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Foreword
This report presents the findings of a research project completed as part of
the implementation of the Kobe Plan of Action on Women and Health issued
in April 2002 at the Third International Meeting for Women and Health organized by the World Health Organization Centre for Health Development (WHO
Kobe Centre/WKC), Chiba Prefecture, Japan. The Kobe Recommendation Action Plan 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 Action.
The fifty members from 18 countries have contributed to the work on four priority areas:
1. Comparative analysis of gender equity/equality indicators.
2. Use of gender-based analysis.
3. Women’s leadership in health.
4. Enhancing research transfer in specific gender equity and health issues.
The University of Melbourne/Key Centre for Women’s Health in Society (Key
Centre) conducted this research for Task Force 2. The report gives a historical
outline of the development of gender-based analysis and presents several excellent case studies on policy development and programme implementation.
The report also: provides a very useful analysis of the relationship between gender, poverty and health; addresses the social understanding of health; and covers critical gender-related issues (e.g. reproductive health and gender-based inequity). Also provided is a very good description of the different approaches
taken to introduce a gender perspective into policy development and programme implementation at national, regional and community levels. Different tools used to evaluate the efficacy of these programmes are assessed. The
focus of the research and case studies on policy development was on international aid agencies, while the case studies on programmes were drawn from developing countries. In evaluating the case studies, the Key Centre used the web
institutionalization model developed by the Development Planning Unit, University College London.
I believe that this report represents a valuable reference for researchers and
policy-makers, and provides sound information for policy formulation and
programme development.

— Yuji Kawaguchi, M.D., Ph.D.
Director, WHO Centre for Health Development
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Preface
The Third International Conference on Women and Health, organized by the
World Health Organization Centre for Health Development (WHO Kobe Centre), was held in Kobe, Japan, in April 2002. At its concluding session, a plan of
action was endorsed, designed to further the agenda to involve women in the
design of health and welfare policy, the delivery of health services, and the improvement of health outcomes.
As a consequence, an informal meeting was held on 11 September 2002 in
Melbourne, Australia, involving a number of people who participated in the
Kobe conference and who were concerned that there be practical outcomes
for consideration at the Fourth International Meeting on Women and Health,
foreshadowed for 2003. This report is an outcome of these discussions and addresses some of the interests of Task Force 2 of the Kobe conference.
Work commenced in October 2002 and involved: undertaking a literature review, developing the criteria for the selection of case studies, and drafting the
report. A summary of the work (in particular, the methodology) and a preliminary report were presented at a meeting held on 28 November 2002 in Melbourne, which was attended by a number of researchers commissioned by
WKC to prepare the documents relevant to the meetings. A final meeting was
held on 11 February 2003 at the Key Centre for Women’s Health in Society (Department of Public Health, University of Melbourne), and was attended by Dr
Vivian Lin, Ms Helen L’Orange, Dr Wendy McCarthy and the authors of this
report, Dr Jamileh Abu-Duhou, Dr Liping Yuan and Dr Lenore Manderson.
Preparation of the report involved collaboration with Dr. Ambujam Nair Kapoor, New Delhi, India, who was coordinator of Task Force 2 along with Lenore
Manderson. The final report was prepared with technical assistance from Ms
Anne Edmonds and administrative assistance from Ms Joni Law.
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Introduction
Within both health and development circles, a distinction between women
and gender had been made by the late 1980s, and in recent years, research publications have reflected an understanding of the way in which biological and
social factors separately and together produce different health results for men
and women. The results of this research are now familiar (Annandale and Hunt,
2000; Sen, George, et al., 2002).
First, economic and health status interact. Women are over-represented
among the poor and as single parents; women carry the primary burden of domestic work; and women contribute to production, often under difficult conditions. In most countries, male mortality exceeds female mortality, but women’s
general health status is poorer than men’s. Women suffer from chronic disease and undernutrition disproportionately. Women still have poor access to
health care and treatment, and delay seeking medical attention for acute infectious and other treatable conditions. Millions of women still lack antenatal care,
safe birthing, and/or appropriate postnatal care. Many women also still lack access to safe methods of contraception, suffer from reproductive tract infections,
have few reproductive rights, and routinely experience interpersonal and structural violence (AbouZahr and Vaughan, 2000). Changes in health systems and
health financing have often disadvantaged women further (Afshar and Dennis, 1992). User fees place the financial burden on patients, and women often
lack cash to seek medical advice or buy drugs both for themselves and for their
children. Moreover, clinical diagnosis and treatment regimes are based on research with men, and women are therefore often misdiagnosed and inappropriately treated.
The inclusion of leadership in discussions about women’s health – with respect to clinical care and medical services, and with respect to public health –
draws attention to the need to involve women at all levels to redress these inequities and inequalities. From research, we know that women prefer female
practitioners for certain health problems, and that women prefer services that
are sensitive to different styles of communication, patterns of presentation, and
priorities (Wong, 2000; Vlassoff and Fonn, 2001). It is important for women to
be involved in the design and execution of these services, as well as for consumers to have a voice (Richman, Morahan et al., 2001). The development of gender-sensitive approaches and methods of analysis is a first step towards deline-
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ating why gender matters, and how gender issues can be addressed to improve
outcomes. Links between women’s health, development, and leadership have
been addressed in detail at the various meetings organized by the WKC during
2000–2002: at Kobe and Awaji Island (Japan) and Canberra (Australia). This
report is intended as a step forward, carrying research to action, and action to
change.
The report is concerned with the ways in which gender has been used in programmes to enhance outcomes for women, and it includes an extensive discussion of gender and health as an introduction to case studies of best practices.
The agreement for performance of work between the WKC and Key Centre requested that attention be paid:
1. To develop case studies of good practice of gender-based analysis (GBA) in
health care and welfare which have been applied successfully to policy and
practice to improve women’s health, at international, regional and national
levels. This may include: reference to national action plans, guidelines, and
regulations; the work of the government departments; and the use of gender analysis for policy changes and programme development.
2. To undertake GBA using contrasting and comparative models and programmes of health and welfare delivery as components of good practice; to
analyse materials and methods; and to assess usefulness and utility. These
may have been already developed and provided at international and national
levels, targeting people at management and grassroots levels; and may have
already contributed to women’s health and welfare systems development.
In this report, GBA provides the framework to respond appropriately to the
health needs of men and women, to be addressed by policy, strategies and services. The particular intervention activities depend greatly on: the terms of reference and objectives of the implementing agency, the resources available, and
the scale of the intervention. Case studies have, therefore, been selected at different institutional levels, as well as from different regions and countries, and
with respect to different health problems. Thus, on one level, the research is
concerned with how multilateral agencies have implemented gender mainstreaming, as the histories of these efforts highlight the importance of political
will and adequate resources for this to be effective. In analysing and presenting
cases of best practice of policy development, the “Web of Institutionalization”
(Levy, 1996) was used, and this draws attention to the conditions that facilitated, or impeded, policy and programme changes. This approach is discussed
in detail in the report.
On an entirely different, local level, the case studies include research projects
which adopted a gender-sensitive approach, as well as various health and community services modified following gender analysis. For country and local
area case studies, the Gender-related Development Index (GDI) and the Gender Empowerment Measure (GEM) were adopted as a means of determining
project inclusion. This draws attention to the merit of indicators against which
to assess and evaluate projects concerned with gender and equity. Again, these
draw attention to the importance of: key individuals who understand and are
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committed to gender equity; the skills to conduct gender analysis; and the technical and financial resources to make the changes required.
Final selection criteria involved organizing the case studies at both policy
and project levels in accordance with the WHO regional classification; that is,
the Regional Office for Africa (AFRO), the Regional Office for the Americas
(AMRO)/Pan American Health Organization (PAHO), the Regional Office for
the Eastern Mediterranean (EMRO), the Regional Office for Europe (EURO),
the Regional Office for South-East Asia (SEARO), and the Regional Office for
the Western Pacific (WPRO) (see Appendix 1 for policy case studies and Appendix 2 for project case studies). Appendix 3 provides an overview of current approaches to capacity-building and institutional strengthening (because
of the importance that key individuals have the technical capacity: to conduct
gender analysis, and to develop gender-sensitive programmes for women’s
health and welfare development). Appendix 4 provides a brief time-line of the
history of women and the United Nations.
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Background and Rationale
Significant changes in the status and role of women have taken place over the
past two decades, but progress is still uneven. Two-thirds of the world’s illiterate
population are women and girls, and three-fifths of the one billion poor people
worldwide are women. A growing proportion of women live with HIV/AIDS,
and in countries with high HIV prevalence, young women and girls with little or no education are at much higher risk of contracting HIV than their male
counterparts (United Nations Development Programme–UNDP), 2002: 1)
Common understandings about the links between gender and development
were articulated at a number of United Nations international conferences held
in the 1990s. In sum, the point was simple: development which is not engendered is development endangered (UNDP, 2002). As a result, the international
community made strong commitments to gender equity and the empowerment of women. In 1995, at the Fourth World Conference on Women held in
Beijing, United Nations’ Member States made a firm commitment to implement the Beijing Platform for Action (BPA) (UNDP, 2002). For implementation to occur, the principles of the platform need first to be translated into policies and programmes. Gender equity should not be limited to increasing the
number of women at various levels, nor to integrating women into mainstream
development; instead, it should include an analysis and transformation of the
laws, institutions, structures and behaviours that underpin gender inequalities.
Hence, gender mainstreaming as an institutional and cultural transformational
process should include: eliminating gender biases in national and development
frameworks and paradigms; and incorporating gender awareness into policies,
programmes and institutional reform (UNDP, 2002).
Rationale of the project
The Fourth World Conference on Women declared “Women and Health” to
be a critical area of concern and, through the BPA, established five strategic
objectives. The approach to women’s health was a holistic and life-cycle approach. The platform reiterated the agreements reached at the earlier International Conference on Population and Development (ICPD) (Cairo, 1994); with
regard to women’s reproductive health, to the right of women to control all aspects of their health, and to ensuring an equal relationship between women

5

6

Background
and Rationale

GENDER SENSITIVITY AND GENDER-BASED ANALYSIS IN WOMEN’S HEALTH DEVELOPMENT

and men in matters of sexuality and reproduction. The BPA also reaffirmed the
agreements of the World Conference on Human Rights (Vienna, 1993), which
upheld women’s rights as human rights.
The successful implementation of the BPA to improve the health of women
and men requires gender mainstreaming in every sector. It includes: integrating
gender concerns into mainstream health policies, and establishing or strengthening institutional mechanisms to support women’s participation at decisionmaking and delivery levels (WHO, 1998; UNDP, 2002; the Economic and Social
Council (of the United Nations), 1998). It takes full account of gender differences, and responds appropriately to such differences in the development, implementation, monitoring and evaluation of health care services.
In 1997, two years after the Beijing Conference, the Commission on the Status of Women of the United Nations identified that gender mainstreaming
within the United Nations system was a key element to enhance the implementation of the BPA. The Agreed Conclusion on mainstreaming the gender perspective into all programmes and policies of the United Nations (Economic
and Social Council (of the United Nations), 1997:2) defines mainstreaming
gender as “the process of assessing the implication for women and men of any
planned action, including legislation, policies and programmes, in all areas and
at all levels”.
Against this background, this report considers the importance of gender
mainstreaming in the health sector. The issues of gender and health were addressed by analysing development policies, strategies and programmes implemented by different international, regional and national agencies and governments. We discuss gender analysis; provide a critical review of the United
Nations approach to development; and explore how gender is related to health
and health care delivery. Different approaches to understanding health and illness are considered. This is followed by a critical review of poverty, gender and
health, in order to establish an understanding of the concept of well-being in
the framework of human development.
Gender development and gender empowerment are introduced as measures of human development adjusted for gender. Several criteria for selecting
best practice case studies are presented. The appendices of this report identify
and present cases of best practice at international, regional and national levels. These case studies illustrate how gender mainstreaming can assist in the appraisal of development projects.
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Models of Understanding
of Health and Illness
To recognize and address gender issues in health, it is important not only to
understand what is meant by “gender”, but also to consider the different understandings of “health”, “illness” and “disease”, which inform how we explain and
manage ill-health. In this context, there are two main approaches to health and
illness: the biomedical approach, and the social understanding of health.
The biomedical approach focuses upon disease processes within the individual patient and attempts to understand ill-health through a detailed scientific
examination of disease-causing agents, and the biological responses to these
agents. It responds to illness by developing drugs to treat and cure disease and
vaccines to prevent these diseases. Public health measures – which focus on the
epidemiology of disease and individual behaviour – also reflect this biomedical emphasis.
This approach does not to provide a clear analysis of, or guidelines for, responses to the underlying causes of ill-health which move beyond the individual, and include social, economic and political factors. Typically, a biomedical
approach assumes that people have a free choice about their lifestyles and that,
if they have unhealthy habits, they are free to change them. This approach regards general medicine as an absolute good. The failure of the biomedical approach to result in good health for all is not related to the model itself, but is
due to the failure of a given government to provide enough resources or to provide appropriate delivery mechanisms (Liverpool School of Tropical Medicine,
1998; WHO, 1998).
The social understanding of health
In the Declaration of Alma-Ata, WHO famously defined health as: “a state
of complete physical, mental and social wellbeing, and not merely the absence
of disease or infirmity” (WHO, 1978). Implicit in this definition is the notion
that health is not purely a physical phenomenon, but is influenced by sociocultural, economic and psychological factors. This definition focuses not so much
on morbidity or mortality caused by specific disease, but on the correlation
between socioeconomic divisions and burdens of health and illness. National
and international data have consistently shown similar patterns of inequalities in health and illness in relation to economics, with those who are most de-
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prived economically carrying the heaviest burdens of ill-health (De Kadt, 1993;
Desjarlais, 1995). Social relations of production and reproduction result in a
broad correlation between socioeconomic status and health, and determine
patterns of health and illness.
In relation to poverty and gender, analyses have begun to address the processes which lead to limitations on choices and which influence behaviour and
decision-making, thus affecting health chances and outcomes. More recent social analyses in health have moved beyond a focus on economic relations to
look at other dynamics of social organization, such as: gender, race, age, education, and location (WHO, 1998). For example, gender analyses of health in
European countries show that men have higher overall mortality rates, while
women have higher rates of chronic long-term health problems. These patterns
are altered by factors such as: economic status, marriage, and age, indicating
the need for locally-specific analyses to understand how socioeconomic factors
determine patterns of health and illness (WHO, 1998:1). Social understandings
of health also address the role of health care systems in producing and managing heath and illness. They are seen not as apolitical institutions, but as systems
with particular sets of ideologies and beliefs which influence how health and
illness is addressed, who gains access to care, and who benefits and loses from
health initiatives (Vlassoff, 1994; Verbrugge, 1985; WHO, 1998).
Current approaches to gender and health
Health policy-makers and practitioners are beginning to recognize the importance of gender issues to health and health care. Interpretations of gender
analysis in health fields have been varied, but include two main approaches:
a women’s health needs approach, and a gender-equity approach (Standing,
1997).
A women’s health needs approach is “concerned with the implications for
women of difference in the epidemiological profile between the sexes” (Standing, 1997: 6). This approach stresses that women’s particular health needs have
been neglected as a result of male-centred models of health, and argues for the
importance of addressing these needs in a way which views women and their
lives holistically; that is, it addresses the full range of women’s health problems, rather than just their reproductive health problems, and that it does this
throughout the life cycle.
A gender-equity approach is “concerned with the role of gender relations in
the production of vulnerability to ill-health or disadvantage within health care
systems” (Standing, 1997: 11). So far, it has focused, in particular, on the influence of this on access to and utilization of formal health services. “Equity”
can be distinguished from “equality” in that, while equality carries some notion of “sameness”, equity carries a notion of “fairness”. While a focus on equality would argue that men and women should be treated exactly the same – i.e.
not discriminated against in the provision of health care explicitly on the basis of their sex – a focus on equity argues that men and women may have different needs and face different barriers to meeting those needs or to having them
met. Additionally, different needs and barriers may not lead to equal disadvan-
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tage for both sexes. An equity approach, therefore, stresses that health policy
must consider the different and inequitable needs of men and women in allocating resources for health promotion, prevention, and care (Liverpool School
of Tropical Medicine, 1998).
In the past decade the number of women living in poverty has increased disproportionately to the number of men, particularly in developing countries…
In addition to economic factors, the rigidity of socially ascribed gender roles and
women’s limited access to power, education, training and productive resources…
While poverty affects households as a whole because of the gender division of
labour and responsibilities for household welfare, women bear a disproportionate burden, attempting to manage household consumption and production under conditions of increasing scarcity (from BPA, 1995: paras. 48, 50).
Gender, poverty and health
The Human Development Report (UNDP, 1997) describes, as the face of
world poverty: a woman who is unskilled or works for low wages, living in Africa or Latin America. Little has changed since Beijing, and still, women living
in poverty experience persistent inequalities and inequities. Their health, educational and economic status is often lower than that of men. Poor men are
affected by similar problems, but poor women experience more severe forms
of poverty and greater hardship in their attempt to escape the “trap” of poverty. Their poverty is often magnified because they are more likely than men to
have dependent children and, in many cases, dependent parents and/or siblings.
Their efforts to improve their economic status are curtailed by many social, cultural and economic biases, and fewer employment opportunities are available
to them. These biases negatively affect women’s well-being (and the well-being
of their dependants), by restricting their capacity to achieve positive health and
educational outcomes, secure income and employment.
Poor people tend to emphasize the “intangible” effects of poverty that impact
on their own ability to change their circumstances. These include feelings of
fear, powerlessness, helplessness and isolation (Brock, 1999). For poor people,
the need to survive is a priority that takes precedence over health; survival is a
priority in order to establish health and well-being (Bangser, 2000). Narayan
(1997) reported that, in a study carried out in Tanzania, poor people ranked
“paying medical expenses” last when they were asked what they would do with
an additional 50 000 shillings (approximately US$ 50). Narayan concluded that
poor people are forced to make critical trade-offs, in which they may be forced
to compromise their own health in the pursuit of basic survival. For women,
this trade-off may be particularly acute. Women – who are typically caretakers
in families with limited access to health services – may feel compelled to prioritize the well-being of others over themselves (Allotey and Gyapong, 2002).
Hence, it is vital for health policy-makers and planners to recognize the cycle
of “ill-health and poverty” in programming for gender and health equity (Oxaal, 1998).
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HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Poverty as an Economic Measure
of Income/Consumption
Poverty has been traditionally understood to refer to a lack of access to resources, productive assets and income, resulting in a state of material deprivation. Central to this understanding has been the measurement of women’s
poverty as an indicator of income or consumption poverty in female-headed
households compared to male-headed households. Women are discriminated
against in the labour market, in credit, and in property ownership, and consequently female-headed households are at highest risk of being poor (Buvinic
and Gupta, 1997). However, taking the household as a unit of analysis to study
poverty, and female headship as the only gender factor, fails to address the poverty that is experienced by women in non-poor households as a result of gender bias in the distribution of resources within households (United Nations,
1994: 32).
Similarly, the definition of poverty as an index of income/consumption is inherently biased against women. According to Kabeer (1996), in order to accurately assess the poverty experienced by women – who are often excluded from
the cash economy – a broader measure of well-beingone including healthmay
be a more accurate definition. Further, although the majority of the world’s
poor are women and girls, poverty reduction strategies insufficiently address
the differential impact of poverty by gender and inadequately target gender
equality as a core objective. Whereas women’s contributions to the global economy are growing rapidly, women’s labour remains undervalued and underenumerated in national accounts, and sex-disaggregated data are still poorly developed (UNDP, 2002).
Thinking about women and poverty can draw attention to health problems
arising from the wide scope of women’s activities and how gendered patterns
of disease and health risk are affected by socioeconomic position. However, it is
important to recognize that women’s health problems and access to health care
are affected not only by poverty, but also by gender inequality, since, as argued
earlier, even women in less poor households may not place priority on meeting
their own health needs. According to WHO, the correlation between poverty
and poor health for women is not a direct one:
Economic growth does not necessarily guarantee better health or higher status
for all women because the benefits are not equally distributed . . . A deteriorating
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economic situation can create severe health risks for women even when they do
not live in extreme poverty (WHO, 1995: 13).

From economic poverty to human poverty
One of the defining moments of the 20th century has been the relentless struggle for gender equality [...]. When this struggle finally succeedsas it mustit will
mark a great milestone in human progress. And along the way it will change
most of today’s premises for social, economic, and political life (UNDP, Human
Development Report 1995:1).

The income/consumption approach to defining poverty has come under increased criticism in recent years, and it has been suggested that the definition
of poverty should be broadened to include lack of dignity and autonomy (see
Baulch, 1996; Lipton, 1997). In this multidimensional conceptualization, poverty can be viewed as a process rather than as a static concept; and the poor can
be viewed not as passive victims of society in need of hand-outs, but as agents
struggling to cope with poverty with whatever assets they may possess. By focusing on the assets that poor people possess as a strategy for coping, the concept can then be extended to include social capital and household relations
(Moser, 1996; 1998). From a gender perspective, this opens up the possibility
for highlighting the gender-specific dimensions of poverty, through concepts
of power relationships within household, and variability in access and control
of household assets.
UNDP has been instrumental in broadening the understanding of poverty.
In 1990, it introduced the concept of “sustainable human development” in its
Human Development Report. From a human development perspective, poverty
is not only a function of lack of income/consumption; rather, it represents the
absence of some basic capabilities to function, i.e. the “doing and being” of a
person (UNDP, 1997: 16). Building on the human development and capabilities approach in the 1997 Human Development Report, UNDP introduced the
concept of “human poverty” to refer to the lack of opportunities, abilities and
choices for the most basic and acceptable level of human life. The Human Poverty Index (HPI) was introduced as a measure of this deprivation – i.e. lack of:
basic education, clean water, health services, and public and private resources
(Sen, 1990; Agarwal, 1997).
Shifting the conceptualization of poverty from one that views poverty as a
mere function of lack of income, to one that views poverty as a process driven
by lack of capabilities to access resources, has been helpful in shedding light on
the relationship between gender inequalities and poverty. The nexus of this relationship focuses the discussion on gender differences in access to resources.
The HPI, for example, measures the level of gender deprivation in basic education (illiteracy), health services, and life expectancy, and the socially constructed constraints on choices, not only for women, but also for religious and
ethnic minorities (UNDP, 1990).

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Gender and human poverty
UNDP efforts at engendering the conceptualization of poverty was evident
in its introduction of a new measurement of gender equity as a function of human development. The Human Development Index (HDI) reflected the average of achievements in three aspects of human development: leading a long life;
being knowledgeable; and enjoying a decent standard of living. However, it did
not reflect gender participation and equality. Hence, the 1997 HDI was modified to introduce new measures for gender participation and gender equality;
that is, the GDI. The GDI measures the same variables as the HDI but adjusts
for gender inequalities in the three aspects of human development. Similarly,
the Gender Empowerment Measure (GEM) includes gender inequality, although only in two dimensions: economic and political participation. While
GDI measures gender discrepancies in the level of human development, GEM
shows that gender inequalities do not relate to income, or to the HDI level.
Consequently, the 1997 Human Development Report argued that across countries, there are systematic relationships between gender inequality, as measured
by the GDI; and the general level of human poverty, as measured by the HPI.
According to the 1997 Human Development Report,
Gender inequality is strongly associated with human poverty. The four countries
ranking lowest in the GDI – Sierra Leone, Niger, Burkina Faso and Mali – also
rank lowest in the human poverty index (HPI). Similarly of the four developing
countries ranking highest in the HPI, three – Costa Rica, Singapore, and Trinidad and Tobago – also rank among the highest in GDI (UNDP, 1997: 39).

The report also suggested that HPI and the GEM are correlated:
The three countries with the worst GEM ranks – Mauritania (94), Togo (93) and
Pakistan (92) – also have very high HPI values: 47% for Mauritania and Pakistan,
and 39% for Togo. But among the countries with higher GEM rankings – such
as Trinidad and Tobago (17), Cuba (23) and Costa Rica (26) – are some of those
with the lowest HPI values. For Trinidad and Tobago the HPI is 4%, for Cuba
5% and for Costa Rica 7%. Thus, in these six countries there is a strong association between the extent of human poverty and opportunities for women (UNDP,
1997: 42).

