;
• monitor staff performance;
• investigate staff grievances and make decisions (within the limitations im-

posed by the budget provisions);
• mediate in village-level problems that may arise from time to time.



THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT74 75THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT

Representatives to the Workers’ Council are elected irrespective of age, posi-
tion or number of years of experience. This gives everyone an exposure to all 
aspects of running and developing an organization, allows free airing of views, 
and maintains a high level of transparency and motivation in the functioning 
of the organization. A witness to the council meeting will be struck by the level 
of enthusiasm and the way in which each worker feels ownership for the organ-
ization and its activities. 

Planning and decision-making 

The entire responsibility for the day-to-day planning and implementa-
tion of the programme rests with the health workers. They have formed core 
groups which are responsible for planning and implementing specific tasks or 
programmes. Each and every programme has an annual plan which clearly 
specifies objectives for the year, activities to plan, number of activities and 
the budget. Planning is detailed down to what topic to discuss, what materi-
als would be required and what methodology to adopt. This plan is prepared 
by the person/team in charge of the programme and is discussed in the Work-
ers’ Council before finalization. The annual plan is then broken into monthly 
plans which specify activities for the month and how these fit into the annual 
plan and objectives. Thus, every member, regardless of his/her level in the or-
ganization has specific programmatic responsibilities and objectives. Planning 
and decision-making processes are participative and democratic. How well 
each person is able to plan and implement, as well as the extent to which he/she 
is able to meet objectives laid out in the plan, is one of the critical areas for per-
formance appraisal. 

If there are any changes to be made in the objectives or the activities once a 
plan has been finalized, the person in charge of the programme has to put forth 
a revised plan – including budgetary changes, if any – and he/she has to clearly 
specify reasons for the changes. Then, the project coordinator and the core 
group must ratify such changes. Major changes will be discussed at an executive 
committee meeting and/or approved by the honorary Executive Director. 

Managing human resources 

The process for staff recruitment is different for different levels. To a large ex-
tent, recruitment has been done mainly through contacts with existing health 
workers or women from existing target-area hamlets. In fact, RUWSEC’s ex-
perience with recruiting staff through advertisements has not been encourag-
ing. To begin with, the response has not been very good both in terms of the 
number of applications and the quality of candidates. It has been easier for the 
organization to find suitable local candidates for any vacancies through word 
of mouth or from the pool of researchers who may have worked on a research 
project with Dr Sundari. Nearly all the staff members are local women and 
men. While the person in charge of the programme, in consultation with the 
project coordinator, can appoint recruits such as peons and watchmen, senior 
staff and staff for technical positions (who may or may not be RUWSEC mem-
bers) have to undergo a final interview with the Executive Director before be-
ing appointed. 
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Performance appraisal is done once a year. All staff, from the most junior 
health worker to the project coordinator, are appraised. At the level of health 
workers, the appraisal is based on their knowledge as well as on their effective-
ness in the field as demonstrated by the performance of their respective villages 
on various outcome indicators. Senior staff members who have functional and 
administrative responsibilities are assessed on how the programmes for which 
they are responsible have performed in terms of the objectives established in 
the annual plan. In addition, other members also give feedback on how well the 
administrative responsibilities have been handled. 

The main task has been to retain staff who have the right attitude towards 
health promotion and to weed out those whose attitudes are incompatible with 
the rest of the organization. The organization has had to take a tough stand on 
some issues and even had to ask some staff to resign. While this has meant that 
a lot of effort has to go into recruiting and training staff, it has also given the or-
ganization a reputation for being uncompromising in its beliefs and principles. 
Annual increments and promotions, if any, are given on the basis of this ap-
praisal. There have been instances when some staff have been unsatisfied with 
the appraisal or have felt victimized. While the organization makes every at-
tempt to make this process as fair and transparent as possible, if it is felt that the 
differences between the expectations of a particular staff member and the ap-
praisal are irreconcilable, such a person is often counseled to look for other op-
tions. In case an employee has a grievance or a complaint she can take it to the 
Executive Committee, which will then form a task force to look into the issue 
and report back to the Executive Committee. 

As an organization where decisions at all levels are made by the women them-
selves after a due process of consultation, RUWSEC has over the years evolved 
staff policies that are sensitive to women’s needs and constraints. Their staff are 
entitled to paid leave for abortion, miscarriage and sterilization. When women 
come for any training or meeting and have to bring someone along to take care 
of their children, RUWSEC pays a day’s wages to the additional person and 
takes care of his or her food and transportation expenses. Expenses for any ad-
ditional children accompanying mothers attending the workshop or meeting 
are also paid for by RUWSEC, recognizing that it is difficult for women to leave 
the children. In case of training programmes lasting several days, when there 
are three or more children brought by the trainees, the organization appoints 
women to take of the children at no extra cost to the trainees. 

Creating a gender-sensitive organizational culture 

RUWSEC sensitizes its staff to the kinds of problems faced by women in the 
villages and to the challenges the staff may face in their task. 

Traditionally, women in the villages are not allowed to express themselves, 
and never at all in a public gathering. During the workshops, the women are 
encouraged to speak out either in a group discussion or as part of exercises in 
public speaking. The topics for these group discussions and public speaking ex-
ercises are such as to help them understand the condition in which they live and 
the many forms of oppression in women’s lives. They are also exposed to sto-
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ries about women from other countries, and the universality of the oppression 
faced by women is discussed. 

The women are made aware of the need for collective action if any change 
were to take place in the status of women, but taking action is easier said than 
done since the women’s efforts to form any kind of association will only meet 
with ridicule at best and active resistance from the men at worst. Fighting this 
domination by men is more difficult than fighting an external adversary be-
cause of the emotions involved since these men are often fathers, husbands or 
brothers. 

In addition, RUWSEC has all the provident fund and gratuity benefits as re-
quired by the government, which is unusual for a community-based organi-
zation. RUWSEC members can also avail of loans from the organization. The 
member has to submit a loan application which is taken up in the Workers’ 
Council meeting and the decision made by the workers representatives. 

While there is an organizational chart and hierarchy, this does not involve 
great distance between those in the lowest rung (i.e. the village health worker) 
and the project coordinator or even the core group. It is well recognized and ac-
cepted that any woman who shows initiative and interest could tomorrow be a 
part of the core group, or even lead a project. This leads to a lot of openness and 
sense of equality. There is very little red tape and, while rules and regulations 
apply to all equally, the atmosphere is intentionally kept informal so that even 
the newest member is at ease and comfortable enough to be critical about the 
organization and its working. Many of the members have been with the organ-
ization for five years or more and all the most senior staff members are found-
ing members of RUWSEC. The composition of staff and the informal atmos-
phere has proved to be useful not only in maintaining the client focus of the 
organization but also in helping staff members focus on the overall objective of 
the organization. 

Transferring this culture to the clinical programme, however, has not been so 
easy. This is mainly because the doctors and the nursing staff have not been a 
part of the community-based programmes and do not share the same attitudes 
towards the clients. Getting them to imbibe the client focus of the organization 
has been a long and often difficult process. This continues to be a weak area al-
though some changes are slowly taking place. RUWSEC has hired a local sen-
ior doctor who shares RUWSEC’s values, and his presence has helped, to some 
extent, in setting an example. The organization is planning to work out an ar-
rangement with the teaching hospitals which have a compulsory rural practice 
requirement for medical students. 

Management information system 

RUWSEC maintains an accurate record of its clients. The process began dur-
ing 1988–1989 when it conducted a baseline survey of all the 3000-plus house-
holds residing in the 48 hamlets covered by its programmes. A folder with a 
code was created for each household. For example, code 09.43 means that the 
village code is 09 and the household number is 43. Information in this folder 
includes: (1) socioeconomic status and demographic characteristics of the 
households, and (2) prevalence of health problems among married women in 

The atmosphere is 
intentionally kept 
informal so that 
even the newest 
member is at ease 
and comfortable 
enough to be 
critical about the 
organization.
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the reproductive age group and young children (0–5 years). The health work-
ers continually update this information during their house visits, scheduled in 
such a way that every household in the hamlet would be visited at least once a 
week. More than one visit per week is made to households with special health 
needs. In addition, health workers may be approached directly for treatment of 
a health problem and this information is also recorded. Compiled by the health 
workers on a quarterly basis, the data collected is used to identify health prob-
lems most frequently encountered, to plan appropriate interventions, and to 
verify whether health activities undertaken so far have had an impact. Similarly, 
the clinic maintains case sheets for each and every client where all health infor-
mation is recorded. 

Monitoring and performance review of the clinic 

Monthly reports of activities implemented are sent by the various pro-
gramme coordinators to the overall project coordinator. These reports are 
reviewed against planned activities, and the response to the activities imple-
mented is also assessed. Similarly, the clinic submits a monthly report of total 
patients (according to age and sex); disease profile, number of referrals and rea-
sons for referral; and number of deliveries, abortions and sterilizations. Copies 
of all receipts are sent to RUWSEC’s headquarters on a monthly basis for audit 
while cash is tallied on a daily basis. 

Drug use is monitored every quarter and any irrational use of drugs not 
on the recommended list is addressed by the advisory committee. Because 
the health workers have close links with the clinic, there is constant feedback 
from the community which helps to monitor any irregularities. On the other 
hand, any problems that the women might have faced while seeking treatment 
is brought up during the sangham meetings and reported to the coordinator of 
the health programme. This feedback is given to the service providers during 
the weekly meetings and are in turn forwarded to clinic. 

RUWSEC is currently in the process of setting up a computerised system 
of monitoring and assessment for its comprehensive reproductive health pro-
gramme, and has initiated a project for developing field-testing and using proc-
ess and outcome indicators. Data appropriate to the areas in which activities 
have been carried out are collected on three outcome indicators – knowledge, 
health status, and practices (see Appendix B). This effort has two interrelated 
objectives: 

• to develop a monitoring and assessment system for RUWSEC’s community-
based, reproductive health programmes and the Reproductive Health Serv-
ices Clinic;

• to develop a system of data collection and record-keeping that can assess the 
various components of any NGO reproductive health services programme 
catering to multiple target groups – either community or clinic-based or 
both.

These indicators are used in the annual review of the Reproductive Health 
Services Clinic’s performance. 
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Funding and sustainability of projects 

The community-based programme for health promotion (in existing and 
new hamlets), the education and empowerment programme for adolescents, 
and the action research in reproductive health indicators are funded jointly 
by the Rockefeller Foundation and the Ford Foundation (see Appendix C for 
the project costs of the community-based programme and the adolescent pro-
gramme). 

An analysis of the budget for the financial year 1997 for the community-
based programme and the programmes for adolescents shows that the older 
programmes, such as the community-based programme for health promotion, 
are cost-effective with the cost per capita/per annum working out to around 
US$ 1.00. The programmes for adolescents tend to be more cost-intensive. The 
cost of the adolescent programmes per beneficiary ranges from US$ 1.82 to 
US$ 5.40 for different activities. The equivalent annual cost per capita of the 
programmes covering the adolescents in the community as a whole work out at 
US$ 0.63. Table B3 provides a summary. 

The clinic is funded mostly by a grant from the MacArthur Foundation with 
some support from the Government of Tamil Nadu for providing sterilization 
and abortion. In addition, the direct costs of running the laboratory (cost of 
reagents and other consumables) and the drug costs are covered by the clients. 
The income generated from clients referred by other doctors for routine tests 
helps to cover part of costs such as salary. Aware that it cannot rely on grants in-
definitely, the management constantly seeks ways to improve financial sustain-
ability. Efforts towards financial sustainability have so far included ambulance 
service and renting out the operation theatre to other doctors for minor pro-
cedures. 

Given the socioeconomic status of the community served by RUWSEC, full 
financial sustainability through cost recovery from the community for its pro-
grammes –particularly the community-based programmes – does not appear 
feasible. On the other hand, RUWSEC has developed the technical, managerial 
and organizational capacity of the local population to the extent that they are 
able to run, programmes on their own. For example, the women’s sanghams 
are largely self-sustaining interest groups of local women who are capable of 
continuing health promotion work with minimum external inputs. Similarly, 
RUWSEC opted to work through two existing local groups whom they trained 
and equipped for the task. 

Impact of the projects 

From the reports of the health workers and the household data maintained 
by RUWSEC, it can be seen that the organization’s strategy for health promo-
tion has been fairly successful in altering health-seeking behaviour:  

• The women’s sanghams have boosted demand for immunization; immuniza-
tion coverage is now well above 80% in the project area. 

