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Executive summary

The Fourth International Meeting on Women and Health organized by the WHO Centre

for Health Development (WHO Kobe Centre - WKC) was held from 5 to 8 October 2003 in

Dar es Salaam, United Republic of Tanzania, in collaboration with the Ministry of Health of

the Government of the United Republic of Tanzania, and is referred to as the Tanzania 

Meeting. The executive summary outlines the presentations and discussions that took place

during the Meeting.

The Tanzania Meeting follows the WKC’s three International  Meetings on Women and  

Health held since 2000. At the Third International Meeting on Women and Health     in 2002 

participants endorsed the Kobe Plan of Action for Women and Health (POA)
1
 and four

international volunteer Task Forces were established to implement the POA. One of the

objectives of the Fourth Meeting was to report on the progress made on the implementation

of the POA and to consider strategies to expand it further.

The Meeting began with a welcome message from WKC Director Dr Yuji Kawaguchi

presented by Ms Helen L’Orange, WKC Consultant. In his message Dr Kawaguchi thanked

the Government of the United Republic of Tanzania for hosting the  Meeting and all

participants for attending this meeting.

Dr Doyin Oluwole, Director of Family and Reproductive Health, WHO Regional

Office for Africa, in her address called for governments and all development partners to

invest in women and their health because such investment makes economic sense.“One of 

the major pillars of investment in women and their health,　”she said , “is education of the girl-　　
child. An educated woman is an empowered woman; and a nation with empowered women is

a developed nation.”

Dr Daniel Makuto, Director of Family and Community Health Cluster incorporating

Department of Gender and Women’s Health , WHO, stressed the importance of the Meeting

and described the gender policy adopted by WHO. He said it was necessary to discuss how a

gender perspective could be best applied to develop better health and welfare systems.

Minister of Health Anna M. Abdallah of the United Republic of Tanzania

acknowledged the initiative of Dr Yuji Kawaguchi in holding the Meeting in Dar es Salaam,

United Republic of Tanzania, and thanked all participants for attending. She mentioned the

great impact that the Meeting would have in the Africa region.

The opening ceremony was honoured by the presence of Dr Ali Mohamed Sheni,

Vice-President of United Republic of Tanzania. In his welcome address to the participants,

the vice-president emphasized that “the elimination of gender imbalances and inequalities, to

allow for full and equal participation of women in economic, political and social processes,

will enable society to realize, at a more rapid pace, its full development potential”, and he

gave his full support for the objectives of the Meeting.

Day 1 of the Meeting proceeded with the nomination of the meeting off icers.

HE Anna Abdallah, Minister of Health, United Republic of Tanzania, was elected

Chairperson. Professor Hiroko Hara, Vice-Representative of Japan’s Network for Women

                                                
1 WHO Kobe Centre. Progress Report on the Kobe Plan of Action for Women and Health. 2003.

http://www.who.or.jp/women/index.html .
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and Health, was elected as Co-Chairperson. Professor Karen Messing of the University of

Quebec in Montreal, Canada , and Dr Steven V. Shongwe, Regional Secretary, Common-

wealth Regional Health Community for East, Central and Southern Africa , United Repu-

blic of Tanzania, were elected as Rapporteurs.

In the inaugural address of Dr Yuji Kawaguchi, delivered by Ms Helen L’Orange,

Dr Kawaguchi said that the Meeting was a historical occasion, as it was the f irst international

meeting on women and health and gender perspective in health and welfare systems

development, and WKC’s f irst international meeting to be held on the African continent. His

message urged the participants to redouble their efforts to improve women’s health in Africa.

The Meeting comprised eight Plenary Sessions which each comprised a presentation,

panel and/or general discussions. The themes of Plenary Sessions 1 to 4 related to research

priority areas of the POA.

The theme of Plenary Session 1 was “How do we know if health and welfare systems

are working for women?” Professor Vivian Lin, School of Public Health, La Trobe

University, Australia, presented the Report on  “Comparative evaluation of indicators for

gender equity and health” 2
. As Task Force 1 Coordinator, she reported on the outcomes of

evaluation of indicators that are in use, or being proposed for use, by leading international

organizations in order to assess the suitability for monitoring of key issues related to women

and health and welfare systems. She concluded that there was merit in considering a core set

of indicators that would either be relevant globally or could be used for comparisons across

peer countries and communities.

Dr Saskia Wieringa was the f irst panellist of the presentation in Session 1. She began

the discussion by addressing the inconsistency in the use of the conceptual apparatus amongst

the indicators reviewed, e.g. sex-disaggregated and gender-disaggregated data, and how the

terms are interchanged with no distinction made between them, creating confusion. She also

said that the confusion was reflected in the data collection, leading to the collection of

incorrect information.

Dr Wieringa also addressed the difference between the collection of qualitative and

quantitative data. She stressed the importance of the collection of both data, because they

fulf il different purposes and are complementary.

Dr Wieringa highlighted the importance of issues related to the monitoring of

performance indicators and to linking up with national ministries and NGOs in this process.

She also discussed the collection of data, and said that those involved in the project should

not rely on international data alone because a lot of specif icity is missed out, particularly on

issues of disaggregation. She recommended greater use of national data collection, that is

data collection at the national base.

Dr Hiranthi Wijemanne provided some practical examples of how the project would

operate in a country like Sri Lanka. Acknowledging the merit in reducing the number of

indicators and having a core set of gender-sensitive health indictors, which would give a good

measure of how a country is functioning on gender equity and health, she recommended the

                                                
2 Written by the La Trobe Consortium: Professor Vivian Lin, School of Public Heath, La Trobe University,

Ms Su Gruszin, Ms Cara Ellickson, and Mr John Glover, Public Health Information Development Unit,

University of Adelaide; Ms Kate Silburn and Ms GaiWilson, Australian Institute of Primary Care, La Trobe

University; Ms Carolyn Poljski, Andrology Centre, Monash University and MPH student, La Trobe University.



3

use of the existing national systems and developing a system which works within the country

settings, analysis of whether gender is given any place in that system, and provision of the

necessary training to staff involved in the data collection.

With regard to international monitoring, Dr Hiranthi Wijemanne cited examples of

several important reports produced in Sri Lanka. She said that although these reports do not

contain quality data, they do contain some indicators that have an impact on the country and

policy-making. She explained the importance of having data collected annually. She

recommended considering the nationally produced reports which come out with a lot of hype

and which have an impact at a national level and seeing how some gender-sensitive indicators

could be included into this international monitoring system.

The theme of Plenary Session 2 was “Case studies on effective policy formulation and

programme delivery.” Dr Ambujam Nair Kapoor, Deputy Director-General of the Indian C-

ouncil of Medical Research, and Coordinator of Task Force 2, presented the Report on 

Gender-sensitivity and gender-based analysis in women’s health development . The report
3

focused on the shift from a women in development approach (WID) to a gender and

development one (GAD), with women taking an active part in development instead of being

beneficiaries. Dr Kapoor said that the examples of case studies on programme delivery were

all in developing countries, and that few documents provide critical evaluation of gender

mainstreaming, gender-based analysis or delivery of gender-sensitive programmes. She said

more information should be provided on developed countries.

Dr Paul Courtright, Co-Director of the Kilimanjaro Centre for Community Opht-

halmology, United Republic of Tanzania, followed Dr Kapoor by presenting his hands-

on experience and research on the gender aspect of blindness and eye disease. More women

than men are blind or visually impaired, and in certain parts of the world, there are more

barriers to women than men in using eye care services. Such information on gender inequity

in eye care services was new to many participants and served to considerably raise awareness

of the problem.

Ms Sophie Read-Hamilton, Gender-Based Violence Programme Coordinator, spoke on

the Sexual Assault Referral Centre Project. She said that during Sierra Leone’s 10-year armed

conflict thousands of women and girls of all ages, ethnic groups, and socioeconomic classes

were subjected to widespread and systematic sexual violence. She mentioned the lack of

government policies on sexual assault and the inadequacy of legislation and legal proceedings.

Plenary Session 3 discussed the Report on The impact of women’s leadership in health 

and welfare systems development
4
. Ambassador Gertrude Mongella, United Republic of

Tanzania, President of Advocacy for Women in Africa and Secretary-General of the Fourth

World Conference on Women held in Beijing in 1995, and recently elected Goodwill

Ambassador by Regional Director of WHO Regional Office for Africa, as the Coordinator of

Task Force 3, presented successful stories of women’s contributions to improving health and

welfare systems, with emphasis on the impact of women’　　s leadership. She mentioned four

key empowerment determinants of women’s leadership in health systems:  access to

                                                
3 Written by Dr Jamileh Abu-Duhou, Dr Yuan Liping and Dr Lenore Manderson, The Key Centre for Women’s
Health in Society, Department of Public Health, School of Population Health, The Faculty of Medicine,

Dentistry and Health Sciences, The University of Melbourne
4 Written by Ms Agnes Walker, Ms Anthea Bill and Professor Ann Harding National Centre for Social and

Economic Modelling (NATSEM), University of Canberra
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education and knowledge; access to resources; participation in decision-making; and access

to information.