This suggests that women’s empowerment and gender equality, although important in and of themselves, are also poverty issues. While the above statements are about correlation and not causality, gender-based inequalities in education, health, nutrition and the labour markets also appear likely to increase
the overall level of poverty. A study carried out with data from the United
States of America (USA) revealed that comparable worth policies, which aim to
close wage gaps arising from gender or race-based segregation in labour markets, would help reduce poverty, not only of female-headed and African-American households, but also of European-American households (June and Figart, 1997). Thus, eradicating gender inequalities will help reduce poverty. The
policy conclusions of the 1997 Human Development Report incorporated gender equality and, in particular, women’s empowerment in its six priority areas
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of action for poverty elimination. In this next section, we discuss these more
fully.
Gender, health and poverty
The health impact of the linkages between gender and poverty are most
clearly seen in terms of overwork and poor nutrition. Poverty leads to increasingly heavy work burdens for women and, at the same time, there is an implied
increase in health risks. Gender-specific labour tasks lead to different causes
of morbidity and mortality for women. For example, women have a higher
risk of exposure to certain tropical diseases as a result of gender roles related
to water (schistosomiasis), cultivation and environmental management (malaria, filariasis), and domestic roles (dengue, Chagas disease, and leishmaniasis) (WHO, 1995; Bandyopadhyay, 1996; Aguilar, 1998; Allotey and Gyapong,
2002; Yuan, 2002).
Poverty drives women to work in hazardous environments. A very direct link
can be seen between women’s work and women’s health in the case of sex workers and the prevalence of sexually transmitted diseases (STDs), including HIV/
AIDS. This is exacerbated by poverty where women may be driven into sex
work or into sexual relationships for economic survival reasons, and therefore
may not feel able to insist on condom use (Baden, 1992; De Bruyn, 1992; Marcus, 1993). Reports from countriesparticularly in sub-Saharan Africaundergoing structural adjustment programmes (e.g. Ghana and Zimbabwe) illustrate
how young women concede to pressure from older men to trade sexual favours
for school fees, transportation, food and clothing (Sen et al., 1994; Razavi, 1995,
1998). HIV/AIDS provides a vivid example of how a women’s lack of power
within and outside of the household, and the forces of social and economic inequality and marginalization, lead to disease, social disintegration and death.
The burden is especially great on the most vulnerable women in the most vulnerable economies.
Nutrition is another key area where the combined effects of gender inequality and poverty produce ill-health for women and girls. Kabeer (1992) argues
that intergenerational transmission of poverty occurs through the undernourishment/ overwork particularly of pregnant or lactating women. Studies in
South Asia show that girls receive less food than boys, with poor nutrition contributing to a number of health problems and conditions.
A vivid example of the linkage between health and gender is found in genderbased violence (GBV). While GBV occurs among all socioeconomic groups and
in all cultures, in situations of poverty and economic insecurity women are less
likely to have the resources to leave violent relationships. Links between poverty, gender and violence are acute in situations of armed conflict or mass population movements, when women are forced to leave their homes as refugees or
displaced persons and are often separated from the protection of male relatives.
In these circumstance of instability, women find themselves in situations where
the only means to access food and safety is through conceding sexual favours
to soldiers, border guards or camp administrators in exchange for food (WHO,
1995; Bennett et al., 2000; Bennett and Manderson, 2000; Abu-Duhou, 2002).

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Utilization of health services: gender and poverty
Gender analysis emphasizes the importance of looking not only at supplyside issues in health service provision, but also demand-side issues, and at the
interrelation of the two. A gender perspective is necessary to understand healthseeking behaviour and decision-making at the household level in the demand
for health care services.
As noted above, studies of health-seeking behaviour suggest that the constraints of poverty and gender result in poor women and girls being least likely
to have access to appropriate care and/or to seek adequate treatment. Research
on health-seeking behaviour clearly shows that the socioeconomic status of
households affects levels of utilization of health care services. As women are
often the principal providers of household health care, the demands on their
time greatly influence their health-care-seeking behaviour. Poor women’s heavy
work burdens and the significant opportunity costs of time in seeking care may
prevent access to services. Transport costs and time to travel to health facilities, as well as long waiting times at poorly staffed health facilities, all deter peopleespecially womenfrom seeking health care. Moreover, a number of studies
have reported that men spend more money on health services than women (e.g.
Duggal and Amin, 1989; Heinonen, 1994), and that parents are more likely to
seek medical services for sick boys than for sick girls (Paul, 1991; Stock, 1993).
Gender bias in the delivery of health care services
Similar concerns have been raised about gender bias in access to medical care
and in the quality of care received. There is considerable evidence to show that
women experience gender-related constraints on their access to health services, and that this affects the poorest women in particular. The obstacles they
face include: lack of culturally appropriate care, inadequate resources, lack of
transport, stigma, and sometimes the refusal of their husbands or other family members to give permission to access. When and if they do gain access to
health care, there is evidence that the quality of care women receive is inferior
to that of men, and many women report that their experiences with the health
services were distressing and demeaning. The gender bias and superior attitudes of medical and other health professionals of both sexes too often intimidate women, giving them no voice in decisions about their own bodies and
their own health (Koening, 1997; Bratt, 1998; WHO Expert Group, 1998).
Understanding gender, and gender-based analysis
Gender roles are socially constructed. The idea that a “woman’s place is in
the home”, while men should be the “breadwinners”, for example, is common
to many societies. While it is often regarded as “natural” for women to carry out
domestic work, such as cooking, cleaning and looking after children, and for
men to carry out waged labour or work in the production sector outside the
home, these are not fixed sex roles determined by biology; but rather, they are
gender roles constructed by the society. The term “gender”, therefore, refers to
those characteristics of women and men which are socially and culturally determined; i.e. the different behaviours, roles, expectations and responsibilities
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assigned to and learned by women and men. Because every society develops
and changes in its practices and norms over the course of time, gender roles
and relations are not fixed and universal. Despite many commonalities among
societies that derive from women’s specific role in reproduction, gender roles
differ in different places and change over time.
Gender is relational. Gender roles and characteristics do not exist in isolation but are defined through the relationships between men and women, and
are unequal and hierarchical. Women and men generally do not have equal access to resources such as money, information, power and influence. In almost
all societies, what is perceived to be masculine is more highly valued and has a
higher status than what is perceived to be feminine; masculine attributes, roles
and behaviours are usually given greater social and economic rewards. Gender
is a principal source of power and inequality in most societies.
Gender relations are institutional because they form a social system supported by values, rules, routine activities, and divisions of resources in all forms
of social organizations. These include: families and households, communities,
markets, states, and specific organizations and institutions, including those that
exist for health care.
GBA as an approach was preceded by a focus on “women in development”
(WID) (see below). WID emerged during the era of the first United Nations
Decade for Women (1975–1985). WID activities did not utilize sex-disaggregated statistics as a basis of planning, and this obscured the fact that, in general,
women and men are engaged in different activities and, consequently, have different needs (Jahan, 1995; Kabeer, 1994; Moser, 1989; 1993). WID drew attention to the fact that “women are invisible” in much development thinking, although they actually make a significant contribution to development through
their contributions in the labour market (e.g. as food producers as well as consumers, and as paid and unpaid workers).
As discussed below, “gender-based analysis” (as a tool) and “gender and development” (GAD) (as an approach), build on the WID approach. GAD examines the dynamics of access to and control over the use of resources of women
and men in various cultural and economic contexts. GBA is used to examine
the impact of development on both women and men, and as a basic tool to develop policy and action towards gender equality (Rathgeber, 1993; Razavi, 1998;
Canadian International Development Agency (CIDA), 1991; Levey, 1996; Moser, 1993; United Nations, 1993; 1996; 1997).
GBA is also a powerful social diagnostic tool that describes and examines the
situational context of gender inequity. It enables us to identify action that needs
to be taken to ensure women’s increased access to decision-making about their
own lives.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Women and the United Nations
The United Nations has long recognized the need “to promote equality between men and women but to acknowledge women’s vital role in national and
international development efforts” (Boutros-Ghali, 1996: 33). In its early years
of economic and social development work, the United Nations recognized the
centrality of improving women’s status to the development agenda. The Economic and Social Council (of the United Nations), in its resolution 11(ll) of 21
June 1946, established the Commission on the Status of Women (CSW) to advance the principle that men and women have equal rights and to “promote
women’s rights in political, social and economic fields” (Jackson, 1992:86). It
also established the Section on the Status of Women, Human Rights Division,
Department of Social Affairs.
In 1974, the CSW recommended to the Economic and Social Council (of
the United Nations) and to the United Nations General Assembly, that 1975 be
designated International Women’s Year. The first United Nations World Conference on Women was held in Mexico City in June 1975. The resolutions and
Plan of Action of this conference emphasized equality, development and peace,
and called on governments to set up national “machiner[ies]” within government to promote the status of women. The conference also called for the next
decade, 1976–1985, to be declared the United Nations Decade for Women:
Equality, Development and Peace (A/RES/3520 (XXX)).
By the end of that decade, the United Nations had made considerable
progress in promoting equality between women and men. In 1979, the General
Assembly adopted the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW), the first international legal instrument to
define discrimination against women and to address, in a comprehensive manner, aspects of women’s health and well-being. It is formulated on the premise
that “women must be as free as men to make choices not only in the political
and legal sphere but also in such areas as marriage, the home and family life
generally” (Boutros-Ghali, 1996:42). The World Conference of the United Nations Decade for Women was held in Copenhagen in 1980. This was followed
by the third World Conference on Women in Nairobi in 1995. This adopted
the Nairobi Forward-looking Strategies for the Advancement of Women (A/
RES/40/108), recommending strategies to be developed in the areas of: consti-
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tutional and legal rights; social and political participation; and equality and decision-making.
Ten years later, in 1995, the Fourth World Conference on Women was held
in Beijing, which adopted the Platform for Action as an agenda for women’s
empowerment. The BPA upheld CEDAW and built upon the Nairobi Strategies. The BPA identified twelve areas as critical areas of concern, and called
upon all governments and states to take strategic action in these areas. These
areas included, inter alia, inequality and inadequacy in health, education, poverty, economic structures and policies, decision-making, media, violence, and
armed conflict. The BPA referred to: insufficient mechanisms to promote the
advancement of women; inadequate protection of human rights of women; the
rights of the girl child; and gender inequalities in the management of natural
resources and the environment. The Beijing Conference changed the paradigm
from WID to gender mainstreaming. United Nations agencies have embraced
this concept, which aims to make gender an aspect of all development projects
and programmes.
One means by which the United Nations follows up and monitors progress
in the implementation of its programmes and resolutions is to carry out an assessment and review every five years.1 A review of the BPA was scheduled to
take place in 2000, but its terms of reference were extended so that it became
a review of all existing United Nations programmes and platforms of action
on women adopted since Mexico, 1975. For that purpose, the United Nations
General Assembly convened a Special Session entitled “Women 2000: Gender
Equality, Development and Peace for the Twenty-First Century”. Part of the
work of this session was devoted to a review and appraisal of progress in the
implementation of the BPA adopted in Beijing. The second section, Beijing+5,
declared an extension of the Beijing Declaration and Platform for Action until 2005 as the single valid programme to advance and empower women (Pietila, 2000).
Women in Development: the United Nations Decade for Women
A major contribution of the United Nations during the Decade for Women
is that it helped to change the development paradigms of the time. Up until the
1970s, development approaches to women were restricted to improvements in
their roles as wives and mothers, with a concentration of activities in the areas
of reproductive health and nutrition. The Decade for Women redirected the
focus from “women as homemakers” to recognizing their role as “producers”.
With this approach, it was recognized that women had been invisible as producers in development policy and statistical data. It was also acknowledged that
there was a need to gather sex-disaggregated data to account for various economic, social and development activities carried out by women beyond their
housekeeping, childbearing and childrearing roles (Keller and Norman, 1999).
1

This practice was adopted by the United Nations during the first International Women’s Conference in Mexico in
1975; it was then used to follow up the other major conferences and summits organized by the United Nations in
1990s.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

The recognition of the need for women to be involved in decision-making at
all levels and in all areas is one of the more important achievements of the Decade for Women. After the 1985 Nairobi Conference, national governments and
international development agencies adopted special policies and measures to
promote women’s advancement (Jahan, 1995), and “Women in Development”
emerged as a visible field of policy and action. Many international development
agencies and national governmentsespecially those dependent on foreign aid
and assistanceinstalled what became known as WID advisers and units (Jahan,
1995:38). These units were mainly involved in the administration of development projects which targeted women, while trying to establish women’s issues
as a serious development concern and to gain for women greater visibility (Keller and Norman, 1999). The WID approach stressed that women were an untapped resource for economic development, and that they were predominately
found among “the poorest of the poor.” Thus, WID became a major aspect of
anti-poverty measures.
A notable achievement of the 1975 International Women’s Year and the subsequent Decade for Women was the inclusion of the women’s movementunder the protective umbrella of the United Nationsas a loose, transnational coalition of women academics, professionals and activists, who tended to work on
the sidelines of national and international institutions. In the United Nations
context, this transnational coalition had opportunities to influence international relations and interstate regulations; this was clearest in the dual structure
of the international women’s conferences and other international conferences,
where free forums and meetings supplemented formal government plenaries
and committees (Braige, 2000: 15). Although the international Women’s Conferences of 1975 and 1985 were marked by the East–West political divide, nevertheless, representatives of transnational movements were able to gain influence on international development agencies and their policy development.
This was especially reflected in WID approaches and the institutionalization of
policy on women (Braige, 2000).
A drawback of the WID approach, however, was that it viewed women in isolation from men and from mainstream development, as evidenced by womenonly targeted projects. Up until 1990, it became increasingly clear that womenfocused development interventions had little or no impact on women’s welfare,
or on their legal and social status. In fact, many women’s projects ended up being “subverted” by another form of welfare, from which WID advocates had
tried to distance themselves (Rasavi and Miller, 1995b: 8–11). WID advocates
had argued that a development approach must replace the prevailing welfare
approach. WID highlighted the importance of helping women in their capacity
as economic providers for their families, by upgrading their skills and assisting
them in gaining access to credit.
At the implementation level, these demands were translated by many governments and development agencies as small-scale income-generating projects designed to strengthen women’s productive roles. These small-scale interventions
were often directed towards women-only projects to develop women’s skills in
nutrition or in traditional handicrafts, and did little to overcome poor women’s
economic marginalization (Keller and Norman, 1999; Kabeer, 1994).
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Another example of this WID/welfare approach can be discerned in the “propoor” policies. Female education and employment, for example, were highlighted as cost-effective means of solving the population problem; the latter being a major preoccupation of the basic needs strategy (Razavi, 1995a; Baulch,
1996; Beneria, 1996; UNDP, 1997).
Gender as a new paradigm in development
Gender is defined as the social meaning given to biological sex differences. It is an
ideological and cultural construct but is also reproduced within the realm of material practices: in turn, it influences the outcome of practices. It affects the distribution of resources, wealth, work, decision-making and political power, and
the enjoyment of rights and entitlements within the family as well as public life.
Despite variations across and over time, gender relations throughout the world
entail asymmetry of power between men and women as a pervasive trait. Thus,
gender is a social stratifier, and in this sense it is similar to other stratifiers such
as class, ethnicity, sexuality and age. It helps us understand the social construction of gender identities and the unequal structure of power that underlies the
relationship between the sexes (United Nations, 1999: paragraph 16 (A/54/227).

During the past decades, theoreticians and practitioners alike have reassessed
women’s contribution to development. Changes in the dominant developmental policy approaches have occurred as a result of shifts in the macroeconomic
models of development, feminist political pressure, and women’s social movements, both in the North (developed countries) and in the South (developing
countries) (Jahan, 1995; Braige, 2000; Moser, 2001).
While the United Nations and many development agencies were involved in
implementing policies and programmes in line with WID strategies and approaches, many feminist academics and activists were involved in analysing
the effects on women of WID as an approach (Bairge, 2000; Moser, 2001). The
main criticism was that WID continued to define women as “the problem”; as
passive victims who needed welfare and special treatment to improve their circumstances. The approach failed to explore the reasons behind women’s subordination; i.e. it failed to find explanations for the systematic devaluation of
their work and why there existed continuing constraints on their access to resources (WHO, 1998; Moser, 2001).
In an attempt to fill this gap in the analysis, development theorists argued
that the focus of development policy-makers should shift away from women as
subject to the social divisions between the sexes. In other words, development
policy should take into consideration not only the biological differences between the sexes but also socially constructed gender roles and relations, and the
social and cultural mechanisms and processes of women’s subordination (Jahan, 1995; WHO, 1998; Keller and Norman, 1999; Braige, 2000). Based on socially constructed relations between men and women, gender replaced the earlier development paradigm of WID (UNDP, 1995; WHO, 1998; CIDA, 1991).
This new understanding led to the introduction of new policy frameworks to
integrate or mainstream women into development. Policy frameworks shifted
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from the WID approach to a GAD approach, with gender an integral part of
the development strategy (Kabeer, 1994; Moser, 1993). GAD policy analyses
women in development, not independently of but rather in relation to men.
Underlying this fundamental shift from WID to GAD was recognition of the
importance of focusing less on the biological differences between women and
men, and more on social relations (WHO, 1998; UNDP, 1995; CIDA, 1991; Kabeer, 1994; Moser, 2001). As an operational framework, GAD highlights issues
of diversity and disparity in access to and control over resources and power. It
identifies those social institutions in which constraints and opportunities occur,
in terms of power and participation (such as at household, community, market,
state and global levels) (Moser, 2001).
The new emphasis had radical implications for the development debate. WID
had not threatened mainstream development at all, but was neatly segregated
within special projects administrated by specialized units. GAD, however, questioned the very nature of the existing power relations between men and women:
in development projects in developing countries; in international and multinational developmental agencies; in the workplace; and in the home. If gender relations which subordinate women are socially constructed, they can and must
be changed if women are to be equal to men. This was clearly an undertaking
that could not be done in isolation, but needed to happen in the mainstream,
questioning basic tenets not only of development practice, but also of society
(Jahan, 1995; United Nations International Research and Training Institute for
the Advancement of Women (INSTRAW), 1993; UNDP, 1995; Moser, 2001).
Gender mainstreaming and the United Nations
Gender analysis was established as a basic requirement for mainstreaming strategy. The current situation of women and men in relation to different issues/
problems and the impact of planned policies, legislation, projects and programmes on women and men respectively – and on the relation between them
– should be analysed before any decisions are made. Gender analysis should go
beyond cataloguing differences to identifying inequalities and assessing relationships between women and men.... Mainstreaming also requires transformative
change (United Nations, 2000: 7).

Even though the gender concept was developed in the late seventies, it took
until the mid-1990s for the United Nations and other development agencies to
establish gender as a development concept. The Forward-looking Strategies for
the Advancement of Women of the Nairobi Conference, like the Mexico Plan
of Action, had three main themes for integrating women’s development policy:
equality, development and peace. It defined equality as:
. . . a goal and a means whereby individuals are accorded equal treatment under
the law, and equal opportunities to enjoy their rights, and to develop their potential talents and skills, so that they can participate in national, political, economic, social and cultural development, both as beneficiaries, and as active
agents (United Nations, 1996b: 310).
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Yet the concept of gender did not appear anywhere in the Nairobi Strategies.
After Nairobi, the gender concept began slowly to appear in official United
Nations documents and language. In 1992, in a landmark move, UNDP
changed the name and structure of its Women in Development Programme to
become the Gender and Development Programme. In 1994, two major United
Nations documents explicitly used the term “gender”. In 1994, during the ICPD,
the United Nations had begun to use gender as a tool of analysis of gender relations and roles, and as a way forward to achieve women’s empowerment. According to former United Nations Secretary-General Boutros Boutros-Ghali,
gender relations are the main determinant of power and control in any given
society, “because, in most societies, they [gender relations] exercise preponderant power in nearly every sphere of life” (Boutros-Ghali, 1996: 62).
The 1994 ICPD adopted a Programme of Action that included topics such
as: population concerns, gender equality, reproductive rights, and health (Pietila, 2000). Gender equality was stated clearly in the preamble of the ICPD Programme of Action:
The present Programme of Action recommends to the international community a set of important population and development objectives, as well as qualitative and quantitative goals that are mutually supportive and of critical importance to these objectives. Among these objectives and goals are: sustained
economic growth in the context of sustainable development; education, especially for girls; gender equity and equality; infant, child and maternal mortality
reduction; and the provision of universal access to reproductive health services,
including family planning and sexual health. (United Nations, 1994: Preamble,
paragraph 1.12).”

That same year, 1994, a report on the third World Survey on the Role of
Women in Development was drafted as a background document to be presented to the Fourth World Conference on Women to be held in Beijing. It was
one of the first major documents to launch the “new language” into the United
Nations process (United Nations, 1995: paragraph 44). In 1995, the CSW, in
its preparation for Beijing, further discussed the nature of the term “gender”,
which together with “empowerment” was applied in the BPA (United Nations,
1995). The term “gender” was greatly disputed by government representatives
to the drafting committee of the BPA, so that all references to the word “gender” were placed in square brackets in the draft document presented to the conference for discussion and ratification. However, during the actual conference
in Beijing, all square brackets were removed and gender as a concept became
accepted United Nations language (Pietila, 2000). The platform not only endorsed gender equality as a goal, but it was the first United Nations resolution
to call for gender mainstreaming.
The main issue here is not about adopting the language; rather, it is about
accepting and understanding the nature of social and power relationships between men and women. It is also about understanding that the experiences of
men and women are different in many ways. Therefore, it is essential for both
male and female views to be equally heard and recognized in society, in economic and political planning, and in decision-making. Only then can men and
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women equally influence and benefit from development progress in their respective societies.
By adopting the Platform of Action in Beijing in 1995, the United Nations
committed itself to mainstreaming gender into its own policies, programmes
and structures. In 1997, Economic and Social Council (of the United Nations)
agreed, with reference to the BPA, that the United Nations system should promote an “active and visible policy of mainstreaming a gender perspective”. It
defined gender mainstreaming as:
The process of assessing the implications for women and men of any planned action, including legislation, making women’s as well as men’s concerns and experiences integral dimension in the design, implementation, monitoring and evaluation of policies and programmes in all political, economic and social spheres
so that women and men benefit equally and inequality is not perpetuated. The
ultimate goal is to achieve gender equality (Economic and Social Council (of the
United Nations), 1997: 2).

The Economic and Social Council (of the United Nations) also noted that
the responsibility for gender mainstreaming rests at the highest levels; i.e. it requires efforts to broaden women’s participation at all levels of decision-making
and, to succeed, must be institutionalized with adequate resources. However,
The Economic and Social Council (of the United Nations) noted that gender
mainstreaming does not “replace the need for targeted, women-specific policies
and programmes, and/or positive legislation, nor does it substitute for gender
units or focal points” (Economic and Social Council (of the United Nations),
1997: paragraph 4).
The commitment to gender mainstreaming within the United Nations system has been reconfirmed. A workshop on Gender Mainstreamingorganized
by the Organisation for Economic Co-operation and Development (OECD)/
Development Assistance Committee (DAC) Women and Development Expert Group (now OECD/DAC Working Party for Gender Equality) in cooperation with the United Nations Inter-Agency Committee on Women and Gender
Equality (IACWGE) later that year (1997)further added its commitment and
support, as did the statement of the Administrative Committee on Coordination on Gender Equality and Mainstreaming.
The adoption of these concepts and definitions by United Nations organizations and other development agencies, however, has been neither uniform nor
always coherent. There seems to be some confusion as to the content of the concepts introduced between organizations, within organizations, and even within
WID/gender units. “Gender” and “women” at times are used interchangeably,
sometimes within one sentence. Thus, the word “gender” is often used in a context pertaining to “women” only, and “GAD” is sometimes used, even when
“WID” is meant. Laxity in the use of these terms and concepts causes conflicts
and confusion, and has inadvertently undermined the gender-mainstreaming
task and given room to avoidance strategy by using correct terms attached to
incorrect meanings (Poetila, 2000; Moser, 2001).It is difficult to escape the trappings of language and concept. The literature on WID/GAD and gender mainstreaming often suggests that the “gender” concept is more acceptable to those
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resisting WID. This might be so, in that it diverts attention from explicit feminist notions (Keller and Norman, 1999). Yet, gender mainstreaming as an approach to development is much more radical than that of WID. “Real” gender
mainstreaming must, in Jahan’s terminology, be “agenda-setting” seeking the
transformation of the existing development agenda. It involves women as decision-makers in all sectors of development. Women would “thus not only become part of the mainstream, they would also shape the mainstream” (Jahan,
1995: 127). This view of mainstreaming echoes the United Nations definition.
Guidelines for the analysis of gender and health
A critical review of the literature was undertaken to complement the guidelines and to inform policy-makers and practitioners of debates and development in gender theory and practice relevant to health. The literature indicated
that patterns of health and illness in women and men show obvious differences,
with women (as a group) tending to have a longer life expectancy than men in
the same socioeconomic circumstances (WHO, 1998), and with more illness
and distress than men (Rodin and Ickovics, 1990; Rahman et al., 1994; Gender
and Health Group, 1999; Liverpool School of Tropical Medicine, 1998; Eisler,
2000). This excess in female morbidity varies across social groups, but indicators point to the fact that women’s lives are less healthy than those of men. The
explanation for this apparent paradox between mortality and morbidity lies in
the complex relationship between biological and social influences in determining health and illness (WHO, 1998). In reflecting on the literature related to
gender and health, this review illustrates the theoretical and practical implications of different approaches to gender and health, analyses the different guidelines used in this field, and suggests areas for further development.
Why gender is relevant to health
The use of the term “gender” in health can be traced back to the development of women’s health as a special interest topic in health and health care (Allotey and Gyapong, 2002). Women’s health covered a range of health issues and
topics, including illness, diseases, well-being, and health care services (Allotey
and Gyapon, 2002). While issues of illness and disease are also relevant to men,
within most societies, female and male roles are valued differently. As already
illustrated, greater value is placed on those roles that are considered “male”, resulting in gender inequity and discrimination. Gender differences in women’s and men’s roles and responsibilities, and gender inequities in access to resources, information and power, are reflected in differences and inequalities in
health, including and with respect to:
–
–
–
–
–