• Wells are regularly maintained and are clean, and prompt action ensues in 
case of an epidemic. 
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• Fewer children get diarrhoea, and there have been no deaths from it since ad-
herence to ORT is now a way of life. 

• Hospital-based deliveries have risen up from a mere 25% to about 49% be-
tween 1989 and 1991. Hospital deliveries of at-risk cases have increased to 
nearly 80%. 

• An increasing number of women are seeking medical help and also initiat-
ing self-treatment through herb-based home remedies for RTIS. The women 
are taught to treat themselves with local herbs, which have been very effective 
against some vaginal discharge and menstrual problems, so that they need to 
seek medical help only for persistent infections. Such treatment is monitored 
by RUWSEC’s CHW, and if she feels the self-treatment is inappropriate she 
refers the woman to the RUWSEC clinic. 

• Atrocities again women are rarely left unchallenged. Medical abuses and in-
action in health centres are reported regularly and local-level action will at-
tempt to deal with the complaints.

LESSONS AND ISSUES FOR UPSCALING 
An NGO with strong community linkages could replicate RUWSEC’s repro-

ductive health programme, but the government would find it difficult to imple-
ment such a programme. RUWSEC’s experience has shown that empowerment 
and education generate a demand for services. In this connection, NGOs may 
want to consider mechanisms for service delivery. Setting up a clinic modelled 
along the lines of the RUWSEC clinic is one option. Alternatively, the NGO 
could collaborate with existing private providers to run satellite/outreach clin-
ics or even regular camps. 

The government, however, may find it difficult to manage a community-
based programme of RUWSEC’s kind for several reasons. First, the government 
auxiliary nurse midwives (ANMs), who are the service providers at the village 
level, are not necessarily from that village and, in most cases, are not resident in 
the village. Thus, they lack bonding with the community. Second, their focus is 

Table B3. Project costs
Exchange rate US$ 1.00 = Rs. 32.00
 

Programme Population 
covered

Annual cost per 
capita (US$)

Number of 
beneficiaries

Cost per 
beneficiary (US$)

Community-based health education 
and services

24 548 1.12   

Programmes covering adolescents in 
the population of 15 000

15 000 0.63   

Adolescent programmes

In-school health education (10 schools)   560 3.13

Workshops for adolescent girls 
(43 hamlets)

  660 5.32

Health and counseling services 
(43 hamlets)

  1 400 1.82

Life skills programmes for female 
factory workers

  300 5.40
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not on client needs but on family planning which almost always means sterili-
zation. Third, the PHCs are not equipped to provide the kind of reproductive 
health services available at a RUWSEC clinic because of: 

• lack of staff, especially female medical officers;
• inadequate or inappropriate equipment (many PHCs do not have speculums 

and gloves);
• lack of drugs including antibiotics;
• staff are not trained to provide comprehensive reproductive health services;
• negative attitudes of service provides towards clients.

Given these factors, it may be useful for the government to consider provid-
ing service delivery support to NGOs that are running community-based pro-
grammes for health promotion. Smooth implementation of this collaboration 
calls for both NGOs and the authorities to clearly share expectations and also 
to recognize each other’s strengths and limitations. 

Community-based programmes versus professionally managed programmes. 
The success of RUWSEC’s community-based programmes also owes a lot to the 
historical context in which it started. Its basic strategy of selecting local women 
and forming women’s groups is replicable but may need to he adapted to the 
existing structure and programmes of another NGO. Similarly, RUWSEC has 
not had professional managers to implement its programmes since its incep-
tion. It has instead relied on building the technical, administrative and manage-
rial skills of health workers who have shown leadership qualities. This has con-
tributed to motivation, dedication and ownership of the organization’s work. 
However, an NGO that already has professional managers and has a culture of 
recruiting managers from outside for coordinating their programmes may not 
find this a feasible strategy. 

On the other hand, the question of whether nonprofessionals are able to han-
dle the complications of managing a reproductive health programmes can be 
raised. If recruitment of professional staff is necessary, this may create resent-
ment and tension between existing grassroots managers and the professionals. 
Should this becomes a problem, the organization needs to find a compromise 
or a middle ground to bridge the differences. 

Clinics should be managed by non-physician staff. The Reproductive Health 
Services Clinic is managed by a senior nurse while the doctor concentrates on 
the medical aspects. This strategy, applied by successful urban reproductive 
health clinics, enables the doctors to spend more time with the clients as they 
do not have to worry about clinic administration. This strategy can be adopted 
by both NGOs and the government. Presently, medical officers at the govern-
ment PHCs function as service providers as well as administrators. Filling in 
forms, completing reports and attending meetings take a large proportion of 
the medical officer’s time which could be used to attend to clients. 

Monitoring and assessment of programmes using simple data-collection 
tools which can be used by health workers to help them plan and monitor their 
activities have been a major strength of RUWSEC. Government and NGO pro-
grammes would be able to increase programme effectiveness by examining and 
adapting this system to their own requirements. 
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Empowerment leads to demand: need for availability of services. After RUWSEC 
began educating the community about general and reproductive health, the 
community eventually demanded services. Although RUWSEC initially de-
bated whether or not to meet the demand, it decided to give what the commu-
nity wanted. Not meeting the demand of the community could have resulted 
in a backlash against RUWSEC. On the other hand, like many other NGOs, 
RUWSEC aims to recruit and retain personnel who share the organization’s 
philosophy and commitment to quality services. As mentioned earlier, it has 
taken strong actions – including dismissing those who divert from RUWSEC’s 
philosophy. While this approach helps to ensure quality of care, it also poses 
several problems. As with doctors, other personnel’s availability to work in the 
rural setting is already a problem. Dismissal of staff means waste of training ef-
forts and investments. These are issues which NGOs need to think about when 
they consciously or inadvertently generate demand from the community. 

Develop staff commitment to client-centred approach. The greatest challenge 
that the government will face in implementing any of these innovations will be 
to inculcate a client-centred approach and train the staff to treat clients with 
dignity. Also, each member will have to be oriented to performing his or her 
tasks with minimum supervision and a commitment to quality of care which 
comes from accountability to the community for the services provided. 

Opportunities for government–NGO partnership. NGOs such as RUWSEC 
have had a head-start in experimenting with providing innovative reproduc-
tive health education and services to the community. Through this experience, 
RUWSEC has collected a wealth of data and information. These experiences of-
fer the government an opportunity to build on their strengths. The World Bank-
supported Reproductive and Child Health Programme offers opportunities for 
the government to collaborate with NGOs such as RUWSEC, where the latter 
could provide technical assistance in terms of training of health workers and 
establishing systems for monitoring and collection of data in the community. 
In fact, RUWSEC is already involved in: 

• developing and pilot-testing clinic and community-based record-keeping 
systems in both computerised and manual forms;

• using the systems to evaluate the impact of specific interventions;
• producing a manual on the development and use of clinic and community-

based record-keeping systems for reproductive health programmes.

RUWSEC has also taken advantage of this opportunity by requesting finan-
cial support from the Government of Tamil Nadu for Safe Motherhood services. 
Thus, a government-NGO partnership could build on each other’s strengths.

CS3b:  LESOTHO –  Community-based government initiative providing support for 
women to improve local sanitation and hygiene in a low-income country 

TITLE OF GOOD PRACTICE:  Lesotho’s National Rural Sanitation Programme

SOURCE:  Schick et al. 2000, pp. 182–183
SOURCE: http://www.worldbank.org/gender (last accessed 21/12/99)
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Without a system to remove sewerage wastes, raw sewerage mixes with rain-
water in open drainage systems. Allowed to accumulate, this increases the 
spread of disease, can contaminate the local water supply, and in turn places the 
local aquatic life at risk. Resulting soil pollution can affect livestock (even the 
taste of milk can be adversely affected as cows eat grass from polluted soil) and 
so reduce water quality that it cannot be used industrially (Green and Ottoson, 
1999). Many rural women spend large amounts of time collecting pure water, 
walking further and further as local sources become more and more polluted. 
Safe containment of sewerage through a cost-effective system such as pit latrine 
construction is an excellent intervention to improve local water quality, reduce 
the spread of disease, and improve the safety and efficiency of women’s work.

Lesotho’s National Rural Sanitation Programme (NRSP) has been success-
fully operating a national sanitation programme for rural areas since a pilot 
project in 1983. The high level of community involvement in the project has 
allowed the national government to take on an organizational and facilitating 
role rather than being the prime implementer of the service, and has allowed 
the programme to expand nationally. The government has been able to recover 
a significant proportion of the costs of providing latrines to rural communi-
ties from local villages and the private sector, through the role of local entrepre-
neurs in construction and sales. Among NRSP’s key strategies have been its in-
clusion of women and recognition of their pivotal community role, where the 
frequent labour migration of rural men leaves women to manage households 
as well as community social and economic life. The programme has concen-
trated on health and hygiene education for women. Women have then mobi-
lized and organized community interest in better sanitation. This in turn has 
generated a high level of community demand for latrines, accompanied by a 
significant willingness to pay for the facilities. Training women as latrine build-
ers has improved the local coverage of the sanitation system and women have 
proved to be successful entrepreneurs who, in order to provide a much needed 
product, assume the risk of entering into contracts with the poorest mem-
bers of their community. One in four of the latrine builders who are trained in 
Lesotho are female and, once qualified, often form business partnerships in la-
trine building. Women sometimes require more initial training than men to ac-
quire necessary construction skills. However, this is more than compensated for 
once their training is complete by their aggressive and effective door-to-door 
promotion of their product. Once in business, women have tended (voluntar-
ily and much more so than the men) to train others to become latrine builders. 
This has created a pool of skilled local workers to handle the ongoing latrine 
maintenance. Thus, women’s participation has significantly increased the cov-
erage and the longer-term sustainability of the sanitation programme. Female 
workers have voluntarily kept their prices down and have been more inclined 
to build latrines for poorer families who may be unable to pay full price. The 
average price per latrine built by a woman was only 70% of the price charged 
by the men. Even the poorest families have an opportunity to buy the prod-
uct. This suggests that for these women an interest in community well-being 
may be overriding shorter-term profit motives. Women have also been pivotal 
to the national project as village health workers, serving as the link between the 
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NRSP’s health education activities and local villages. In this role, women trans-
late national health policy from theory into action. As such, it is they who are 
effectively responsible for changes in local health and hygiene awareness. There 
is a strong link between women’s work as health workers and their work as la-
trine builders, and often women latrine builders later become village health 
workers.

The Lesotho government, while recognizing the benefits of women’s involve-
ment in these projects, has had difficulty reaching prospective participants. In 
response to this difficulty, it established a women’s liaison advisor position to 
the national project, through the assistance of UNDP. This officer works at the 
local level to identify existing women’s groups and render assistance to them 
where possible. Involving women has been best achieved through a participa-
tory approach which attempts to involve women as a group in efforts to im-
prove community health. Information provided by the World Bank on incor-
porating gender awareness into sanitation projects offers the following lessons 
learned:

1. Gender roles: Sanitation projects require both men’s and women’s partic-
ipation. It is necessary to learn the gendered roles associated with water usage 
and sanitation, as women are frequently responsible for health and sanitation 
in the home and are the educators of children in this area.

2. Awareness and consultation: Gender awareness in projects is successful only 
if built in from the start. Both women and men must be consulted about the 
design and construction material of sanitation projects as their requirements 
may be different.

3. Monitoring: Gender inclusion should be named and measured as a project 
output; it may not be as high as is imagined.

4. Challenging tradition: Nontraditional tasks in relation to sanitation and 
hygiene can be successfully added on to primary traditional gender roles to fa-
cilitate the success of the project.

5. Incentives: When projects impact directly on women’s work (e.g. fetching 
water or caring for those who are ill from water-borne diseases) women have 
direct incentives to keep them running.

6. Reflexive practice: Projects that use a learning rather than a blueprint ap-
proach are more successful at including women. A learning approach examines 
the local context, builds on trust, and seeks integration of the final project into 
the life of the community.