The theme of Plenary Session 4 was “Strategies to achieve a gender-sensitive approach

to health status and health systems including gender-sensitive medicine.” Dr Keiko Amano,

Director of Chiba Prefectural Institute of Public Health, Japan, reported on the success of the

International Symposium on Gender-Sensitive Medicine organized by WKC in collaboration

with Chiba Prefecture, Japan, and held there in March 2003. The Symposium established a

platform to enhance research transfer in specific gender equity and health issues, and made it

possible to establish a medical society on gender-sensitive medicine in Japan to propagate

research and medical practice or gender-specif ic medicine throughout the country. The

conclusions of the Symposium were presented to the participants for further consideration

and implementation.

Plenary Session 5 was on “ Identifying and expediting effective strategies to address

harmful traditional practices in Africa.” Mrs Berhane Ras-Work , President of the Inter-

African Committee on Traditional Practices (IAC), Geneva, Switzerland, presented her case 

studies on this subject. Harmful traditional practices, such as female genital mutilation, early

marriage, abduction, as well as all forms of sexual harassment, occur in various African 

countries. She reported on the success stories register of the IAC national committees

working on the reduction and elimination of such harmful traditional practices in three

African countries and concluded that success stories should be systematically recorded and

reported so that they can be replicated in other African countries.

On Day 2, Plenary Session 6 was on “Reduction of maternal mortality in the African

region:  progress report on achievement of the UN millennium goal.” Dr Doyin Oluwole,

Director of Family and Reproductive Health, WHO Regional Office for Africa, addressed the

challenge of reducing maternal deaths, especially in the African region. She reported that

approximately 500 000 lives of women will be saved, 10 million disabilities averted, and 1.5

million lives of children saved over the next 10 years if improvement in access to appropriate

pre- and antenatal interventions could be implemented immediately. She reiterated that the

commitment of governments was also a requirement. Participants then proposed that maternal

mortality be discussed in Workshop 5 together with harmful traditional practices.

Following this Plenary  Session,  all participants made a f ield visit to the island of 

Zanzibar, United Republic of Tanzania, and were welcomed by HE Amani Abeid Karume,

Hon President of Zanzibar, who expressed his strong support for the objectives of the

Meeting and emphasized that education and improving health services for women and

children were important issues for Zanzibar. Participants visited some health facilities

including one of the main maternity wards to gain a better insight into the present situation of

pregnant women, mothers and their babies.

Participants then convened into f ive simultaneous workshops to discuss subjects

presented at the Plenary Sessions.

At Plenary Session 7 the rapporteurs of the workshops reported on the results of their

discussions and proposals for strategies to be included in the Meeting Conclusions. At the

final Plenary Session  participants discussed and agreed upon a set of conclusions and

recommendations. They expressed their strong support for the POA and work proposed for

2004 and 2005, and acknowledged the high standard and importance of what has been done
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since 2002. In addition to the existing four Task Forces, a group to take forward issues on

women’s health in Africa was proposed.

At the closing session, HE Fredrick Sumaye, Prime Minister of the United Republic of

Tanzania, expressed his appreciation to all the participants for their valuable contribution and

to WKC for organizing the Meeting in the United Republic of Tanzania. He emphasized that

the Conclusions of the Meeting were a challenge to institutions, governments and individuals,

and that the Government of the United Republic of Tanzania would use the recommendations

to   improve  women’s  health  in   the   country.  The   chairperson,  HE  Anna  M.  Abdallah,

Professor Hiroko Hara, co-chairperson, and Ms  HelenL’Orange, on behalf of the WKC 

Director, all expressed their sincere appreciation to the participants and said they hoped for

continuing collaboration and leadership for women’s health.

Executive summary
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Conclusions

The Meeting was highly supportive of the Kobe Plan of Action for Women and Health

(POA) and its associated activities as outlined in the progress report on the POA. The

Meeting recognized the high quality of the work and progress achieved since April 2002 and

expressed confidence that this would continue.

Arising from the presentations and discussions in plenary and working group sessions,

the Fourth International Meeting on Women and Health made the following observations

concerning the next phase of implementing the POA:

To formulate a core set of gender-sensitive leading health indicators

In order to assist the continuing work on the development of a core set of

gender-sensitive indicators, the Meeting formulated a set of principles and criteria to guide

this work as follows:

1. The work should build on existing systems, e.g. improve them and obtain new data by 

taking advantage of existing collection efforts;

2. The work should build on indicators proposed through key international consensus,

including the Millennium Development Goals (2000), International Conference on 

Population and Development (1994), Beijing Plan of Action (1995) and Convention on the

Elimination of All Forms of Discrimination against Women (1979);

3. The data collection methods must be ethical for women;

4. Recognize that data collection and analysis may need capacity building at country and

community level;

5. The need to improve the specificity of reporting at international level and the harmonizing 

of national reporting systems should be addressed;

6. Conceptual clarity and soundness should be ensured, e.g. sex-disaggregated versus 

gender-sensitive indicators. Indicators should be identified as to whether they are meant to

identify women’s health or gender and health, or both;

7. Where ideal indicators would add to the data collection burden, proxy indicators should be

used and so identif ied;

8. A life cycle approach should be incorporated extending beyond reproductive health issues

and giving more emphasis to young people and older women;

9. A core set of indicators should be used globally. Optional modules could also be 

developed that will allow for harmonization and comparison across peer countries and/or 

regions/cities;

10. Aim for the ideal but seek to ensure commitment from governments and international

organizations;

11. Both quantitative and qualitative indicators should be reported on and national contexts

explicitly taken into account in the reporting system;

12. Benchmarks should be set for performance monitoring where possible.
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Criteria for developing gender-sensitive leading health indicators should:

• address health issues of signif icant magnitude for women;

• point to current priorities, as well as emerging issues;

• inform national health goals;

• reflect multiple health determinants and the multiplicity of gender-discriminatory

factors;

• have action potential;

• assist with evaluation of policies and programmes.

Additional suggestions were made for the WHO Centre for Health Development (WHO Kobe

Centre - WKC) Expert Group Meeting on Gender-Sensitive Leading Health Indicators, 3-5

November 2003, Kobe, Japan:

• Consideration of an indicator matrix that parallels policy and programme processes as

an approach which f ilters possible indicators from the health information model;

• Pilot projects should identify problems in data collection, including thorough

validation of data by women in the community, as well as ref ine criteria for inclusion

of leading indicators;

• Countries already working on indicator development, e.g. Canada, should be invited

to join the pilot group and an active search for additional support to other countries

should be made.

To promote the use of gender-based analysis throughout the research, policy,
programme development, and knowledge transfer process

• define steps taken and tools used in generating existing gender-based analysis (e.g.

HIV/AIDS, cataract, TB, armed conflict situations, cultural context of regions);

• identify lessons learned from gender-sensitive programmes;

• promote sound scientif ic research and provide relevant health information and

evidence with the goal of enhancing health outcomes and strengthening health care

for both men and women;

• incorporate gender considerations and perspectives into the health research, policy,

programme development, implementation, monitoring and evaluation processes.

In addition:

• A common health information  framework should be created for indicators and to

identify the gaps in the current use of gender-based analysis.

• An effective user-friendly set of guidelines should be produced to assist researchers,

policy advisers and programme managers to use gender-based analysis.

Conclusions
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• A set of guidelines for advocacy should be produced for application of gender-based

analysis throughout all aspects of research, programme and policy development for

women’s health.

• The application and effectiveness of the above guidelines should be evaluated.

• The identif ication and compilation of gender-based analysis, to be undertaken by a

partner institution with experience in gender-based analysis, would identify the

commonalities as well as the gaps. On the basis of this review, gender-based analysis

guidelines would be developed.

To encourage women’s leadership and empowerment

• encouragement of women’s leadership, necessarily involving empowerment of

women and their leaders;

• recognition of the value of leadership and empowerment at all levels;

• inclusion of leadership and empowerment development at all levels and involvement

of capacity development;

• inclusion of training for collective leadership and teamwork in leadership training;

• adaptation of the leadership and empowerment checklist being developed by WHP in

2004-2005 for use by women working in the following f ields: quality of life   

enhancement in all age groups; environmental health; sexual health and reproductive

and maternal health; child survival and development (checklist to cover:  participation

and inclusion; accountability; access to information; local organizational capacity);

• comparison of how women’s leadership has led to improvements in health services;

• inclusion of mechanisms for reporting and accountability as essential components;

• support of men for women in leadership roles; recognition that women and men

should work together as partners.

To encourage a gender-sensitive approach to health

The main objectives and strategies in the work undertaken at the WKC International 

Symposium on Gender-Sensitive Medicine, Chiba Prefecture, Japan, 1 March 2003, were   

endorsed.