vulnerability to illness;
health status;
burdens of ill-health;
access to preventative and curative measures;
quality of care (WHO, 1998).
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Increasingly, health care providers and researchers have acknowledged the
importance of considering gender issues in health policy, planning, practice,
and research to reduce health inequities; and of increasing the efficiency and effectiveness of health care services (WHO, 1998). Gender and health provide a
comprehensive description of the dynamic interaction between the biological
and the social determinants of health and illness (Schiebinger, 1993).
Impact of gender roles on health
In every culture and society, assigned gender roles govern behaviour and prescribe the activities that can be undertaken by women and men. In a given society, these roles may exert varying constraints and may vary across socioeconomic levels. The more rigid the division of gender roles in a society, the lower
the status accorded to women. Thus, any attempt to understand the social dimensions of health and illness must include a systemic analysis of the impact
of gender roles on daily life, inside and outside the home (Anderson, 1993; De
Kadt, 1993; Beall, 1995; WHO, 1998; Allotey and Gyapong, 2002)
As previously indicated, gender identities, roles and relations influence health
at several levels. For example, gender divisions of labour mean that men and
women may work in quite different environments leading to different health
risks, since different activities carry different risks of infection, different physical and mental stress, and different illnesses. Men have greater power, access
and control over resources within households and communities. Women’s limited access to and control over productive and material resources may limit
their capacity to support themselves and their dependants.
The gender division of labour, accounting for the type of work in which men
and women engage, influences their exposure to and risk of ill-health. While
both may work in hazardous jobs, the gendering of work requires men, more
than women, to undertake more hazardous jobs, and male deaths from occupational causes have always been higher than those of women (Waldron, 1995).
Women are mainly engaged with domestic activities inside the household,
which poses environmental and occupational hazards which primarily affect
them in terms of work burden and inconvenience (WHO, 1998; Allotey and
Gyapong, 2002). Domestic work is labour-intensive, and sometimes carried out
in extremely difficult conditions, and is itself a great health hazard (Ferro-Luzzi,
1990; Kabeer, 1991; Lado, 1992). Women who are engaged in other productive
work typically return home to undertake further domestic chores, resulting in
longer workdays for women than men.
While domestic work may have consequences for women’s physical health,
it also has consequences for their mental health. In community surveys, many
full-time housewives and carers report feelings of emptiness, sadness and
worthlessness, and their domestic lives are often the cause of considerable anxiety and depression (Davis and Guarnaccia, 1989; Chakraborty, 1990; Malik,
Bukhtiari, and Good, 1992; Astbury and Morse, 1993; Desjarlais et al., 1995;
Astbury, 2000; 2001).
Gender not only defines those roles but also assigns values and responsibilities to roles. Roles that are defined as “masculine” are accorded higher value
than those defined as “feminine”. The persistent devaluation of women’s work
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means that women and men everywhere lack control over the material and
emotional resources needed to sustain good health (WHO, 1998; UNDP, 2002).
For instance, in many societies, cultural norms dictate that males in the household have the principal share of income and wealth. As a result, access to medical care may not be equally distributed among men and women (Dwyer and
Bruce, 1988; Sims, 1994; Kurz and Prather, 1995). These inequalities in influence and power can affect women’s reproductive lives, constraining their ability to make fully informed choices about sexual practices or about fertility control (Segal, 1987). For example, many women are in relationships where they
have less power than men, and they find themselves unable to refuse sex or insist on condom use to protect themselves against HIV/AIDS (de Bruyn, 1992;
Mbizvo, 1996).
Gender differences in quality and access to health care
Quality of care
The quality of care is a major consideration in seeking medical treatment for
a particular illness. Research has indicated that there are gender differences in
the quality of care (Mensch, 1993; Gijsbers van Wijk et al., 1996; Kaur, 1997).
Women in both developing and developed countries have expressed concerns
about the quality of care and the quality of the interaction with health professionals (Raikes et al., 1992; Okojie, 1994). Women’s health advocates argued
that the gender bias of some health professionalscombined with the biases inherent in the institution of medicine itselfoften result in humiliating encounters (Doyal, 1985; Fisher, 1986; O’Sullivan, 1987; Healthsharing Women, 1990).
Many women express concern that medical knowledge is usually presented as
superior, giving women little opportunity to speak for themselves or to participate actively in decision-making about their own bodies (Hardon, 1992; Mensch, 1993; Gijsbers Van Wijk et al., 1996).
Until recently, the focus on the poor quality services offered to women has
been mostly around the personal relations and interaction between health care
professionals and women. But there is now evidence to show that women and
men are sometimes offered different levels of treatment for what appears to
be the same clinical condition (Giacomini, 1996). For example, in both the
United Kingdom and the USA, women are less likely than men to be offered
certain diagnostic procedures or treatments for heart disease (Kudenchuk et al.,
1996; Tobin et al., 1990; Petticrew et al., 1993). In addition, treatments involving pharmaceuticals, for example, may affect men and women differently, suggesting gender differences not only in the quality but also in the effectiveness
of clinical care.
Reproductive heath services in particular have been subject to this criticism.
Health providers are too often concerned only with controlling women’s fertility (Koenig et al., 1997; Mintze, 1992; Gerber Fried, 1990; Gijsbers et al., 1996;
Hardon, 1992; Jacobson, 1991), and thereby fail to communicate health-related
information. They also lack cultural sensitivity, which itself has affected women’s willingness to use services (Gerber Fried, 1990; Jacobson, 1991; Timyan et
al., 1992; Sen et al., 1994).
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Access to care
Gender differences in access to health care vary considerably from one country to another. For example, the research in developed countries shows that, except for the very poor, women’s rate of medical service use is higher than men’s.
Poor women, even in rich countries like the USA, find themselves without access to health care more often than men from the same social group (Krieger
and Zierler, 1995; Zierler and Krieger, 1997; WHO, 1998; Allotey and Gyapong,
2002). At the global level, the concern is not having too much medical care for
those who can afford it but, rather, the lack of availability of medical care for
those who are poor and in desperate need of care.
In many regions of the world, as previously argued, women’s share of household expenditure on health care is less than that of men and boys (das Gupta,
1987; Sen, 1988 and 1990; Papanek, 1990; United Nations Children’s Fund
(UNICEF), 1990; Kurz, 1995). Women are also more likely than men to spend
what little cash they have on their children, and the opportunity costs of medical treatment may also be greater for a woman. If she becomes ill and no one
can take her place, the visit to a health worker will impose unacceptable burdens on the household as a whole.
What is the difference between gender-based analysis of
health and women’s health?
Historically, the discipline of women’s health tended to focus on health problems specific to women because of their biological/sexual make-up, such as reproductive health problems and problems related to motherhood and childcare roles, such as maternal and child health. Unlike women’s health, GBA
recognizes the ways in which gender roles, resources and perceptions impact
upon women’s and men’s health (regardless of medical condition) and address inequities which arise from this. GBA of health, therefore, is a way of understanding which can be applied to all health issues. GBA highlights the fact
that women’s reproductive health problems are determined not only by their
biology but also by their socially-determined gender roles, resources, perceptions and expectations. Recent work on gender and health has begun to focus
on health problems experienced by women outside of reproduction, arguing
for a holistic view of women’s health which recognizes that women experience
a wide range of health problems not determined by their reproductive functions (United Nations, 1995; United Nations Population Fund (UNFPA), 1997;
1999a; 1999b; 2000a and 2000b; WHO, 1998). One such example, found in the
BPA’s twelve critical areas of concern, is violence against women and girls. In
the context of development, GBA seeks to understand how women and men
might be affected differently by any particular problem or intervention. GBA
examines how gender roles, perceptions, and access to resources cause women
and men to be exposed to and affected by health problems and services differently and inequitably (Liverpool School of Tropical Medicine, 1998; United Nations, 1998; UNFPA, 2000)
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Mainstreaming gender in health service delivery
The focus on mainstreaming gender in health includes the “integration of
gender concerns into the analyses, formulation and monitoring of policies,
programmes, and projects with the objective of ensuring that they reduce inequalities between women and men” (PAHO, 1997:2). Strategies to improve
the health of women and men need to be based on analyses of the whole range
of reproductive and productive activities undertaken across the life span. For
women, this is especially problematic because many of their activities are invisible. “Femaleness” cannot be equated with “motherhood”, and the scope of
health research needs to shift accordingly (PAHO, 1997).
Mainstreaming of gender is vital at every stage of the policy process: from
policy formulation and planning, to programme implementation, delivery,
monitoring and evaluation. Lack of awareness or “gender blindness” by policymakers and planners frequently leads to gender bias and to the prioritization of
male interests in decision-making. If this is to be avoided, those involved need
to have a clear understanding of the relevant issues as well as the political will to
reduce inequalities between women and men (WHO-Expert Group, 1998). To
achieve the goals of mainstreaming, there should be serious commitment made
at the highest level of government.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Guidelines for Good Practices:
Implementing the Beijing Platform for
Action and Gender Mainstreaming
In this report, it was already noted that in 1995, at the Fourth World Conference on Women held in Beijing, the United Nations, its Member States and various other United Nations system organizations, agencies and bodies ratified
the Beijing Platform for Action, which identified twelve critical areas of action.
The Beijing Conference also affirmed that gender is a cross-cutting issue which
must be taken into consideration in all policies and development programmes.
As a follow-up to achievements made in the implementation of the BPA, the
International Agency Committee on Women Gender Equality (IACWGE) endorsed at its 1998 meeting a coordinated initiative to compile United Nations
system good practice information about implementing the BPA, gender mainstreaming, and institutional processes. The primary goal of this initiative was to
collect and make available and accessible, the results and “lessons learned” from
policies, programmes and projects worldwide, with a view towards promoting
BPA recommendations on gender mainstreaming and equality (Economic and
Social Council (of the United Nations), 1997). A Task Force was created to oversee the implementation of this initiative. It was chaired by the United Nations
Development Fund for Women (UNIFEM) and UNDP with representatives
from UNICEF, the United Nations Human Settlements Programme (UN-Habitat), INSTRAW, the Division for the Advancement of Women, and UNFPA.
According to the Task Force, “good practice” cases can fall into any of the “work
categories”, and fulfill all or some of the selection criteria highlighted below.
Work categories
1. The twelve critical areas of concern of the BPA.
2. Gender mainstreaming and United Nations system institutional processes,
including: training and capacity building, institutional and policy commitments, resource allocation; and communications, outreach, and networking.
3. The Task Force indicated the following criteria for selecting “good practice”.
“Good practice” should:
•

Lead to an actual change that contributes to gender equality or breaks
new ground in non-traditional areas for women. There should be a link
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•

•

•

•

between the “good practice” and some visible or measurable change in
gender relations, gender balance, or women’s options and opportunities.
Have an impact on the policy environment, creating a more conducive
or enabling environment for gender equality. This could include impact
on: legislation, the regulatory environment, and/or resource allocation.
It should include an assessment of the degree of institutionalization of
the identified “good practice”.
Have the involvement of a United Nations entity. Since this is a United
Nations system-wide initiative which has emerged from recommendations to strengthen United Nations support to gender mainstreaming
and Beijing follow-up, those practices with United Nations involvement
will be the most likely to be replicated.
Demonstrate an innovative and replicable approach. In the context of
this set of “good practices”, this implies the capacity to demonstrate
what is new or unique about the initiativeeither its product or process
and offer opportunities for the initiative to be replicated in other countries and contexts.
Be sustainable. In this context, the commitment of mainstream or institutional sponsors or participants in the initiativewhether by government, academia, media, the United Nations, nongovernmental organizations (NGOs), etc.needs to be a component of the “best practice”.

The authors build on the Task Force recommendations. The cases presented
in the appendices will be selected from two main work categories: “women’s
health” as one of the twelve critical areas of Beijing, and “gender mainstreaming” within the United Nations system, including WHO and UNFPA. Although
one of the selection criteria set out by the Task Force is the involvement of the
United Nations in the implementation of “good practice”, the case studies presented here are not limited to those projects supported by the United Nations.
The achievements of many development and aid agencies in the area of gender
mainstreaming and the implementation of the BPA have been remarkable, and
there is great value in, and many lessons to be learned from their experiences.
Criteria for best practice in gender mainstreaming: policy
development
GBA as a tool has been used to examine the impact of development on
both men and women, and is used to develop policy and action towards gender equality. GBA provides a framework or method to organize information.
In the context of health service and health policy development, GBA provides
an overall understanding of: the gender health needs of men and women to
be addressed by policy; the appropriate strategies to promote gender equity in
health; and the suitable mode of service delivery to achieve policy objectives.
However, specific intervention activities will depend greatly on: the nature of
the implementing agency; the scale of the intervention; the human and financial resources available; and the motivation of staff.
The development of gender-equity policy is the initial step in achieving eq-
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uity. Once the policy is in place, it needs to be adhered to in implementation.
Thus, there is a need to have monitoring, follow-up and evaluation mechanisms in place to ensure that the implementation is within policy guidelines,
and people need to be trained to carry out strategies as set by the policy. In selecting examples of best practice of policy development, a review of the different GBA frameworks was conducted using the “Web of Institutionalization” developed by Levy (1996) at the Unit of Development and Planning, University
College, London. The “Web of Institutionalization” was chosen because it identifies all key elements in the process cycle of policy and programme development; specifically, it identifies 13 such elements which contribute to the institutionalization of a gender perspective. These represent potential entry points
and are linked so that they reinforce each other. The strategies may take place at
different levels and with the different groups of people predominantly involved
in each. The elements identified in the Web of Institutionalization include:
– women’s and men’s experience and interpretation of their reality (as the basis for change);
– pressure of political constituencies;
– representative in political structures (both in terms of direct representation
of population groups and in terms of the representation of their interests);
– political commitment;
– policy/planning integrated across sectors;
– resources available to support policy;
– mainstreaming location of responsibility for gender issues;
– procedure and daily activities associated with different points in the project
cycle;
– staff development, including training in gender awareness and equal opportunity policies;
– methodology of integrating gender into the skills and practices of practitioners/ rationale and tools for operationalization;
– delivery of programmes and projects meeting the needs of men and women;
– research for public learning and to monitor change;
– theory building (Levy 1996:2).
The following diagram represents the “web” relationship between these elements. Development of a policy begins with political commitment, and this
can be translated to policy planning and procedures. For policy to become a reality, resources must be allocated and responsibility of the policy must be located within the organizational structure. The third layer of the web refers to
implementation, monitoring and follow-up, requiring not only political pressures from the stakeholder, but also qualified staff to carry out the implementation. Next, the mode of delivery and the methodology is important. Finally,
policy development is an iterative process that can be evaluated and amended
through research and theory building.
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Criteria for best practice in gender mainstreaming: women’s
health project development
A different methodology will be implemented to identify and classify projects
as being a “best practice”. The GDI and GEM constitute the scale against which
projects will be judged for inclusion. To develop a gender-equitable project, a
GBA must be conducted at every juncture of the project planning cycle, from
project identification through to internal and external evaluation.
Given that this report depends entirely on published literature and cases and
resources available through electronic sources and databases, it was not feasible or possible to assess whether GBA was undertaken throughout the project
cycles. However, it was possible to indicate the achievements of the projects,
which can be used to assess if there has been change or improvement in these
indices.
Final selection criteria involved organizing the case studies at both policy and
project levels in accordance with the WHO regional classification, i.e. AFRO,
AMRO/PAHO, EMRO, EURO, SEARO, and WPRO (see Appendices 1 and 2).

Figure 1. Web of Institutionalization
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Conclusion
The emphasis on women’s participation in solutions to their poor health status echoes statements that have been made since the first WHO Kobe Centre
meeting on Women and Health. At the first of these meetings, held in 2000 at
Awaji Island, Japan, Dr Yuji Kawaguchi, Director of the WHO Centre for Health
Development in Kobe, Japan maintained:
There is a growing consensus that there must be a shift of focus away from
women as passive recipients of welfare programmes and focus on strategies
which promote women’s status and empowerment for better health for all. Human development in the 20th century has shown that there is a reciprocal relationship between health and welfare systems. Development studies have also
shown that even poor nations and communities can achieve better health status
than relatively richer nations when effective policies and concerted strategies are
directed at improving health care and welfare systems of the entire population.
This suggests that it is possible to enhance the health status and quality of life in
communities through appropriate health and welfare reforms even before a nation becomes so-called developed. At the same time, even in developed nations,
a large percentage of women continue to suffer from institutionalized discrimination and abuse that significantly affect the health and quality of life. However, in many instances, policies and programmes aimed at the empowerment
of women, the development of their leadership and organizational skills, micro-credit projects, legal protection and the like, have proved effective for raising
both their economic power and their self-esteem, with positive effects on their
health status and that of their children and families. The unifying philosophy
underlying these effective strategies is a combination of the removal of institutionalized injustice and the empowerment of women to help themselves.2

In this report, the links between gender, health and well-being have been explored, with attention to the increased awareness of the disadvantages which
women face as a result of the social construction of gender. In the appendices which follow, the report provides a collection of case studies from multi-

2

Excerpts from Opening Address at the International Meeting on Women and Health, “Better Health and Welfare
Systems: Women’s Perspectives”, 5–7 April 2000, Awaji, Japan by Dr Yuji Kawaguchi, Director of WHO Kobe Centre
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lateral organizations, bilateral aid agencies, regional and national governments,
and local organizations, all of which are committed to adopting gender-sensitive policies and programmes and have undertaken GBA as an essential component of situation analyses on which basis to develop or modify programmes.
The case studies highlight the value of using gender as a critical analytical tool
at the outset of the programmes, and the value of having structures within organizations to ensure that gender is mainstreamed. The case studies illustrate
the value of individuals responsible for mainstreaming, and the importance of
ownership and accountability to this end. Most of the case studies are relatively
recent. But even for organizations which have a long-standing commitment to
gender mainstreaming, there are few public documents which provide critical evaluations of gender mainstreaming, GBA, or the delivery of gender-sensitive programmes. This lack in the literature highlights the need for outcomes
as well as processes, on which basis improvements in women’s health and women’s health services might be assessed.
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Appendix 1:
Case Studies of Institutional
Gender-mainstreaming Policy
Mainstreaming gender awareness in policy within development
institutions
The institutionalization or mainstreaming of gender within health institutions starts with developing a gender-specific policy aimed at addressing inequalities. Policy development is the first step in gender mainstreaming. According to Goetz (1995: 4), the process of developing gender policies needs to
include an analysis of the institution in terms of both its organizational structures –the formal and informal rules which put boundaries around experiences and act as patterns of social constraint– and organizational practices
– the everyday behaviours and processes which give substance to and which
reproduce structures. The analysis therefore examines both formal and informal mechanisms resulting in inequality and inequity. Mainstreaming gender
within institutions should include addressing gender relations within the institutions. In this section, the report examines how different international, national and bilateral institutions are addressing these issues within the institutional contexts. In selecting organizations, one international organization, the
World Health Organization (WHO), and regional and bilateral agencies including the Canadian International Development Agency (CIDA), the Asian
Development Bank (ADB), and the Australian government’s overseas aid programme (AusAID) were included.
THE WORLD HEALTH ORGANIZATION (WHO)
Rationale for developing a gender policy

The WHO
has adopted a
policy for integrating
a gender perspective
into the work of
WHO

As noted above, as a result of international advances in gender equality – specifically, the commitments to gender equality in
the Beijing Platform for Action (BPA) – the United Nations made a
clear commitment to mainstream gender into the workings of its system organizations and agencies. In 1996, WHO convened an interdivisional working group in order to raise awareness, and to expand and guide
the integration of a gender approach. A gender policy was seen as a first step to
ensure that all research, policies and programmes/projects in WHO were de-
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signed from a gender perspective, and that this was accomplished in a systematic and sustainable manner.
WHO has argued that a gender policy is necessary to ensure a common understanding and coherent approach across the organization, to clarify the responsibility of the various levels of management to ensure that gender issues
are adequately considered, and to develop ownership within various sections of
the organization.
Specific objectives of the gender policy, as stated in the 2002 progress report,
were:
– to increase the coverage, effectiveness and efficiency of interventions;
– to promote health equity and equality between men and women throughout
the life course;
– to ensure that health interventions do not promote or reinforce inequitable
gender roles and relations;
– to provide qualitative and quantitative information on the influence of inequitable gender roles and relations on all aspects of health (risks, outcomes,
access to care and treatment, and social and economic consequences of illhealth);
– so support Member States in reaching their goals (WHO, 2002:26).
WHO is also committed to addressing gender equality in its own staffing,
hiring of consultants, and composition of committees and other technical and
advisory groups (WHO, 2002).
Drawing up the policy
The WHO gender policy builds on the experiences of WHO and other
United Nations system organizations and agencies in integrating women and
gender equality into development. Informal groups concerned with women’s issues had met informally from the early 1990s, but it was not until 1998
that WHO/Women’s Health and Development Programme (WHD) organized
a brainstorming session at WHO headquarters in Geneva to identify key elements to mainstream gender and to draft an outline of the WHO gender policy.
A policy drafting group, the Gender Working Group (GWG), was established
to draft a detailed policy over a period of two-and-a-half months. The involvement of WHO regional offices and input from WHO country representatives
was regarded as essential to develop a common rationale, appropriate language
and ownership of the process, and to accommodate regional differences in emphasis.
After a participatory approach–where regional offices and different specialized departments and sections within the WHO reviewed and recommended
amendment, additions or deletions – the GWG developed a draft gender policy
for WHO. The proposed draft gender policy highlights which activities need to
take place at different levels of the Organization, including within senior management, technical programmes, and the gender unit. The draft of the workplan indicated objectives and targets for each level in the Organization. For example, for senior management, it was proposed that there should be a strong
statement by the Director-General making gender mainstreaming mandatory
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for all technical programmes. At the same time, all senior management are required to support and encourage directors and programme managers to initiate gender mainstreaming actions within their respective units or programmes.
The draft also proposed that all technical programmes initiate the collection
of data disaggregated by sex as one of the main tasks to achieve gender mainstreaming (WHO, 2002).
In October 1998, the WHO Cabinet gave the responsibility for gender mainstreaming in WHO to the Cluster of Evidence and Information for Policy (EIP)
at WHO headquarters, with coordination of mainstreaming carried out by
the Global Programme on Evidence and Health Policy (GPE). In 1999, EIP/
GPE presented a draft policy on gender mainstreaming to the Cabinet, and in
May 1999, the Cabinet agreed that a new intercluster Working Group on Gender be established to review and revise the draft policy on gender mainstreaming (WHO/Cabinet Paper No. 6/4-8, rev. 1). In December 2000, WHO work
on gender was relocated to the Department of Women’s Health, which was renamed the Department of Gender and Women’s Health (GWH). In November 2001, the GWH Gender Unit proposed a revised draft of the “WHO policy
for integrating gender consideration into the work of WHO”, and this was approved by the Cabinet in March 2002. A detailed plan of action for implementation of the policy 2002–2005 was developed.
Responsibilities
To oversee gender mainstreaming and to achieve the goals of the gender policy, a high-level Gender Task Forcecomposed of two regional directors, three
executive directors, and four directors (2 from headquarters and 2 from the regional offices)was established by the Director-General in June 2002. The Task
Force was requested to report directly to the Director-General on progress
made (Ostin, 2001). In addition, a gender team was established in July 2002,
with focal points/responsible officers chosen from departments and clusters
within WHO headquarters and in contact with the regional offices. The gender
team, which meets regularly to exchange experiences, has already identified areas of work across clusters, such as documenting case studies of successful integration of gender in health policies and programmes, and developing a tool kit
for integrating gender into health research.
The policy highlights who is responsible to ensure successful implementation
of gender mainstreaming for both technical programmes and the gender programme, as follows:
• The technical programme directors and programme managers should ensure
that all staff: acquire the knowledge needed to understand the importance
and rationale of mainstreaming gender and the skills to incorporate these
concepts; initiate the collection of data disaggregated by sex and age; review
their work from a gender perspective; and undertake appropriate activities to
address gender disparities.
• The gender unit/programme is responsible for the development and implementation of an overall organizational plan for mainstreaming gender, and
the development and implementation of a common analytical methodol-
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ogy and terminology to ensure a coherent approach in incorporating a gender perspective across programmes, including the identification of opportunities for capacity-building. According to the WHO policy document on
gender, this unit/programme will play a key role in coordination and liaison between senior management and technical departments. It will also assist and support WHO departments, advisers and responsible officers in the
implementation phase of the policy by developing appropriate training strategies, materials and mechanisms for monitoring and evaluation. The unit/
programme is also responsible for the collection and dissemination of information, “best practices”, case studies, and data related to gender analysis.
Lessons learned
The application of Levy’s (1996) framework of analysis “Web of Institutionalization” and its key elements for WHO gender mainstreaming policy is set out
in Table 1. As indicated, gender mainstreaming is in its initial stages. The gender
policy was adopted only in March 2002, and a gender team and task force were
established in July 2002.