7. Gender awareness in practice: Specific mechanisms to ensure women’s par-
ticipation are necessary in every project. These include: identifying the con-
straints on women’s participation; bolstering women’s input at local and re-
gional levels; linking women’s project work with their traditional social roles; 
using local women’s groups; and sensitizing project staff to the importance of 
gender.
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CS4b: BRAZIL, São Paulo – Women’s groups and local authorities implementing 
health care in an upper-middle income economy

TITLE OF GOOD PRACTICE: The role of women’s groups and local authorities in 
implementing health care with a gender perspective: the case of the Women’s 
Comprehensive Health Care Program in Brazil

SOURCE:  Baume et al. 2000, pp 12–14

SUMMARIZED FROM: http://www.un.org/womenwatch/daw/csw/role.htm

LOCATION: São Paulo, Brazil.

PROJECT DURATION: 1989–1992.

ORGANIZATION: Women’s Comprehensive Health Care Program – PAISM. 
Implemented by the Women’s Health Care Office (WHCO) of the São Paulo 
government.

AIM: Mainstreaming the gender perspective into the design, implementation 
and monitoring of government health policies.

DESIGN RATIONALE: The challenge posed to WHCO was to implement a compre-
hensive health programme with a gender perspective in order to raise health 
indicators in the city as lobbied for by women’s organizations. Feminists chal-
lenged the view of women as only mothers in relation to health care and argued 
for broader reproductive health services, as well as occupational and mental 
health services for women of all ages. They called for greater access to preven-
tive as well as curative care and to information that would further empower 
women. As a result, apart from expanding the scope of services provided, wom-
en’s groups also argued for reforms in the organization and quality of care. They 
demanded changes to the hierarchical structure of health care and new forms 
of relationship among health professionals and among these and female system 
users. This meant sharing power with women, as well as new approaches to ep-
idemiological diagnoses and planning, and the application of equality princi-
ples in the investment and distribution of resources. 

The favourable political and administrative climate of the São Paulo demo-
cratic administration (1989–1992) provided the necessary conditions for the ef-
fective implementation of the Women’s Comprehensive Health Care Program.

Such conditions included:

• prioritizing the health sector and women’s health care;
• creating decentralized decision-making levels – district health authorities 

(SILOS) – in order to understand realities in the various city regions and en-
courage community involvement;

• the presence of feminists in government, and pressure from the women’s 
movement for change.
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ACTIVITIES: Several strategies have been used to introduce the gender perspec-
tive into the health system.

TRAINING: Members of central and regional Maternal Mortality Committees 
participate in all empowerment courses, in facility managing commissions and 
in the study for staff career plans at the Municipal Health Secretariat. Issues 
such as domestic violence and sexual abuse, laws on women’s rights (including 
Criminal Code provisions on legal abortion and Federal Constitution provi-
sions assuring equality between the sexes) are introduced into career and pub-
lic service entrance examinations.

PARTICIPATORY PLANNING AND ADVISING PROCESS: Women’s health advising/
coordinating offices were created at municipal health secretariats and dis-
trict health authorities staffed by women who support the gender perspec-
tive. Epidemiological diagnosis and health planning has a gender perspec-
tive. District health authorities (local health systems) have been created. These 
were fundamental for the introduction of the gender perspective in the imple-
mentation of programmes. Operating as a true women’s health care advising/
coordinating office, WHCO supplied permanent technical support to district 
health authorities.

Funding the empowerment of health professionals is one of the require-
ments of gender-oriented planning and diagnosis processes. It means improved 
health services and more satisfaction both for professionals and users.

NETWORKING AND ADVOCACY: The formation of a critical mass of gender-aware 
health care workers helped to create other forms of institutional relationships 
with service users and brought a new look to women’s issues, resulting in the 
progress and advocacy of such policies as:

• intersectoral networking as a means to face health problems of the female 
population and capitalize the actions of other secretariats and institutions 
operating in women’s health care;

• networking with women’s organizations, by means of participation in policy 
planning, implementation and monitoring. In Brazil, the implementation of 
government programmes for women has been more frequent in states and 
towns with strong and demanding women’s organizations.

OUTPUTS AND ACHIEVEMENTS: Several social actors provided evaluations of the 
city administration in the period 1989–1992. All reaffirmed the importance of 
this experience for the advancement of public policies for women’s health care 
in Brazil.

Legal abortion care has been implemented in 13 public hospitals in various 
regions in Brazil, with training and advisory services supplied by the São Paulo 
Jabaquara

Hospital professionals, Maternal Mortality Prevention and Survey Commit-
tees have been established in other cities, with the participation of the commu-
nity, the health care movement, and women’s movements.

The creation of health care services for women in situations of sexual abuse 
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and domestic violence, and the introduction of emergency contraception at 
public health centres were also pioneer services led by the WHC. Health sec-
retariats in various states and cities/towns are introducing these measures into 
their health care plans.

WHCO managed to foster a constant dialogue with women’s organizations. 
These organizations were WHCO partners in many projects, but they also put 
pressure on other levels of power and decision-making, thus facilitating a part 
of WHCO´s work both directly and indirectly.

CONCLUSIONS/LESSONS LEARNED: Despite its success, WHCO was not able to solve 
all women’s health problems or achieve all of its feminist goals during the three 
years of the PAISM project. The best proposals by democratic governments 
committed to better health standards for poor population sectors and the best 
feminist proposals for women’s health care are sometimes stopped or restricted 
due to the country’s structural conditions, its economic policies and social pri-
orities. Brazil, like most Latin American countries, faces public spending cuts 
and privatization of services with deleterious effects on project implementa-
tion and effectiveness.

Thus there is a need for gender to be taken into consideration not only at the 
micro level of health services provision, but also at the macro level of public 
planning.

CS5b: Western INDIA – Self-Employed Women’s Association working to provide 
better health insurance coverage for women in a low-income country

TITLE OF GOOD PRACTICE:  SEWA (Self-Employed Women’s Association)

SOURCE:  Baume et al. 2000, pp 77–78

Gangaben, 35, a vegetable vendor, lives in Gomtipur, a working class area in 
Ahmedabad City. Rambhai, her husband, was working in a textile mill. He lost his 
job two years ago as the mill was closed down. They have five children. At 4.00 a.m. 
Gangaben goes to the wholesale vegetable market, buys vegetables, carries these on 
her head and sells them in the market the whole day. One day, carrying the vege-
tables on her head she slipped and fell down. She fractured her back and was ad-
mitted to hospital. She had to spend Rs. 5000 (almost half a year’s income) on her 
treatment and could not go to the market for three months. The whole family be-
came indebted by Rs. 10 000.

SEWA (Self-Employed Women’s Association), based in Gujarat State, west-
ern India, is an organization of more than two million women who work as 
small vendors, home-based workers and labourers. These women are typical of 
the 93% who work in the informal sector. One of SEWA’s main aims is to pro-
vide women with social security so that they are better able to cope financially 
with shocks resulting from ill-health, accidents, widowhood and natural disas-
ter. SEWA began a dialogue with insurance companies in the early 1980s about 
insuring women for health and other social security. Initially the women SEWA 
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represented were rejected by the companies as being too high risk. It was not 
until one woman manager in the United India Insurance Coverage (UIIC) took 
up the cause that SEWA was able to launch an insurance scheme in 1992. By 
that time SEWA had 40 000 members and was a financially viable institution.

COVERAGE OF THE SCHEME: The insurance covers sickness, accidental death of 
a member and that of her husband, loss during riots, flood, fire and theft of 
equipment and household goods, natural death and maternity. The annual pre-
mium is Rs. 60.00. Maternity is covered by SEWA itself as no company was will-
ing to insure women for this. Chronic or long-term illnesses, including gynae-
cological problems, are excluded by the insurance company as it insists that it is 
impossible to determine whether these conditions may pre-exist policies. Only 
inpatient treatment is reimbursed. Older non-working women are also ex-
cluded from the scheme as are children and spouses.

HEALTH BENEFITS OF THE SCHEME: One of the main benefits was that women 
who would ordinarily place their own health at a lower priority than that of 
their husbands and children were themselves receiving hospital care. As links 
with local doctors and hospitals are strengthened, SEWA is developing a refer-
ral service to doctors that it trusts; some of them have even offered their serv-
ices at a discounted rate. Some SEWA cooperatives are running counters in the 
compounds of municipal hospitals to offer rationed drugs at discounted rates 
to members.

The maternity cover ensures that poor rural women have some form of 
support at the most vulnerable point in their lives. SEWA’s maternity benefit 
schemes include postnatal health education, prenatal tetanus toxoid immuniza-
tion, and a small cash component for emergency expenses and extra nutrition.

SOCIAL BENEFITS OF THE SCHEME: Not only does the scheme ensure that women 
have economic benefits during a period of shock but it was also found to act as 
a booster for other SEWA activities. Women happy with the scheme encouraged 
other women to join SEWA so that they too would be able to benefit. Increased 
faith in the scheme was also found to lead to women making increased savings, 
including some depositing a sum of Rs. 500 and paying their annual premium 
from the interest. Through learning the process of making a claim, women are 
also gaining confidence in dealing with bureaucracy. The experience of SEWA 
is also feeding into government policy: the Malhotra Committee, which was 
appointed by the Indian government to review the insurance industry, con-
sulted SEWA on how to create affordable and appropriate systems.

PROBLEMS ENCOUNTERED IN ADMINISTERING THE SCHEME: The documentation 
process is sometimes problematic; women may find it difficult to produce the 
correct papers. They may be unable to explain to doctors what is necessary, the 
women may be cheated by unqualified doctors without proper registration, or 
they may be prescribed inappropriate treatment. In these cases the insurance 
companies will not pay out and women may become extremely dissatisfied 
and drop out of the scheme. Papers may also be lost, or the process and cost 
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of obtaining certificates and photocopies may be too difficult for some women. 
However SEWA is acting to counter these challenges. Training in the concept of 
insurance is teaching women to preserve carefully all the documentation that 
they may need. The kind of medical treatment admitted by the insurance com-
panies has also caused difficulties. Only hospitalized treatment is covered and 
a hospital needs to have a certain number of beds to be recognized, preventing 
rural women from using some of the most convenient hospitals local to them. 
There has been a great demand from women to have outpatient treatment in-
cluded but the insurance companies insist that it would be too costly and diffi-
cult to administer.

SUMMARIZED FROM: Chatterjee M, Viyas J. (1999). Organizing insurance for 
women workers – the SEWA experience. Paper presented at the conference 
Linking Women’s Health & Credit in India: Program Experience and Future 
Action, 20–22 January 1999. New Delhi, PATH.

CS6b: PHILIPPINES – Global priorities, local sensibilities: maximizing women’s 
capacities in health development

SOURCE:  Manderson, 2001, pdf p 31

“Successful examples of such empowerment help us to appreciate the poten-
tial and to understand what empowerment means at a concrete level. Here I 
want to describe one system in a part of the southern Philippines, where such 
empowerment has occurred at an unexpected level. Firstly, the health system 
depends upon the labour of volunteer health workers – barangay health work-
ers (BHW), the barangay captain, the barangay nutrition scholar (BNS), and the 
trained barangay (traditional birth attendant). Volunteers receive a small hon-
orarium of 350 pesos per month (US$ 10) and some money for local transport 
costs. For this, however, they contribute one day per week at the local health 
station. The BHW is also responsible for the operation of the health and nutri-
tion posts that now operate for health promotion and prevention only. These 
posts serve around 20–30 households within a barangay, and these households 
in turn have provided the materials and labour to build, outfit and maintain 
the 2–3 roomed buildings that function as health and nutrition posts and lo-
cal meetings areas for women. Women who had received training to work as 
BHWs (in order to recognize rapid breathing in an infant with pneumonia, for 
instance) were enthusiastic about the quality and content of their training and 
were surprisingly articulate. One trained barangay, for example, raised without 
prompting issues related to ‘gender sensitivity’ (her term) in providing quality 
care for women. In response to my question about confidentiality and wom-
en’s willingness to present to a local resident for care, she emphasized to me the 
need for objective counseling when women presented with personal problems, 
and stressed the importance of emphasizing to women clients that they would 
maintain confidentiality. Again, this example points to the value of training – 
that is, education – that provides women with practical skills and knowledge in 
order to act appropriately, provide advice and make decisions. That is, any kind 
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of training – functional literacy, counseling for domestic violence, the use of a 
thermometer – empowers women and gives them skills to work with, assist and 
therefore lead others.”