Participants of this Fourth International Meeting on Women and Health noted that the

main objective of gender-sensitive medicine was to contribute to enhancing women’s health

status and health system performance so that health systems would be more responsive to

women’s needs. Participants nevertheless stressed the following:  gender-sensitive medicine

was only one means to address and enhance women’s health care. Rather, a gender-sensitive

approach to women’s health involved a variety of approaches or strategies as outlined in the

Proceedings of the International Symposium on Gender-Sensitive Medicine. In relation to

health care, the main goal of such strategies was to place women at the centre of their care,

enabling them to speak about their needs in an informed way and to have them addressed in a

responsive and respectful manner.
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Conclusions

For African women, the most urgent needs in terms of health care were access and

appropriateness. Thus, a gender-sensitive approach would involve overcoming the prevailing

barriers - f inancial, physical and organizational - that women face in accessing health care. 

These barriers  are frequently exacerbated for those outside the  appropriate health care

reproductive age group. To initiate such a gender-sensitive approach:

• policies should adopt a gender-sensitive approach and address the health implications

for women;

• governments should ensure women’s access to health services by removing f inancial

and other barriers;

• health systems should provide f inancial and social incentives for women to enter and

remain in medical and other health fields;

• professionals in medical and other health f ields should be educated about the

relationship between sex, gender and health;

• comparative examinations should be conducted on the eff icacy of women’s health

clinics in responding to women’s reported health concerns.

Since this Meeting was held in Africa, participants wished to acknowledge and

propose strategies on issues of importance to women in Africa.

Participants called upon agencies and governments to advocate strongly and
provide resources for:

• strategies to radically reduce maternal mortality and morbidity;

• strategies to eliminate FGM and other harmful traditional practices (for example,

inheritance of widows by male members of the family, early marriage, forced

marriage), such as:

－ identifying target groups;

－ enforcing existing legislation and formulating new legislation;

－ training and education at all levels, including policy-makers, law enforcement

agents, medical and traditional health care personnel, and community/village

level individuals and families;

－ eliminating medicalization of FGM; dissemination of the WHO Declaration

on Ethics
1
; strategies to deal with groups resistant to eliminating harmful

practices;

• research, such as operational research to determine the causes of harmful traditional

practices.

Maternal mortality is a priority global health issue.

The Meeting specif ically recognized the existence of the African Regional

Reproductive Health Task Force (ARRHTF). In order to ensure adequate global-level

attention to this very important issue in Africa, the ARRHTF should be strengthened through

additional expertise and involvement of WKC with the ARRHTF.

                                                
1 World Health Organization. Development of codes of medical ethics. 1979.
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Conclusions

Participants endorsed global efforts to reduce maternal mortality. For  instance,

participants noted the Abuja Declaration that calls for allocation of 15% of national budgets

to health of countries in the African region. Participants  stressed the importance of

prioritization of allocation and release of resources to maternal and child health at all levels

(national, district and community), particularly to ensure access to basic and comprehensive

emergency obstetric care.

Participants pledged to maintain their commitment to work towards improving women’s
health and well-being both through the POA and by other means available to them.

In closing, the Meeting expressed its deep appreciation to the WKC and the United

Republic of Tanzania for organizing and hosting the Fourth International Meeting on Women

and Health.

Dar es Salaam, United Republic of Tanzania

8 October 2003



11

Welcome addresses

Dr Yuji Kawaguchi

Director

WHO Centre for Health Development (WHO Kobe Centre - WKC) 

I would like to express my appreciation to the Government of the United Republic of

Tanzania for joining, so enthusiastically, the WHO Centre for Health Development, known as

WKC, in convening the first ever WKC meeting on the African continent. It is certainly no

coincidence either that this f irst WKC meeting in Africa is on Women and Health, and is 

taking place in the United Republic of Tanzania - a country where many health leadership   

positions are f illed by women, in particular HE Anna M. Abdallah, Minister of Health.

This Fourth International Meeting on Women and Health brings together the collective

wisdom accumulated through the previous three WKC International Meetings held in the

years 2000, 2001 and 2002 in Japan and Australia.

Many participants attending this Fourth Meeting participated in some or all of the

previous meetings. This type of continuity, with expansion at the same time to involve

additional experts and leaders, is a key factor of WKC’s Women and Health Programme.

Indeed this is a major principle of all of WKC’s work - to foster effective networks 

within and across countries and continents that can pull together sound evidence and bridge

the gap between research and decision-making for better health and welfare policy and 

programme development. This leads me to emphasize the philosophy of WKC, which is to

look at each major health challenge that we are tackling within the total perspective of

improving health and welfare systems development in the 21st century. This is WKC’s
unifying theme. Our major programmes areas are:  Cities and Health because of rapid global

urbanization; Ageing and Health because of the unprecedented global phenomenon of

population ageing; a strong component on Traditional Medicine; and Health and Welfare

Systems Development itself, a major component of which is Women and Health.

The approach of bringing a gender perspective into health and welfare systems policies

and programmes at all levels is a culmination. It encompasses the different approaches 

attempted in recent decades. These include attention to women’s day-to-day needs such as

maternal child health schemes; the poverty approach when underdevelopment, rather than

gender subordination, was perceived as the issue; the equity approach advocating women’s
access to, for example, credit facilities; and women’s increased economic participation as a

means to increase equity.

These approaches have all been reviewed at our previous meetings. Our First Meeting

in 2000 highlighted the empowerment approach. The Second Meeting, in Canberra, Australia,

emphasized the importance of advocacy to maximize women’s capacities and leadership at

all levels of society.

The Third Meeting brought all the above approaches together into the now well-known

Kobe Plan of Action for Women and Health (POA).

Since then work has been undertaken in carefully selected research areas. We will be

informed of the results of the work to date during this Meeting. One of these reports is on
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gender-sensitive medicine, which was further progressed at WKC’s International Symposium

held in collaboration with Chiba Prefecture, Japan, in March 2003.

WKC’s work also builds on to the gender perspective enunciated in major world

conferences in the 1990s, notably in Cairo in 1994 and Beijing in 1995.

This Fourth International Meeting on Women and Health in the United Republic of

Tanzania is, therefore, a major milestone for our mutually supportive effort in different parts

of the world. I am convinced that, with your high-level participation and leadership, the long

overdue need to incorporate a gender perspective into mainstream health policies and

programmes can be accelerated. I therefore thank you once again for accepting our invitation

to attend this Meeting and look forward to hearing your opinions on gender perspectives in

health and welfare systems development.
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Welcome addresses

DrDoyin Oluwole

Director

Family & Reproductive Health

WHO Regional Office for Africa

On behalf of Dr Ebrahim Malick Samba, the Regional Director of WHO African

Region, I bring you greetings from the African Regional Office of WHO, Brazzaville, Congo.

I thank the organizers of this Meeting for inviting WHO Regional Office for Africa to

participate in this very important forum. I also join my voice with that of the Director of

WHO Centre for Health Development (WHO Kobe Centre  - WKC), to thank the

Government of the United Republic of Tanzania for hosting this very important Meeting.

It is a well-recognized fact that no country develops without due attention to the health

and development of its women. Women, apart from being reproducers, are also producers and

economists. Indeed, they are, in the words of the UN Secretary-General, the sustainers of the

cycle of life itself.

In recognition of this fact, the 46 health ministers of the WHO African Region adopted

a Strategy on Women’s Health for the African Region in South Africa in October this year.

The aim of this strategy is to improve the health of women throughout the lifespan and

thereby contribute to the attainment of the Millennium Development Goals (MDGs).

It calls on governments to make available, accessible and affordable to women, services

and public goods that are responsive to their special needs and that are convenient in timing,

taking into consideration their other commitments within and outside the home.

It calls on governments and all development partners to invest in women and their

health because such investment makes economic sense. This is in line with the findings of the

Commission on Macroeconomics and Health. One of the major pillars of investment in

women and their health is the education of the girl-child. An educated woman is an

empowered woman; and a nation with empowered women is a developed nation.

The Health for All (HFA) policy for the African Region for the 21st Century:  Agenda

2020 underscores as a strategic direction, the creation of an enabling environment that allows

women to participate in, benefit from, and play a leadership role in all activities that have an

impact on their health and development.

In many developing countries, and Africa in particular, women lag behind in politics

and senior managerial positions. It is known that less than 10% of members of parliament in

many countries are women. We wish to congratulate the Government of the United Republic

of Tanzania for the forward-looking approach of including more and more women in political

and senior managerial positions. It is our hope that other countries of sub-Saharan Africa will

emulate this.

It is therefore not surprising that at the end of 2002, a Tanzanian woman in leadership

was appointed by the Regional Director of WHO Regional Office for Africa as the Goodwill

Ambassador for women’s health with a special focus on maternal and newborn health. She is

Ambassador Gertrude Mongella. Congratulations to the United Republic of Tanzania because

as far as I know, she is the f irst WHO ambassador to be appointed.
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Improvements in the health and development of women require political commitment,

high-level advocacy, incorporation of gender perspective into all health programmes,

attention to the health of adolescents, and a paradigm shift in the traditional assumption that

women have no basic rights.