Table 1 Gender Mainstreaming Policy in WHO
Elements in the Web of (Gender) Institutionalization WHO policy and action
Women’s and men’s experience and interpretation of their reality Involvement of regional offices, different technical units, field reports, drawn on the
(as the basis for change)
experience of other agencies
Pressure of political constituencies, representative political
structures

United Nations mandates and commitment to mainstreaming gender
Pressure from women’s NGOs during various United Nations forums and conferences

Political commitment

Strong statement by the Director-General
Economic and Social Council (of the United Nations) resolution and Beijing Platform
for Action

Policy/planning (integrated across sectors)

Involved both management and technical sectors
Cross-regional offices
Clear policy objectives, targets and indicators of success

Resources available to support policy

WHO has increased slightly the level of resources for gender, but this is still below
what is required to achieve the mandate

Mainstream location of responsibility for gender issues (as
opposed to “women’s” or gender units or departments)

Currently the gender unit is located within the Department of Gender and Women’s
Health. Additionally, there is an intercluster gender team which brings together
gender focal points from different departments in headquarters; there is at least one
regional adviser/focal point in each regional office and in some regions, country focal
points also exist

Procedures: routines activities associated with different points in There are targets within the workplan and indicators of success
the project cycle
Staff development (including training in gender awareness and
equal opportunities policies)

Staff development activities are planned but not yet carried out

Methodology (integrating gender into the skills and practices of
practitioners; rationale and tools for operationalization)

A “Review of Gender Analysis Tools for Health” has been completed, and a WHO
Manual for Mainstreaming Gender in Health is available in draft form and in the early
phase of implementation

Delivery of programmes and projects (which meet the needs of
men and women)

No data available

Research

Technical papers have been produced on several areas of gender and health, tropical
diseases and gender, and gender-based violence. Collection of data disaggregated by
sex have commenced

Theory building

Production of technical papers on gender and health is the first step in theory building
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In order to ensure effective implementation of the gender policy, the following elements have been identified:
– senior level commitment;
– accountability of senior management, from the Director-General to all midlevel and low-level managers for implementation of the policy;
– adequate resource allocation;
– increased staff skills and knowledge.
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THE CANADIAN INTERNATIONAL DEVELOPMENT AGENCY (CIDA)
Developing and implementing a gender policy within CIDA
In 1995, in a foreign policy statement Canada in the World, the Canadian
government underlined its commitment to sustainable development, poverty
reduction and the full participation of women as equal partners in sustainable
development. That same year, CIDA carried out a performance review of its activities, published 1998, which examined the implementation of its Women in
Development (WID) and gender equity policy. The review indicated the need
for CIDA to demonstrate clear and sustainable results in promoting gender equity. Hence, CIDA shifted its approach from WID to gender in development.
The political pressure for CIDA to adopt a “gender and development” (GAD)
policy came from two sources. The first was the political commitment of the
Government of Canada to mainstream gender. Secondly, CIDA was influenced
by international advances in gender equality, including the commitments of
the Beijing Platform for Action, and the Organisation for Economic Co-operation and Development (OECD) Shaping the 21st century: the contribution of development co-operation, and in the 1998 DAC Guidelines on gender equality and
women’s empowerment in development co-operation.
Drawing up the policy
Since producing its 1976 guidelines and the subsequent release of its 1984
Women and Development policy, CIDA has worked consistently to promote
women’s full participation as both agents and beneficiaries of development. In 1995, CIDA recognized gender as an important social
source of inequality, and revised its policies to emphasize the
C I DA
importance of gender equity and women’s empowerment,
supports only projects
producing new policy guidelines on WID and gender eqand programmes that
uity to ensure the full integration of women in the development process.
involve some degree of gender
The development of CIDA policy on gender equity
equity. CIDA’s training programme
was based on the recommendation of its Policy Comextends to other international
mittee. CIDA also established a “network” of practidevelopment agencies. GBA is
tioners, academics and community women which met
expected to be carried out
regularly to consider which elements of gender equity
throughout all project
should be included in the policy update. This network
cycles.
is engaged in ongoing consultations with different policy
groups. For this purpose, CIDA has established the “Bellanet
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International Secretariat”, an electronic venue for external and internal consultation which supports collaborations in the development community on a continuing basis. In addition, in 1998, CIDA invited six guest panellists with gender
and development expertise to contribute to discussions on the policy review.
Responsibilities
Responsibility for gender equity within CIDA lies within the policy branch,
emphasizing CIDA political commitment to integrate gender at all levels of
the organizational structure and in all its policies and programmes. The policy branch is responsible for the development and maintenance of CIDA policy
framework which supports the CIDA mandate to manage Canada’s foreign aid
budget and its six programme priorities within the context of Canada’s broader
foreign policy objectives and interests. At the international level, the policy
branch seeks to improve the coordination of development policies with other
donor countries, and ensure that international commitments are reflected in
Canadian development policies. The policy branch provides professional advice within the agency, and represents CIDA nationally and internationally.
Policy requirement
All CIDA policies, programmes and projects require GBA, which vary according to the specific initiatives. GBA is considered as an essential tool to understand the local context and is, according to a CIDA policy document of
1999, particularly useful in project design as it helps to identify constraints and
structure projects. As a result of analysing by gender, objectives can be met and
measured. GBA provides information to determine the most effective strategies in a particular context, and to identify results that support gender equality.
Gender analysis is expected to be carried out throughout the project cycle of all
projects and programmes in which CIDA is involved or with CIDA funds.
Strategies and activities to support the achievement of CIDA gender-equity policy
(a) Policy dialogue. Gender equality is promoted in policy dialogue between
CIDA and its partners, including civil society partners. Such dialogues enable
the sharing of good practices, project and programme experiences, and lessons in promoting gender equality; and they enhance opportunities to identify constraints, opportunities, and entry points to promote gender equality.
(b) Programming frameworks. One of the main strategies implemented by CIDA
at the programming level to ensure the promotion of gender equity is that
the process starts by identifying the development needs and opportunities
within the country, region, or institution, and integrates gender-analysis
findings into the identification of programming areas, expected results and
indicators.
(c) Programme assistance. CIDA is involved in initiatives to promote positive
images of women, and to bring together social scientists, government and
women’s organizations to design integrated social and economic projects
that promote gender equity.
(d) Institutional strengthening and capacity development. Institutional strength-
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ening and capacity development aims to advance gender equality by promoting and supporting relevant organizational changes, encouraging women’s participation in organizations, and developing strategies to increase
women’s representation in decision-making.
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Lessons learned
The application of Levy’s (1996) framework of analysis “Web of Institutionalization” and its key elements to CIDA gender-mainstreaming policy, is set out
in Table 2.
CIDA has relatively extensive experience of gender mainstreaming. Its policy
is well established with clear goals, strategies and methods of implementation,
monitoring and evaluation. The policy development is done through a well

Table 2 Gender-mainstreaming policy in CIDA
Elements in the Web of (gender) Institutionalization

CIDA Gender-mainstreaming policy

Women’s and men’s experience and interpretation of their reality Involvement of regional offices, different technical units, field reports,
(as the basis for change
drawn on the experience of other agencies
Pressure of political constituencies; representative political
structures

OCDA commitment
United Nations commitment
Pressure exerted by women’s NGOs during various United Nations forums
and conferences

Political commitment

Strong foreign policy statement in 1995

Policy/ planning (integrated across sectors)

Gender analysis is required for CIDA to be involved
Policy, management and technical staff are equally involved and
responsible
Clear policy objectives, targets and indicators of success

Resources available to support policy

Committed all necessary resources for all gender-mainstreaming activities
and staff

Mainstream location of responsibility for gender issues (as
opposed to “women’s” or gender units or departments)

Currently the gender team (one person) is located within the Department
of Gender and Women’s Health. Additionally there is an interdivisional
gender working group located at the headquarters

Procedures: routines activities associated with different points in
the project cycle

There are targets within the workplan and indicators of success

Staff development (including training in gender awareness and
equal opportunities policies)

Staff development activities involved continual training, workshop and
technical supervision and assistance

Methodology (integrating gender into the skills and practices of
practitioners – rationale and tools for operationalization)

CIDA is one of the pioneering institutions in the development of gender
analysis framework, that has been recognized within the international
development community

Delivery of programmes and projects (which meet the needs of
men and women)

CIDA supports only projects and programmes that involves some degree of
gender equity

Research

Many technical papers have been produced on gender and development,
gender and poverty, gender and health.

Theory building

CIDA has been leading in the development of gender concept and gender
analysis framework and in training, of not only CIDA staff, but also of the
personnel of many international development agencies.
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designed and implemented participatory approach that allows for academics,
practitioners and ordinary men and women to express their interests.

THE AUSTRALIAN AGENCY FOR INTERNATIONAL
DEVELOPMENT (AusAID)
Implementing a gender policy within AusAID
Rationale
An important social objective of AusAID is to assist in improving the status
of women in developing countries, and since 1976 the agency has had women
and development as a component of its policy framework. In order to ensure
women’s inclusion in development programmes as a component of efforts towards sustainable development, AusAID developed a Gender and Development (GAD) policy, announced in March 1997 by the Minister for Foreign Affairs. This policy emphasized the commitment of the Australian Government
to “actions that will meet women’s immediate needs and address the underlying causes of women failing to benefit equity from development” (AusAID,
1997: 1). As noted in a recent review of this policy (AusAID, 2002), substantial
progress has been made since its introduction in mainstreaming gender and
development activities across all sectors.
Drawing up the policy
The 1997, the GAD Policy of AusAID was developed following the AusAID
review of its Women and Development policy and in light of the Australian
government’s international commitment to gender equity. Since then, AusAID
has conducted several reviews and revisions of its overall strategic plan, with
the most recent announced in December 2001. A Gender and Development review was also undertaken in 2001 to assess the success of the policy and, more
specifically, to assess GAD guidelines, procedures and tools. The subsequent report, Gender and Development (September 2002), reflects on the importance
placed on incorporating GAD principles and procedures into the design, implementation and evaluation of programmes. The report provides a
continuing policy statement of the agency’s commitments to the
principles of gender equity.
AusAID has

systematically integrated a gender perspective
into the entire project cycle –
from planning to evaluation. A
gender and development guide
assists AusAID managers and
contractors to implement
this approach.

Policy implementation: strategies and methods
AusAID GAD policy outlines the key policy issues, objectives and implementation requirements to ensure that
gender is appropriately and adequately addressed in all
activities of the agency. In addition, a Gender and Development guide assists AusAID managers and contractors to consider fully how women and men will participate
in and benefit from development activities. The guide includes a series of questions to determine the extent to which
women and men will be able to participate in development pro-
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Elements in the Web of (gender) Institutionalization

AusAID gender-mainstreaming policy

Women’s and men’s experience and interpretation of their reality
(as the basis for change)

High-level consultations, so that partner countries are aware of AusAID policy, and
the priorities and goals of the partners are considered in AusAID

Pressure of political constituencies; representative political structures Australia is internationally committed to the United Nations
Pressure exerted by women’s NGOs during the various United Nations forums and
conferences
Political commitment

The policy was announced by the Minister of Foreign Affairs reflecting political
commitment at the highest level of government

Policy/planning (integrated across sectors)

Gender is a cross-cutting issue for AusAID, and gender concerns are taken into
consideration all through their sector programme

Resources available to support policy

Gender consultants are retained to ensure compliance
Financial resources are committed to ensure gender integration throughout the
aid programmes

Mainstream location of responsibility for gender issues (as opposed
to “women’s” or gender units or departments)

Social sector and gender section

Procedures: routines activities associated with different points
in the project cycle

Development of sectoral policies so that there is consistency
Management of projects with terms of reference, contracting, monitoring and
evaluation to ensure that gender concerns are addressed effectively at all phases
of the project cycle

Staff development (including training in gender awareness and
equal opportunities policies)

On a continual basis

Methodology (integrating gender into the skills and practices of
practitioners; rationale and tools for operationalization)

2001 strategic plan emphasizes both peer and cooperate review of policies and
procedures within the institution

Delivery of programmes and projects (which meet the needs of
men and women)

Consultation with partners to ensure that concerns of both men and women are
taking into consideration

Research

Produced its own gender and development guide

Theory building

Hand-on approach to development based on theory, data and resources
developed internationally

grammes, and to assess the potential impact of any programme on the roles
and relationships between men and women. The use of this guide is required
throughout the project cycle: planning, preparation, implementation, management, monitoring and evaluation of the project. Both AusAID officers and
contractors are expected to ensure mainstreaming of gender throughout the
project cycle. If and when gender issues have not been adequately addressed at
any stage of the project cycle, AusAID staff should take action to correct this.
AusAID, therefore, has taken active steps to enhance and promote gender equity wherever the agency has projects. In the field of health specifically, the Indonesian Healthy Mothers Healthy Babies project acknowledged the different
roles that men and women play in pregnancy and birth, and undertook formative research to inform health communication materials and strategies to take
account of these differences (AusAID, 2002: 8). In both the Lao People’s Democratic Republic and Papua New Guinea, AusAID provides support for education programmes to improve primary school enrolment and retention rates,
thereby providing the basic skills that women need to be able to participate in
development and to play a greater role in leadership, as well as having the minimum education to enhance their own and their families’ health status.
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Lessons learned
A detailed discussion of the difficulties in mainstreaming gender is provided
in the Gender and Development report (AusAID, 2002). Table 3 Gender-mainstreaming policy in AusAID
The inclusion of gender in programme designs and activities has often required the involvement of a gender expert for technical inputs. The GAD review (2002: 7) once again addressed the need for more effort to introduce
gender sensitivity and monitor all programmes to ensure that this occurs in
practice. A strong gender policy by itself may not be sufficient; it must be supported by mechanisms for its sustained implementation.

THE ASIAN DEVELOPMENT BANK (ADB)
The Process of developing a gender policy within ADB
The ADB adopted its first policy draft on the role of “women in development”
(WID) in 1985. Since then, the Bank’s WID approach has mainly focused on
the implementation of a range of activities within its regular operational programme, which emphasized women as a special target group.
In 1992, the Bank introduced its five strategic development objectives, which
included gender as one of these five objectives (alongside economic growth,
poverty reduction, human development including population planning, and
sound management of natural resources and the environment).
The five strategic objectives had implications on how the Bank viewed
women in development, and lead to the integration of gender issues and concerns as a cross-cutting issue in all aspects of Bank operations.
Rationale for developing a gender policy
The Bank development policy on women has been very much influenced by
the international context. In 1985, as a result of the United Nations recommendations in the Nairobi Forward-looking Strategies for the
Advancement of Women, the ADB formulated and adopted a
The Asian Development
WID policy, targeting women as a specific group in development efforts. Since formulating and adopting the WID
Bank (ADB) has gender as
policy in 1985, the year of the United Nations Third
one of its strategies development
World Conference on Women, the Bank’s approach
objectives. ADB has a sectoral gender
to women as beneficiaries and active participants has
checklist for use in project design and
evolved from a WID approach to a “gender and develimplementation; a GAD (gender and
opment” (GAD) approach, as consequences of both the
Bank’s cumulative working experience, and internadevelopment) best practices database
tional development; namely, the United Nations Fourth
is used for training bank staff and
World Conference on Women, held in Beijing in 1995.
member countries staff.
Most regional governments who are members in the
ADB have long been committed to the integration of women
into development efforts, and most governments have national
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policies and plans to improve women’s economic, social, and political status.
Many governments in the Asia and Pacific region are also signatories to international conventions on the rights of women; e.g. 23 governments have already ratified the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW), and the Beijing Declaration and Platform for
Action was unanimously endorsed.
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ADB gender and development policy
The Bank included gender as one of its five strategic objectives in 1992, and
a GAD policy was introduced in 1993. The GAD policy highlighted the need to
place greater emphasis on the need to formulate effective procedures to operationalize and integrate gender concerns into all of the Bank’s operations. The
Bank’s GAD policy adopted gender mainstreaming as a key strategy to promote
gender equity and gender concerns into all Bank activities, including macroeconomic and sector work, and lending and technical assistance operations.
Table 4. Gender-mainstreaming policy in the Asian Development Bank
Elements in the Web of (gender)
Institutionalization

Asian Development Bank gender-mainstreaming policy

Women’s and men’s experience and interpretation of their
reality (as the basis for change)

Regional governments of the Bank’s Member States all have national policies and plans
for action to improve women’s economic, social, and political status. In addition to regular
reporting on policy evaluation by regional offices of the Bank

Pressure of political constituencies; representative political
structures

Regional commitment
United Nations commitment
Pressure exerted by women’s NGOs during various United Nations forums and conferences

Political commitment

Not data available

Policy/planning (integrated across sectors)

Emphasis is placed on institutional development, policy support, and regional cooperation
activities.
Support regional policy reform and capacity-building in GAD
Clear guidelines and procedures of implementation across sectors

Resources available to support policy

Committed all necessary resources for all gender-mainstreaming activities and staff.

Mainstream location of responsibility for gender issues (as
opposed to “women’s” or gender units or departments)

The responsibility for implementing the Bank’s policy on GAD rests with the Programmes
and Projects Departments and the Office of Environment and Social Development. The
Resources Team on GAD will offer some assistance with implementation of the policy

Procedures: routine activities associated with different
points in the project cycle

The Bank developed a sectoral gender checklist of key issues to be addressed in project
design and implementation

Staff development (including training in gender awareness
and equal opportunities policies)

Capacity building activities within the Bank is achieved through the hiring of gender
experts. At the country level, capacity building is one the main components of the
Regional Technical Assistance Programme, training workshops, seminars, development of
suitable approaches, and staff guidelines

Methodology (integrating gender into the skills and
practices of practitioners; rationale and tools for
operationalization)

The Bank established an External Forum on Gender to facilitate dialogue between the
Bank and external groups on gender issues

Delivery of programmes and projects (which meet the
needs of men and women)

Gender analysis is recommended in project design and implementation. Through
technical assistance, the Bank ensures that gender concerns have been taken into
consideration in all of its sectoral projects and programmes

Research

The Bank is developing a database on GAD best practices for use in training of both Bank
staff and DMC officials

Theory building

In both its policy-oriented and other sector work, the Bank will increase its efforts to study
the situation of women in the region with a view to addressing issues of gender equity
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In order to operationalize this policy, the Bank provides assistance to its developing member countries (DMCs) both in formulating and implementing
policies and programmes directed at improving the status of women, and in facilitating a gender analysis of proposed projects to ensure that gender issues are
considered at all stages of the project cycle.
Lessons learned
The Levy (1996) framework of analysis “Web of Institutionalization” and its
key elements was applied to ADB’s gender-mainstreaming policy. This is set out
in Table 4.
The ADB policy on gender mainstreaming builds on the regional and international experience of integrating gender concerns into mainstream development.
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Appendix 2:
Case Studies: Practices to Improve
Women’s Health (by Region)
1 BANGLADESH: Integrating sexual and reproductive health education into

service delivery: a programme for rural communities
2 INDIA: Domestic violence – identifying effective strategies

3 INDIA: Domestic violence: report of four studies of records

4 INDIA: Population-based survey of domestic violence

5 INDIA: Men, masculinity and domestic violence

6 INDIA: Women-initiated community responses to domestic violence

7 JAMAICA: The path to women-friendly health services

8 JAMAICA: Working with young women to prevent second pregnancies and

develop life skills
9 KENYA: Mobilizing health professionals and community members against

female genital mutilation (Nyamira district)
10 MALAYSIA: Launching special reproductive health services for women

approaching menopause.
11 MEXICO: Integrating reproductive health services: Mother and Baby Friendly

Hospital Initiative
12 NEPAL: Nepal Safer Motherhood Project (NSMP)

13 PERU: Empowering women and their communities to confront gender-based

barriers to reproductive health
14 THE PHILIPPINES: Women’s Health Care Foundation, Metro Manila

15 SENEGAL: A community-based, basic education programme changing the

traditional practice of female genital cutting (FGC) by improving the physical
and mental well-being of rural women and children
16 SUDAN: A community-based approach to providing reproductive health

services to internally-displaced people
17 SOUTH AFRICA: Training in gender awareness and gender violence for primary

health care nurses in rural areas
18 UGANDA: Implementing the Mother-Baby Package project

19 UGANDA: Working to convince communities to end female genital mutilation

(FGM), with a focus on positive cultural values
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1 BANGLADESH
Integrating sexual and reproductive health education into service delivers:
a programme for rural communities This project involves health providers (including

traditional healers) in sexual health education at the village level including house calls.
Appropriate materials (including five flip charts with picture stories on risk behaviours) were
developed. Those participating spread the word to others in their own households.

PROJECT FOCUS: Training.
PROJECT DURATION: 1997.
IMPLEMENTING AGENCY/AGENCIES: International
Centre for Diarrhoeal Disease Research, Bangladesh
(ICDDR,B).
PARTNERS/BENEFICIARIES: Bangladesh Rural Advancement Committee (BRAC).
PROJECT COST: N/a.
BACKGROUND: Bangladesh is the eighth most populous country in the world. Bangladesh is also one of
the poorest nations with 85% of its population living
in absolute poverty 3.
Bangladesh has a ruthless sex industry. Female sexworkers have more clients per week than anywhere
else in Asia yet use condoms less often. Compared to
its neighbouring countries Bangladesh has a low rate
of HIV/AIDS. However, few programmes have attempted to educate rural Bengalis about STDs, HIV,
and other sexual and reproductive health issues. If
there is no significant behavior change and more information on HIV/AIDS is disseminated, HIV could,
very fast, especially among high risk populations such
as commercial sex workers.
In 1997, two organizations – ICDDR,B and BRAC –
began a collaborative project to integrate sexual and
health interventions and education into ongoing
health services delivery programmes. The aim of this
project was to improve the sexual and reproductive
health of the rural poor in Bangladesh, particularly of
women and adolescent girls, addressing the sociocultural context of sexual risk.

3

www.usaid.gov

STRATEGY: The strategies in this project included:
– research on the nature and extent of communication about sexual and reproductive health;
– creation of educational materials that could be used
by both literate and nonliterate audiences to understand specific health risks, such as sexually transmitted diseases, rape, unprotected sexual activity,
and domestic violence;
– training of community health workers to integrate
sexual and reproductive health education and care
into service.

ACTIVITIES: This study was conducted in rural Matlab, a low-lying delta area about 40 miles from Dhaka.
Initial qualitative in-depth interviews were conducted
with a representative sample of residents from 14 villages. These focused on participants’ sexual and reproductive health experiences: how they learn about
sex; whether they engage in premarital or extramarital sex; how they express sexual feelings; whether they
have experienced family violence; and how much they
know about reproductive health, sexually transmitted
diseases, and HIV. Five flip charts containing sexual
health information and picture stories on risk behaviours were created. Participants in the training programme included: traditional birth attendants, members of BRAC female field staff, traditional healers,
pharmacists, village doctors, and family members.
IMPACT: Sixty-eight health workers and 1890 community members were trained to integrate sexual and reproductive health education and services into their
work. After training, the community began to view
the health providers as resources on sexual problems.
Initial evaluation indicated that integrating the sexual
health education programme into ongoing development activities is a practical strategy for reaching isolated communities and individuals. Traditional birth
attendants and traditional healers were the most effec-
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tive in disseminating information, as both work at the
village level, provide education and services, and conduct house-to-house visits.

LESSONS LEARNED: The project provides a model for
using house visits to reach isolated individuals, particularly women who may have few other resources to
learn about sexual health and access educational materials and support. Community members made use
of the health providers’ expertise and the project materials, not only for their own information, but also to
communicate to others within their own households.
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REPLICATION/RELATED INITIATIVES: None.
FOR MORE INFORMATION, CONTACT:
Dr Bhuiya Abbas
ICDDR,B, GPO Box 128
Dhaka 1000, Bangladesh
Tel: (880 2) 871 751 60, ext. 2237
Fax: (880 2) 886 050
E-mail: abbas@icddrb.org

2 INDIA
Domestic violence

Two critical elements of strategies to reduce domestic violence were identified:
• The availability of a wide range of accessible quality services social and economic.
• Interventions which reduce the imbalance between men and women.
Three criteria were used for evaluation – quality; impact on the individual and community;
sustainability.
The research study also resulted in better networking amongst organization.
PROJECT FOCUS: Identifying effective strategies
PROJECT DURATION: 1997–1999.
IMPLEMENTING AGENCY/AGENCIES: International
Centre for Research on Women (ICRW).
PARTNERS/BENEFICIARIES: Gujarat Institute of Development Studies, Gujarat; Tata Institute of Social
Sciences, Mumbai; and SNDT Women’s University,
Mumbai.
PROJECT COST: Amount unknown (funded by the
United States Agency for International Development
(USAID)).
BACKGROUND: A shift in the discourse on women in
development has changed the perception of women
from one of “beneficiaries” to one of “active participants in development”. However, one factor inhibiting women’s involvement in development is domestic violence. Abuse impedes public participation of
women, undermines their economic efficiency, causes
increased health burdens, and imposes a drain on national resources. The World Bank World Development
Report (1993) highlighted the cost of violence in terms

of health burden, estimating that rape and domestic violence account for 5% of healthy life years lost to
women of reproductive age in demographically developing countries. Conversely, limited evidence from
studies on microcredit lending programmes indicates
that improved household income by women, and
greater control over that income by them, reduces the
level of violence within the home. It is likely that developmental efforts shift and intensify gender dynamics within the household and exacerbate incidents of
violence. The formulation of effective and sustainable
intervention strategies to address domestic violence
against women requires a comprehensive understanding of all dimensions of the problem. This includes:
– identifying the victims and perpetrators, the common outcomes of violence, and the needs of survivors;
– research to document the responses, to identify
gaps in existing strategies, and to distil possible lessons for future strategies.
The overall goal of ICRW research on domestic violence is to provide reliable information with which
to identify, replicate, expand, and advocate for effective response to domestic violence.
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STRATEGY: Three studies were conducted to understand the patterns of domestic violence in a given
community and the range of interventions being attempted by the state and voluntary sector, to address
the issue of domestic violence:
• Violence against women in India: evidence from rural
Gujarat (Leela Visaria, Gujarat Institute of Development Studies);
• Best practices among responses to domestic violence
in Maharashtra and Madhya Pradesh (Nishi Mitra,
Women’s Study Unit, Tata Institute of Social Sciences, Mumbai);
• Responses to domestic violence in Karnataka and Gujarat (Veena Poonacha and Divya Pandey, Research
Centre for Women’s Studies, SNDT Women’s University, Mumbai).

ACTIVITIES: All three studies used a mix of methods,
such as: focus groups, in-depth interviews, participant observation, review of secondary sources, and
survey formats. The two response studies attempted
to ensure the participation of the women and organizations from which data was gathered. Workshops
brought together various organizations involved in response to efforts to elicit a wider information base of
ongoing efforts. A positive outcome of the workshops
was that sharing information resulted in better networking among the organizations working on violence against women. The researchers also shared the
progress of analysis with the participant organizations,
and incorporated feedback from the agencies into the
reports. In the Gujarat study, the issue of domestic violence emerged from the women themselves as an important element to consider as an aspect of status and
autonomy. On account of the self-identification of
the problem and the rapport with the community, the
nonresponse rate was very low.