CS7b: PHILIPPINES – Female literacy in the Phillippines 

SOURCE:  Manderson, 2001, p 30

“…various development programmes have illustrated the importance to 
women of functional literacy. I was struck, for example, at women’s own ar-
guments in favour of a functional female literacy programme in the southern 
Philippines, where they had gained basic literacy and numeracy skills as a com-
ponent of a maternal and child health and nutrition intervention. First, the ma-
terial that the women had used to learn to read had provided them with practi-
cal knowledge, and, for the first time in some households, they were discussing 
with family members contraception and child spacing. Second, the women saw 
a great gain at the simplest level – if they needed to catch a bus to the nearest 
town, for instance, they would be able to negotiate their way around the town, 
and know which bus to catch to go home at the end of the day …”

CS8b: CHINA – Women’s empowerment in China

SOURCE:  Manderson, 2001, pdf p 30

“… women’s empowerment typically occurs, therefore, outside of the main-
stream. Women’s health centres, such as the one operating in Xinjiang, China, 
funded by the Canadian International Development Agency (CIDA), the vari-
ous activities of the All-China Women’s Federation in voluntary primary health 
care outreach work, and numerous programmes in China and elsewhere that 
provide training in safe delivery practices among traditional birth attendants, 
are examples of involving women directly in the provision of quality care and 
ensuring services that meet women’s own needs.” 

CS9b: CHINA – Yunnan mother and child health project, 
China Country Program, Asia Branch

SOURCE:  http://www.acdicida.gc.ca/cida_ind.nsf/eff12ba4cbb097c1852566ce00644c8a/
6630071667de5c8b85256842005bb442?OpenDocument

PROJECT DESCRIPTION AND PERFORMANCE FRAMEWORK
The provision of appropriate and accessible health services for mothers and 

children of China’s Yunnan Province is a key priority for the provincial govern-
ment and the Ministry of Health. A local plan has been developed to improve 
maternal and child health (MCH) and to address problems such as poverty, 
lack of equipment, and shortage of trained personnel to carry out MCH ac-
tivities at the county level. The focus is on reaching poor areas of the province 
inhabited mainly by minority nationalities. Assistance was requested from the 
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Canadian International Development Agency (CIDA) to promote health care 
work among minority groups in order to reduce maternal and neonatal mor-
tality rates and improve the level of MCH services. 

The project goal is to improve the quality of village life and to promote the de-
velopment of productivity and social prosperity in poor, ethnic minority counties 
in Yunnan Province. The purposes of the project are: to improve the quality, ac-
cessibility and timely availability of essential services for priority MCH problems; 
to support MCH staff and village doctors in instituting and maintaining dynamic 
relationships with rural women, village midwives and other groups; and to bet-
ter educate MCH trainers and trainees regarding the needs and priorities of rural 
women and children. The project budget is $6 million over 5 years (1996–2001). 

The project’s management plan gives a detailed work breakdown structure and 
provides results for each of the major project components. The logical framework 
analysis (LFA) included in the management plan is results-based (see Table 4 for 
the LFA). The number of possible indicators provided in the LFA will be reduced 
in order to streamline self-assessment, monitoring and reporting. The manage-
ment structure for the project includes a project steering committee as well as a 
regional and local advisory committee that will presumably all have some input 
into further refinement of results and indicators as the project proceeds. 

RESULTS-BASED PROJECT PLANNING 
The Government of China requested funding and representatives visited 

Canada in late 1995 to begin discussions about how best to proceed. Changes 
in the Chinese economy have had an impact on health care service delivery and 
had to be taken into account in needs assessment and planning. 

The University of Ottawa Faculty of Health Sciences entered into an agree-
ment to design the project. A four-week feasibility mission was sent to Yunnan 
Province from Canada to determine the current status of women’s health serv-
ices and to confirm the project goals. The feasibility mission was able to obtain 
information concerning existing programmes through extensive consultation 
with stakeholders, government agencies, grassroots health workers and poten-
tial project beneficiaries. An effort was made to use participatory data-gath-
ering methods such as focus groups at the village level. Information received 
from this process indicated strongly that local and grassroots health care deliv-
ery had to be made a priority. 

The feasibility mission report concluded that a comprehensive baseline sur-
vey was not necessary because of the availability of existing data collected by 
various levels of government and MCH agencies. The report recommended 
that some existing data be reanalysed and that selective operational research 
and participatory rural appraisal be conducted to fill the gaps in qualitative 
data. The report also provided some analysis of the types of indicators to use in 
project monitoring, and recommended more attention be given to collection 
and analysis of data desegregated by gender and ethnic group. This first-hand 
assessment was valuable in shaping the project’s final form. 

The participatory and consultative approach to planning continued dur-
ing a four-week design mission. The intent was to finalize the goal, purpose 
and objectives of the project and to prepare a detailed work breakdown struc-
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ture. Formal and informal discussions were held with a variety of local and re-
gional stakeholders. The emphasis was on sharing information between all lev-
els (i.e. grassroots and local health officials) during consultations where all the 
different stakeholders were present. This information was then discussed and 
analysed with the health officials who were often surprised about the needs ex-
pressed. Further discussions were held concerning the types of baseline data 
available, expected results and indicators. 

Time constraints during the design mission prevented consensus being 
achieved concerning the indicators that would be used. However, results and 
tentative indicators were developed in consultation with Chinese partners 
and were listed in the management plan. Criteria used to choose indicators 
were: the effort required to collect data; utility of the data in guiding manage-
ment decisions; the capacity of the partners for data collection; and the extent 
to which data collection and analysis would strengthen the participatory ap-
proaches used in the project. The emphasis was on developing critical skills 
among project participants so that they would be able to be actively involved in 
data collection and analysis. As project activities begin to be implemented, the 
Canadian Executing Agency (CEA), with input from the partners, will be re-
viewing the preliminary list of indicators to select priorities for data collection. 
Working groups consisting of project partners will examine monitoring and 
evaluation requirements and will develop appropriate tools and approaches. 

Drawing from the data collected, the design team recommended that the 
project focus on strengthening grassroots service delivery. This would be ac-
complished by improving the quality of village doctors through better training, 
training more female village doctors, providing better equipment, and targeting 
poor rural women for MCH education. A comprehensive training strategy that 
emphasized participatory, learner-centred approaches was developed. Key stake-
holders, mainly other agencies working in the same region, were identified and 
recommendations about how best to coordinate efforts with them were made. 

After this intensive dialogue with stakeholders at all levels, it became clear 
that a major shift in training methods for primary health was needed. Health 
officials were able to concur with this shift on the basis of what they had seen 
unfolding over the course of the visit. The Canadian planners not only ex-
plained the need to use more participatory methods in health care planning 
and delivery but actually demonstrated the strengths of this approach dur-
ing the course of their mission. A preliminary project framework and a man-
agement plan was prepared and presented to the key decision-makers in the 
field for input and buy-in. CIDA representatives from Canada and China were 
present to provide their input. 

Feedback from Chinese partners was taken into consideration for the final 
draft of the management plan which was approved by CIDA. Using a “design 
and deliver” approach, the University of Ottawa was engaged as the CEA for the 
project on the basis of the management plan being completed satisfactorily. 
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LESSONS LEARNED 

Partnership 

Feasibility and planning missions involved extensive consultation with Chi-
nese stakeholders on substantive issued which helped build joint ownership of 
the project and commitment to results. 

Relatively lengthy field visits and consultations between China and Canada 
have been crucial to achieving the project’s final results-based format. The ef-
fectiveness of these visits was enhanced by the simultaneous participation of 
key decision-makers including CIDA programme representatives. The entire 
process was participatory and required extensive face-to-face dialogue. Fre-
quent visits will be needed to maintain this sense of partnership throughout 
the project. Annual visits would not be adequate. 

Simplicity 

The final management plan provides a good results-based framework. Priori-
tization of indicators and methods for data collection and analysis will be final-
ized through project working groups involving all stakeholders in order to re-
duce the total number of indicators. 

Learning by doing 

An initial “contribution agreement” was entered into with the University of 
Ottawa for the design phase. A second contribution agreement was issued for 
the implementation phase when the former was satisfactorily completed. This 
two-stage contracting approach facilitated the process of planning for results. 

This 10-month planning phase with several iterations for the project design 
and management plan helped refine the expected results. All partners have 
learned from their participation in this exercise. This type of planning process 
was a new concept for Chinese partners. Planning a large-scale health project 
was also a new aspect of the country programme. 

Transparency 

The draft management plan was available for discussion by the end of the de-
sign mission. All stakeholders had the opportunity to express their needs and 
goals. Subsequent iterations of the management plan were circulated back to 
partners for their input. Clear communications and transparency were main-
tained to ensure participation and partnership. 

Accountability 

Because of the participatory approach, both the CEA and CIDA are clear 
about their respective accountability for results as outlined in the project doc-
uments and CIDA’s country policy development framework. The CEA is com-
mitted to managing for results in as participatory a manner as possible and will 
continue to ensure that Chinese partners are part of this process. 

Broad application 

Results-based management is now the norm for front-end planning within 
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CIDA’s China Country Development Policy Framework. Project officers and 
programme managers are fully engaged in applying these methods in a variety 
of sectors. 

CONTACTS: 

CIDA 
Julia Robinson 
Development Officer 
China Country Program 
Asia Branch 
Tel: (819) 997–4744 
julia_robinson@acdi-cida.gc.ca 

CEA 
Dr Nancy Edwards
Project Director 
Faculty of Health Sciences
University of Ottawa
451 Smyth Road
Ottawa, Ontario K1H 8M5, Canada
Tel: (613) 562–5800 x 8395 
nedwards@zeus.med.uottawa.ca 
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NARRATIVE 
SUMMARY

EXPECTED RESULTS PERFORMANCE 
INDICATORS

SOURCES OF 
VERIFICATION

KEY CRITICAL CONDITIONS

GOAL 
To improve the 
quality of village 
life and to promote 
the development 
of productivity and 
social prosperity in 
poor, ethnic minority 
countries in Yunnan 
Province. 

IMPACTS 
Reduction in infant, 
perinatal, neonatal and 
maternal mortality rates.

Reduction in neonatal 
tetanus rates. 

40% reduction in infant 
mortality rate over 4 years.

30% reduction in neonatal 
mortality rate over 4 years.

20% reduction in perinatal 
mortality rate over 4 years.

20% reduction in maternal 
mortality rate over 4 years.

50% reduction in neonatal 
tetanus rates over 4 years.

Routine statistical data 
collection by MCH workers/
government authorities. 

Special surveys of randomly 
sampled villages (to 
estimate biases in routine 
statistical reporting).

Assumptions to be monitored: 

-  continued support from central 
and provincial government for 
priority targeting of ethnic minority 
populations;

-  other major primary health care 
initiatives in Yunnan Province (e.g. 
World Bank) will not slow progress on 
this initiative. 

Risks to be addressed: 

-  recovery efforts in areas hit by 1996 
earthquake have the potential to 
reduce capacity of local communities 
and government from making 
investments of financial and human 
resources necessary for current 
project;

-  Canadian public perception that CIDA 
programming in MCH arena may 
directly or indirectly support selective 
female abortion.

PURPOSE 
To improve the quality, 
accessibility and timely 
availability of essential 
services for priority 
MCH problems. 

To support MCH staff 
and village doctors 
in instituting and 
maintaining dynamic 
relationships and 
action with rural 
women, village 
midwives, and 
other groups for 
improvements in 
maternal and child 
health. 

To increase the 
relevancy and 
responsiveness of 
continuing education 
programming for MCH 
trainers and trainees 
regarding the needs 
and priorities of rural 
women and children. 

OUTCOMES 
Key trainers are able to 
design, implement and 
evaluate community-
based educational 
programming and use 
participatory, experiential 
teaching methods with 
various levels of trainees 
in different settings. 

County training team 
including MCH county staff 
responsible for training of 
new village doctors use 
participatory, experiential 
teaching methods with 
MCH staff, village doctors, 
and midwives and villages. 

Appropriate adoption 
of teaching content and 
methods to learning needs 
and capacity of trainees. 

% of training sessions 
where teaching methods 
used are participatory and 
experiential. 

Questionnaires evaluating 
workshops completed by 
key trainers, trainers and 
trainees. 

Analysis of field notes 
maintained by CLT, key 
trainers and trainers. 

Interviews of CLT, key 
trainers and trainers. 

Assumptions to be monitored: 

- individuals trained will continue to 
receive salaries and subsidies from 
government authorities. 

Risks to be addressed: 

- there is some previous research 
indicating high attrition rates among 
village doctors and midwives who 
have received training. Reasons 
for previous attrition relate to 
inappropriate selection criteria, and 
inadequate community support and 
reimbursement for the work being 
done. 