In conclusion, I wish to leave us with a challenge as individuals, partners and

governments. Pregnancy and childbirth are normal physiological processes for sustaining the

human race. That being so, why do we watch a woman in developing countries die every two

minutes from a physiological process?

I have no doubt that if men were dying from a corresponding physiological process,

communities and governments would have taken drastic steps to stop the needless loss of

lives.

The African woman, like her child, can no longer wait until tomorrow. Her name is

Today. Let us rise up to defend and save the lives of our women. The time is Now!
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DrDaniel G. Makuto

Director

Family and Community Health Cluster

Incorporating Department of Gender and Women’s Health

World Health Organization

It is my honour and pleasure to make a few remarks today on the eve of t he 

First, I would like to extend our thanks and appreciation to the United Republic of

Tanzania for agreeing to host this important Meeting. My thanks also go to the WHO Centre 

for Health Development (WHO Kobe Centre - WKC), Japan, for taking the lead along with

our hosts in organizing the Meeting in conjunction with the WHO Office in the United

Republic of Tanzania and the WHO Regional Office in Brazzaville.

The theme of the Meeting “Gender perspective for better health and welfare systems

development” could not be more appropriate for an international meeting on women and

health, given the recognition that gender considerations are now receiving as determinants of

women’s poor health status, particularly in the developing world.

Over the last few years, WHO has given increasing attention to gender issues with

particular emphasis on how these affect women’s health, with a view to improving the health

of women overall.

Although WHO has had, at its headquarters in Geneva, a focal point for women’s
health and development since the mid ’80s, it was not until 1998 that it created a women’s
health department in response to the concerns of the international community and Member

States about women as a disadvantaged population group whose health was adversely affected

by gender considerations.

In 2001, the department’s work expanded to give emphasis to gender inequality as a

major factor in women’s health, and the department’s name changed to the Department of

Gender and Women’s Health.

The department has worked and continues to work to produce evidence on how gender

considerations already affect women’s and men’s health. It has supported research, advocacy,

and policy development on issues of specif ic importance to women’s health, such as

gender-based violence. Some of the work that the department is supporting is being

undertaken here in the United Republic of Tanzania:  the work on gender and blindness in the

Kilimanjaro region aims to demonstrate how to design and implement a gender-sensitive

intervention at the local level, and the various activities that need to be undertaken in order to

win political support as well as support from health officials for such an intervention. The

department has also produced norms, tools and guidelines to support the incorporation of

gender considerations into health research, policy and programmes with the aim of having a

positive impact on women’s health.

The department also spearheaded the development of a WHO gender policy which was

adopted by the Organization’s top-level management in March 2002. Work is now under way

to translate this policy into implementation plans, which will see gender consideration

inauguration of the Fourth International Meeting on Women and Health.
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become part of WHO’s mainstream work, including collaborative activities with Member

States and Partners.

There is no better way to push this agenda forward than to hold a meeting like the one

commencing today where Member States, the Kobe Centre with its expertise in research, and

the various levels of WHO, namely the Country Office, Regional Office and Headquarters,

discuss and share ideas on how a gender perspective can be best applied for better health and

welfare systems development. I am confident that we shall have excellent deliberations over

the next four days which will contribute significantly to our ability to improve the health of

women in the world, particularly the poorest and marginalized who are very often those at

greatest risk.
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HE Anna M. Abdallah

Minister for Health

United Republic of Tanzania

On behalf of the Government of the United Republic of Tanzania, the Ministry of

Health, and the organizing committee, I would like to welcome you all to the Fourth

International Meeting on Women and Health. You have travelled from Europe, America,

Asia, Australia and from African countries to attend this important Meeting. To you all I say

Karibu (welcome) to the United Republic of Tanzania, the land of Kilimanjaro and Zanzibar.

I would like, at the onset, to thank the organizers - WHO Centre for Health

Development (WHO Kobe Centre - WKC), for giving the United Republic of Tanzania the

opportunity to host this Meeting for the first time in Africa.

Similar meeting have taken place every year since 2000, the last in Kobe, Japan in 2002.

The subject of all the meetings has been Women and Health. The title of today’s meeting is

“Gender Perspective for Better Health and Welfare Systems Development.” This Meeting

will review achievements with particular emphasis on Africa and the developing world.

In many developing countries, equality between men and women does not exist in

practice, although gender equality may be incorporated in their statute books. As result of this,

women have been victims of political, social, economic and cultural suffering. The poor

economic growth in these countries has affected the ability of most governments to provide

social services, including health, to their populations, and so women and children have

continued to suffer from this situation.

I hope this Meeting, as a follow-up to the previous Meetings on Women and Health,

will come up with decisions geared towards improving the health and development of women

worldwide.

With these remarks, I now have the honour and pleasure of inviting the Vice-President

of the United Republic of Tanzania, HE Ali Mohamed Sheni, to off icially open the Fourth

International Meeting on Women’s Health and Development.
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HE Amani Abeid Karume

President of Zanzibar and Chairman of the Revolutionary Council

United Republic of Tanzania

It is my pleasant duty to welcome you to Zanzibar. I am grateful that you have taken

time off your busy schedule of the Meeting in Dar es Salaam to visit us here. My particular

thanks go to Dr Kawaguchi, the WHO Regional Office and the hosts and hostesses of this

major conference, for facilitating this visit and giving me the honour of meeting you.

Before your arrival, I once again went over some of the conference papers, especially

those prepared by WHO Centre for Health Development whose representative is here with us.

I have noted that the theme of your four-day Meeting is“Gender Perspective for Better 

Health and Welfare Systems Development.”

I also understand that your Meeting programme includes reports covering progress on

the adaptation of a core set of relevant health status and health systems indicators; case

studies of good practice in the use of gender-based analysis; the impact of women’s
leadership and empowerment in improving health and welfare systems development and

analytical framework; and gender-sensitive approaches to health status and systems

improvement.

I am pleased to inform you that your focus is identical with that of my government. The

emphasis of the Kobe Plan of Action for Women and Health (POA) concurs with the main

objective of Zanzibar’s policy and programme.

The new Zanzibar Health Policy was endorsed by our legislature, the House of

Representatives, in April 2000. Its declared objective is to “ improve and sustain the health

status of all Zanzibar people by ensuring that vulnerable groups i.e. those at risk, particularly

poor women of childbearing age, children, the disabled and elderly, have access to high

quality health care services.”

In the implementation and execution of this off icial policy, the Government set

programmes and plans that address women and health. Specif ically, they are f irstly  “ to

improve and sustain the nutritional status of Zanzibar is particularly of women and children”,
and secondly “to put greater emphasis on safe motherhood and child survival, the objective

being to reduce maternal, infant and under-f ive morbidity and mortality.”

In addition to these, we also have other programmes geared towards the control of

common communicable diseases, which affect women and children more, such as sexually

transmitted diseases, tuberculosis and measles. An example of such programmes is malaria

control, the objective of which is to reduce morbidity and mortality due to the disease, with

special attention to the most vulnerable groups of children under f ive, pregnant women and

the poor.

It would be futile for any responsible government not to include HIV/AIDS prevention

and control, and care of victims in health programmes. We in Zanzibar, are aware of the

destructive effects of HIV/AIDS on our population, particularly women and children who the

most vulnerable.
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I shall not tire you with statistics on this but suff ice to say that women and children

form the majority of HIV/AIDS victims, a pattern that is more or less universal. The most

affected are the youths of childbearing age, the sexually active and the employable. This and

the other factors contribute to the poor health status of a large section of our population and

consequently to poverty in society.

In order to confront this HIV/AIDS problem, and in the promotion of women and

health and development in general, the Zanzibar Government is collaborating very closely

with international organizations and development partners.

Realizing the effect of better health of women and children in poverty alleviation, the

need has been included in the Zanzibar Poverty Reduction Plan, which is supported by other

partners including the WHO.

Under the Zanzibar Poverty Reduction Plan the strategic cornerstone of health services

is to:

• improve maternal and child health and reproductive health services;

• increase vaccination to cover all children under f ive;

• increase outreach family planning services and advocacy;

• promote awareness campaigns on HIV/AIDS;

• combat diseases that are major causes of morbidity and mortality especially malaria,

diarrhoea, pneumonia and respiratory illnesses.

In addition to all these, the Zanzibar Government is also aware of the detrimental

effects of women and child abuse on society. These come in various forms, including

discrimination at the workplace, sexual harassment which affects the morality of the victims,

domestic violence against women, and denial of maternity leave and other basic rights. We

are combating these wrongs where they exist through education, persuasion and legislation.

We believe that giving women their deserved dignity and rights will contribute to the

realization of the POA, which we support wholeheartedly.

May I once again ask you to enjoy your short visit in Zanzibar. I hope you will have

some time to tour a few of our health facilities, especially those providing specialized

services to women and children.