IMPACT: The studies showed that:
• Domestic violence is a pervasive phenomenon in
India. Violence cuts across caste, class, age, religion
and education. Even highly educated women report
violence in large numbers; the survey results show
that in spite of economic prosperity and high literacy rates, two out of every five women experience
physical abuse at the hands of their husbands.
• There is a lack of access to formal and informal
mechanisms for redress for women in situations of
abuse. The majority of women experiencing abuse
do not access any form of medical care for either
psychological or physical injuries.
• Lack of awareness among women of their rights

and how to seek help renders affected women more
vulnerable to continued and escalating abuse by
their husbands.
• The response studies show that state and nongovernmental sectors have initiated a wide range
of public intervention strategies. These include a
range of short-term services catering to the immediate and practical needs of women – such as shelter, legal aid, medical aid, and remedial action. To
sustain the impact, a smaller range of programmes
are oriented towards rebuilding the well-being of
women and the family through programmes to improve livelihood, self-esteem and empowerment.
A third response consists of measures designed to
prevent and eliminate the conditions responsible
for domestic violence (e.g. formation of collective/
self-help groups, advocacy, networking, legal literacy, awareness, etc.).
• The findings of the study underscore that there are
two critical elements of an effective strategy for interventions: the availability of a wide range of accessible quality services; and interventions that seek
to challenge the broader social and economic context that which exacerbates the imbalance between
men and women.
• The data suggest that involving the community in
the design and implementation of the interventions
is more likely to be effective and sustainable.
The primary criteria for evaluating effectiveness
emerge from the studies:
• Quality: type and variety of services; degree of cultural and regional sensitivity; technical competence
of personnel; and involvement of community
• Impact of interventions on the individual and community: an evident decrease in the number of
women experiencing violence; the inclusiveness,
scope and accessibility of services; and women’s
greater access to control over resources.
• Sustainability: examination of financial viability
and level of community support; and leadership
style, staff morale, transparency and flexibility of
the organization.

LESSONS LEARNED: Personal rapport among and between staff and service users, as well as the agency’s
accountability to women experiencing violence, are
integral to the impact, quality and sustainability of responses.
A holistic response to domestic violence entails
linking all short-term and long-term support services,
reconstructive interventions, and prevention strate-

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

gies into a coordinated public response. Women who
approach any one service should be made aware of
the entire spectrum of programmes, interventions
and strategies available.

REPLICATION/RELATED INITIATIVES: Several recommendations emerge from the studies:
• Introduce a comprehensive law against domestic
violence.
• Improve women’s economic capacities.
• Strengthen and expand training and sensitization
programmes.
• Analyses the relationship between domestic violence education.
• Implement programmes for the batterers/abusers.
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• Provide comprehensive medical and psychological
services.
• Integrate child support services with protection
services for women.
• Increase collaboration, outreach to rural areas and
strengthen follow-up and monitoring.

FOR MORE INFORMATION, CONTACT:
Rajan Anuradha
International Centre for Research on Women
N-126 (2nd Floor)
Greater Kailash-I
New Delhi, India
E-mail: arajan@icrwindia.org

3 INDIA
Domestic violence: report of four records studies

The four studies of records made evident the lack of information sharing and referrals
between agencies especially by hospitals and police to service providers.

PROJECT FOCUS: Comparative study
PROJECT DURATION: 1997–2000.
IMPLEMENTING AGENCY/AGENCIES: International
Centre for Research on Women (ICRW).
PARTNERS/BENEFICIARIES: Tata Institute of Social
Sciences, Mumbai; Hengasara Hakima Sangha, Karnataka; and National Law School of India; and University Bangalore.
PROJECT COST: Amount unknown (funded by the
United States Agency for International Development
(USAID)).

BACKGROUND: Studies were undertaken that examined hospital, NGO, police, and court records. The
hospital is an important intervention entry point for
victims of domestic violence. Here, women who otherwise may not have access to formal services can receive help and referrals. In situations of immediate danger, women sometimes turn to the police. A
study of police records indicates strong resistance to
the criminalizing of domestic violence, and therefore
NGO service providers can provide a valuable alter-

native for women in grave danger. The judicial system
offers the potential of legal resolution, and the examination of judgments reveals the extent to which domestic violence is successfully prosecuted. These studies build upon another series of studies conducted
by ICRW which explored the type and quality of responses taken by states and communities to domestic
violence in India.

STRATEGY: Four studies were conducted to examine
the records:
– Health records and domestic violence in Thane district, Maharashtra (Surinder Jaiswal, Tata Institute
of Social Services, Mumbai);
– Domestic violence: a study of organizational data
(Sandhya Rao; S Indu S; Ashima Chopra and S
Nagamani, Hengasara Hakima Sangha, Karnataka);
– Special cell for women and children: a research study
on domestic violence (Anjali Dave and Gopika
Solanki, Tata Institute of Social Services, Mumbai);
– Patterns and trends of domestic violence in India (VS
Elizabeth, National Law School of India University,
Bangalore).

ACTIVITIES: By examining institutional record-keeping systems regarding domestic violence, the research-
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ers provide an understanding of how key institutions perceive the problem and how this perception
is translated into procedure. Focusing on documentation helps to shed light on the fundamental paradigms within which each institution operates. This is
apparent in the definition of domestic violence applied in standard procedures and responses to abused
women. In order to determine this, researchers examined the language and type of information used to describe, classify and respond to domestic violence incidents, perpetrators and victims by a given institution.
In addition to examining institutional discourse, the
studies also provide data about patterns and trends of
domestic violence. The data shed light on women reporting violence (their age, duration of marriage, education, work status, and relationship to the perpetrator) as well as incidents of violence (frequency, nature
of attack, precipitating factors or reasons given, type
of injury, and/or type of weapon). The studies also
document the success or failure of attempts to intervene and prosecute cases of domestic violence.

ble data, but in the value of recording and monitoring information about domestic violence. For example, medical personnel usually record extensive
physical details about injuries but rarely consider
the experience of violence to be a component of patient history; police records indicate an equally narrow focus on specific incident, with little emphasis
on the history of the violence.
• Information about the perpetrator of violence is
rarely documented or available.

LESSONS LEARNED: These studies validated key findings about patterns, trends, and flow of information
between institutions from other studies conducted
by ICRW on domestic violence in India. All the studies made evident the lack of information sharing and
referrals between agenciesespecially by hospitals and
policeto service providers. This finding is particularly
relevant because a dialogue about documentation is
emerging as a critical vehicle for improving communication among and within institutions responding to
domestic violence.

IMPACT: The studies showed that:
• Access to institutional records was difficult in many
cases and, in some cases, impossible. Some institutions resisted requests by researchers or simply had
no time or personnel to provide requested materials.
• Researchers also learned that information regarding
specific variables (e.g. employment status, length of
marriage, income level and/or type of injury) was
not always documented or available, due to inconsistency in record-keeping and to the reluctance of
certain institutions to maintain accessible records.
• The purpose of keeping records and monitoring cases was not always consistent with the practical objectives of some institutions. Overwhelming
workloads also prevented some organizationsespecially those providing counselling servicesfrom
maintaining regular records, and this provided insights into the gaps and differences in practices and
approaches among different institutions and sectors.
• Professional paradigms play a significant role, not
only in what is assumed to be relevant and recorda-

REPLICATION/RELATED INITIATIVES: The studies
highlight the importance of improving institutional
record-keeping and of improving communication
and referrals among institutions (e.g. doctors referring a woman to a family counselling center, or a police official referring a woman for medical treatment).
Domestic violence should be recognized as a public
health issue. Providers of health care need to be appropriately trained to identify and care for victims
of domestic violence. Screening, care, and appropriate referral should be made, and counselling on-site
should be made available.
FOR MORE INFORMATION, CONTACT:
Anuradha Rajan
International Centre for Research on Women
N-126 (2nd Floor)
Greater Kailash -I
New Delhi, India
E-mail: arajan@icrwindia.org

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE
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4 INDIA
Population-based survey of domestic violence

This research was part of a study across five countries. It analysed prevalence (one in
every four women abused over previous months, predictors (dowry harassment, husband’s
drunkenness and employment gap; and higher rates in rural than urban families.
Although 45.3% of women needed health care due to violence, only half received the
necessary care.
PROJECT FOCUS: Comparative study.
PROJECT DURATION: 1997–1999.
IMPLEMENTING AGENCY/AGENCIES: International
Centre for Research on Women (ICRW).
PARTNERS/BENEFICIARIES: International Clinical Epidemiology Network (INCLEN).
PROJECT COST: Amount unknown (funded by the
United States Agency for International Development
(USAID)).
BACKGROUND: In India, comprehensive household
data on the prevalence and cost of domestic violence
are lacking. IndiaSAFE is part of a multi-site study
by INCLEN to estimate comparable rates of violence
within and across five countries: Brazil, Chile, Egypt,
India and the Philippines. The initiative is called
WorldSAFE (World Studies of Abuse in Family Environments); the study in India is referred to as IndiaSAFE. A common protocol to measure behavioural
outcomes was implemented in all countries, with
standardized methods and uniform training. The
study attempted to address the measurement of physical and psychological violence by focusing on commonly understood behaviours. In India, the study also
attempted to calculate the socioeconomic costs of domestic violence at the household level, and was undertaken in seven diverse regional and cultural sites in
India. It addressed the following research questions:
• What is the prevalence of physical and psychological maltreatment against adult women in the family
in India?
• Which community, family, and individual factors
are associated with family violence against women
in India?
• How does family violence against women differ
among rural and urban families in India?

STRATEGY: Each site included samples from two of
three strata (rural, urban slum, and urban non-slum).
The criterion to establish family eligibility to participate was that the family should contain at least one
woman (15–49 years) who has at least one child (<18
years of age) living in the household. The unit of analysis was the woman respondent, who was selected
randomly from all eligible females within the household, whether she was currently married or not. Because it was a multi-site study, considerable attention
was paid to developing a uniform sampling strategy,
central coordination of data management to ensure
quality, uniform training of investigators, and adherence to ethical guidelines. The principal investigators
from each site together constituted the steering committee, which developed the research design, instrument and analysis plan, supervised the implementation of the instrument, and provided a forum for
addressing difficulties experienced at the field level.
The Indian instrument also included a separate module on the mother-in-law (20% of the sample), as this
was considered important in understanding the dynamics of family violence in India.
ACTIVITIES: The study was based primarily on quantitative data, with qualitative methodologies used to
help interpret the information gathered. Focus groups
of women in the target group and of mothers-in-law
were utilized to refine the instrument.
FINDINGS:
• Two principal measures for husband’s violence
against the woman respondentany physical violence and any psychological violencewere studied. Overall, 50% of women reported experiencing
at least one of the two behaviours; 43.5% reported
at least one psychologically abusive behaviour; and
40.3% reported experiencing at least one form of
violent physical behaviour. The reporting of any violence was highest among rural women, followed
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by women in urban slum areas. There were also differences across sites.
Approximately one out of every four women had
experienced slapping, kicking, hitting, beating,
threat or use of a weapon, or forced sex in the previous 12 months. Nearly 15% of the total sample of
women reported one or more incidents of forced
sex within the same period; this rate was consistent
across the three strata.
The reasons for violence reported were: not cooking properly; not looking after children; not looking
after in-laws; talking to neighbours; talking to other
men; and because the husband does not like her.
Another area of conflict was satisfaction or dissatisfaction with dowry. Harassment due to dowry was
reported by 12% of women. The family members
who most frequently harassed women because of
this were the mother-in-law (81%), husband (47%),
sister-in-law (38%), father-in-law (27%), and
brother-in-law (13%).
Women predominantly sought help from members
of their natal family (91%). Nearly two-thirds reported receiving support from their husband’s family.
Seeking help from institutions, such as a women’s organization, the police, a health care setting, a
mental health centre, or a local official, was rarely
reported (< 2% of the sample).
Almost half (45.3%) of women reported needing health care due to violence. Of these women,
only half received the necessary health care. Reasons given for not obtaining health care were: feeling ashamed (30%); caring for injuries at home
(30%); and lack of economic access to health care
(30%). Family reputation, fear of reprisals, and access to health care (other than economic access)
were rarely reported.
Family violence is more prevalent among women
who witnessed their fathers beat their mothers during childhood, than among women who did not
witness this parental behaviour.

5 INDIA

• Logistic regression analysis showed that the top
three predictors of violence were dowry harassment,
husband’s drunkenness, and employment gap (difference in husband and wife’s level of employment).
• The average cost per household due to domestic violence was Rs.759.30 (approximately US$ 15.50),
a fairly significant proportion of monthly income
for labourer households in slums and rural communities. If the cost of women unable to complete household work is added, loss per incident is
Rs.974.10 (approximately US$ 19.90). If health care
costs are included, the income loss could be as high
as Rs.2000 (approximately US$ 40.80). The economic impact extends to the natal family, and impact of violence on the household economy is longterm.

LESSONS LEARNED: The following recommendations
emerged:
• Responses to domestic violence need to address the
issue of acceptability of violence as a feature of gender relations in the marital home.
• Greater access to economic resources and education
are important preconditions for women to have
greater options in negotiating conflict within marriage.
• The site of first response to violence must be
strengthened.
• Community responses must be grounded in a human rights framework to ensure freedom from violence.

REPLICATION/RELATED INITIATIVES: None.
FOR MORE INFORMATION, CONTACT:
Rajan Anuradha
International Centre for Research on Women
N-126 (2nd Floor)
Greater Kailash-I
New Delhi, India
E-mail: arajan@icrwindia.org

Men masculinity and domestic violence

In this study of men and violent behaviour:
• 85% reported engaging in 1 violent behaviour in past 12 months
• Majority reported repeat and sample violent behaviours.
• High agreement ratios for justification of use of force with wives unfaithful, disrespectful
of elders, disrespectful of husband.
• Men who did not report violence seemed to have a sense of gender equality.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

PROJECT FOCUS: Research.
PROJECT DURATION: 2000–2002
IMPLEMENTING AGENCY/AGENCIES: International
Centre for Research on Women (ICRW).
PARTNERS/BENEFICIARIES: Indian Institute of Health
Management Research, Jaipur; Institute of Development Alternatives, Chennai; Institute for Development Communication, Cahndigarh; and The Naz
Foundation (I) Trust, New Delhi.
PROJECT COST: Amount unknown (funded by the
United States Agency for International Development
(USAID)).
BACKGROUND: A deeper understanding of masculinities, norms of power, and control and linkages between these norms and constructs of masculinity, is
essential to identify strategies to address violence
against women. To ensure men’s inclusion, ICRW initiated studies in four different sites in India on men
and masculinities in India. The goals were: to bring
men’s voices and experiences to the dialogue on domestic violence; to examine violence by men in the
domestic sphere; and to explore possible linkages between markers of masculinity, behaviours, and violence within intimate relationships. The study
explored variations in masculinities and domestic violence across regions and demographic variables, including caste, age, socioeconomic status, education,
employment, and even sexual orientation.
STRATEGY: Four study sites were chosen to represent a
range of gender and development indices:
– Masculinity and violence against women in marriage: an exploratory study in Rajasthan (Satish Kumar, SD Gupta and George Abraham, Indian Institute of Health Management Research, Jaipur);
– Masculinity and domestic violence in a Tamil Nadu
village (S Anandhi and J Jeyaranjan, Institute of Development Alternatives, Chennai);
– Gender violence and construction of masculinities:
an exploratory study in Punjab (Rainuka Dagar, Institute for Development Communication, Chandigarh);
– Masculinity and violence in the domestic domain: an
exploratory study among the MSM [Men who have
Sex with Men] Community (PK Abdul Rahman,
The Naz Foundation Trust (I) Trust, New Delhi).
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ACTIVITIES: Each study began with a qualitative phase,
with focus group discussions, in-depth interviews,
participant observation, and the collection of narratives and case studies. Focus group discussions and interviews were also held with women in order to explore their views on masculinity. A household survey
was then undertaken at each site to document men’s
reporting of domestic violence, and to explore links
between masculinity and violence found in the qualitative phase. A common questionnaire was designed,
based on the qualitative analysis at all the four sites;
some site specific questionnaires were also included.
The common questionnaire had questions on four
domains of information seen as important: markers of masculinity; individual behaviour reported by
men; notions of violence; and reporting of violent behaviour.

IMPACT:
• The findings indicate broad commonalities, in both
the construction and the content of Indian masculinities. Men in all regions agreed that certain characteristics – including: physical appearance, conduct, responsibilities, and sexuality – are markers of
masculinity. In terms of sexuality, the key markers
were being sexually active, being married, and ability to satisfy sexually the wife/partner. The family
responsibilities listed as being markers of masculinity were that a man must be a provider, a protector,
and sexually faithful. These observations were also
seen in the MSM (Men who have Sex with Men)
study.
• Patterns of endorsement of markers of masculinity appear to be tied to age, education, and employment status. Endorsement of markers of masculinity (power and control) reflected social location,
and perceived agency of the individual.
• Men were asked about their use of violence towards
their wives; 85% of men reported engaging in at
least one violent behaviour in the past 12 months.
Specifically, 72% reported emotional violence, 50%
sexual violence, 46% control, and 40% physical violence. The majority reported repeat and multiple
violent behaviours, although 21% of men reported
only one form of violence. Emotional violence was
the most likely to occur with either physical or sexual violence. Variation of violence was not uniform
as age, education, socioeconomic status and employment status increased.
• There were high agreement ratios for each of the
justifications for use of force with wives. Most men
(79%) agreed that force was acceptable if the wife
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was unfaithful; 77% agreed if the wife was disrespectful to family elders; and 75% if the wife was
disrespectful to her husband. The lowest agreement
rates were for the husband not fulfilling his responsibilities (44%) and for not providing sexual satisfaction (48%).
• There were differences in markers of masculinity,
individual behaviours, notions regarding the wife,
responsibilities, expectations of the wife, and notions of violence, between those who reported no
violence and those reporting violence.
• Men reporting violence of any kind do not perceive
anything negative about their use of violence.

LESSONS LEARNED: Overall, the studies illustrated
complex linkages between masculinity and violence.
Interventions and prevention strategies need to explore alternate means of resolving conflicts, achieving
a sense of equal power and control, and need satisfaction, in addition to underscoring the negative im-

pact of the use of violence. Men who do not report violence seem to have a sense of gender equality. While
adhering to some traditional gender expectations,
nonviolent men appear to recognize women’s own decision-making powers, and are more likely to agree to
women working and participating in community or
political activities. It is important to emphasize gender inequity in interventions and prevention efforts
of domestic violence.

REPLICATION/RELATED INITIATIVES: None.
FOR MORE INFORMATION, CONTACT:
Rajan Anuradha
International Centre for Research on Women
N-126 (2nd Floor)
Greater Kailash-I
New Delhi, India
E-mail: arajan@icrwindia.org

6 INDIA
Women-initiated community responses to domestic violence

Community based non-legal responses to violence
• create an atmosphere of physical and psychological safety for women in which enable
women to articulate their rights.
• Social accountability more effective on male perpetrators than just legal punishment.
• Women gain confidence to devise their own strategies (e.g. mock funeral processions for
dowry victims)
• Women more likely to use these informal community based sources of help than police
and hospitals.
PROJECT FOCUS: Evaluation of programmes in three
regions

PROJECT DURATION: 2000–2002.
IMPLEMENTING AGENCY/AGENCIES: International
Centre for Research on Women (ICRW).
PARTNERS/BENEFICIARIES: Mahila Samakhyas (MS)
and Shramajbee Mahila Samity (SMS).

PROJECT COST: Amount unknown (funded by the
United States Agency for International Development
(USAID)).
BACKGROUND: Research on violence undertaken in
India and elsewhere shows that women turn first to

their neighbourhood or immediate family for help.
Informal, local-level networks are crucial in providing
a site of first response to those experiencing violence.
Community-based initiatives – such as mobilization
of grassroots women’s collectives, mock funeral processions of dowry victims, public shaming of perpetrators, etc. – have been effective in drawing attention
to domestic violence in India, but little documentation of such community responses exist. This research
aimed to document how innovative, women-led responses operate, and how successful they are in addressing the needs of women facing violence. Innovative community-based responses to domestic violence
are important for investigating, documenting and understanding how domestic violence might be more effectively addressed in India and worldwide.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

ICRW researchers considered several primary areas
of enquiry:
• What kinds of compromises do community-based
initiatives have to make to remain credible and legitimate in the eyes of their communities?
• Do women experience less violence after bringing
their cases to alternative systems of justice established by women’s groups for arbitration?
• Is the incidence of violence likely to be smaller in
communities where women’s collectives or organizations exist?
• Does the structure of the alternative justice systems,
the process of handling cases or specific elements
of the organization itself, have an impact on the
success or sustainability of the responses?
ICRW worked closely with domestic violence activists and development researchers to develop a research project with qualitative and quantitative methods, and participatory approaches. The general
objectives of the study were:
– to document the process of unique community responses to domestic violence;
– to assess the impact of these responses and derive
indicators for evaluating such responses;
– to build the institutional capacities of these organizations in research, process documentation, and
evaluation.

ACTIVITIES: The study was conducted in three areas:
– The Shalishi in West Bengal: a community response
to domestic violence (SMS);
– Women initiated responses to domestic violence in
Uttar Pradesh: a study of Anri Adalat and Sahara
Sangh (MS Sharanpur and MS Tehri Garhwal);
– Women-initiated responses to domestic violence
in Gujarat: a study of the Nari Adalat and Mahila
Panch (MS Baroda and MS Rajkot).
The research design included:
– process documentation of the arbitration process at
a typical forum, and strategies involved in the resolution of cases;
– documentation of the history and evolution of
these community initiatives as they have emerged
in the respective communities;
– a quantitative impact analysis of institutional
records for numeric indicators of the programme
impact;
– a qualitative impact assessment in each site which
included: case studies of resolved cases; focus group
discussions with community members; and semi-
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structured interviews with key community leaders
(in addition, SMS in West Bengal undertook a survey of women who had sought help, and MS developed profiles of community activists implementing
the response in order to understand the shaping of
their perspectives and impact of the programme on
them).

IMPACT:
• Although MS and SMS have different histories, political organizations and local agendas, the two developed very similar processes, approaches, and
principles in addressing domestic violence. Each
organization is guided by a belief that reinstating
the rights of woman is more important than simply
punishing the perpetrator. Thus, each programme
strives to reinforce values which would democratize gender relations within the family. The programmes describe their arbitration as alternatives
to the formal legal system.
• The common perception of these programmes
among community members is that they are transparent, non-partisan, objective, and are sites where
“justice” is done.
• An indicator of the impact and effectiveness of the
processes is the degree to which an atmosphere of
physical and psychological safety for the woman is
created in order to equip her with the ability to articulate her rights. This emerges as an essential prerequisite for similar initiatives, and for all responses
to domestic violence.
• Arbitrators need to monitor and direct the process
of seeking opinions from all without compromising the interests and voice of the woman. Unlike
the formal legal system which codifies such principles on the basis of judgments, the mediation here
is based on an understanding and perspective of
the individual and the collective.
• Women who arbitrate at the forum are from the local sociocultural milieu. They draw upon a strong
sensitivity to women’s issues, an understanding of
violence, and an intuitive cultural sense of the values, beliefs and normative codes of that area.
• Social accountability is more effective than mere
legal punishment. Working with a perpetrator requires the use of pressure, persuasion, and appeals –
both logically and emotionally. Trade-offs between
the perpetrator’s interests, the community will, and
a woman’s rights are thus a constant feature and a
limitation of these methods.
• Domestic violence was not the issue responsible for
mobilizing the community initially. Rather, inter-
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est in addressing broader development questions
through community mobilization inevitably led to
the emergence of violence as a critical issue.
Upon the resolution of the cases, the conditions of
the women who sought help appeared to have improved.
A significant number of women reported increase
in their self-confidence, irrespective of whether or
not the violence had ceased completely. The impact on families was assessed regarding changed behaviour towards the women. The role of the natal
family, and their reasons for support of the women,
emerged as an important issue.
For all community activists, there was a definite increase in social and familial status, as they are perceived with increasing respect and are sought for
their opinions in resolving crucial family situations.
Women activists also report increased self-worth,
confidence, and competence. However, these sorts
of changes do not occur without conflict and tension, and the process of negotiation with families
and community members is ongoing.
The community-based approach to dispute resolution appears to be redefining community values regarding gender and family, and promotes a heightened sense of responsibility among community
members regarding violence.

LESSONS LEARNED: The research indicated the need
for more analyses of ongoing trends, appropriate directions for the future, possible links with the formal legal system, and other methods of sustaining
and replicating the processes elsewhere. The research
shows that an informal response – based within the
immediate community – can provide a valuable space
for dialogue, within which women can gain confidence in devising their own strategies, speaking their
minds, and gaining recognition for their own rights.
Also, the organizations offer a site of first response
that is consistent with research elsewhere, indicating
that women are most likely to go to informal sources
– such as family and the immediate community – before reporting to police, hospitals or to other NGO
support institutions.

REPLICATION/RELATED INITIATIVES: None
FOR MORE INFORMATION, CONTACT:
Rajan Anuradha
International Centre for Research on Women
N-126 (2nd Floor)
Greater Kailash-I
New Delhi, India
E-mail: arajan@icrwindia.org

7 JAMAICA
The path to woman-friendly health services

Jamaica has a certification process of mother/baby friendly hospital. This aims at
improving the quality of care.
• The pilot area had a 65% reduction in prenatal eclampsia in the two years (1993–95).
• The initiative included delivery of good quality pre-natal care early detection and
referral of high-risk women.
PROJECT FOCUS: Advocacy.
PROJECT DURATION: 1993–1995.
IMPLEMENTING AGENCY/AGENCIES: Ministry of
Health, Jamaica and the University of the West Indies,
Kingston.
PARTNERS/BENEFICIARIES: Dugald Baird Centre
(University of Aberdeen, Scotland).