Table B4. Country Development Policy Framework/Conflict Prevention 
and Post-Conflict Reconstruction objectives relating to project

Continues…
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NARRATIVE 
SUMMARY

EXPECTED RESULTS PERFORMANCE 
INDICATORS

SOURCES OF 
VERIFICATION

KEY CRITICAL CONDITIONS

Women and children in 
natural and administrative 
villages have improved 
access to appropriately 
trained female MCH village 
health workers. 

Coverage rates for MCH 
services (availability, 
accessibility and 
utilization): pregnant 
and postpartum women, 
under-fives, immunization 
rates. 

Attrition rates for village 
MCH workers and % 
of trained village MCH 
workers continuing to 
provide services in their 
geographic catchment 
area.

Routine statistical data 
collection. 

Village surveys. 

Surveys in randomly 
selected villages. Interviews 
of village MCH workers and 
village leaders. 

Financial subsidies provided by local 
government for MCH workers in 
administrative and natural villages is 
low (30 yuan per month). Workers must 
find other sources of reimbursement. 
There is a risk that new skills and 
new approaches to community 
work taught during training will be 
seen as restricting opportunities for 
supplementary income generation. 

MCH workers demonstrate 
improved ability to identify 
and manage high-risk MCH 
situations and to effectively 
prevent priority MCH 
problems. 

Percentage of MCH 
workers’ time spent in 
clinic/hospital versus 
community settings. 

Screening and diagnostic 
accuracy (sensitivity & 
specificity) for high-risk 
MCH cases. Percentage of 
high-risk women delivering 
in hospital. 

Appropriate management 
of priority MCH health 
problems. 

Consistency of policies 
with training curriculum, 
extent to which provincial 
and local policies support 
provision of effective MCH 
services. 

Log of staff time spent on 
various activities. 

Knowledge, attitude and 
practice surveys. 

Clinic and hospital records. 

. Villagers and MCH 
personnel provide input 
to government and 
other agencies regarding 
maternal and child health 
development priorities, 
policies and programming.

. Interviews of community 
leaders, county and 
township authorities, 
provincial health team. 

Policy documents and 
program reports. 

.

PURPOSE OUTCOMES 
Appropriate and essential 
MCH technology 
(traditional Chinese and 
western medicine) for 
priority health problems 
is available at village, 
township and county 
levels.

Affordability of MCH 
services where essential 
MCH technology 
provided. Appropriate 
and complimentary use 
of traditional Chinese 
and western medicine 
technology for MCH 
problems. 

Interviews of MCH workers 
and community members. 

Clinic records.

Assumptions: 

- distribution system for replacing 
reusable supplies within the province 
continue to be operational; 

- essential MCH technology selected for 
project is efficacious. 

Continues…
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NARRATIVE 
SUMMARY

EXPECTED RESULTS PERFORMANCE 
INDICATORS

SOURCES OF 
VERIFICATION

KEY CRITICAL CONDITIONS

MCH workers acquire 
clinical, participatory and 
community-based skills 
required to appropriately 
utilize essential MCH 
technology.

Appropriate use of 
essential MCH technology 
(traditional Chinese and 
western medicine) to 
manage priority MCH 
problems. 

Effects of program at the 
village level: 

information, skills, 
actions, and confidence 
at individual, group and 
community levels.

Knowledge, attitude and 
practice surveys of MCH 
workers. 

Surveys of community 
members. 

Routine data collection 
in clinics and hospitals 
(e.g. prescriptions and 
treatments by diagnostic 
category).

Knowledge, attitude and 
practice surveys of village 
leaders and potential users 
of MCH services. 

Operational research 
undertaken by project 
team.

Risks: 

- proportion of costs for essential 
MCH technology to be assumed by 
community exceeds their financial 
capacity; 

- provincial and/or central government 
guidelines regarding essential 
MCH technology (e.g. contents of 
TBA delivery kits) may not reflect/
be consistent with “external” (e.g. 
WHO) guidelines for essential MCH 
technology. 

Referral mechanisms 
strengthened for high-risk 
MCH cases.

Fewer and shorter delays 
in referral of high-risk MCH 
cases to appropriate level 
of health care system. 

Effective management 
of high-risk cases at 
appropriate level of MCH 
system.

Interviews of trainees, 
village leaders, rural village 
women, including high-
risk women and mothers 
of high-risk children. 
Observations of evidence of 
actions taken by villages or 
health workers. 

Review of maternal 
deaths and deaths of 
children under five (verbal 
autopsies). 

Clinic and hospital records. 

INPUTS 
Implement training 
program for key 
trainers and trainers. 

OUTPUTS 
18–20 key trainers 
prepared 158 trainers 
prepared. 

Tested 3-month curriculum 
for training of key trainers 
and trainers developed. 

Written, audio and 
visual teaching/learning 
materials developed. 

Key trainers have increased 
experience in supervision 
and guidance of trainers. 
Key trainers and trainers 
have increased experience 
and expertise in curriculum 
development. 

Documentation is 
maintained of key trainer, 
trainer and community 
experiences; feedback 
mechanisms to inform 
training curriculum 
established. 

Number of people trained. 

Effectiveness of program 
on key trainers and 
trainer skill development: 
competencies in teaching, 
supervising, curriculum 
development and clinical 
work; and personal 
development. 

Quality of curriculum; 
practical and 
developmental contents, 
and methodological 
processes. 

Appropriateness of written 
and audio/visual teaching/
learning materials: 
relevancy, effectiveness, 
process used to develop 
materials and cost. 

Usefulness of documen-
tation: completeness of 
data; process for captur-
ing data; relevancy of data 
and limitations and impact 
of data on training, curricu-
lum development and MCH 
practices. 

Training program 
documents. 

Review of actual program 
content and methods, 
examination of written 
materials and related 
documentation, interviews 
of key trainers and trainers, 
curriculum development 
group, learning resource 
development work unit 
staff, and relevant others. 

Interviews of trainers and 
key trainers and of relevant 
others; observations of 
trainees during program 
and observations of 
subsequent work (post-
program) including trainee 
interactions with others, 
clinical/developmental 
skills, actions taken with 
others. 

Assumptions to be monitored: 

- key trainers and trainers meeting 
selection criteria available to be 
seconded to the project without 
competing expectations on their 
time;

- time allocated for training is adequate 
for planned curriculum content;

- MCH staff are able to leave their posts 
for the period of time required for 
training;

- MCH staff who undergo training will 
continue in their positions at their 
respective posts for the duration of 
the project. 

Risks to be addressed: 

- replacement staff for MCH workers 
who leave their posts for training are 
able to maintain an adequate level of 
health service for the community (no 
iatrogenic effects from training). 

Continues…
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NARRATIVE 
SUMMARY

EXPECTED RESULTS PERFORMANCE 
INDICATORS

SOURCES OF 
VERIFICATION

KEY CRITICAL CONDITIONS

Implement training 
program for MCH 
staff, village doctors 
and midwives; and 
implement training 
of new female village 
doctors and midwives. 

90% of MCH staff at county 
and township levels, 85% 
of administrative village 
doctors, and 80% of 
practicing village midwives 
complete 5-week program. 

Successful trainee 
selection process, 850 to 
1000 new female village 
doctors and traditional 
midwives complete 4-
month program, materials 
developed, operational 
research findings 
incorporated into regular 
MCH programs. 

Percentage of MCH workers 
who attend and complete 
training. 

Retention rate for new 
female village doctors and 
midwives. 

Effectiveness of program 
on trainee skills 
development: learning 
satisfaction, clinical 
competencies and personal 
development. 

Mutually satisfactory 
negotiations carried out 
between county Public 
Health Bureau and 
administrative/natural 
villages regarding trainee 
selection and post-
program employment.

Training program 
documents and lists of MCH 
staff employed in county 
and township hospitals and 
subsidized in administrative 
villages. Review of reasons 
for non-attendance at 
training programs. 

Pre- and post-program 
interviews of trainees; 
interviews of trainers and 
key trainers and of relevant 
others; observations of 
trainees during program; 
observations of subsequent 
work post-program 
(interactions, clinical/
developmental, action with 
others).

Attrition of newly trained village doctors 
and midwives. 

INPUTS 
Establish procedures 
for equipment 
procurement and 
distribution. 

OUTPUTS 
Equipment distribution and 
supply inventory database, 
functional, procurement 
plans detailed, quality 
assurance operational, 
logistics planning 
completed, handover 
procedures agreed upon. 

Accuracy and completeness 
of database, distribution 
plans consistent with 
training schedule. 

Inventory database in 
Vancouver and Guonzhou 
CCCHF offices. 

Assumptions to be monitored: 

- MCH buildings damaged by the 
earthquake have not already been 
rebuilt;

-  child-friendly centres (CFCs) will 
be staffed by government MCH 
professionals and auxiliaries. 

Procure and distribute 
Category A and B 
equipment.

Equipment distributed as 
per specifications. 

Distribution and coverage 
rates of appropriate level 
of equipment for MCH 
stations. 

Equipment inventory at 
MCH stations. 

Risks to be addressed: 

- the construction of CFCs may 
inadvertently “send a message” to 
local authorities and MCH workers 
that an MCH building is “the anser” 
to MCH health problems. If not dealt 
with, this could undermine training 
efforts to build the capacity of MCH 
staff to work with communities 
in more participative and 
developmentally sound ways;

- furthermore, having a comfortable 
institutional setting in which to 
work may act as a deterrent to more 
community-based activities. 

Maintain all 
equipment and 
establish procedures 
to renew Category A 
equipment. 

Equipment maintenance 
schedule established and 
adhered to. 

MCH staff trained in use of 
equipment. 

Percentage of MCH 
stations with equipment 
maintenance schedule, 
proportion of equipment in 
good working order, % of 
MCH stations with an MCH 
worker familiar with and 
adhering to maintenance 
schedules. 

Equipment training 
schedule reports of 
equipment training content 
and attendance. Log of 
supervisory and training 
visits by lead trainer, key 
trainers and trainers. 

Interviews of MCH workers, 
village doctors and mid-
wives. 

Continues…
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NARRATIVE 
SUMMARY

EXPECTED RESULTS PERFORMANCE 
INDICATORS

SOURCES OF 
VERIFICATION

KEY CRITICAL CONDITIONS

Procedures for renewal 
of category A equipment 
agreed upon and 
operational. 

Functional vehicles for 
project training and 
supervisory teams. 

Average number of 
months per year vehicles 
functional. 

Logs of vehicle use for 
training and supervision. 

Interviews of CLT, key 
trainers and trainers. 

Construct child-
friendly centres (CFCs) 
for MCH services.

Negotiations re staffing, 
maintenance and hand-
overs complete and 
construction completed 
for CFCs in 3 counties and 
9 townships affected by 
earthquake. 

Fully functional and well-
maintained CFCs with MCH 
staff who have completed 
project training. 

Integration and 
complementarity of 
CFC and other MCH 
clinical, community and 
administrative services. 

Interviews of public health 
authorities and MCH 
personnel who staff CFCs. 

.

INPUTS
Strengthen referral 
mechanisms 
(assessment, 
implementation and 
impact assessment)

OUTPUTS
Participatory methodology 
to assess local 
experiences with MCH 
referrals developed and 
implemented. 

Assessment findings 
shared with key decision-
makers. 

Evidence-based 
recommendations 
regarding strengthening 
of referral mechanisms 
implemented and 
monitored. 

Number of counties where 
assessment completed as 
per schedule. 

Assessment method 
to review existing 
referral mechanisms are 
participatory, objective and 
comprehensive. 

Recommendations for 
strengthening referral 
system consistent with 
assessment data and reflect 
local conditions. 

Number of counties 
with approved plan for 
strengthening referral 
system. 

Number of administrative 
and township villages and 
county headquarters with 
revised referral protocols/
mechanisms that are 
operational. 

Interviews of MCH workers 
and local authorities. 
Operational research 
documents. 

Interviews of key decision-
makers, MCH staff, village 
doctors and midwives. 

Review of operational 
research findings. 

Minutes of meetings 
where referral mechanisms 
reviewed. Interviews 
of selected rural village 
leaders. 

Interviews of county and 
township authorities. 

Assumptions to be monitored: 

-  fuel for vehicles will continue to 
be readily available and vehicle 
maintenance costs are covered by 
Chinese;

-  operational telephone links exist 
between administrative villages 
and telephones are accessible to 
community members 24 hours a day. 