I end with our traditional welcome, Karibu, welcome all.
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HE Ali Mohamed Sheni

Vice-President

United Republic of Tanzania

I would like to begin by expressing my sincere appreciation for being given the honour

of off iciating at the opening of the Fourth International Meeting on Women and Health,

which is well attended by a diverse range of delegates from all over the world. Let me take

this opportunity, on behalf of the Government of the United Republic of Tanzania and on my

own behalf, to warmly welcome you to the United Republic of Tanzania, and in particular

Dar es Salaam. Most of you have travelled from afar, leaving behind matters in your busy

work schedules to participate in this Meeting. As we say in our national language, Kiswahili,

Karibu sana. Your presence here today demonstrates your commitment and the importance

you attach to the topical issues of women’s health and development, which will be discussed

during the Meeting.

I wish to thank the organizers of this gathering, the WHO Centre for Health

Development (WHO Kobe Centre - WKC), in collaboration with the Ministry of Health of  

the United Republic of Tanzania, for organizing this, here and, at this time. It may be of

interest to delegates to know that this is the f irst time that this kind of meeting is being held in

Africa, and specifically in Tanzania. It is, indeed, a great honour for the United Republic of

Tanzania to be given this opportunity to host a meeting of such importance.

I understand that the accent is on the women and health mission of strengthening the

leadership and capacities of women for sustainable global health development. As a  

follow-up to the WKC meetings on this central issue, this Meeting has the objective of

advancing the Kobe Plan of Action for Women and Health. This plan, as you are aware,

addresses strategies for improving the responsiveness of health systems to the specif ic needs

of women; developing appropriate policies, advocacy and communication strategies;

strengthening the capacity of various cadres of health providers; and empowering women,

communities, health professionals and policy-makers with the necessary means to recognize

and combat illness, especially those affecting women.

In our times, the call for gender equality has not been at the top of the agenda, but the

issue is also one of the Millennium Development Goals. This means that there can be no

meaningful and sustainable development without gender equality. Although in many societies

women have made signif icant advances, their essential concerns are still being given second

priority. The quality of life of women has traditionally been considered, almost everywhere,

less important than that of men. The yardstick for equality is a complex set of measures that

include life expectancy, health status, educational opportunities, employment and political

rights. Unlike women, men have the power and ability to act and acquire access to social

resources such as education, f inance and land. Gender, therefore, is the issue that exercises

influence on these processes and matters. Certain attitudes and practices perpetuate the status

quo of inequality and discrimination against women, both in public and private life.

Gender is an issue that is central to development. Gender refers to the qualitative and

interdependent position of men and women in society, the variable social roles they play in

their daily lives, and the structural relationship between them as reflected in the household,
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labour markets and political structures. The existing gender imbalances and inequalities

prevent society from realizing its full potential in economic, political and social development.

The achievement of equality between women and men is now not only a human right and a

condition for social justice, but, together with the empowerment of women, it is also a  

prerequisite for the attainment of economic, political, social, cultural, environmental, and

health well-being for everyone in society.

In spite of the efforts being made by the Government and other stakeholders to promote

gender equality, barriers remain to the empowerment of women, and the status of the

majority of women in various areas has remained low as a result of discrimination and other

inhibiting factors.

Health is a critical factor in the issue of women and development. It is commendable

that WKC has made issues relating to women and development the central theme of this

Meeting. The health of women includes their emotional, social and physical well-being, as

well as their reproductive health. It is determined to a large extent by the cultural, social,

political and economic context of their lives, as much as by biology. The biological

vulnerability of women, their low social status, poor access to health services, low literacy

rates, and lack of decision-making powers are all determinants of ill-health.

Attention must be paid to issues of inequality in health care, as much as to the various

factors that affect the physical and social well-being of women. I wish to put it that, the

improvement of the well-being of women through access to and enhancement of health care,

is also a guarantee of the health and development of all society.

Women are exposed to various ill-health conditions in their lives which range from

infections, malnutrition, and forms of abuse in childhood to pregnancies, unsafe abortions,

genital mutilation, sexually transmitted illness, HIV and AIDS, and maternal morbidity in

adolescence and adulthood.

As we know, lack of adequate resources is a major constraint in the provision of basic

health services and implementation of programmes on reproductive health. Expenditure on

health services in the United Republic of Tanzania stands at US$ 3.46 per capita compared to

the US$ 12 per capita proposed by the World Development Report (1993). This calls for the

mobilization of resources in addition to budgetary allocations in order to improve and extend

health services to meet the health needs of the majority of women.

In spite of these constraints, and in response to the need to enhance the health status and

quality of life of the people, women in particular, the Government of the United Republic of

Tanzania began implementation of the health sector reform action plan in 1995, as a strategy

to improve the quality of health services with emphasis on vulnerable groups including

children and women. The vision is to have an eff iciently managed, well-organized and

effectively restructured health sector, with easily accessible health facilities for all.

The main feature of the health sector reform programme is the concept of

decentralization   of   authority   to   district   levels.   The   empowering   of   lower   level 

decision-makers, health professionals, women and local communities, who recognize and

understand their own health needs, will help to improve the health and well-being of women,

and the population in general. Cost sharing is incorporated in the health reform measures, but 

maternal health services for women during pregnancy and delivery, family planning and 

children under the age of f ive have been exempted.

Opening address
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The Government of the United Republic of Tanzania recognizes the advancement of

women and achievement of gender equality as rights. It has, therefore, reaff irmed its

s rights by amending the Convention on the

Elimination of All Forms of Discrimination against Women (CEDAW). The United Republic

s participation in the political

We all know that women have been excluded from the process of decision-making.

Many decisions have been made with no regard to gender differences and the health needs

and social welfare of women. The solution is to address the issue by positive measures to

involve women in the decision-making process in order to improve their economic, political

and social status, promote equality and ref lect the true composition of society. Active

participation of women and their perspectives are essential inputs in the realization of

development objectives.

commitment to the enhancement of women’

of Tanzania has also taken deliberate steps to promote women’
and decision-making process. Since the year 2000 the number of women in Parliament has

increased to 20% of the total, and in local, district, municipal and town councils to 33%. The

number of women in Parliament is expected to increase to 30%.

The number of women in decision-making positions in both central and local

government and other public institutions has, likewise, increased. Several women’s
non-governmental and community-based organizations have been registered, as well as

women’s wings in the political parties, to provide women with a forum for addressing not

only gender and other matters of their particular concern, but also for lobbying on social,

political and economic issues. It should be pointed out, moreover, that the constitution

recognizes the right and capacity of women to participate in political, social and economic

activities in the country.

All these measures are aimed at creating a conducive environment for women to freely,

fully and equally participate alongside men in the socioeconomic and political life of our

nation. I would urge women to take up this issue as a challenge, not only to claim their rights,

but also to make their mark as an equal force to be reckoned with in the development process.

Women face numerous constraints in accessing education. Girls are prevented by

truancy, pregnancy, marriage, economic hardships and social factors from completing school.

Lack of education, knowledge and skills among women is one of the major constraints to

their f inding gainful employment. Education is an important factor for women in improving

health and other aspects of their and their families’   lives, as well as enabling them to

participate effectively in matters affecting them in society. Education is, therefore, not only a

right, but also an essential tool for women to achieve the goal of gender equality, peace and

development.

The Government is endeavouring to narrow the gap between the number of boys and

girls attending school, at both primary and secondary levels, by increasing women’s access to

education in this country. The current enrolment rate of girls in primary schools is 50%,

while in secondary schools girls make up 46% of the total. We cannot be complacent about

such encouraging achievements, and we must make more such achievements sustainable and

effective.

Gender disparities in the economic sphere are also contributing factors to the poor

status and poverty of women. The majority of the more than one billion people living in

deplorable conditions of poverty are women, mainly in developing countries. A large portion

of women in the United Republic of Tanzania live in absolute poverty. It is obvious that in
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order to achieve sustainable development, efforts must be directed at empowering women,

improving their status, and promoting their participation in the formulation and

implementation of strategies and policies for the eradication of poverty. This approach has

been adopted in the formulation and implementation of the Poverty Reduction Strategy Paper,

and is showing encouraging results.

It is an undeniable fact that women make an enormous contribution to the economy and

to poverty eradication at both community and national levels. In the United Republic of

Tanzania, women in rural areas make up 80% of the labour force, which produces 60% of the

nation’s food. Although they are the main producers, women do not own the wealth they

generate. This situation cannot be allowed to continue, and appropriate measures need to be

taken to ensure fair allocation of the generated wealth.

Empowerment of women is a critical factor in the eradication of poverty. The

Government of the United Republic of Tanzania has taken measures to improve the economic

capacity of women by making credit facilities available to the majority of them, by promoting

women’s entrepreneurial skills, improving their management capabilities, and increasing

training and access to technology. Strategies have been adopted to improve the economic

empowerment of women, including making access to and equitable control of means of

production possible for women. The National Land Policy of 1995 has been revised, and the

Land Law Act and Village Act were passed, both in 1999, to enable women to own clan and

family land on the basis of equal rights with men.