BACKGROUND: Jamaica has a population of 2.6 million.
The maternal mortality ratio of the country in 1995
stood at 120/100 000 live births, and 86% of live births
take place in health institutions. In 1986–1987, the Jamaica Perinatal Survey was conducted to identify the
reasons for poor maternal outcome and unsatisfactory
infant health. The major causes of maternal health
problems detected were pre-eclampsia and eclampsia.
The survey also showed that the referral system was
not functioning satisfactorily, and vital registration of
perinatal and maternal deaths was inadequate. Policy
initiatives and interventions grew out of these studies
to respond to the deficiencies identified.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

STRATEGY: There was a multinational effort to test an
audit process to regularly evaluate the management of
major life-threatening obstetric emergencies. The Jamaican Ministry of Health and the University of the
West Indies are cooperating with the Dugald Baird
Centre, Scotland, and investigators from Ghana to establish criteria and teach them to health teams, and
conduct regular reviews to bolster new practices.

ACTIVITIES: A number of changes are required to
improve the standard of care provided in health institutions. These include: improved physical infrastructure; better supervision of mothers in labour;
reduction in the number of unattended deliveries; reduction of low-risk cases at third-care levels; creation
of a baby-friendly environment while recognizing the
need for privacy and dignity of the mother at delivery; and increasing capacity at essential obstetric care
facilities.
Health care services were reorganized, including:
improving training of staff to better identify high-risk
women and inform mothers of signs of risk; updating,
revising or developing treatment protocols; standardizing record keeping; and improving the registration
of perinatal deaths.
A pilot project was organized to reduce eclampsia.
This included:
• staff training to improve diagnosis and treatment;
• increasing access to referral in order to ensure
prompt treatment;
• empowering women to recognize and appropriately respond to signs and symptoms of severe preeclampsia and other obstetric complications;
• intensified hospital management of women with
severe symptoms (e.g. if control of blood pressure
was not possible, early delivery? preferably by induction of labour? was advocated).

IMPACT: There was a 65% reduction in prenatal eclampsia in the pilot area. A review of the years 1993–
95 showed a 12% decline in maternal mortality in
public hospitals, compared with 1981–83. Nine in 28
hospitals have been certified as baby-friendly. The
maternal components in this initiative include:
delivery of good-quality prenatal care; early detection and referral of high-risk women; health education; family planning services; and monitoring for
breast and cervical cancers.
LESSONS LEARNED:
– Offering evening services in selected areas are

–

–

–
–

–
–
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needed to expand access to primary care for working women. ·
Family planning must focus on management of adolescent fertility in an effort to delay the initiation
of sexual activity and first pregnancies, and to ensure that all pregnancies are wanted.
Detection of high-risk conditions in prenatal care
should be continued, and referral obstetric care
should be established where not available.
The use of the partogram should be field-tested
and implemented.
The quality of care should be improved and the
certification process of mother/baby-friendly hospitals should be continued.
The management of hemorrhage at basic and comprehensive facilities should be improved.
Services must seek to ensure satisfaction of mothers. A satisfied mother makes optimum use of facilities offered.

REPLICATION/RELATED INITIATIVES: In 1998 maternal
deaths were made a Class A notifiable disease. All institutions are required to report all maternal deaths to
the Ministry of Health. Regional health departments
are required to establish surveillance committees to
review maternal deaths and act on their findings. We
are now in the field to document the effectiveness of
this development.
A strategic framework for reproductive health
within the Family Health Programme has been developed for the period 2000-05 and includes increased
attention to the following areas:
Family Planning
• improve contraceptive method mix
• introduce emergency contraceptive protection
(non-prescription access from the private pharmacist)
• expand access to reproductive health information
and services to adolescents

Safe Motherhood
• improved access to emergency obstetric care
• increase incidence of births attended by a skilled
birth attendant
• improve post partum and post abortion care
• increase access to and use of appropriate antenatal
care (including referral antenatal care)

STI/HIV/AIDS prevention and treatment, including MTCT
prevention
• increase effectiveness of STI/HIV/AIDS diagnosis
and management
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• improve reporting and surveillance
• increase acceptance of safer sex practices as the
norm
• integrate family planning and maternal and child
health into STI/HIV/AIDS service delivery

FOR MORE INFORMATION, CONTACT:
Affette McCaw-Binns
Epidemiologist,
University of the West Indies
Dept. of Community Health, Mona
Kingston 7, Jamaica
Tel: (876) 977 6346
Fax: (876) 927 2893
E-mail: affette.mccawbinns@uwimona.edu.jm

8 JAMAICA
Working with young women to prevent second pregnancies and develop life skills

This programme offers schooling and other services to 12–16 year old girls who are
pregnant. It provides a supportive non-judgemental environment in which girls prepare for
motherhood and gain life skills.
The programme has an extensive referral network including schools where girls return to
their education.
There has been a big reduction in second pregnancies amongst the 22 000 girls who have
been through the programmes.
PROJECT FOCUS: Advocacy.
PROJECT DURATION: 1977–present.
IMPLEMENTING AGENCY/AGENCIES: Women’s Centre

completing their education, and preventing a second
pregnancy during their adolescent years. Since its inception in 1977, WCJF has developed a strategy to accomplish these goals which address young mothers’
immediate and long-term needs.

of Jamaica Foundation (WCJF)

STRATEGY: The WCJF Programme for Adolescent
PARTNERS/BENEFICIARIES: None.
PROJECT COST: N/a.
BACKGROUND:
For me, the Women’s Centre really changed my life…
The Women’s Centre taught us to think, “You are a
woman, you have a child, you have a goal.” This has
stayed with me.
– Former programme participant

Jamaica’s adolescent pregnancy rates are among
the highest in the Caribbean, with the birth rate for
women aged 15–19 at 108 births per 1000 women.
Forty-five per cent of all Jamaican women aged 15–
24 years have been pregnant by age 19, and 41% give
birth. To help address the socioeconomic and health
consequences of adolescent pregnancy, WCJF has
supported adolescents in returning to school and

Mothers offers academic instruction for girls aged
12–16 who are pregnant, personal and group counselling about the challenges of teen pregnancy and
motherhood, and referrals to local hospitals and clinics for health services, including family planning. The
programme also offers practical services to support
young mothers during and after their pregnancies,
such as: day care for infants; classes in parenting and
child nutrition; information about women’s and children’s legal rights; job skills training; and vocational
training placement for women aged 18–24.

ACTIVITIES: The programme has developed cooperative relationships with schools, courts, churches, and
health centres. Staff work with local schools to ensure
that each adolescent is placed in a school when it is
time for her to leave a WCJF centre. The programme
provides follow-up counselling, and monitors girls’
progress for two years after they return to the regular
school system. By providing a supportive, nonjudgmental environment where girls can continue their
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education, the programme helps these adolescents
prepare for motherhood, build self-esteem, and gain
skills to move forward with their lives. It also has increased the involvement of the girls’ parents and led
to the development of an extensive referral network.

IMPACT: Until 2002, the programme has helped more
than 22 000 teenage mothers return to the school system, and now serves as a model for other efforts. In
1997 alone, the programme reached 3016 girls, representing about 51% of births to girls under age 16 in
Jamaica. In any one year, only 1.4% of girls reached by
the programme had a second pregnancy before graduation or starting work. The programme now operates from seven primary centres and 13 outreach stations which help serve young mothers who cannot
travel from remote or rural areas. It also offers three
terms of classes per year, and can enrol as many as 120
students at each centre.
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public relations programme using other interested
groups can help increase awareness and support.
• Stable programme funding is difficult to secure.
Success comes from developing relationships with
agencies performing related work, using all avenues
to promote elements and share recognition among
agencies to minimize competition.
• Finding dependable and committed staff can be
difficult. Individual attitudes are as important as
educational qualifications.
• Combining education, information, and services
are key to pregnancy prevention.

REPLICATION/RELATED INITIATIVES : The project is
ongoing.
This programme example was adapted from material presented in the case study of the Women’s Centre
of Jamaica Foundation, Programme for Adolescent
Mothers, which is available online at http://www.fhi.org/
en/wsp/wspubs/jamaica.html

LESSONS LEARNED:
• Providing a supportive environment where pregnant
girls can continue their education can make a significant difference to their futures. Young mothers
leave the programme with the skills and confidence
which enable them to move forward in their lives.
• Societal attitudes and opposition to young, unwed
mothers are both difficult to overcome. A systematic

FOR MORE INFORMATION, CONTACT:
Mrs. Pamela McNeil
National Director,
Women’s Centre of Jamaica Foundation
Programme for Adolescent Mothers
42 Trafalgar Road
Kingston 10, Jamaica
Tel/Fax: (876) 926 5768

9 KENYA
Mobilizing health professionals and community members against female
genital mutilation (Nyamira district)

This 18-month project was too short to change a 400-year-old practice.
But it made good progress through a “communication for change” strategy aimed at health
workers, teachers, religious leaders, chiefs and assistant chiefs “change agents”.
Health workers have been mobilized as anti-FGM advocates.
80% of female health providers were circumcised 80% did not plan to circumcise their
daughters.
PROJECT FOCUS: Research.

PARTNERS/BENEFICIARIES: None.

PROJECT DURATION: 1995–1996.

PROJECT COST: N/a.

IMPLEMENTING AGENCY/AGENCIES: Program for Ap-

BACKGROUND: Starting in June 1995, PATH and

propriate Technology in Health (PATH) and the Seventh Day Adventist-Rural Health Services (SDARHS).

SDA-RHS implemented a two-year project aimed at
eradicating female genital mutilation (FGM) in the
Nyamira district of Kenya. The focus of the project
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was to mobilize health professionals and community
members against the practice of FGM. Despite the
fact that the Kenyan government had banned FGM, it
is practised in 50% of districts in Kenya. Research in
four districts suggests that 80% of women above the
age of 14 have been circumcised. In the Nyamira district, the majority of girls are circumcised under the
age of ten.
In developing the project, PATH and SDA-RHS met
with key community leaders, including medical officers, religious leaders, chiefs, headmasters, and others. Although the leaders were sensitive about the issue
and concerned about community reaction, they endorsed the project’s objectives. Based on this endorsement, a community mapping activity was carried out
to identify all community resources and infrastructure important to project implementation. Quantitative and qualitative research activities were then carried out to assess health workers’ and community
members’ knowledge, attitudes and practices regarding FGM.
Surveys of health workers revealed that approximately 75% of health workers see clients who have
been circumcised, and roughly 50% have been asked
to provide FGM or curative services to circumcised
girls, over half had treated excessive bleeding from
FGM, and a quarter had treated FGM-related infections. Some 11% admitted to providing FGM at least
once. Eighty per cent of female health providers were
circumcised themselves, but 80% did not plan to circumcise their daughters because they questioned the
value of the practice and were concerned about health
effects.
Focus groups and interviews with community
members confirmed that FGM was extensively practised, and often performed in clinics/hospitals, or at
home, by trained health workers. Families perceive
the practice to be safe because health providers offer it.
Most rural families, however, used traditional circumcisers. Male community leaders generally approved of
the practice and supported training nurses and other
health providers to perform it. Uncircumcised girls
were seen as social misfits, and parents worried about
the psychological consequences to girls who are not
circumcised. Many community health workers are unaware of the harmful consequences of FGM.

STRATEGY: As a first step, the project disseminated this
information to community leaders and government
administrators through workshops. The workshops,
held in 1996, were quite controversial, as some community members were hearing about the harmful ef-

fects of FGM for the first time. They wanted to know,
for example, who specifically was interviewed for the
study, whether harmful effects were proven beyond
any doubt, if Nyamira was the only part of Kenya that
carried out FGM, and if the government would prosecute circumcisers. There seemed to be a strong feeling that choosing not to circumcise a child should be a
family decision, not a government decision.

ACTIVITIES: After the workshops, a “communication
for change” strategy – based on participatory training
techniques – was developed and implemented, targeting health providers as the first-line change agents and
advocates against FGM. The following activities were
implemented:
– a five-day training workshop for health providers,
with the aim of increasing knowledge about FGM,
FGM elimination and advocacy strategies, community mobilization, and interpersonal communication;
– participant personal advocacy plans to change FGM
practices in families, workplaces, and communities;
– a similar workshop for other key change agents,
such as: teachers, religious leaders, and chiefs and
assistant chiefs;
– a media and materials development workshop that
was attended by artists, teachers, social workers, and
health workers to design print materials advocating
against FGM;
– distribution of print materials developed for PATH
(and for the Maendeleo Ya Wanawake Organization
(MYWO));
– outreach activities to educate community groups
about FGM, including lectures for church groups,
meetings with health providers, and seminars with
women’s groups.

IMPACT: While the project has not been systematically
evaluated, it appears to have been successful at mobilizing health workers as anti-FGM advocates, encouraging trainees to abandon their own support of FGM,
and sensitizing the community about the harmful effects of FGM. The information gained through initial
research was crucial in developing appropriate intervention strategies.
LESSONS LEARNED: The 18-month time frame of the
project was too short to bring about significant behaviour change, especially for a practice that has existed for 400 years in Nyamira. Involving potential
“change agents” from various community groups is key
to project success. The project needed to include, for
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example, more representatives from women’s groups
and teachers. Participatory training approaches establish a good base for project implementation, and help
to promote “community ownership” of the project.
These approaches also require capacity building
among local partners.

REPLICATION/RELATED INITIATIVES: None.
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FOR MORE INFORMATION, CONTACT:
Asha Mohamud
PATH DC
1800 K Street NW, Suite 800
Washington DC
20006 USA
Tel: (202) 822 0033
Fax: (202) 457 1466
E-mail: amohamud@path-dc.org
http://www.rho.org/html/hthps_progexamples.htm#kenya-gov

10 MALAYSIA
Launching special reproductive health services for women approaching menopause

This programme is part of a life-span approach to reproductive health. Public seminars have
raised awareness and Family Planning Associations offer services to older women at Well
Women’s Clinic including:
• HRT, or
• Symptomatic treatment of menopausal symptoms
• Screening for breast and cervical cancer
• Treatment of older women’s gynaecological problems
A leaflet and brochure in four languages has been distributed.
PROJECT FOCUS: Research.
PROJECT DURATION: 1991–present.
IMPLEMENTING AGENCY/AGENCIES: Federation of
Family Planning Associations, Malaysia (FFPAM),

PARTNERS/BENEFICIARIES: Malaysian Menopause Society and State Family Planning Associations (FPAs).
PROJECT COST: N/a.
BACKGROUND: In 1991, FFPAM launched menopause
management services for older women as part of its
life span approach to reproductive health. FFPAM is
committed to meeting the changing needs of its clients as they reach the end of their reproductive years,
and promotes the comprehensive management of
menopause to enhance the quality of life and women’s rights throughout their lives. All 13 state affiliates
offer special services to older women so that they can
learn about the effects of menopause on their bodies,
adapt to these changes, and maintain a healthy life.
Because Malaysian women know little about the
physiology of menopause, FFPAM has used a variety of information, education, and communication
(IEC) strategies to raise their awareness. The organ-

ization has produced an educational booklet which
describes menopause and its symptoms, explains the
long-term health risks associated with menopause,
and encourages menopausal women to actively manage their health. FFPAM also sponsors client forums
where obstetrician/gynaecologists educate women
about menopause and hormone replacement therapy, and dispel their fears and misconceptions. By
collaborating with other NGOs, such as the Malaysian Menopause Society, FFPAM has been able to take
its message to broader audiences at public forums
on menopause and hormone replacement therapy.
State FPAs have used public seminars as an important
channel to raise awareness, and to publicize the range
of reproductive health services available at FPA clinics.

STRATEGY: State FPAs affiliated with FFPAM offer
older women a variety of important services at their
Well Woman Clinics, including:
– hormone replacement therapy;
– symptomatic treatment of menopausal symptoms;
– health screening, including breast examinations,
Pap smears, and ultrasonography;
– education about menopause;
– counselling and advice;
– management of gynaecological problems.

64

GENDER SENSITIVITY AND GENDER-BASED ANALYSIS IN WOMEN’S HEALTH DEVELOPMENT

ACTIVITIES: Physicians counsel women going through
menopause about the benefits of hormone replacement therapy, and also alert them to its potential risks.
They advise hormone replacement therapy to alleviate uncomfortable short-term symptoms such as
mood swings and decreased libido, and to reduce the
long-term risk of developing serious illnesses such as
osteoporosis. Physicians update clients about findings
from recent studies on hormone replacement therapy
so that they can make fully informed decisions. After a thorough examination to rule out contraindications, physicians prescribe a suitable drug for hormone replacement therapy to those women who want
it. When hormone replacement therapy is inappropriate or unwanted, women receive symptomatic treatment for menopausal symptoms instead.
State FPAs also screen women for breast and cervical cancer in their clinics, and in public outreach programmes for underserved and marginalized groups.
Family planning and reproductive health clients receive annual breast examinations and are taught to do
monthly breast self-exams. A special effort is made to
instruct young people in breast self-exams at camps,
talks, and other gatherings. Current policy is to take a
Pap smear every three years from women aged 20–65,
unless their use of hormonal contraception or their
sexual history puts them at special risk for cervical
cancer, in which case Pap smears are taken annually.
FFPAM operates a cytology laboratory to ensure reliable readings of Pap smears. When clients have a suspicious lump in their breast or an abnormal Pap smear,
they are referred to a government, university, or private hospital for further investigation and treatment.
FFPAM staff members follow up these women to ensure the quality of their care.
Physicians at FPA clinics also treat older women
for gynaecological problems, including reproductive
and urinary tract infections, vaginal dryness, incontinence, and dyspareunia. If the FPA cannot offer effective treatment for a client’s problem, the client is
referred to an outside hospital. When older women
complain of bone ache, backache, or joint pains, they
are treated symptomatically and offered hormone replacement therapy.
FFPAM services for older women have faced many
challenges, including:
• Lack of expertise. Health care workers at state FPAs
initially were not familiar with the medical issues
surrounding menopause and its treatment.
• Staff shortages. Staff turnover exacerbates the shortage of female obstetricians/ gynaecologists who can
provide menopause services.

• Client motivation. Some clients are reluctant to accept hormone replacement therapy, especially
for long-term use, and many drop out after their
symptoms improve.
• Affordability. Poor clients cannot afford hormone
replacement therapy and/or other drugs.
To overcome these obstacles, FFPAM and its state
affiliates have trained staff members on menopause
management, raised extra funds to upgrade clinics,
worked to raise public awareness of the benefits of
hormone replacement therapy, and have established
strong referral links with government, university, and
private medical facilities to provide specialized services. FFPAM also has standardized services by reviewing guidelines on how to set up a menopause clinic
and how to manage women who are going through
menopause. In 2002, FFPAM revised its guidelines on
menopause to further improve services.
FFPAM also has worked to expand reproductive
health services for older women, which are available
at clinics with specially-trained gynaecologists or general practitioners. For example, all state affiliates now
provide ultrasonography services. More recently, FFPAM used funding from the Embassy of Japan to develop new leaflets and posters on coping with menopause and its signs and symptoms in four languages,
and to purchase a bone mineral densitometer to identify women at risk for osteoporosis. The densitometer is loaned to State FPAs for use during Well Woman
Clinics, which offer women counselling on diet, exercise, and HRT to prevent osteoporosis.

IMPACT: In 2002, a total of 1639 women were
screened for bone mineral density. IEC activities –
highlighting the health impacts of menopause and
the increasing range of services, including screening for bone mineral density – have attracted growing numbers of menopausal women to FPA clinics
for services. For example, the number of hormone replacement therapy clients rose from 1032 in 1996 to
2445 in 1998, and 3578 in 2002, with the number expected to continue growing in 2003. In addition to the
112 000 family planning clients served in 2002, FFPAM affiliates helped over 25 000 women with menopausal, gynecological, and sexually transmitted infection services.
LESSONS LEARNED: FFPAM identified lessons learned
as follows:
• To attract older women to new health care services and sustain their interest, FPAs must continue
to develop IEC materials and activities which raise
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their awareness of the health problems associated
with menopause and ageing.
• Providers should encourage the continuity of care
by informing women about the long-term benefits
of hormone replacement therapy for reducing the
risk of serious diseases associated with ageing.
• Hormone replacement therapy drugs must be
made affordable to all segments of the population.

REPLICATION/RELATED INITIATIVES: Currently, the
programme is designed for women aged 45–65, and
FFPAM plans to extend its services to the “old old” (i.e.
women over the age of 65) in order to provide care
throughout the entire life span. Separate clinic sessions will be held and specialized health services designed for the oldest cohort of women. FFPAM is also
moving to address the reproductive health of men,
with the objective of improving the sexual health of
women and men.
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FOR MORE INFORMATION, CONTACT:
Dr Ang Eng Suan
Executive Director,
Federation of Family Planning Associations, Malaysia
(FFPAM)
81B, Jalan SS15/5A
Subang Jaya
47500 Petaling Jaya
Selangor Darul Ehsan, Malaysia.
Tel: (603) 5633 7514/7516/7528
Fax: (603) 5634 6638
E-mail: ffpam@po.jaring.my
http://www.rho.org/html/older_progexamples.htm#malaysia

11 MEXICO
Integrating reproductive health services: Mother and Baby Friendly Hospital
Initiative in Mexico

This highly integrated approach to improving the quality of hospital care for mothers and
babies covered supporting exclusive:
• breast feeding
• medical are before/during/after
births
• preventing defects at birth

PROJECT FOCUS: Health service.
PROJECT DURATION: 1992–present.
IMPLEMENTING AGENCY/AGENCIES: Ministry of
Health, Mexico.

PARTNERS/BENEFICIARIES: Mexican Youth Foundation, Mexican Federation of Private Health and Community Development Associations, and Catholics for
a Free Choice.
PROJECT COST: Amount unknown (funded by United
Nations Children’s Fund (UNICEF)).

BACKGROUND: The Mother and Baby Friendly Hos-

• health education
• investigation of maternal and
newborn deaths

pital Initiative started in 1992. Since then, Mexico has
introduced a total of 25 interventions aimed at providing integral care to pregnant women and their
children. In response to the Programme of Action of
the International Conference on Population and Development (Cairo, 1994), three new activities were
added in 1995, bringing the total to 28, focusing on
the reproductive health of adolescents, and post-obstetric contraception.

STRATEGY: The Ministry of Health has created the Reproductive Health General Direction Unit, where operations linked to the Safe Motherhood Initiative are
managed. In order to strengthen the coordination of
activities between the different administrative levels, and to develop guidelines for the National Pro-
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gramme for Reproductive Health, an Inter-Institutional Group for Safe Motherhood was established.
This committee was supported by all institutions of
the National Health System and NGOs such as the
Mexican Youth Foundation, Mexican Federation of
Private Health and Community Development Associations, and Catholics for Free Choice.

ACTIVITIES: The Inter-Institutional Group developed
the 1995–2000 Reproductive Health and Family Planning Programme, encompassing the activities of the
Mother and Baby Friendly Hospital Initiative. The
group is divided into five committees which address
different activities:
– fostering, protecting, and supporting exclusive
breastfeeding;
– focusing on medical care, prenatal monitoring with
a risk approach, institutional care for delivery and
abortion, the care of puerperium, post-abortion
contraception, and neonatal heart-lung reanimation;
– preventing defects at birth, stressing for timely detection of mental retardation due to congenital hypothyroidism, the importance of vaccinations, and
surveillance of growth and development (this committee is also concerned with the detection of cervical and breast cancer, and health care for teenagers);
– activities aimed at health education and promotion;
– the investigation maternal and newborn deaths.

IMPACT: All institutions that make up Mexico’s National Health System are participating in the Mother
and Baby Friendly Hospital Initiative. Over 90% of
the hospitals had been accredited in 1998 (657 out of
721).

LESSONS LEARNED: By using the Mother and Baby
Friendly Hospital Initiative, combined with the reproductive health focus adopted at various international United Nations conferences, it was possible to
broaden the scope of activities in the context of improving the quality of hospital care.
REPLICATION/RELATED INITIATIVES : The project is
ongoing.

FOR MORE INFORMATION, CONTACT:
Willy Bezold
Programme Coordinator, UNICEF
Reforma 645
Lomas de Chapultepec
Mexico DF, Mexico
Tel: (52 5) 202 32 33
Fax: (52 5) 202 32 33
E-mail: wbezold@unicef.org
http://www.unicef.org/programme/health/document/mexeng.pdf

12 NEPAL
Nepal Safer Motherhood Project (NSMP)

This project has two main components:
• Service provision including hospitals, emergency obstetric care services in rural areas
• Increasing access – using community participation including community films and radio
tapes, events organized by village development committees. Project focused on reaching
men as “champions for safe motherhood”.
PROJECT FOCUS: Policy advancement and programme
development.

PROJECT DURATION: March 1997–March 2004
IMPLEMENTING AGENCY/AGENCIES: Options Consultancy Services on behalf of the Department for International Development (DFID), United Kingdom.
PROJECT COST: £5.8 million.

BACKGROUND: In Nepal, women’s extremely low status – in relation to male family members and older females – severely curtails their autonomy. To create a
climate of support for safe motherhood, the NSMP
aimed to identify innovative ways of reaching men
(e.g. through farmers or forest user groups) and by recruiting village development committee members –
the majority of whom are men – as “champions for
safe motherhood”. Mothers-in-law, who play a role in
the decision to refer daughters-in-law to health pro-
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viders in the event of complications, will be a further
target of awareness-raising activities.
Maternal mortality accounts for 20% of deaths of
women of reproductive age women in Nepal – more
than any other health problem. The social and economic costs of these deaths are enormous. During the
last decade, strategies to reduce the maternal mortality ratio in Nepal have included the adoption of a
primary health care approach, which failed to make
any impact on the ratio. NSMP design, therefore, was
based on the rationale that all women who are pregnant, in labour, or who have recently had a baby or an
abortion, must have access to high-quality essential
obstetric care (EOC).
The NSMP aims to reduce maternal mortality by
increasing the utilization of and access to quality, essential, obstetric life-saving care in target districts.