Risks to be assessed: 

-  competition among MCH institutions 
for vehicle “ownership” may mitigate 
against implementation of improved 
referral mechanisms;

- health service provider capacity for 
dealing with maternal and child 
health emergencies at township and 
county levels may be variable. 

Methodology for assessing 
and strengthening referral 
mechanisms incorporated 
in training materials for 
MCH workers. 

Training materials for MCH 
workers include revised 
referrals protocols and 
principles for their use. 

Training materials for MCH 
workers. 

Vehicles maintained 
and use of vehicles 
to strengthen referral 
mechanisms documented.

Average number of 
months per year vehicles 
functional.

Log of vehicle maintenance 
schedule and vehicle use, 
interviews of drivers and 
MCH staff. 

Vehicles available for 
referrals of high-risk and 
emergency MCH cases.

Percentage of cases where 
vehicle non-availability 
was a factor contributing 
to maternal morbidity or 
mortality outcomes.

Log of referrals. 

Clinic and hospital records, 
MCH staff interviews. 
Interviews of community 
leaders and village 
midwives regarding referral 
experience. 

Continues…
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NARRATIVE 
SUMMARY

EXPECTED RESULTS PERFORMANCE 
INDICATORS

SOURCES OF 
VERIFICATION

KEY CRITICAL CONDITIONS

INPUTS OUTPUTS 
Tested curricula for trainees 
developed. 

Quality of curriculum, 
practical and 
developmental contents 
and methodological 
processes. 

Operational research 
findings incorporated into 
curriculum. 

Review of actual program 
(what was done, how, 
why and by whom); 
examination of written 
material and relevant 
documentation; interviews 
of trainees, trainers, key 
trainers and relevant 
others. 

.

Written, audio and 
visual teaching/learning 
materials developed. 

Appropriateness of written 
and audio/visual teaching/
learning materials: 
relevancy, effectiveness, 
process used to develop 
materials and cost. Utility 
of materials for community 
work. 

Examination of materials; 
interviews of trainees, 
trainers and key trainers, 
learning resource 
development work unit 
staff, and relevant others. 

Documentation is 
maintained of trainee and 
community experiences; 
feedback mechanisms to 
revise training curriculum 
established. 

Usefulness of 
documentation: 
completeness of data; 
relevancy of data and 
limitations and impact 
of data on training, 
curriculum development 
and MCH practices.

Examination of documents; 
interviews of writers, 
trainers, key trainers and 
relevant others. 

Review minutes of 
curriculum working 
group to determine 
how documentation has 
informed curriculum 
development process
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CS10b:  COSTA RICA – The case of Costa Rica.  Challenges to reform: equity, 
gender and health reform in Latin America

SOURCE:  Salazar, 2000, pdf p 54
In Costa Rica, women live longer than men. Interestingly, WHO’s recent in-

dicators measuring expectation of disability at birth show an inverse trend, 
around 9 years for men and almost 11 years for women. Similarly, the percent-
age of lifespan disability by sex is about 12% for males and 14% for females.

Some facts about women’s health and health care in Costa Rica:

•  social security coverage is 100% by law;
•  prenatal attention is more than 80% in the country, though less in rural ar-

eas;
•  the total fertility rate 2.8 per woman (he rate is higher in rural areas);
• 20% of pregnancies are high-risk;
• 19% of births are to teenagers;
• maternal mortality is 2.3 per 10 000;
• cervical cancer related: 39 per 100 000 women, as against the total of 8.5 per 

100 000 (this is a very strong national priority programme);
• HIV/AIDS – 1317 cases diagnosed after 1983, with an increasing rate for 

women (12.5% in 1997);
• there is gender mainstreaming in government and policy-making;
• the Women’s National Institute, and a new Ministry of Women’s Conditions 

in the Council of Ministries, have been created;
• the Real Equality Law defines the percentage of participation of women in 

decision-making positions in the government (40% by law); the percentage 
has reached 25% since the President signed a decree for gender mainstream-
ing in all programmes and projects in government institutions;

• a high-level gender commission has been created for the health sector; it de-
pends on the Vice Minister of Health who has to guarantee that gender main-
streaming is to be achieved in the health programmes;

• accreditation of 100% of maternities (public and private);
• there is a maternal and childhood mortality analysis system;
• the care package includes promotion, preventive, curative and rehabilitative 

services;
• the decree of sexual and reproductive health is based on the rights of women 

and men;
• there is a national plan for violence prevention;
• a new model for integrated attention to women has been set up in coordina-

tion with Canada; it creates a network between first, second and third level of 
services.

The most important thing is to have good representation of women in posi-
tions of government decision-making – if necessary by law – and to define the 
gender mainstreaming in all projects and programmes of the government, in-
cluding definitions of indicators for measuring.

It is also necessary to create a gender commission at a high level in every in-
stitution and to foster the development of an information system with gender 
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differences. Gender mainstreaming has to remain in every government activity; 
intersectoral relationships are important and the real participation of civil soci-
ety in health programmes is fundamental.

CS11b:  PUERTO RIC0 – Puerto Rico’s Women’s Health Centre (2001)

SOURCE:  Camacho D., 2000, pp 94–95

Puerto Rico is an island located approximately 1000 miles south-west of the 
United States of America. It is a US territory; the inhabitants have US citizenship 
and their main language is Spanish. Puerto Rico’s population is 3.6 million in an 
area of 3500 square miles, and its per capita income is approximately US$ 5000.

 Puerto Rico’s Women’s Health Centre is one of the US National Centres of 
Excellence in Women’s Health. The centre’s mission is to contribute to the well-
being of women in Puerto Rico by incorporating issues relevant to women and 
their health in the academic endeavours of the University of Puerto Rico Med-
ical Sciences Campus. This campus has approximately 3000 predominantly 
female students in six schools (medicine, dentistry, public health, pharmacy, 
health related professions and nursing).

The centre’s goals include:

• to promote the integration of the feminine gender perspective and of issues 
relative to women’s health in the education of health professionals;

• to develop programmes for different audiences to educate and to facilitate 
access and diffusion of information about issues related to women’s health;

• to promote the development and delivery of integrated health services sensi-
tive to women’s needs that promote health maintenance and health promo-
tion;

• to promote research in basic and applied sciences relative to the diversity of 
issues encompassed in women’s health;

• to advocate for women in their development and in their full participation 
both as health professionals and as users of the health system.

The Women’s Health Centre has been very successful as a campus and com-
munity coordinating unit in:

• understanding women’s health care issues, focusing on Hispanic women’s 
health;

• producing and distributing culturally relevant and linguistically appropriate 
information on women’s health;

• providing support and facilitating projects related to women and health;
• facilitating the exchange of ideas and collaboration among researchers;
• developing and facilitating the delivery of preventive and health education 

services to women;
• fostering support and collaboration from the university and the general com-

munity;
• establishing effective partnerships with government and NGOs.

The centre was established in 1996, in recognition of the need for a unifying 
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force to coordinate ongoing campus efforts in the area of women’s health and 
to maximize their positive impact on the health and quality of life of Puerto Ri-
can women.

The campus faculty has been involved in curricular revisions and service 
activities involving or partially addressing women’s health issues. Principles 
guiding the revisions include the new medical delivery models required by the 
implementation of a health care reform in Puerto Rico, the increasing imple-
mentation of managed health care services, the continuous development of 
biopsychosocial/behavioural models, incorporation of new technologies and 
instructional methodologies, and the fostering of critical thinking and inde-
pendent learning.

The campus is challenged to develop new interdisciplinary models for health 
services for student training and faculty practice that are responsive to commu-
nity needs. This offers the opportunity to successfully develop and incorporate 
a multidisciplinary, culturally sensitive, integrated clinical model that serves 
the needs of Puerto Rican women throughout their lifespan. 

In recognition of the specific health needs of women and of the need to pro-
mote a paradigm of integrated, gender-sensitive, curricula, research, and serv-
ice activities, the centre:

• coordinates and integrates clinical services offered to women at the Medical 
Sciences campus in ways that are culturally competent, linguistically appro-
priate, gender-sensitive, comprehensive, and accessible;

• enhances communication and collaboration to bring together researchers al-
ready working on women’s health issues, or facilitates conditions so that they 
may share interests and engage in joint projects that will maximize resources 
and scope of impact;

• develops a research agenda that will include the creation of a profile of the 
health status of Puerto Rican women and the effect of the changing health 
care environment on their health;

• promotes curricular changes to include women’s health contents in health 
sciences curricula;

• promotes incorporation of state-of-the-art trends and current research find-
ings related to women’s health in the health professionals’ practice;

• expands access and use of new information technology in clinical care, and in 
professional and community education;

• provides, produces and diffuses gender-sensitive information on women’s 
health to faculty, students, health professionals, and to the community at 
large;

• serves as advocate in creating awareness of and sensitivity to women’s health 
issues in health professionals and women in general.

The model enhances collaborative efforts already in place with partners both 
within and outside the university, establishes additional links, and formalizes 
alliances that positively impact on a larger number of women.

The single most important strategy to achieve completion of the objectives 
described is the coordinating and pooling of existing resources, particularly hu-
man resources. 
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The centre acts as a coordinating unit across departments in the delivery of 
clinical services to women following a one-stop shopping model, as a producer 
and distributor of information on women’s health, and as a facilitator of the ex-
change of ideas and collaboration among researchers.

The centre is responsible for identifying potential lecturers and human re-
sources, as well as topics and the target audience for continuing education ac-
tivities in women’s health for health professionals in general and for female 
health professionals in particular.

CS12b:  INDIA – Social Action for Rural and Tribal Inhabitants of India: wasteland 
development and women’s empowerment 

SOURCE:  Schick et al., 2000, pdf pp 180–181

SOURCE:  http://www.popcouncil.org/publications/seeds/seeds16.html1

Social Action for Rural and Tribal Inhabitants of India (SARTHI) is an NGO 
working in the Panchmahals District of Gujarat State in western India. 

Although working initially in conventional development programmes, 
SARTHI’s experience has led to its current focus on activities with underpriv-
ileged sectors of the population, particularly women. SARTHI’s programmes 
with women began with three groups of village women – cooking-stove build-
ers, women health workers, and veterinary technicians. Through the networks 
of members of these original groups, SARTHI gained knowledge of the issues 
faced by local women, their strengths as community activists, and effective 
strategies for working with local women’s groups.

The Panchmahals District is one of the most impoverished and industrially 
underdeveloped areas of India.  . The majority of residents are Adivasi, the in-
digenous people of India, who make a marginal living as farmers. Formerly for-
est land, the area is now unable to provide adequate food, fodder or fuel, and 
is particularly prone to drought. The level of degradation of the land has led to 
its categorization by the government as “wasteland”. Women in Muvasa, as in 
other parts of the Panchmahals, own little of the land though their agricultural 
work is substantial. By their own calculations, the women’s demand for bio-
mass is high (90 large trees to feed one buffalo for a year, 50 trees to feed a sheep 
or a goat, 5–6 large trees to make the timber for a two-room house and 200–300 
kg of wood for the fuel to bake the tiles for the roof). Women have traditionally 
been excluded from village decisions on the use of common lands, and harm-
ful environmental practices that significantly increase women’s traditional la-
bour have been allowed to continue. Marital desertion, domestic violence and 
alcoholism are common, and when crops fail due to frequent droughts, sea-
sonal migration of male workers leaves women to sustain village and house-
hold. Women’s work gathering cooking fuel, water and fodder for livestock is 
made more difficult by drought and by the very degraded local lands.