Let me conclude my remarks by stressing what is critical to the attainment and

sustainability of the rights and equality of women in all aspects of life in society:  that is an

enabling environment for the responsiveness of health systems to women’s needs, education

of the girl-child, quality of health care, elimination of gender discrimination and harmful

traditional practices, and appreciation of the role of women in sustaining the cycle of life. In

other words, the elimination of gender imbalances and inequalities, allowing for the full and

equal participation of women in economic, political and social processes, will enable society

to realize, at a more rapid pace, its full development potential.

Having emphasized that point, I have the honour of declaring this Fourth International

Meeting on Women and Health off icially open.

Opening address
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Dr Yuji Kawaguchi

Director

WHO Centre for Health Development (WHO Kobe Centre -WKC)

It is with great pleasure that I welcome you to the Fourth International Meeting on

Women and Health, entitled “Gender Perspective for Better Health and Welfare Systems

Development”, organized by WKC with the collaboration of the Ministry of Health of the

United Republic of Tanzania.

This is a historic meeting. It is the f irst international meeting on women and health and

welfare systems development ever held on the African continent. It is also the f irst WKC

international meeting to be held on the African continent. This Meeting would not have been

possible without the outstanding leadership of HE Anna M. Abdallah and the Ministry of

Health of the United Republic of Tanzania. It would also not have been possible without the

commitment you all made to be participants.

The theme of this Fourth International Meeting on Women and Health is gender

perspective for better health and welfare systems development. This theme reflects the

increasing importance being given in the mainstream to taking into account women’s needs

and their contribution.

The presence at this Meeting of Dr Daniel G. Makuto, Director, Family and

Community Health Cluster incorporating Department of Gender and Women’s Health, WHO,

reflects WKC’s close collaboration with Headquarters. It also ref lects the Director-General’s
full support for the Women and Health Programme activities, including those conducted by

WKC.

Women are the majority of health service consumers, the majority of carers, and the

majority of health workers.

Health and welfare systems which marginalize women’s needs and fail to acknowledge

the indispensable work of women in improving the health and well-being of their commu-

nities, do so at their peril.

I f irmly believe that women’s health is the surest road to quality of life for all. Women

are crucial agents for development. We should do all we can to empower women in this role.

Turning now to the objectives of this Meeting:

We will hear reports on the implementation of the Kobe Plan of Action for Women and

Health (POA). We will consider the work for the next biennium and consider the health and

welfare issues of women in Africa.

Emphasis will be given to developing practical tools and guidelines to assist

decision-makers and policy advisers in integrating gender considerations into health and

welfare systems development. Out of the Meeting will come an expanded POA to guide our

work into the future.
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WKC is focused on pursuing practical and proven strategies to improve the health of

women. The Meeting programme has been carefully developed to ensure that the participants

have many opportunities to contribute to achieving better health and well-being for women in

all parts of the world.

Today, the f irst day of the Meeting, we will discuss the work done to date by the four

international voluntary Task Forces to implement the POA. During the Plenary discussions 

and the workshop sessions this afternoon, participants will have the opportunity to discuss the

four priority areas of the POA drawn up by the Third International Meeting on Women and

Health in Kobe in 2002. We will also consider a report on harmful traditional practices.

The priority areas of research of the POA encompass four very important areas of work.

Firstly, improving the measurement of women’s health and well-being and systems

performance so that governments can commit resources more effectively. WKC is working

towards a core set of gender-sensitive leading health indicators and next month an expert

group will meet in Kobe to progress this work.

The second priority area is gender-based analysis. This is crucial to our understanding

of sex and gender as determinants of health. Gender-based analysis is a catalyst for change. It

highlights where women are missing out in research, policy and programmes in the comm-

unity, and at the national level.

The third priority aims to encourage women into leadership roles as a means of

improving the health and well-being of their communities and countries.

Lastly, the POA strives to bridge the gap between research policy and programme

development by encouraging research transfer. Gender-sensitive medicine is the very

important area which WKC is working on at present.

The Women and Health Programme of WKC devotes its resources to implementing the

POA. The Progress Report booklet you have received gives an excellent summary of the

work done to date.

Over the next two years, the Women and Health Programme will continue to work with

the four international voluntary Task Forces, other international organizations, Member

States and partner institutes to implement the POA.

The four priorities are very relevant to women’s health in Africa, but it is important that

we make best use of the opportunity that this Meeting, here in the United Republic of

Tanzania, gives us.

The Meeting programme is structured so that we give considerable attention to issues

affecting women in Africa. This includes a specially commissioned report on harmful

traditional practices and strategies to address them. I am hopeful you will be inspired to

redouble your efforts to improve women’s health in Africa. WKC is giving you this

opportunity through this Meeting. Let us make the most of it. There is no question that a great

effort is needed.

This is graphically illustrated by the impact on women and girls of the HIV/AIDS

situation in Africa. WHO is committed to addressing the global health emergency by getting
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AIDS medicine to those who need it. At present only 5% of those in the developing world

who require antiretrovirals are getting them.

Recent United Nations Fund for Women (UNIFEM) statistics show that, of the 29.4

million people (in the 15-49 age group) with HIV/AIDS living in sub-Saharan Africa, 17

million are women and girls.

Of the 8.6 million in the 15-24 age group, 67 % are young women and girls.

These statistics show how important gender-based analysis is to policy and programme

formulation. To address the AIDS global health emergency, WHO is taking all necessary

measures to achieve the “3 by 5” target - putting three million people on antiretrovirals by 

the end of 2005.

Integrating gender perspective into AIDS strategies is crucial to the health and

well-being of women and their families. As UNIFEM points out, even when women are not

infected, they are mainly responsible for agricultural activities, while also caring for those

who are sick or dying of HIV/AIDS, and preparing and paying for burials. The amount of

time that this care work entails leaves little time for farming and food preparation, which

seriously threatens the food security of women, their families and communities.

I will now turn to the overall programme of WKC. WKC’s overall focus is on Health

and Welfare Systems Development. In all its work on health sector reform and health and

welfare systems performance, WKC is very aware that issues of service accessibility,

responsiveness, affordability and effectiveness are of concern to women in their many roles.

WKC is including in its current work on health and welfare systems development, the

integration of a gender perspective so as to increase the effectiveness of health interventions.

This strategy aims to promote equitable coverage and effectiveness for women in comparison

to men. With this view in mind, WKC’s other programmes are striving towards achieving the

mandate of WHO as enunciated in its Constitution. Over fifty years after the  Constitution was 

adopted, it is increasingly well recognized that there are differences in the factors determining

health and the burden of ill-health for women and men. The dynamics of gender are of

profound importance in this regard and they have long been overlooked.

Thus the Cities and Health Programme interacts with some 43 partner cities around the

world to improve the health and well-being of city dwellers. This programme focuses on

environmental health. It strives to improve equitable availability of health care opportunities

and resources for both women and men.

Secondly, WKC has the Ageing and Health Programme, which is of great importance

to women as they live longer and have caring responsibilities. This programme has identif ied

community health care as a key issue for equitable access to health care services.

The Traditional Medicine Programme is analysing evidence-based information on

practices and utilization of traditional remedies especially in improving, maintaining and

restoring the health of women. These remedies have been in use for generations in menstrual

disorders, menopausal symptoms, endometriosis and other maladies relating to health of the

women.
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In conclusion, I ask you to make full use of the opportunity being here gives you to

influence the improvement of health and welfare systems.

WKC looks forward to forging new partnerships with you, with the purpose of

improving women’s health and welfare here in Africa and internationally.

Inaugural address
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Plenary Session 1: Comparative evaluation of indicators    
for gender equity and health   

Professor Vivian Lin*

School of Public Health

La Trobe University, Australia

Abstract

This paper reports on an evaluation of indicators that are in use, or being proposed for

use, by leading international organizations in order to assess their adequacy for monitoring

the status of key issues related to women and health and welfare systems.

A review was done of various frameworks for health indicators in order to map existing

indicators and to consider their contribution to the information base on gender equity and

health. Following the review, the project team determined that a comprehensive health

information framework that could allow for both analysis of gender equity within a

mainstream health system as well as recognize gender-specif ic issues was appropriate. A

comprehensive health information framework can incorporate health status, health

determinants, health and welfare systems performance and characteristics, together with

equity and equality issues.

Indicators from a range of international organizations were reviewed and selections

compiled. A core list of 1095 indicators from key routine reports and special reports, along

with some additional relevant proposed indicators, were then assessed according to criteria

for technical quality and gender-sensitivity. The audit found deficiencies in the indicators

currently in use from the viewpoint of both technical quality and underlying conceptual bases.

In sum, routine administrative reporting offered little to allow for monitoring of gender equity

and health. On the other hand, special reports such as those produced by UNIFEM, provided

a more gendered set of indicators.