STRATEGY: The project has two main components:
• Service provision. Improvements to the physical infrastructure of hospitals, provision of equipment
and supplies, and capacity-building of health personnel, to improve the availability and quality of
EOC services in rural areas.
• Increasing access. Using community participation to
promote awareness of and demand for services so
that women with complications during pregnancy,
childbirth, or the postnatal period utilize services.

ACTIVITIES: NSMP is working to improve women’s access to EOC; NSMP intends to use a range of interactive and participatory information, education, and
communication interventions to create an environment of support for women’s rights to appropriate
health care during pregnancy and childbirth, and to
increase awareness of the importance of when, where,
and how to access EOC services.
Travelling theatre groups and musicians are an effective conduit for safe motherhood messages, as are
community radio tapes and advocacy events organized by village development committees. Local emergency transport schemes and funding schemes for
transport, treatment and drugs are being set up to
tackle other key barriers to access.
The planning and implementation of these interventions draw on the project’s needs assessment and
ongoing monitoring work to ensure that they tackle
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the part gender inequality plays in determining health
status and access to health services.

IMPACT: The community films have proved to be an
excellent advocacy tool, since findings have been disseminated among government officials at district and
central levels, donors, and nongovernmental/civil society organizations. The films inspired awareness
within the communities, and opened a process of dialogue between health service providers and users.
LESSONS LEARNED:
• Adequate time is necessary to conduct careful needs
assessments which ensure that complex barriers to
accessing EOC (including gender aspects) are understood, and appropriate ways of tackling these
barriers can be identified.
• Inputs to the “supply” (service provision) and “demand” (increasing access) components of the
project need to be integrated wherever possible.
This increases the understanding of health staff of
community perspectives of services and the constraints women face in accessing care, and helps to
raise community awareness of the constraints under which health staff operate.
• Participatory film approaches are useful for building local support for and ownership of projects, and
as an advocacy tool for building district and central
level commitment to safe motherhood.

REPLICATION/RELATED INITIATIVES: The model is being replicated by the Family Health Division of the
government in another district. NSMP model experiences have greatly influenced the programming approach of other development partners, particularly
UNICEF.
FOR MORE INFORMATION, CONTACT:
Melissa Cole
Options Consultancy Services
129 Whitfield Street
London W1P 5RT, United Kingdom
Tel: (44 171) 3832494
Fax: (44 171) 388 1884
E-mail: c.green@options.co.uk
http://www2.ids.ac.uk/gemsearch/results2.cfm
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13 PERU
Empowering women and their communities to confront gender-based barriers
to reproductive health

This programme has several interesting features.
1. Focus is on empowering women and their communities to advocate not on delivering
health care. 13 participants since elected to local government.
2. Well designed participatory methodologies enhanced the sustainability of project.
3. The programme features education micro credit for income generating activities, 133
reproductive rights committee, 134 networks of community health promoters, strategic
alliances with local authorities, popular community education techniques e.g. radio soapopera bases on women’s real stories.
4. The programme is being replicated in Bolivia.

PROJECT FOCUS: Education and advocacy.
PROJECT DURATION: 1995–2005.
IMPLEMENTING AGENCY/AGENCIES: Movimiento
Manuela Ramos (MMR).

PARTNERS: Community-based Women’s Organizations (CBOs).
BENEFICIARIES: Women and men from rural and periurban areas in Peru.
PROJECT COST: US$ 36 000 000 (funded by the United
States Agency for International Development (USAID)).
BACKGROUND: In 1995, the ReproSalud Project in
Peru introduced an innovative approach to promoting reproductive health among poor, marginalized
women living in the Andean highlands, the Amazon
basin, and periurban areas of Lima. Rather than delivering health care, ReproSalud works to empower
women and their communities: to overcome genderbased, social, cultural, and economic barriers to reproductive health; to become informed consumers of
reproductive health care; to practice healthy behaviours; and to advocate for changes in the health care
system to meet women’s needs. The project is carried
out by the MMR – a Peruvian NGO dedicated to the
promotion and defence of women’s rights – under a
cooperative agreement with USAID/Peru.
STRATEGY AND ACTIVITIES: Education and active citizenship lies at the heart of the project. ReproSalud se-

lects a CBO as a partner in each site. It provides the
selected 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 to identify priority reproductive health problems. Most communities have selected either reproductive tract infections,
unintended pregnancies, or complications at delivery as their top priority. Domestic violence 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-assessment
process have become a basic ingredient for the design of the educational strategy that ultimately aims
to empower women for full citizenship and participation in the life of their communities.
Upon completion of the self-assessment, ReproSalud staff work with the selected local women’s organization to develop capacities and provide resources
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, the ReproSalud programme deals
with anatomy and physiology, gender roles, and reproductive rights – as well as the community’s prioritized reproductive health problems – developing local
proposals to deal with them, based on perceived available resources. Women are encouraged to take care of
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their own health by practicing good nutrition and hygiene, and by making more use of government 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
sexually transmitted diseases and family planning,
and learn to 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
components now have a life of their own, with independent staff and funding.

COALITIONS: To assure sustainability of the project
proposal and achievements, in its second phase, starting in 2001, project participants have formed reproductive rights defence committees and networks of
community health promoters. These organizations,
with support of the project, are implementing activities to both promote and defend women’s rights. The
women are learning to negotiate with health care providers and are acknowledged as legitimate spokespersons in their communities and with local authorities.
Together, women’s organizations and health centre
staff have developed plans to address priority reproductive 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 actors and institutions in reproductive health
advocacy.
COMMUNICATION STRATEGIES: Also in 2003, a radio-based communications programme is being implemented 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. 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 mar-
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keting the production and will be responsible – upon
due training – for monitoring the communications
programme.

IMPACT: 4 To date, ReproSalud has established partnerships with 263 CBOs which have carried its education 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 communities.
This is reflected in increased professional health care
during pregnancy and delivery, increased knowledge
and use of contraceptive methods, and more visits to
a health facility for reproductive health problems. 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
which serve them – to promote democratic participation and citizens’ monitoring to protect reproductive
rights. Many experiences demonstrate how women,
meeting with and educating local authorities and men
in their communities, have achieved success in solving such problems as emergency transportation for
women at risk of pregnancy complications, and the
treatment and prevention of violence against women.
Similarly, women continually seek to improve the
quality of care in health centres and hospitals in and
around their communities.

LESSONS LEARNED:
• Well-designed participatory methodologies enhance the sustainability of project outcomes because they help individuals and communities to
assimilate new knowledge and skills, to make decisions and take actions on their own behalf, and to
act collectively to bring about fundamental social
change.
• Popular education techniques can introduce and
address complicated topics among people with little formal education, and can help meet local information needs.
• Working with and building the capacity of pre-ex-

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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isting community organizations – particularly
those committed to promoting women’s rights – is
an effective way to bring about community involvement and empowerment.
Raising community members’ consciousness and
knowledge of reproductive health concerns and
rights enables them to advocate for improved
health care that meets locally identified needs.
Working with women’s community-based organizations 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 clients’ rights, government reproductive health policies and programmes need to listen to and take into
account women’s articulation of their problems.
The ReproSalud project has contributed to achieving interesting, if 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 programmes and to NGOs, both within the country and
elsewhere. This is already being done under agreement 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 (Programas para la Mujer–ProMujer; Centro de Asesoría Laboral–CEDAL;
and Asociación Jurídica Pro Dignidad Humana–AJUPRODH) and the Deutsche Gesellschaft für Technische Zusammenarbeit (GTZ) GmbH, a German
government-owned corporation for international cooperation with worldwide operations. In all cases, Re-

proSalud has provided (or will provide) training materials and technical support for the replication of the
proposal. Additionally, training materials in reproductive health and gender relations produced by ReproSalud have been distributed as requested by many institutions, organizations and agencies 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 MMR has signed a cooperative agreement with
PROSIN (Programme for Integral Health) of the Government of Bolivia for the provision of technical assistance to design a project in Bolivia with similar
characteristics as that of ReproSalud in Peru.

FOR MORE INFORMATION, CONTACT:
Sandra Vallenas
Political Coordinator,
ReproSalud Project
E-mail: svallenas@,manuela.org.pe
Susana Moscoso
Technical Coordinator,
ReproSalud Project
E-mail: smoscoso@,manuela.org.pe
Carmen Yon
Responsible for the Research and Evaluation Area,
ReproSalud Project
E-mail: cyon@,manuela.org.pe
Movimiento Manuela Ramos (MMR)
Av. Juan Pablo Femandini 1550
Pueblo Libre
Lima 21, Perú
Tel: (511) 423 8840
Fax: (511) 431 4412

14 THE PHILIPPINES
Women’s Health Care Foundation, Metro Manila

Women’s health clinics and outreach clinics have been established in Manila and other
areas.
They aim to provide quality services and education mainly to disadvantaged women
(young; sex workers), city workers.
Life span health including STD’s domestic violence, premarital and marital counselling,
health education.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

PROJECT FOCUS: Advocacy.
PROJECT DURATION: 1989–present.
IMPLEMENTING AGENCY/AGENCIES: Women’s Health
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women, their health status, and their health problems;
– to establish working relationships with local and
international organizations, agencies and individuals who could help promote WHCF goals

Care Foundation (WHCF)

PROJECT COST: Amount Unknown (funded by the
United States Agency for International Development
(USAID)).

BACKGROUND: Until recently in the Philippines,
women’s health concerns were thought to be adequately served by maternal and child health (MCH)
programmes. However, women’s advocates have emphasized that MCH programmes do not meet women’s total health needs, as such programmes neither
takes into account the health needs of women who
are not pregnant, nor accommodate women’s changing needs throughout their life cycle. For example, in
the Philippines, sexually transmitted diseases, including HIV, are a great threat to women’s health, putting
them at risk of infertility, AIDS, and possibly reproductive cancers. A second example is the context of
domestic violence. A survey among males in Metro
Manila revealed that one in five married men admitted to beating their wives. Although induced abortion is illegal in the Philippines, many women still
have abortions, which are usually performed in secret and often under unsanitary conditions and without proper medical care, posing a threat to women’s
lives and health. The WHCF concept of how its clinics would operate and which services they would provide were shaped by the founders’ vision of an ideal
health environment for women. With this in mind,
the WHCF developed a list of objectives which included health service delivery and advocacy:
– to establish and effectively operate quality and affordable clinical and laboratory facilities which respond to the reproductive health needs of women –
particularly, disadvantaged women, their partners
and their children;
– to conduct information and motivational activities
among women and men to enable them to understand their reproductive health rights and responsibilities, and to empower them to make decisions
about their health care;
– to undertake advocacy efforts to help policy-makers, health professionals and other groups improve
the quality of reproductive health care;
– to participate in research and evaluation studies on

STRATEGY: With initial funding from the Population
Crisis Committee through the International Women’s Health Coalition, WHCF established three clinics
in different locations in Metro Manila. The aim was to
make services available to people who were not served,
or were underserved, by existing medical facilities.
ACTIVITIES: In the Sampaloc-Quiapo area of Manila,
a clinic was established to cater to young women, particularly students. A second clinic was established in
the Ermita-Malate area, to draw a clientele from the
entertainment and sex worker industry. A third clinic
was established in Cubao, a busy commercial district
in Quezon City. The Cubao clinic provides services
to walk-in clients, including office employees, saleswomen, and waitresses working in nearby businesses.
The services offered by the WHCF include obstetrics
and gynaecological consultations and care (including family planning) for all women, regardless of age
or marital status. The clinics also perform laboratory
tests and offer premarital and marital counselling.

IMPACT: The WHCF clinics have served approximately 35 000 clients. Many are married women, employed, with at least a high school education. WHCF
provides a variety of health education programmes
for clients, designed to provide information to enable them to make more informed health care decisions. Other programmes were designed to teach clients about reproductive health, so that they can in
turn educate members of their communities. These
programmes include training for community health
workers, street vendors and overseas workers, and offer reproductive health lectures.
LESSONS LEARNED: The WHCF offers lessons to others in health programmes. It has strengthened health
services to women and has expanded women’s access
not only to services but also to information about reproductive health. Advocacy efforts have raised awareness of women’s health issues among policy-makers,
government officials and NGOs. Because of its diverse
activities, WHCF has improved the quality of women’s health and their lives.

REPLICATION/RELATED INITIATIVES: Since 1995,
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WHCF has expanded its activities, and the number of
clients has significantly increased. Reproductive health
services were delivered in Olongapo, and outreach
clinics have been held in Cavite, Bulacan, and several areas in Metro Manila, including Tondo, Payatas,
Muntinlupa, Fairview and Diliman

FOR MORE INFORMATION, CONTACT:
Family Health International
P.O. Box 13950
Research Triangle Park, NC
27709 USA
Tel: (919) 544 7040
Fax: (919) 544 7261
E-mail: http://www.fhi.org

15 SENEGAL
A community-based, basic education programme changing the traditional
practice of female genital cutting (FGC) by improving the physical and mental
well-being of rural women and children

This TOSTAN break-through programme aims to empower women and men to engage in
their community development and improve living conditions in their community. National
languages are used in this basic education programme conducted in villages. The first four
modules on democracy, human rights, problem solving and hygiene lead participants to
question harmful traditional practices including FGC and early marriage.
Inter village meetings and public declarations by intermarrying communities were part of
process. 938 villages publicly abandoned FGC. Life span health including STD’s domestic
violence, premarital and marital counselling, health education.
PROJECT FOCUS: Basic Education Programme in National Languages.

PROJECT DURATION: 1991–present.
IMPLEMENTING AGENCY/AGENCIES: TOSTAN (Wolof
translation: “Breakthrough”).

PARTNERS/BENEFICIARIES: Senegalese communities,
now also in Burkina Faso and Guinea.
PROJECT COST: TOSTAN has been funded principally
by the United Nations Children’s Fund (UNICEF)
over the past 14 years, and by various other international organizations and foundations.
BACKGROUND: Since 1997, 983 communities have
abandoned the practice of female genital cutting
(FGC) and early marriage of their own accord. The
decision followed participation in the TOSTAN basic education programme, social mobilization activities and inter-village meetings. Beginning with sessions on democracy, human rights, problem-solving,
hygiene and health, the TOSTAN programme fosters
dialogue among villagers at all levels of the commu-

nity. As communities begin to weigh the benefits of
maintaining a tradition versus the health risk and human rights violations posed by FGC and early marriage, they make informed choices to abandon these
harmful practices.
FGC is performed in Senegal on girls format any
time between birth and 12 years. Sealing, one of the
most severe forms of FGC, is practiced among some
of the most traditional groups. Various reports suggest that between 20% and 50% of Senegalese women
are circumcised. Circumcision is practiced mostly
among ethnic groups in the poorest rural areas of the
country. Many associate the practice with tradition,
purification, chastity and/or religion. Although 94%
of the population is Muslim, FGC is practised more
for ethnic or cultural reasons rather than for religious
ones. Many religious leaders do not require, or outwardly discourage, the practice.
The mission of TOSTAN, established in Senegal in
1991, is to contribute to the human dignity of African
people through a quality non-formal participatory
education programme in national languages. TOSTAN’s success lies in its explicit organizational goal:
to empower women and men to become self-sufficient actors in their community development. Unlike
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programmes which aim specifically at ending FGC,
TOSTAN provides villagers with essential learning
and skills, and the freedom to manifest this knowledge as they deem appropriate. TOSTAN’s two-year
holistic education programme develops themes of democracy, human rights, problem-solving, hygiene,
health, literacy, mathematics, and management skills.
Teaching methods use a combination of modern and
traditional techniques, including theatre, song, poetry,
sharing of personal experience, and artwork. Understanding human rights and the health consequences
of FGC and early marriage in an intimate environment has allowed women to understand the link between these practices and health problems, such as
pain, infection, haemorrhage, prolonged labour, sterility, and fistulas.

STRATEGY: The first community to end FGC did so
after completing the TOSTAN programme, but was
not prompted by TOSTAN to make this historic decision. There was never a strategy for ending FGC, other
than TOSTAN’s original goal of providing quality basic education. The programme places FGC in a larger
context of improvement of living conditions in the
community. As more villages began abandoning the
practice after participating in the programme, TOSTAN realized the importance of social mobilization
activities and intervillage meetings, and allowing individuals to discuss and end FGC with other members
of their family, community and intermarrying community. The next step was a public declaration, so that
communities could officially mark their decision together. The declaration becomes an opportunity for
intermarrying communities to abandon the practice at the same time, thereby assuring husbands and
wives for their children. The public declaration is also
a positive means to reinforce the importance of health
and human rights.

ACTIVITIES: TOSTAN’s education programme begins with baseline studies conducted in villages to determine: their interest in the programme; existing
infrastructure; resources; and previous NGO intervention. Facilitators are selected and trained in programme content, usually over a six-week period. The
classes begin in villages and follow a course of modules on democracy, human rights, problem-solving,
hygiene, health, literacy, basic mathematics, and management skills. It is usually after the first four modules
that participants begin to seriously question harmful
traditional practices such as FGC and early or forced
marriages. TOSTAN then provides support for in-
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ter-village meetings and awareness-raising campaigns
to spread important messages related to the dangers of harmful traditional practices. Economic empowerment follows the first phase of social empowerment with classes on literacy and successful project
implementation. Evaluations of the programme are
conducted on a regular basis, so that changes can be
made to meet the needs and realities of participants
and the communities.

IMPACT: As of 2003, TOSTAN has trained more
than 500 facilitators to implement the modules, and
worked in over 1000 villages in all 11 of Senegal’s
regions, reaching more than 60 000 participants.
Through the programme, participants have: organized to drastically improve vaccination rates in their
communities (often reaching 85–100% coverage); established active community management committees and new health services; assured that all children
in the community have birth certificates; regularly
cleaned the village; ended discriminatory practices;
and promoted family planning, girls’ education, and
the emergence of new female leadership.
After discussing the negative health consequences
of FGC and early marriage, village women and men
also decided to act to end these practices in their villages. Although the first few women to openly reject
FGC met opposition from men and other community
members, the women persevered.
After continued discussions with village leaders and
men, several interrelated villages declared an abandonment of FGC. The process started on 31 July 1997,
when the village of Malicounda Bambara pledged to
abandon FGC. The Malicounda Bambara women discussed their decision with other TOSTAN participants in neighbouring villages. Those villages began
making similar commitments, sometimes after weeks
of argument and discussion about the religious and
ethnic basis of the practice.
In all, 938 villages have now publicly abandoned
the practice.
These activities caught the attention of high-level
policy-makers, programmers and women’s health advocates worldwide. As a result of these grassroots efforts, the Senegalese parliament passed a law to criminalize FGC on 13 January 1999. It is punishable by six
years in jail.
LESSONS LEARNED: Some of the keys to success of the
TOSTAN project are as follows:
• Knowledge and skills are presented in national languages, fostering dialogue and giving women the
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courage to begin addressing various issues at all
levels of the community.
Information about FGC is discussed within a larger
context of community empowerment, but only after participants have a firm understanding of their
human rights and responsibilities, and basic hygiene and health.
Involvement of surrounding communities in the
decision to abandon FGC and early marriage became essential, often because FGC was necessary
for marriageability among a given ethnic group.
Social mobilization activities are conducted by the
practitioners themselves rather than by outsiders.
Well-trained community management committees
are key to the sustainability of the programme.
Public declarations for the abandonment of FGC
focus on a celebration of the new commitment to
health and human rights, rather than on demeaning the practice and humiliating the practitioners.
Participation of village leaders, particularly religious leaders, is crucial. Islamic leaders are able to
allay concerns about Islam’s position on FGC.

• Radio broadcasts, television and press coverage
help spread essential messages, raise awareness, and
further the movement on a much larger scale.

REPLICATION/RELATED INITIATIVES : TOSTAN today
is involved in over 500 villages annually, both those
that practice FGC and those that do not. TOSTAN is
presently implementing the programme in Guinea
with support from USAID. After implementing the
programme in partnership with Mwangaza Action
and the Population Council in Burkina Faso in 2001–
2002, a declaration for the abandonment of FGC occurred in 23 communities on 3 May 2003.
FOR MORE INFORMATION CONTACT:
Mme Molly Melching
Mr Malick Diagne
TOSTAN, BP 326
Thiès Sénégal;
Tel: (221) 51 10 51
Fax: (221) 51 34 27/630 07 97
Website: www.tostan.org

16 SUDAN
A community-based approach to providing reproductive health services to
internally-displaced people

This program features:
• Training of local community health workers (paid a small cash incentive) and
traditional midwives.
• Development of material with local influential people.
• Distribution of health binders, posters, pamphlets.
• Emphasis on “universal precautions” to prevent transmission of blood borne diseases.
PROJECT FOCUS: Research.
PROJECT DURATION: 1999–present.
IMPLEMENTING AGENCY/AGENCIES: American Refugee
Committee (ARC).

PARTNERS/BENEFICIARIES: Sudanese community
health workers.

PROJECT COST: N/a.
BACKGROUND: Southern Sudan, which has been
plagued by a long civil war, is a security risk area. The

ongoing conflict there tends to disrupt not only reproductive health activities, but also the lives of the
people themselves. Strong cultural practices – such as
the acceptance of forced sex and male-centered decision-making about abstinence or condom use – conflict with good reproductive health practices. Since
1999, ARC has operated a comprehensive reproductive health programme in Southern Sudan for displaced persons and local residents affected by war.
ARC aims to reduce high maternal and child mortality, treat and prevent sexually transmitted infections,
increase awareness of sexual and gender-based violence, and improve family planning and child-spacing options.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE
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STRATEGY: The ARC health programme relies on a

IMPACT: The ARC reproductive health programme

community-based approach, in which the community
is encouraged to take as much ownership and responsibility as possible. ARC has set up reproductive health
clinics at two of the primary health care centres it operates in camps for internally-displaced persons in the
Sudan and at the hospital in Kajo Keji County. Reproductive health clinics are readily accessible to most
people, but primary health care units in more remote
locations also promote awareness of HIV/AIDS and
safe motherhood. In addition, HIV/AIDS awareness is
increasingly being integrated into primary health care
outreach activities which have focused on immunizations against childhood diseases and tetanus toxoid
immunizations for women of childbirth age. While
the programme’s major focus is on safe motherhood,
sexually transmitted infections, and HIV/AIDS, ARC
also emphasizes “universal precautions”, a comprehensive strategy for preventing transmission of bloodborne diseases. Activities include birth control (condoms, oral contraceptives, injectables), and treatment
of diseases related to reproductive health, including
sexually transmitted infections.

has made a good start under difficult conditions. To
find culturally appropriate solutions for this problem,
ARC turns to the community, asking influential local
people how best to deliver reproductive health messages, dispel myths and misconceptions, and/or overcome a particular custom. With their help, ARC has
produced posters, pamphlets, and other information,
education, and communication materials for distribution to health facilities and communities.
Preliminary data from a recent ARC knowledge, attitudes, and practice surveys in the area were encouraging. They showed that awareness levels of transmission of sexually transmitted infections and HIV/AIDS
were high, and more pregnant women were seeking
the help of a trained health worker for their deliveries.

ACTIVITIES: ARC has trained a number of local Sudanese community health workers (CHWs) as family
planning providers and promoters. These staff are recruited from the resident population and the camps,
and they receive a small cash incentive for their work
at the health facilities. Eventually, a recently introduced user-fee system will support the health workers. Training for CHWs lasts several weeks and is followed up with refresher sessions as needed; all of the
major components of reproductive health are covered.
To reinforce the training, ARC has created a comprehensive reproductive health binder and distributed it
to all health units and health centres, where it is available for consultation by CHWs and other staff.
About 130 traditional midwives in the community
also have been trained as part of the programme. Because many midwives have limited education, most of
the training is pictorial or verbal, with hands-on practice. Training for these traditional birth attendants focuses primarily on safe motherhood, universal precautions, and HIV/AIDS awareness. Traditional birth
attendant training has helped to reduce complicated
births, maternal deaths, and infant mortality.

LESSONS LEARNED:
• One lesson learned has been the need to move forward slowly and carefully, given the sensitivity of
reproductive health topics in these and other communities. It takes time for true awareness to take
hold and for beliefs to change. Programme activities cannot be rushed to meet some externally imposed deadline.
• A second lesson is that every community is different and must be approached individually. Generalizations cannot be used, even within similar cultural
groups.
• A third lesson is that the value of involved community members to reduce complicated births, maternal deaths, and infant mortality.

REPLICATION/RELATED INITIATIVES: Reproductive
health services, especially HIV/AIDS awareness, are
lacking in general throughout Africa. To help address
this gap, ARC plans to expand the services it is providing, possibly into Uganda, and to share the materials it
has developed to interested NGOs and other groups.