When SARTHI attempted to encourage reforestation of wastelands in the 
Panchmahals district, it initially focused on male private landowners. But male 
landowners did not retain an interest in the project. They had access to the 
higher wages of government-sponsored drought relief plans, which they pre-
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ferred to the wages paid by SARTHI, although SARTHI’s work also aimed to 
improve their properties, and the men frequently neglected newly planted trees 
and shrubs. SARTHI also worked with a group of female farmers in the Muvasa 
village area who were working on common village land. Over the same period, 
this female group successfully raised a fodder crop in a jointly worked four-
hectare plot. The greater care and attention that the women gave to their plot 
reflected their stronger incentives to harvest a crop. It is women’s job to search 
for fodder and cooking fuel, laboriously, in an environment where these are in-
creasingly difficult to find. Thus, as their commitment to the wasteland devel-
opment project suggests, women’s motivation to improve land management 
is very high. The Muvasa group of 29 women has provided its members with 
direct involvement in and control over land management. The women began 
their labour when, with the help of SARTHI, they obtained the working title to 
the land from the local government unit or panchayat, responsible for village 
common lands. The group has planted trees as well as nutritious grasses for the 
livestock. To share in the produce, each woman participates in land prepara-
tion and planting, and shares responsibility for protecting the plantation. While 
there have been setbacks to the farming of this land (including the accidental 
destruction of the first crop and the theft by persons from a neighbouring vil-
lage of some of the trees), the women have responded collectively and with vig-
our. The women in the Muvasa group have derived strength from collective 
action and have gained experience in dealing with administrative officials. In-
dividual women have negotiated more equitable distribution of the tasks of do-
mestic labour with their husbands and collectively the group has managed to 
create a legitimate social space in which women may meet. By involving the ru-
ral women’s collective in seeking farm tenure and interacting with official insti-
tutions, SARTHI simultaneously supported the rehabilitation of degraded land 
and increased women’s empowerment and voice within both the home and the 
village.

At present, SARTHI is working with some 17 women’s wasteland groups. Ini-
tiation of the groups has taken different paths. In some cases SARTHI field staff 
have identified wasteland and then attempted to motivate women to develop 
it as a group. In other cases, male village leaders who have seen the results of 
the Muvasa group have approached SARTHI, offered land and requested that 
SARTHI form a women’s group. 

The following lessons learned are taken from SARTHI’s work across a range 
of women-oriented projects:

1. Strength in numbers. Participating in group actions gives women power to 
break away from conservative family and village norms.

2. Participatory management. Democratic structure and participation are criti-
cal to group strength.

3. Expectations of participants. Prospective members of a collective enterprise 
should have informed and realistic expectations of their rights and responsi-
bilities as members.

4. Trained support. Trained field staff can help women develop strategies to ar-
ticulate their needs in conservative communities. Sensitizing field staff to 
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gender issues assists them to develop programmes that reflect participants’ 
needs rather than field officers’ beliefs.

5. Transport. Accessible transportation, allowing greater geographic mobil-
ity, increases both women’s self-confidence and their access to training pro-
grammes.

6. Taking a public stance. Publicly establishing women’s right to cultivate land 
contributes to recognition of their rights as citizens.

 Successful women’s groups must both reward productivity and publicly 
challenge all efforts to trivialise their work. The Muvasa women’s group has 
been so successful in empowering women to manage communal land for their 
own objectives that it has catalysed its sponsor, SARTHI, to focus on women’s 
wasteland groups.

CS13b:  SENEGAL – Eradicating female genital mutilation 

SOURCE: Schick et al., 2000, pdf pp 192–194

SOURCE:  http://www/townonline.koz.com/visit/Tostan (last accessed 28/12/99)

Female genital mutilation (FGM) refers to a set of traditional practices that 
involve the partial or total excision of the female genitals. Worldwide it is es-
timated that some two million girls undergo the procedure each year, with a 
worldwide prevalence of about 130 million. WHO, Amnesty International, and 
the Center for Reproductive Law and Policy have identified FGM as a priority 
area for women’s health and social welfare. FGM is most commonly performed 
by women, on girls between the ages of four and 12 years, but may occur at any 
time from infancy to the age of 30. 

The consequences of FGM for all women involve loss of sexual feeling and 
pain with sexual intercourse. For many the operation is performed without an-
esthesia or antiseptic, and its consequences include death or long-term disabil-
ity from haemorrhage, infection (including HIV), intermittent bleeding, in-
continence, urinary and reproductive tract infections, chronic pain, tumours, 
and difficulty in delivery and infertility.

The practice of FGM is related to cultural and religious beliefs and identity. It 
is integrated into the lives of the communities which practice it and is seen as 
an integral aspect of femininity, women’s work and male/female relationships. 
Many women lack information about its health effects. FGM has thus been par-
ticularly difficult to eradicate.

Tostan is an international NGO based in Senegal and funded largely by 
UNICEF. Tostan’s educational objectives are to “reduce illiteracy in Senegal, to 
promote self-development through the use of adapted educational materials, 
and to offer a model basic education program”. Its education programmes ad-
dress human rights, and include a module dealing specifically with women’s 
right not to be subjected to FGM. 

On 27 November 1999, as a result of public awareness generated by Tostan’s 
education programme, 105 communities in Kolda (where the rate of FGM had 
been as high as 97% of the female population) made a public declaration to re-
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nounce the practice of FGM in their villages. This declaration was read first in 
Fulani and then in French, and is known as the Bagadadji Declaration. With the 
declaration, the 2500 people who were present at the ceremony renounced the 
practice of FGM on behalf of the 80 000 villagers whom they represented. 

Tostan’s success did not happen overnight, nor was it anticipated that the 
first proof of Tostan’s incorporation into villagers’ lives would be their response 
to FGM. Tostan’s education programme took particular care to ensure its rel-
evance to rural Senegalese women and to use educational strategies appropri-
ate to the women’s typically low levels of numeracy and literacy skills. This ap-
proach was the vehicle for mobilization against FGM. Focus groups for women 
were run for 18 months, three days a week on alternate days, to allow women 
to integrate one day’s lesson and to discuss it with their companions before in-
corporating the next one. Rather than a didactic approach, the lessons involved 
story-telling, interaction and context-based learning. Efforts were made to use 
colloquial terms which the women preferred to more formal language. The 
participatory approach enabled teachers to identify the most successful teach-
ing strategies and to incorporate these across the whole of the course. 

Tostan’s education programme took particular care to ensure its relevance 
to rural Senegalese women and to use educational strategies appropriate to the 
women’s typically low levels of numeracy and literacy skills. This approach was 
the vehicle for mobilization against FGM. Focus groups for women were run 
for 18 months, three days a week on alternate days, to allow women to integrate 
one day’s lesson and to discuss it with their companions before incorporating 
the next one.

Rather than a didactic approach, the lessons involved story-telling, inter-
action and context based learning. Efforts were made to use colloquial terms 
which the women preferred to more formal language. The participatory ap-
proach enabled teachers to identify the most successful teaching strategies and 
incorporate these across the whole of the course.

Tostan also recognized the value of using social mobilization activities to re-
inforce the educational programme. Well-attended theatre, poetry and debate 
sessions in national languages have been held in many villages and traditional 
performers also visit more formal education classes. The public debate and 
deliberation which follow performances are essential to the effects these pro-
grammes have achieved. The education programmes for both men and women 
have had an emotional power which has catalysed participants to change. The 
programme has also gained the support of some local leaders. One local reli-
gious leader acts as a village facilitator, organizing meetings and educational 
activities in a number of villages. Because of the respect he holds, villagers re-
spond with great enthusiasm to his visits. Thus, the Bagadadji Declaration was 
the result of the entire Tostan programme on human rights rather than a single 
module on FGM. The integration of cognitive, technical and psychosocial skills 
throughout the entire course was the effective catalyst for change. 

The following are among the lessons learned from Tostan’s experience in 
Senegal:

1. Human rights and education: Mobilization to change harmful traditional 
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health practices can result from educational programmes which provide op-
portunities to learn about and discuss the notion of human rights. Effective 
educational techniques are reflexive and incorporate the needs and learning 
preferences of participants.

2. Time and perseverance : Participatory approaches to change are highly ef-
fective but require community support which can only be developed with a 
commitment of time.

3. Making their own decisions: To renounce traditional and accepted, but 
harmful, health practices such as FGM, women must have:
• a sense of their rights,
• confidence and self respect,
• decision-making and advocacy skills, and
• accurate health information.

CS14b:  BANGLADESH – The Bangladesh Women’s Health Coalition:  providing 
good quality reproductive health care on a shoestring  

SOURCE:  Schick, 2000, pdf pp,194–196

SOURCE:  http://www.popcouncil.org/publications/qcq/qcq03.html (last accessed 28/12/99)

Counseling is also considered to be an essential component of service deliv-
ery. The role of counseling goes beyond just providing information. Women 
are encouraged to care about their own health needs and to understand that 
their health is also important for their children’s well-being. Further, empa-
thetic counseling creates an environment of choice for clients and can reveal 
the power relations within a marriage that may constrain a woman’s reproduc-
tive choices. Successful contraception often depends on the method/device of 
which the husband approves. Inadequate attention to this aspect of the wom-
an’s life can render any device worthless, as the woman may not be allowed to 
use it. BWHC has demonstrated that quality care can be provided at per capita 
costs considerably below those of standard family planning clinics. Savings ac-
crue from a number of practices including:

• the attractiveness of the services and settings, which keep attendance high 
and thereby distribute fixed costs over larger numbers;

• providing a mix of services so that clients can use a visit for more than one 
purpose, which lowers the cost per service;

• using well trained paramedical personnel instead of physicians for pelvic ex-
aminations, IUD insertions and MR.

In addition, simple measures such as treating clients with respect, keeping 
clinics clean and cheerful, and ensuring privacy cost very little yet are highly 
valued by clients. 

The experiences of the BWHC suggest the following lessons learned:

1.  Low cost and high quality. High-quality services are not a luxury. BWHC has 
clearly demonstrated that quality care can be attained at per capita costs con-

Selected case studies 
– description at the 
source documents
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siderably below those of standard family planning clinics.
2.  Counseling. The role of counseling goes beyond just providing informa-

tion. Empathetic counseling creates an environment of choice for all clients. 
Women are encouraged to care about their own health needs and to under-
stand that their health is also important for their children’s well-being.

3. Participatory management. Instituting a participatory management style and 
rewarding the quality of care provided supports staff responsiveness to and 
communication with clients. Both of these are essential to the provision of 
quality health care services.

4. Record-keeping. Client-centred record-keeping is essential to quality care. 
Simple, properly designed and properly used records enable patient moni-
toring and are a valuable tool for programme planning and evaluation.

5. Programme spin-off effects. When clients are satisfied with one service, they 
will return to try others, increasing their access to health education and care. 
The availability of menstrual regulation services, along with contraception, 
makes family planning and health services accessible to more women.

CS15b:  JAMAICA – Women’s Centre of Jamaica Foundation: changing women’s 
lives at the women’s centre

SOURCE:  http://www.rho.org/html/adol_progexamples.html (last accessed 13/12/99)

Adolescent pregnancy presents young women with enormous social, health 
and economic challenges to young women. In the Caribbean, the number of 
teenage mothers is very high. Nearly half of all Jamaican women aged between 
15 and 19 years are likely to have been pregnant, according to the Reproductive 
Health Outlook (RHO). In combination with poverty and poor nutrition, the 
physical consequences of such early pregnancies can be severe – anemia, diffi-
cult protracted labours, low-birth-weight babies, and even death of the mother 
and child. The socioeconomic costs are likewise extremely high, with moth-
ers frequently unable to return to school and likely to enter a cycle of repeated 
pregnancies and low skilled and low-paid employment.

The Women’s Centre of Jamaica Foundation (WCJF) seeks to redress some 
of the negative consequences of pregnancies on young women. Its aims are to 
help young women prepare for motherhood, to assist them to build self-esteem, 
and to gain the skills that they will need for their own and their children’s fu-
tures. In 1985, the WCJF was successful in helping to change national policy to 
allow teenage mothers to return to school. Currently, in any one year, only 1.4% 
of teenage mothers who have been involved with the programme go on to have 
a second pregnancy. The programme’s success allowed it to expand to incorpo-
rate seven primary centres and 13 outreach centres. The WCJF offers schooling 
for pregnant girls between the ages of 12 and 16, prenatal and postnatal coun-
seling, counseling about the changes to be expected during pregnancy and after 
birth, parenting and nutrition advice, and information on women’s and chil-
dren’s rights. For women between 18 and 24 years, WCJF provides vocational 
courses and placements.

The programme is particularly successful at providing a supportive and non-

Selected case studies 
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judgmental environment. Over the years, the staff have built extensive net-
works with local schools, churches, health centres and the courts, thus provid-
ing access to an extensive referral network. The following statement from a past 
participant in the programme illustrates WCJF’s success: ”For me, the women’s 
centre really changed my life …The women’s centre taught us to think, ‘You’re a 
woman, you have a child, you have a goal.’ This has stayed with me.”

The experiences of WCJF suggest the following lessons learned:

1. Environment. A supportive environment providing pregnancy-related, gen-
eral and vocational education, can significantly affect the futures of adoles-
cent mothers.