The project team concludes that there is merit in considering what is a core set of

indicators that would be relevant globally or could be used for comparisons across peer

countries and communities.

Introduction

Performance measurement has become a common feature of health organizations at

international and national levels. The importance of developing and using appropriate

indicators has been of concern to the series of international meetings organized by WHO 

Centre for Health Development (WHO Kobe Centre WKC) on women and health and 

welfare systems. The Kobe Plan of Action, adopted in 2002, identif ied one of the immediate
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priorities as work on ‘comparative evaluation of indicators of gender equity, gender equality,

and health used by international agencies’. This project aimed to contribute to the above

through an evaluation of indicators that are in use, or being proposed for use, by leading

international organizations for the purpose of monitoring the status of key issues related to

women and health and welfare systems.

The working premise for this project is that indicators are important for raising

awareness of issues and improving the evidence base for decision-making. They can help in

identifying issues that need to receive priority attention, at present and for the future. In

contributing to better accountability for the health system, indicators also contribute to

improving health system performance and responsiveness. To achieve all of the above,

however, there is also a need to strengthen capacity at all levels to implement systems for

monitoring gender equity in health. This involves having the right data, having quality data,

and having a social process that reviews the data.

Consideration of issues from the literature

A review of the literature over the past decade revealed a number of persistent

criticisms about health indicators currently in use at the global level. Common criticisms

about existing indicators - for health and for women’s status - used at national and global

levels relate to:

• technical diff iculties, such as poor consistency in data definition and inability to monitor

change over time, as well as；

• conceptual problems, such as inadequate description of gender relations within the

household, community, workplace, and the economy.

The criticisms suggest that the main problems with the conventional framework for health

indicators include:

• the understanding of health fails to take into account the broad determinants of health;

• gender-based analysis in relation to health is undertaken when it is in the interest of

individuals or organizations, rather than as a more universal and ongoing concern for

attention;

• health status indicators are overwhelmingly focused on health outcomes, rather than process

and output variables;

• many of these outcome measures are not sensitive enough to detect gender differences in

health experiences;

• health system performance measures assume equal needs and focus on technical aspects of

care, rather than the relational aspects of care.

Beyond these criticisms, there are numerous proposals about what factors should be

included in indicators and frameworks, ranging from technical quality, to processes for their

development, to concepts for inclusion. Gender disaggregation, inclusion of process and

output indicators, capacity to monitor progress over time and in relation to an explicit

comparator, and inclusion of qualitative analysis are some of the common technical issues

raised in the literature. Greater focus on gender relations, risk indicators for gender equity,
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and participatory processes for indicator development are other areas of emphasis suggested

by many advocates for women’s health.

Given the issues emerging in the literature over the past ten years, this project has

attempted to examine indicators which are currently used by international organizations, and

indicators proposed for use, in order to assess their technical quality and conceptual

usefulness.

Methodology

In order to consider the value and comprehensiveness of indicators of gender equity and

health, it was necessary for this project to adopt an appropriate analytical framework for

mapping and assessing both current and proposed indicators. The debates in the literature

raised the question of whether frameworks for examining indicators for gender equity and

health should be based on conceptual frameworks for understanding determinants of health,

or on conceptual frameworks for understanding gender relations (or at least women’s position

in society), or mainstream frameworks for production of statistics.

For the purpose of mapping existing indicators and considering their contribution to the

information base about gender equity and health, a review was done of various frameworks

for examining such indicators. Many of the specialized frameworks from the gender and

health literature offered conceptual models, important for research purposes. Most of them

adopted a broad model of determinants of health but were limited in examining health system

performance. There were convincing arguments for using an information framework that was

useful for mapping health indicators, rather than pursuing particular lines of inquiry about

gender and health. This was reflected in the adoption of the approach of ‘engendering the

mainstream’, that is, adopting a mainstream health framework as a base, incorporating a

broader view of health from a gender aware perspective, populating the framework with

potential indicator topics from a gender perspective, and applying specif ic assessment criteria

to test the gender-sensitivity of selected indicators currently being used by a range of

international organizations.

Following this review, the project team determined that a comprehensive health

information framework that could allow for analysis of gender equity within the mainstream

health system as well as recognize gender-specific issues was appropriate. Such a framework

could incorporate the breadth of issues suggested in the literature, without being aligned to

particular conceptual models about gender relations. A number of mainstream health

information frameworks were then evaluated, including that from the Organisation for

Economic Co-operation and Development (OECD), WHO, Canada, Australia, and the

International Organization for Standardization.

The project team decided on the modification of the ISO health information framework

(which is currently under development by a cross-national group and is expected to be

adopted by ISO in 2005). This framework includes four tiers of information:

• health status;

• determinants of health;

• health system performance;

• community and health and welfare systems characteristics.

Plenary Session 1: Comparative evaluation of indicators    
for gender equity and health  
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Each of the four tiers comprises a number of dimensions in which possible information

or indicator topics were mapped against the information framework. Modif ications were

made on the basis of existing literature, in order to strengthen the emphasis on gender

perspective.

Indicators from a range of international organizations were then compiled. A core list

of 1095 indicators from key routine reports and relevant special reports, along with some

relevant proposed indicators, were then selected as the focus for the project. They were

assessed according to criteria for technical quality and gender-sensitivity, based on proposals

by Beck (1999). In particular, they were considered for:

• disaggregation according to sex, age, ethnicity, and socioeconomic group;

• reporting over time;

• inclusion of comparators;

• whether there had been participatory development ;

• whether they were accompanied by gender analysis.

The 1095 indicators were then mapped against the health information framework (i.e.

the various tiers, dimensions, and topics) in order to identify both types of issues that are well

covered and gaps in indicators useful for gender equity in health.

The audit, the mapping, and the analysis against the literature suggested that despite the

large volume of indicators in use, there was not a plentiful store of potential indicators that

satisfied the Beck criteria for gender-sensitive indicators. Further assessment was done of

‘equity motivated indicators’ as well as against measures of empowerment used in relation to

recent empirical studies. The result of the evaluation has led the project team to conclude that

there is further work needed on the selection or development of ‘leading indicators’ as a way

forward. Furthermore, beyond proposals for ‘core’ indicators that can be of use either

globally or across peer countries and communities, there is a need to trial the use of these

indicators and to secure ongoing monitoring systems as part of governance processes.

Findings

The audit found deficiencies in the indicators currently in use, from the viewpoint of

both technical quality and underlying conceptual bases. In sum, routine administrative

reporting offered little to allow for monitoring of gender equity and health. By corollary,

special reports provided a more gendered collection of indicators to f ill this information gap.

In relation to the tiers of information in the health information framework, it was found that

fewest indicators were present in the category of health system performance, including both

routine reports and special reports. Thus, the capacity to monitor the performance of the

health system in relation to gender equity and health is a major weakness at global and

national levels.

The audit also found that the concept of health embodied in reported indicators is

dominated by a biomedical orientation, with few indicators for health-related states and

human function. The picture of women provided by existing indicators - across all tiers - is   

one of ‘reproductive being’. The picture of men is even more limited - a total of only four 

sex-specif ic indicators describe males (on urethritis, variations in attitudes and reported use
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of violence, long-term unemployment, and employers or own account workers/self-

employed).

The availability of indicators related to the socioeconomic status aspect of the

determinants of health, in contrast to the limited information about psychosocial factors,

social and community factors, and household factors, suggests that women’s status has been

more ‘studied’ than determinants of health as such. There is scope for increased

understanding and monitoring of indicators on risk and protective mechanisms for health.

The absence of gender-sensitive indicators for health system performance points to a

glaring absence of engagement between those working on gender equity and those working

on health sector reform. Issues of service access, responsiveness, affordability,

appropriateness and safety, including gender differentials beyond just reproductive health

services, are of concern to women in their myriad of roles. As the majority of health service

consumers, majority of carers, majority of healthcare workers, and majority of citizens (in

most countries), women engage with the health system in varied ways (Lin 2001). Improving

indicators for monitoring of health system performance is, therefore, an agenda receiving

insufficient attention from a gender perspective.

In terms of strengths and weaknesses in the technical construction of the indicators

reviewed, the major limitation found in the majority of routinely reported indicators is that

they lack suff icient specif icity to contribute to gendered and equity views or analysis of

health and healthcare systems. The strengths of currently used indicators, especially those

using international standards (e.g. mortality and morbidity) lie in their histories of use as

comparative data to assess trends over time across different countries. The challenge is to

retain this comparability while developing standard indicators to provide more complex data

that includes gender-sensitive and equity-sensitive information.

A dilemma is the extent to which existing indicators should be improved upon, or new 

and more sensitive indicators, including those that are more reflective of men’s health, be

developed instead. At the same time, however, current information systems embody

substantial ongoing resources in information infrastructure, for the collection and reporting of

internationally agreed indicators. These resources continue to perpetuate existing foci for data

collection and indicator reporting, while alternative propositions are debated. There is, thus,

clearly a need to improve the adequacy of current indicators as well as to develop new types

of indicators.