FOR MORE INFORMATION, CONTACT:
David and Paulette Hassell
ARC International, Sudan/Uganda
PO Box 7868
Kampala, Uganda
Tel: (256 41) 533 726/727/728/729
Fax: (256 41) 533 737
E-mail: arc@swiftuganda.com
http://www.rho.org/html/refugee_progexamples.htm#sudan
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17 SOUTH AFRICA
Training in gender awareness and gender violence for primary health care
nurses in rural areas

Two organizations involved in nurse training and domestic violence linked up for a pilot
programme to train nurses to address domestic violence as part of their work.
A major issue in the training was that the female nurses experience similar levels of
violence as their clients. Conversely male nurses shared prevailing community attitudes
on justification for beating a woman, marital rape, and traditional practices such as
lobola (bride price).
PROJECT FOCUS: Training.
PROJECT DURATION: 1998.
IMPLEMENTING AGENCY/AGENCIES: Health System
Development Unit (HSDU), University of Witwatersrand; Primary Health Care (PHC) Nurse Training
Programme; and Agisanang Domestic Abuse Prevention and Training (ADAPT).
PARTNERS/BENEFICIARIES: RADAR (Rural AIDS and
Development Action Research Programme), School
of Public Health, University of the Witwatersrand.
PROJECT COST: N/a.
BACKGROUND: South Africa’s 200 000 nurses form the
largest category of health personnel in the country,
and are widely distributed in rural areas. They may be
ideally placed to help battered women, who may seek
emergency care after being assaulted, or routine care
for themselves and their children. To tap into this resource, the HSDU/PHC nurse training programme
and ADAPT have collaborated on a gender-awareness/
gender-violence training programme for primary
health care nurses.
HSDU is a rural-based health systems research and
development programme associated with the School
of Public Health, University of Witwatersrand. It has
been training nurses to work in rural areas within
South Africa since 1982. ADAPT is an NGO founded
in 1994 to fight domestic violence. It offers counselling and support to battered women and rape survivors, conducts training workshops for health workers
and the police, educates community groups, and engages in advocacy.
In 1998, HSDU and ADAPT conducted focus
group discussions on domestic violence with a class

of 38 nurses enrolled in a one-year training programme in Limpopo Province, one of the poorest and
most rural provinces in South Africa. These 29 female
and 9 male nurses had already completed their basic nursing training and had several years’ experience
working in local clinics and outpatient departments,
where they were responsible for the full range of PHC
services.
The focus groups found that nurses perceived gender violence to be an extremely common and widely
condoned phenomenon in their communities. Female nurses generally expressed the belief that such
violence was harmful and oppressive to women, and
acknowledged that rape could take place within marriage. However, many also believed that women were
responsible for certain behaviours and attitudes
which could “provoke” domestic violence and rape,
and felt that domestic violence was a private matter
which should, if possible, be resolved in the home. In
spite of their professional and income-earning status, their own personal experiences of physical, sexual,
and emotional abuse were not significantly different
from the women they saw in their clinics, and they felt
unable to exert any meaningful control over their own
economic resources.
During the focus groups, male nurses listed a wide
variety of occasions that justified beating a woman –
including not obeying or respecting their husband,
shortcomings in household duties or child care, and
infidelity – and described beating as a means of expressing love or forgiveness for a woman’s perceived
transgressions. They completely rejected the concept
of marital rape and expressed great reluctance to involve outside agencies, such as the judicial, health, or
welfare systems, in cases of domestic violence, believing it to be a family matter.

STRATEGY: Based on these findings, HSDU and

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

ADAPT developed a gender-violence training module,
and piloted it five months later as part of these same
nurses’ four-week reproductive health curriculum.

ACTIVITIES: The four-day module on gender violence
initially focused on the nurses’ experiences as women
and men, not as professionals, and explored their attitudes, beliefs, and personal histories of violence. Popular sayings and wedding songs were deconstructed to
help nurses understand gender stereotypes and conditioning. There were also same-sex and mixed-sex
group discussions, role plays, a film screening, and individual, peer, and group counselling.
The final day of training focused on nurses’ responsibilities as health professionals. The nurses considered how they could address the issue of domestic violence as part of their work, identified barriers to
action, and discussed methods for overcoming them.
They also reviewed practical skills involved in detecting cases of abuse and considered how they might introduce such a protocol into their own health care settings. Finally, they discussed how they could use their
roles as community members and educators to raise
awareness of domestic violence.
IMPACT: Afterwards, nurses completed a questionnaire which documented changes in their knowledge
and attitudes. For female nurses, the greatest impact
of the training was to raise awareness about their own
oppression and to acknowledge personally – often for
the first time – their own experiences of abuse. Many
described this experience as being simultaneously
painful, empowering, and healing. For male nurses,
hearing the experiences of their female colleagues
and examining their own attitudes and experiences
proved to be both disturbing and challenging. After training, none believed that beating a woman was
ever justified; most accepted the concept of marital
rape; and some had begun to question the role of traditional practices such as lobola (bride price) in maintaining abusive practices against women.
The questionnaire confirmed high levels of violence in nurses’ own lives: 92% of the female nurses
had experienced at least one form of abuse by an intimate partner; more than one-third had been physically abused; equal numbers had been sexually
abused; and most had been psychologically and emotionally abused. Three-quarters of the male nurses admitted being abusive to an intimate partner: half had
engaged in physical abuse; 38% in sexual abuse; and
75% in emotional abuse.
All nurses believed the training module on gender
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violence was valuable; for some, it was a turning point
in their personal and professional lives. All wanted to
see such training formally incorporated into the nursing curriculum. After finishing the one-year training programme, the nurses dispersed and returned
to their home clinics. It is not yet known how the domestic violence training has affected their on-the-job
performance. One nurse, however, has established a
support group for abused women at her own clinic.

LESSONS LEARNED: Although this programme is still in
its early stages, several valuable lessons have emerged:
• Nurses share the same cultural values as the larger
society, and their attitudes can be potentially damaging to abused women.
• Nurses experience similar, or perhaps higher, levels
of violence as the clients they are expected to counsel and treat. This may make it difficult or impossible for them to deal with domestic violence on a
professional basis.
• Gender-violence training strategies for health
workers cannot focus exclusively on professional
knowledge and skills. Such training also must view
health workers in their role as community members, question their attitudes towards domestic violence, and help them deal with their own experiences as victims or perpetrators of violence.
• More research is needed on men’s perspective on
gender violence, especially the attitudes and experiences of male health workers and other professionals who come into contact with abused women
• Local NGOs that have worked in the field of gender
violence can make a valuable contribution to any
research or training effort. Their collaboration ensures that the training content and materials reflect
local understandings and beliefs regarding domestic violence. Their staff can play an important role
in allowing health workers to deal with their own
experiences with violence and begin the healing
process
• A remaining challenge is understanding how to
scale up and integrate such training initiatives
into the South African nursing curriculum more
broadly.

REPLICATION/RELATED INITIATIVES: None
FOR MORE DETAILED REPORT: Kim J and Motsei M.
(2002). “Women Enjoy Punishment”: Attitudes and
experiences of gender violence among PHC Nurses
in Rural South Africa. Social Science and Medicine 54:
1243–1254.

78

GENDER SENSITIVITY AND GENDER-BASED ANALYSIS IN WOMEN’S HEALTH DEVELOPMENT

FOR MORE INFORMATION, CONTACT:
Dr Julia Kim
RADAR, Health
P.O. Box 2
Acornhoek 1360, South Africa
Tel: (27 13) 795 5076
Fax: (27 13) 795 5082
E-mail: jkim@soft.co.za
Website: www.wits.ac.za/radar

18 UGANDA
Implementing the Mother-Baby Package project

Safe motherhood programme involved:
• educating adolescents on reproductive health;
• improving maternal care through a range of interventions including understanding
risk factors and knowing how to get care;
• strengthening the role of midwives;
• involving men as women cant use the services without the help of men.
PROJECT FOCUS: Advocacy.
PROJECT DURATION: 1994.
IMPLEMENTING AGENCY/AGENCIES: Ministry of
Health, Uganda.

PARTNERS/BENEFICIARIES: the United States Agency
for International Development (USAID); the United
Nations Population Fund (UNFPA); the United Nations Children’s Fund (UNICEF); Department for International Development (DFID), United Kingdom;
the World Health Organization (WHO); the Deutsche
Gesellschaft für Technische Zusammenarbeit (GTZ)
GmbH; and CARE.

PROJECT COST: Amount unknown (funded by
UNICEF).

BACKGROUND: Uganda has a population of approximately 20 million, most of whom live in rural settings.
The population is among the fastest growing in Africa, with an average of 6.8 children per woman. The
maternal mortality ratio of 510/100 000 live births
is caused, inter alia, by poverty, ignorance of danger signs, a poorly developed public transport system, and communication which hinder referrals. The
generally poor quality of health services discourages

women presenting to clinics. Only 38% of deliveries
take place in institutions attended by professionals.
Among many other health problems including malaria, Uganda has a high incidence of sexually transmitted diseases (STDs) and HIV/AIDS. Some 1.5 million Ugandans are infected with the HIV virus; 350
000 have full-blown AIDS. There is also a low contraceptive prevalence rate of 15%; and the high teenage pregnancy rate of 43% makes adolescents an especially vulnerable group.
Uganda assessed its maternal and prenatal health
care needs following the Nairobi conference in 1985.
The Mother-Baby Package project was undertaken to
implement a Safe Motherhood programme. Mobilization was the key thrust of the initiative, the main goals
of which were to involve key players in Ugandan society – e.g. the First Lady, who is the patron of the Safe
Motherhood programme.

STRATEGY: People at all levels of civil society were
asked to participate in a sensitizing campaign. The
Safe Motherhood action plan aimed at improving
health care quality through:
– training of staff;
– provision of adequate supplies;
– access to maternal care;
– family planning services;
– strengthening management of health care services
and information systems.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Until 1994, the country focused on the implementation of the Mother-Baby Package which comprised
integrated family planning services for mothers and
adolescents, prenatal and delivery care, care of the
newborn, and breastfeeding. A policy review identified the need to legalize midwifery practice, extend
their responsibilities, and enhance their effectiveness.
It also requested the Nursing Council to review the
Nursing Bill and the Midwifery Handbook.

ACTIVITIES:
• Information/Education/Communication. Adolescents are vulnerable because they lack access to a
range of health care services. It was therefore decided to target this group wherever they may be –
in or out of school, in the streets, or in war zones
– to provide them with vital information on reproductive health, to teach them safe sexual behaviour,
and to provide treatment for STDs when necessary.
• Improving maternal health care. A number of interventions were implemented to improve health
care provided to mothers and to reduce the maternal mortality ratio, including: screening for HIV/
AIDS and STDs; management of health care for
women suffering from HIV/AIDS; treating complications arising from pregnancies; and immunization against tetanus.
Trained midwives were identified to be among the
key actors for the implementation of the MotherBaby Package. They had been providing a range of
services without any legal framework authorizing
them to do so. Procedures were reviewed and midwives were authorized to: set up IV lines, carry out
manual vacuum aspiration (as rural women have no
access to abortion care services), and administer certain drugs, e.g. antibiotics. The revision of the Nursing Bill and the Midwifery Handbook remains to be
completed.

IMPACT: The communication campaign targeting adolescents has been successful in slowly decreasing the
prevalence of HIV among youth. A decline from 37%
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to 12% in the rates of pregnant women infected with
HIV has also been detected.

LESSONS LEARNED:
• Community participation is the key to success.
• Communities should be empowered to participate
effectively in the development of maternal health
care programmes.
• Communities must be involved in identifying relevant and effective transport and communication
initiatives.
• Women and their families must learn about risk
factors connected to pregnancy and know how to
get appropriate care when needed.
• It is difficult to achieve safe motherhood unless
men are fully involved and participate in the delivery of maternal health services, because women are
unable to use the services provided for them without the aid and involvement of men.
• Service providers need to change their work ethics
– i.e. attitudes and practices towards their clients –
adopting a “more friendly face” and showing empathy.
• Technical and financial resources must be coordinated among ministries and different levels of government to ensure a successful implementation
process.

REPLICATION/RELATED INITIATIVES: This project has
been highly influential see journal article “Maternal and perinatal health, Implementation of the evidence-based programmes, M.K. Usher-Patel, J. Zupan,
R. Guidotti, L. de Bernes, MQ Islam, www,who.int/
reproductive-health/publications/HRP_HTRS/199/pdf
FOR MORE INFORMATION, CONTACT:
Kaijuka, Emmanuel
Ministry of Health
PO Box 8
Entebbe, Uganda
Tel: (256) 4132 0537
Fax: (256) 4134 4059
http://www.unicef.org/programme/health/document/mexeng.pdf
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19 UGANDA
Working to convince communities to end female genital mutilation (FGM),
with a focus on positive cultural values

The critical success factors of this REACH project were:
• It built on the work of Sabiny Elders Association, chiefs who decided in 1992 that
FGC was a destructive traditional practice.
• Continued celebration of positive cultural values by retaining certain aspects of FGC
ceremony, like feasting and gift-giving.
• Adding an anti-FGC change agent role to training of health workers.
Sensitising key opinion leaders such as traditional birth attendants.
PROJECT FOCUS: Advocacy in Reproductive Health.
PROJECT DURATION: 1996–present.
IMPLEMENTING AGENCY/AGENCIES: Kapchorwa Local
Government.

PARTNERS/BENEFICIARIES: Sabiny Elders Association;
religious institutions and Sabiny communities in an
outside Kapchorwa.
PROJECT COST: US$ 150 000 per year (funded by:
United Nations Population Fund (UNFPA); Norwegian Agency for Development; and United Nations
Children’s Fund (UNICEF)).
BACKGROUND: Traditionally, girls in the Sabiny community of Kapchorwa underwent female genital mutilation (FGM) between 15 and 22 years of age. The
majority of families preferred to have their daughters
undergo the procedure at the same time as males are
circumcised: in December of every even-numbered
year. Stories of ongoing health complications, and
several deaths, resulting from FGM are known in the
community. Efforts to stop FGM date back to efforts
by the British government of Uganda in the 1930s,
but intense work did not begin until the 1980s when a
cross-section of community members began to voice
their concerns. Several approaches were tried with little success, including strong health and human rights
messages from the Uganda Inter-African committee.
Community members felt this approach was judgmental and heavy-handed. The Sabiny community
prefer the terminology “female genital cutting” to “female genital mutilation” (and thus, “FGC” rather than
“FGM”) because “mutilation” sounds too harsh and
judgemental to the community.

The passing of a by-law making FGC compulsory
by the District Resistance Council in November 1988
sparked the community education initiative -. As recently as 1990, the Sabiny chiefs were staunch defenders of FGC, even clashing with the Government
of Uganda over the issue. Then, in 1992, the chiefs
formed the Elders Association and reviewed their traditional practices. They decided that FGC was a destructive tradition and began an effort to eliminate it.
The goal of the Reproductive, Educative and Community Health (REACH) Programme was to build
upon the work of the Sabiny Elders Association to
enhance reproductive health of women and girls
through the discarding of FGC, promoting positive
community values, and providing accessible reproductive health services. Specific objectives included:
sensitization of specific target groups, such as traditional birth attendants; improved reproductive health
services; and a newly established district population
coordination structure.

STRATEGY: Efforts to eliminate FGC were developed
in partnership with the Sabiny elders, and focused on
celebrating positive cultural values through retaining certain aspects of the FGC ceremony, like feasting
and gift-giving. An annual “Cultural Day” was instituted to promote healthy traditions and openly dispel
myths about harmful practices, especially FGC.
In partnership with health office, training and
equipping health workers and delivery units on reproductive health including a component of anti-FGC
change agent role with community involvement, support the construction of Health Units in most remote
areas and areas with high incidence of FGC.
One of the outcomes of this partnership is the creation of health units in most remote areas where FGC
is high.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

ACTIVITIES: Community seminars and workshops are
held regularly, often with the participation of the Sabiny Elders Association. Peer education activities and
health-worker training are ongoing, as is the training
of peer educators, health workers, traditional birth attendants, and traditional FGC practitioners and their
mentors and aides, in order to ensure sustainability at
the grassroots level.

IMPACT: Since its inception in January 1996, the programme appears to have had an impact on the practice. FGC is being eliminated in the Kapchorwa region
of Uganda, home to 130 000 people. An overall 36%
decrease in FGC has been recorded (in 1994, 854 girls
underwent FGC, but only 544 in 1996). The number
more than doubled in 1998 when a pro-culture group
was formed by “selfish individuals”5 but has been on
the decrease since then. The 2002 figures show that
five subcounties out 16 registered zero procedures.
The target group is about 14 000 females per season,
and the number of cut females is between 500–900
(less than 1%).
Other accomplishments include: stronger community support and commitment to end FGC; more
openness in discussing FGC; meaningful adolescent
involvement; and increased demand for information
about FGC.
The key to this change lies in a powerful partnership between the Sabiny Elders Association and the
REACH Programme. The involvement of the elders
in sensitizing the community has been so successful that the head of the Elders Association, GW Cheborion, received the 1998 United Nations Population
Award. The US$ 12 500 prize was used to construct
an office complex now housing the REACH Programme. A number of partners have come to support the campaign against FGC and other related activities. The organizations working among the Sabiny
include: the National Committee on Harmful Traditional Practices Uganda Chapter; the Family Association of Uganda (under International Planned Parenthood); Freedom Action Aid; World Vision; the
Kapchorwa Human Rights Initiative; and a number of
other grassroots organizations.
FGC no longer serves the intended purpose of
graduation to womanhood, as most of those who undergo it now are married women of approximately 30
years of age (the reason being to remain in the marriage and perform traditional functions, as they are
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harassed by their mothers-in-law and by fellow married women who have undergone FGC).

LESSONS LEARNED: Keys to success of the project include:
– strong government and community partnerships
from project inception;
– celebration of positive cultural values;
– addressing FGC within a broader reproductive
health focus;
– ongoing United Nations and other donors’ funding
support;
– use of culturally appropriate persuasive approaches;
– inclusion of policy and legal instruments relating to
FGC elimination at international, national and district levels;
– broadcasting of radio programmes from the national radio station in the Sabiny language which
has drawn the attention of the Sabinys living in
Uganda and Kenya who called for interventions to
be extended to them.
REPLICATION/RELATED INITIATIVES: The project is extending its activities to the Sabiny community living in other districts in Uganda (e.g. Bugiri, Busia and
Tororo). The Eastern African Network on FGC Elimination (chaired by the REACH Programme (2000–
2002) in addition to being the focal point for Uganda
to date) has also been founded.
FOR MORE INFORMATION, CONTACT:
Mrs Beatrice Chelangat
Project Manager,
Reproductive, Educative and Community Health
(REACH) Programme
PO Box 156
Kapchorwa, Uganda.
Tel: (256 04) 55 1190
Fax: (256 04) 55 1155
E-mail: reach@reach.ug.com
Or
Country Representative
UNFPA Kampala, Uganda
Tel: (256 04) 134 5600
Fax: (256 04) 123 6645
http://www.rho.org/html/hthps_progexamples.htm#Ugand

Individuals supporting FGC-continuation among illiterates, yet none of their daughter had undergone the procedure.

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE

Appendix 3:
Capacity-building for Gender
and Reproductive Health
As argued throughout the report, in developing countries, women are still
much more likely than men to be poor, malnourished and illiterate, and to
have less access than men to medical care. Childbearing has been women’s chief
source of security and status for centuries. This is still the case, especially where
women are denied education, reproductive health care, secure livelihoods, and
full equal rights. Reproductive health and gender equality are part of the international human rights agenda. This includes everything that affects reproduction: safe motherhood, avoiding and treating sexually transmitted diseases, preventing unwanted pregnancy, and promoting responsible sexual behaviour. In
these circumstances, there is a need for capacity-building to raise public awareness about gender inequality and to enhance technical capability to undertake
gender analysis and develop gender/reproductive policy, programmes and interventions. Gender statistics will be essential tools to make discrimination
and women’s relative deprivation visible, and to assist policy-makers and programme managers to monitor gender differentials.
Capacity-building and training for men includes changing men’s gender attitudes, eliminating gender-based violence, and enhancing men’s capacity to
share unpaid domestic and caring work more equally with women. Capacitybuilding and training for women in contrast will include technical training for
women in nontraditional areas, especially politics, leadership and governance,
and programmes to enhance self-esteem and self-confidence building. Gender
awareness and gender sensitivity training programmes will assist policy-makers and implementation staff to identify and address gender issues.
The literature review shows that a large number of international and national
training workshops, seminars and courses are being conducted to build capacity, addressing some of the challenges in the field of gender and development.
Although most of the programmes have been conducted in past years, many are
still ongoing. We select here some examples of training programmes that are
operating in different countries or regions.
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Course

Accredit/sponsor

Institution

Population and
United Kingdom
Reproductive Health

Centre of International Health Studies, Queen Margaret
University College
www.qmuc.ac.uk/cihs/cihs_srt.htm - 43k

United Kingdom

Centre of International Health Studies, Queen Margaret
University College
www.qmuc.ac.uk/cihs/cihs_srt.htm - 43k

Gender, Health and
Development

Reproductive Health: Thailand
Perspective and
Issues

Gender, Health
and Communicable
Disease

United Kingdom

Reproductive Health, Netherlands
including HIV/AIDS
Integrating Gender
and Health

Tanzania

Institute for Population and Social Research (IPSR)
Mahidol University
www.ipsr.mahidol.ac.th/shortcourse_brochure.htm
Liverpool School of Tropical Medicine
www.liv.ac.uk/lstm/educ/educ5.5.htm
Royal Tropical Institute
www.kit.nl/health/html/partnership_modular.asp
World Bank Institute and
www.afronets.org/afronets-hma/ afro-nets.200209/
msg00048.php – 13k

Women, Gender and Thailand
Development in
Southeast Asia

Women’s Action and Resource Initiative
www.geocities.com/wari9/course2003.htm - 21k

Sexual and
United Kingdom
Reproductive Health
Research

London School of Hygiene and Tropical Medicine
www.lshtm.ac.uk/prospectus/other_study/ofs11.htm

Reproductive Health United Kingdom
in Developing
Countries

School of Tropical Medicine, University of Liverpool
www.rdlearning.org.uk/courses/editcourse.asp?ID=13827

Management of
United Kingdom
Reproductive Health
Programmes

Nuffield Institute for Health, University of Leeds
www.rdlearning.org.uk/courses/editcourse.asp?ID=14742

Gender
Mainstreaming

United Kingdom

Overseas Development Group, University of East Anglia
www.odg.uea.ac.uk/pages/course_gender.html
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Context

Approach

Time

Participation

Critically appraise projects and to develop
the practical skills required to design
projects

Stakeholder analysis, development of
logical frameworks, gender planning,
and approaches to monitoring and
evaluation of projects

One month, Mar–Apr 2003

Researchers

Critique gender approaches to health and
development and the skills to be able
to plan programmes which are gendersensitive in their design.

Collecting and analysing data on
gender

One month, Jan–Feb 2003

Researchers with a Bachelor
degree or higher

Reproductive health: fertility and family
planning, sexually transmitted diseases
(including HIV/AIDS), reproductive tract
infections, maternal and child health,
abortion, etc.

Coursework format

Three months, Jan–Mar 2003

Researchers with a Bachelor
degree or higher

Gender in infectious diseases such
Seminar format
as tuberculosis, malaria and sexually
transmitted infections, and the implications
for health systems development

18 days, May 2003

Policy-makers, planners,
managers in health ministries

Historical development and contemporary Modular training and tailor-made
concepts in reproductive and sexual health courses

Two weeks, Feb–Mar 2003

Planners, managers

Integrating gender and health, uses
Distance learning techniques and
participatory methods and course material methodologies through the Global
which is particularly relevant to subDevelopment Learning Network
Saharan Africa

4 days, February 2003

Government policy-makers
and World Bank staff

Initiate, implement, formulate and evaluate Workshop format
gender programmes to have a clearer
understanding of historical and cultural
aspects of gender construction in SouthEast Asia

6 days, March 2003

Policy-makers, researchers
and academics

Principles and methods of effective social
and demographic research in sexual and
reproductive health research, design of
policy-oriented research and the use of
qualitative and quantitative methods

Coursework format

4 weeks, June–July 2003

Researchers, health, care
providers and programme
managers

Up-to-date skills to contribute to a
reduction in reproductive mortality and
morbidity in developing countries

Combines practical classroom teaching 3 months April–May 2003
with individual study time, small group
work and visits to relevant centres in
the Liverpool area

Plan, manage and evaluate effective sexual Workshop format
and reproductive health programmes
Concept of gender mainstreaming, sexdisaggregated data and gender-analytical
research, and practical strategies for
promoting gender equality

Summer 2003

Case studies, role-play, personal
4 weeks, July–Aug. 2003
reflection, group work, individual work
and presentations

A qualification in medicine
together with approved post
qualification developing
country experience in
obstetrics and gynaecology
Public and private sector
professionals
Government gender officers
and field workers

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE
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Appendix 4

Appendix 4:
Timeline History of Women
and the United Nations
1946 The Economic and Social Council (of the United Nations) established the Commission on the
Status of Women (CSW) and the Division for the Advancement of Women

1974 CSW recommended to the Economic and Social Council (of the United Nations) and to the
United Nations General Assembly that 1975 be designated as the International Women’s Year

1975 The International Women’s Year.
The First International World Conference on Women was held in Mexico in June

1976–1985 The United Nations Decade for Women
1979 The United Nations adopted the Convention on the Elimination of All Forms of Discrimination
Against Women (CEDAW)

1980 The mid-decade Conference on Women was held in Copenhagen
1985 The Third International World Conference on Women was held in Nairobi at the end of the
United Nations Decade for Women. The Conference adopted the Nairobi Forward-looking
Strategies for the Advancement of Women and, as a result, Women in Development (WID)
emerged as a field of policy and action for integrating women into development policies

1994 The International Conference on Population and Development was held in Cairo. Gender equality
was stated clearly in the preamble of the Programme of Action adopted by the conference

1995 The Fourth International World Conference on Women was held in Beijing. The conference
adopted the Platform for Action, which recognized the importance of integrating gender
concern into mainstream development efforts. The Platform for Action was the one of the
major United Nations documents to launch gender as a concept into the official United Nations
language

1997 The Economic and Social Council (of the United Nations) adopted resolution E.1997.L10 calling
for the United Nations to promote gender mainstreaming within the United Nations system

HISTORICAL OUTLINES AND CASE STUDIES OF BEST PRACTICE
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