2. Time and attitudes. Societal attitudes and opposition to young, unwed moth-
ers are difficult to overcome and change occurs slowly. A systematic public 
relations programme using other interested groups can help increase aware-
ness and support.

3. Staffing. Finding dependable and committed staff can be difficult. Individu-
al’s attitudes can be as important as their educational qualifications.

4. Prevention and education. Combining education, information and services is 
key to pregnancy prevention.

5. Funding. Stable programme funding is difficult to secure. Success comes 
from developing relationships with agencies performing related work, and 
sharing recognition among agencies to minimize competition.

Selected case studies 
– description at the 
source documents
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The life expectancy data used were from World Bank (2002). The income-
based country classification information was obtained from: www.worldbank.org/
data/countryclass/countryclass.html

The sources used for life expectancy statistics were the United Nations Ed-
ucational, Scientific and Cultural Organization (UNESCO); the International 
Labour Organisation’s database Estimates and Projections of the Economically 
Active Population, 1950–2010; and the United Nations’ World’s Women: Trends 
and Statistics 2000.

C.1 Definitions 

Life expectancy at birth is the number of years a newborn infant would live 
if prevailing patterns of mortality at the time of birth were to stay the same 
throughout its life.

Income-based classification of economies were derived using the “gross na-
tional income (GNI) per capita” indicator. The countries considered include 
World Bank member countries (184) and all other economies with populations 
of more than 30 000 (208 total).

As for the developed and developing country groupings, the income cate-
gories (low, lower-middle, upper-middle and high) were based on the World 
Bank’s operational lending categories. The term “developing economies” has 
generally been used to denote the set of low and middle income economies.9

The income groups were specified on the basis of GNI per capita for 2001, 
calculated using the World Bank Atlas method. The groups were: 

• low income, US$ 745 or less; 
• lower-middle income, US$ 746–US$ 2975; 
• upper-middle income, US$2976–US$ 9205;
• high income, US$ 9206 or more. 

In 2001 per capita GNI ranged from US$ 100 for Ethiopia to around 
US$ 36 000 in Japan and Switzerland. For Australia it was close to US$ 20 000.

C. Cross-country comparisons 
by health indicators within 

income-based country groupings

9  Note that World Bank publications with notes on the classification of economies state that the term “developing 
economies …does not imply either that all the economies belonging to the group are actually in the process of de-
veloping, nor that those not in the group have necessarily reached some preferred or final stage of development”.
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For the purposes of Volume 1, we simplified the low, lower-middle and up-
per-middle country classes by adopting the Bank’s practice of aggregating these 
three income groups into a single developing country class. The remaining 
high-income group then became the developed country class. 

The advantage of our approach is simplicity. However it is important to bear 
in mind that this simplicity has been achieved at the cost of putting the major-
ity of the world’s nations – 156 countries for which data was available – into 
a single class. The disadvantage is that a single class implies homogeneity, al-
though it is well known that the developing group contains a much more di-
verse set of countries than the considerably smaller developed group (24 OECD 
countries).

C.2 Top 10 and bottom 10 countries ranked by female 
life expectancy

Low-income country Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Nicaragua 67 71 5.970

Viet Nam 67 72 7.463

Tajikistan 66 72 9.091

Moldova, Republic 64 72 12.500

Kyrgyzstan 63 72 14.286

Uzbekistan 67 73 8.955

Ukraine 63 74 17.460

Azerbaijan 68 75 10.294

Armenia 71 77 8.451

Georgia 69 77 11.594

Low-income country Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Zambia 38 38 0.000

Malawi 39 39 0.000

Rwanda 39 40 2.564

Zimbabwe 40 40 0.000

Sierra Leone 38 41 7.895

Uganda 42 42 0.000

Burundi 41 43 4.878

Ethiopia 41 43 4.878

Afghanistan 43 43 0.000

Mali 41 44 7.317

Cross-country 
comparisons

Table C1. 
Low-income coun-
tries with highest 
levels of female life 
expectancy (years)

Source:  World Bank (2002)

Table C2. 
Low-income coun-
tries with lowest 
levels of female life 
expectancy (years)

Source:  World Bank (2002)
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Lower-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females 
(|M-F|/M)

Belarus 62 74 19.355

Macedonia, The former 
Yugoslav Republic

71 75 5.634

Yugoslavia, Fed. Rep. 70 75 7.143

Bulgaria 68 75 10.294

Colombia 68 75 10.294

Albania 72 76 5.556

Bosnia and Herzegovina 71 76 7.042

Sri Lanka 71 76 7.042

Jamaica 73 77 5.479

Cuba 75 78 4.000

Lower-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Swaziland 45 46 2.222

Namibia 47 47 0.000

South Africa 47 49 4.255

Iraq 60 62 3.333

Bolivia 61 64 4.918

Guatemala 62 68 9.677

Honduras 63 69 9.524

Egypt 66 69 4.545

Morocco 66 69 4.545

Turkmenistan 63 70 11.111

Upper-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females 
(|M-F|/M)

Argentina 70 77 10.000

Slovakia 69 77 11.594

Czech Republic 72 78 8.333

Uruguay 71 78 9.859

Croatia 69 78 13.043

Poland 69 78 13.043

Lithuania 68 78 14.706

Chile 73 79 8.219

Costa Rica 75 80 6.667

Puerto Rico 72 81 12.500

Table C3. 
Lower-middle 
income countries 
with highest level of 
female life expect-
ancy (years)

Source:  World Bank (2002)

Table C4. 
Lower-middle 
income countries 
with lowest level of 
female life expect-
ancy (years)

Source:  World Bank (2002)

Table C5. 
Upper-middle 
income countries 
with highest level of 
female life expect-
ancy (years)

Source:  World Bank (2002)
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Upper-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females 
(|M-F|/M)

Gabon 51 54 5.882

Brazil 64 72 12.500

Lebanon 69 72 4.348

Libya 69 73 5.797

Saudi Arabia 71 74 4.225

Malaysia 70 75 7.143

Trinidad and Tobago 70 75 7.143

Oman 72 75 4.167

Estonia 65 76 16.923

High income (OECD) * Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females 
(|M-F|/M)

Finland 74 81 9.459

Germany 74 81 9.459

Sweden 77 82 6.494

Australia 76 82 7.895

Canada 76 82 7.895

Italy 76 82 7.895

Spain 75 82 9.333

Switzerland 77 83 7.792

France 75 83 10.667

Japan 78 84 7.692

High income (OECD) * Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Korea, Republic 70 77 10.000

Denmark 74 79 6.757

Ireland 74 79 6.757

Portugal 72 79 9.722

United Kingdom 75 80 6.667

United States 74 80 8.108

New Zealand 76 81 6.579

Norway 76 81 6.579

Austria 75 81 8.000

Belgium 75 81 8.000

Table C6. Upper-mid-
dle income countries 
with lowest level of 
female life expect-
ancy (years)

Source:  World Bank (2002)

Table C7. High 
income (OECD) 
countries with high-
est level of female 
life expectancy 
(years)

* Note that data was not 
available for many of the non-
OECD high income countries. 
For that reason only the OECD 
countries are included in the high 
income class

Source:  World Bank (2002)

Table C8. High 
income (OECD) 
countries with lowest 
level of female life 
expectancy (years)

* Note that data was not 
available for many of the non-
OECD high income countries. 
For that reason only the OECD 
countries are included in the high 
income class

Source:  World Bank (2002)
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C.3 Top 10 and bottom 10 countries ranked by differences in 
male and female life expectancy

Low income country Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Afghanistan 43 43 0.000

Kenya 47 47 0.000

Lesotho 44 44 0.000

Malawi 39 39 0.000

Nepal 59 59 0.000

Uganda 42 42 0.000

Zambia 38 38 0.000

Zimbabwe 40 40 0.000

India 62 63 1.613

Bangladesh 61 62 1.639

Low income country Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Congo 49 53 8.163
Armenia 71 77 8.451
Uzbekistan 67 73 8.955

Tajikistan 66 72 9.091

Niger 44 48 9.091

Myanmar 54 59 9.259

Haiti 51 56 9.804
Azerbaijan 68 75 10.294

Georgia 69 77 11.594

Moldova, Republic 64 72 12.500
Kyrgyzstan 63 72 14.286

Lower-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Namibia 47 47 0.000

Swaziland 45 46 2.222

Iran, Islamic Republic 68 70 2.941

Iraq 60 62 3.333

Cuba 75 78 4.000

South Africa 47 49 4.255

Jordan 70 73 4.286

China 69 72 4.348

Ecuador 68 71 4.412

Egypt 66 69 4.545

Morocco 66 69 4.545

Table C9. Low 
income countries 
with smallest dif-
ferential between 
male and female life 
expectancy (years)

Source:  2002 World 
Development Indicators, 
1.5 Women in development

Table C10. Low 
income countries 
with greatest dif-
ferential between 
male and female life 
expectancy (years)

Source:  World Bank (2002)

Table C11. Lower-
middle income 
countries with 
smallest differential 
between male and 
female life expect-
ancy (years)

Source:  World Bank (2002)
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Lower-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
 (|M-F|/M)

El Salvador 67 73 8.955

Honduras 63 69 9.524

Guatemala 62 68 9.677

Bulgaria 68 75 10.294

Colombia 68 75 10.294

Turkmenistan 63 70 11.111

Romania 66 74 12.121

Kazakhstan 60 71 18.333

Belarus 62 74 19.355

Russian Federation 59 72 22.034

Upper-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females)

1998 
[F]

% difference in life 
expectancy between 

males and females
(|M-F|/M)

Botswana 39 39 0.000

Oman 72 75 4.167

Saudi Arabia 71 74 4.225

Lebanon 69 72 4.348

Libya 69 73 5.797

Gabon 51 54 5.882

Costa Rica 75 80 6.667

Panama 72 77 6.944

Venezuela 71 76 7.042

Malaysia 70 75 7.143

Upper-middle 
income country

Life expectancy
at birth (males)

1998
[M]

Life expectancy 
at birth (females) 

1998 [F]

% difference in life 
expectancy between males 

and females
 (|M-F|/M)

Slovakia 69 77 11.594

Mauritius 68 76 11.765

Brazil 64 72 12.500

Puerto Rico 72 81 12.500

Croatia 69 78 13.043

Poland 69 78 13.043

Hungary 67 76 13.433

Lithuania 68 78 14.706

Estonia 65 76 16.923

Latvia 65 76 16.923

Table C12. Lower-
middle income 
countries with the 
greatest differential 
between male and 
female life expect-
ancy (years)

Source:  World Bank (2002)

Table C13. Upper-
middle income 
countries with small-
est differential 
between male and 
female life expect-
ancy (years)

Source:  World Bank (2002)

Table C14. Upper-
middle income 
countries with great-
est differential 
between male and 
female life expect-
ancy (years)

Source:  World Bank (2002)



THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT116 117THE IMPACT OF WOMEN’S LEADERSHIP IN HEALTH AND WELFARE SYSTEMS DEVELOPMENT

High income (OECD) * Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females) 1998 

[F]

% difference in life 
expectancy between 

males and females 
(|M-F|/M)

Sweden 77 82 6.494

New Zealand 76 81 6.579

Norway 76 81 6.579

United Kingdom 75 80 6.667

Denmark 74 79 6.757

Ireland 74 79 6.757

Japan 78 84 7.692

Switzerland 77 83 7.792

Australia 76 82 7.895

Canada 76 82 7.895

High income (OECD) Life expectancy
at birth (males)

1998
[M]

Life expectancy at 
birth (females) 1998 

[F]

% difference in life 
expectancy between 

males and females 
(|M-F|/M)

Belgium 75 81 8.000

Greece 75 81 8.000

Netherlands 75 81 8.000

United States 74 80 8.108

Spain 75 82 9.333

Finland 74 81 9.459

Germany 74 81 9.459

Portugal 72 79 9.722

Korea, Republic 70 77 10.000

France 75 83 10.667

Table C15. High 
income (OECD) 
countries with 
smallest differential 
between male and 
female life expect-
ancy (years)

* Note that data was not 
available for many of the non-
OECD high income countries. 
For that reason only the OECD 
countries are included in the 
high income class

Source:  World Bank (2002)

Table C16. High 
income (OECD) 
countries with the 
greatest differential 
between male and 
female life expect-
ancy (years)

* Note that data was not 
available for many of the non-
OECD high income countries. 
For that reason only the OECD 
countries are included in the 
high income class

Source:  World Bank (2002)
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