Another key issue that emerges is who actually uses the indicators, or who really

monitors gender equity and health. Without a monitoring system - which incorporates 

indicators that are technically sound and a social process that is concerned with inclusive

decision-making, sex-disaggregated reporting may not produce the desired outcomes related

to gender equity and health.

Ways forward

This review of indicators from key international agencies covered 1095 indicators. This

does not represent the full number or range of indicators in use. The large number of

indicators raises questions about who uses them, and whether greater application in advocacy

and policy-making requires a smaller list that can be tracked over time. Thus, there is merit in

considering what is a core set of indicators that are relevant either globally or can be used for
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comparisons across peer countries and communities. The term ‘leading health indicators’ can

be used to denote such a group of indicators that could:

• point to underlying issues that are common for a range of health problems (e.g.

upstream determinants of health);

• suggest current issues that require priority attention;

• act as alerts or early warning for future problems and be predictive of other problems.

The content of leading indicators can include an array of measures, such as

health-related quality-of-life, protective health behaviour, risk behaviour, social and

environmental factors, access to key services, and policy environment. A comprehensive

health information framework, such as the one developed for this project, may be a better

starting point for ensuring that various information domains are systematically considered,

gender-sensitivity is improved for existing data, and information gaps are f illed. Measures of

equity - including gender, age, ethnicity, and socioeconomic status - should also be specif ied

from the outset.

The Institute of Medicine committee convened to recommend leading health indicators

to the Healthy People 2010 (USA) initiative used criteria which were both of a technical

nature and of value for policy advocacy and practice change. These included:

• worth measuring - the indicators represent an important and salient aspect of the

public’s health;

• can be measured for diverse populations - the indicators are valid and reliable for the

general population and diverse population groups;

• understood by people who need to act - people who need to act on their own behalf or

that of others should be able to readily comprehend the indicators and what can be

done to improve the status of those indicators;

• information will galvanize action - the indicators are of such a nature that action can

be taken at the national, state, local and community levels by individuals as well as

organized groups and public and private agencies;

• actions that can lead to improvement are anticipated and feasible - there are proven

actions (e.g. changes in personal behaviours, and implementation of new policies.)

that can alter the course of the indicators when widely applied;

• measurement over time will ref lect results of action - if action is taken, tangible

results will be seen indicating improvements in various aspects of the nation’s health

(Chrvala & Bulger 1999:  6).

Beyond having a suite of appropriate indicators, the reporting style for indicators may

also warrant review and revision. Grouping countries into peers - by socioeconomic level or

by mortality level - may be one improvement. Having reports with time series data would be

another improvement. Reports with countries grouped by contextual variables may be yet

another useful approach, e.g. women’s status in law. These are areas for further work.

The value of good quality and conceptually sound indicators, however, is limited if

there is not an appropriate monitoring system. Such a system requires not only adequate

infrastructure for collection and collation of valid and reliable data but also a social process
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through which the meaning/s of indicators are reviewed, implications for action are distilled,

and decisions are taken to effect greater equity. Such an ongoing system of monitoring will

also contribute to the identif ication of emerging issues that need to be researched or acted

upon.

A way forward with the f indings and observations from this project could be a

participatory process of key stakeholders. An agreed core of ‘leading health indicators’ and a

system (i.e. a social process) for their monitoring could be forged through a consensus

meeting - or series of meetings -  along with a shared vision of how global monitoring of

gender equity and health will be undertaken.



36

1

2

3 4

5

6



37

7

8

9 10

11

12



38

13

14

15 16

17

18



39

19

20

21 22

23

24



40

25

26

27 28

29

30



41

31

32



43

Plenary session 1- Panel and general discussion 

DrSaskia Wieringa*

Senior Research Fellow

University of Amsterdam

The Netherlands

I have several sets of comments, f irst of all, about the report itself. I was struck by the

absence of the sexual health indicator in the report, which is a very important issue,

particularly since the International Conference on Population and Development (ICPD)

mentions it very clearly and specif ically discusses issues concerning safe, responsible and

pleasurable sex. The ICPD should receive more attention in the report because it is the most

progressive document that we currently have on an international scale.

The following general comments are related to the issues of collecting indicators on

gender and health.

First of all, I am struck by the inconsistent use of the conceptual apparatus amongst the

indicators reviewed. It is often unclear what we are talking about. Are we talking of women’s
health? If so, issues like maternal mortality and abortion come up. Or are we talking of

gender issues, in which case maternal mortality is not included because it is only a women’s
issue. And then you are working on comparing issues between women and men, and issues of

power relations such as stunting and wasting. These are gender issues, whereas maternal

mortality is a women’s issue. Having clarif ied that maternal mortality and abortion are

women’s issues, you did not go to gender analysis to f ind out the underlying reasons. Very

often these things are confused.

The same goes for the collection of data. Sometimes people say we are collecting

sex-aggregated/disaggregated data, and that is, of course, what people are actually usually

doing - looking at the differences between women and men. But very often, people say they

are collecting gender-disaggregated data, when that is not what they are doing. If they are

looking at gender-disaggregated data, they are talking about four, f ive or perhaps six genders.

By that I mean that several countries have different gender systems. I have been working in

Bugis society in southern Sulawesi, Indonesia, where at least f ive different genders are

distinguished. Now, data are never collected on those f ive genders, only on women and men,

so we are actually talking about sex-disaggregated data.

My second point concerns the difference between the collecting of qualitative and

quantitative data. There is a great need for the collection of both, and for the separation of

both, because they are both complementary and very different. I have been involved in
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designing the African Gender Development Index (AGDI) for the Economic Commission of

Africa. The AGDI has two parts:  the quantitative part is the gender status index, and the

qualitative part is the African women’s progress scorecard. This allows for the inclusion of

qualitative issues like human rights and women’s rights, and making use of all available

international conventions, charters, and agreements. For instance, there is the Convention on

the Elimination of All Forms of Discrimination against Women (CEDAW), which is better

measured in a qualitative way than in a quantitative way, but it cannot be excluded. And the

same goes for conventions and charters like the International Labour Organization (ILO)

Convention on HIV/AIDS. It is therefore important to make use of both sets of data, to

separate them clearly, and to make them work with each other in a complementary sense. In

our work, for example, we include drop-out ratios quantitatively in the status index when we

collect data on how many girls are actually dropping out of schools, while in the qualitative

scorecard, we work within a policy to combat the drop-out ratio.

There is a similar need when it comes to monitoring performance indicators. You

cannot raise issues and not go on to look at performance. We have designed the scorecard in

such a way that the vertical axis lists a number of issues or conventions related to women’s
empowerment, while the horizontal axis indicates the performance of the government in

relation to these issues or conventions. We have indicated 13 areas in which government

performance can be scored. These range from ratif ication of a particular convention, such as

CEDAW, to the provision of a budget. The last item on our list of indicators is whether the

government has launched an information campaign so that women are informed about their

rights.

It is important to link up not only with national ministries but also with NGOs in the

monitoring process, for instance, with existing women’s health networks. The monitoring can

use these performance indicators with which women’s health networks can hold their

ministries to account.

I was also struck by the issue of collection of data. The report mainly mentions

international data, which are notoriously unreliable. They are usually collected very late and

are inaccurate, and in the process of translation from national data sources to international

data sources, a lot of specif icity is lost, particularly issues of disaggregation. I would suggest

that the framework should make more use of national data collection, at least of data

collection at the national level, such as the Living Standard Measurement Study (LSMS), or

the Demographic and Health Surveys (DHS). All these data are collected on the ground. All

the information on the possibilities of disaggregation is there. Currently this information is

only available when it f inally reaches the ILO or WHO a year or two later, by which time all

the specificities are lost. It is also easier to harmonize data, for example on age and sex, at the

national rather than international level where they are already so ‘polluted’. I would suggest

we go for national data, and involve ministries of health and all national statistical bureaux

which have access to national data. And disaggregate them by sex and harmonize them at that

level.

Another suggestion is to link up as much as possible with existing systems of indicators.

At the moment everybody is coming up with their own systems of indicators and there is a lot

of competition in the international field. But which ones? The gender-related development

index (GDI) and gender mainstreaming (GEM) mentioned United Nations Development

Programme (UNDP) indicators several times, but these are extremely problematic primarily

because of their dependency on GDP:  What they are actually measuring is not gender

disaggregation, but national income. Then, involve the NGO sectors as much as possible,
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which means that data have to be transparent and easily collected, and they must be

controlled and have simple standards.

My last point is that we should try to be innovative in the way we improve on existing

data, as Professor Vivian Lin is already trying to do. We should also set more benchmarks. 

We should not only inform but also try to set benchmarks, improving on ICPD’s work, which 

has beensetting benchmarks.

In conclusion, it is very important to come up with comprehensive sets of core

indicators. They should be conceptually sound, which they are not at present. It should be

possible to design a set of indicators on issues of gender and health. Ideally, benchmarks

should be set taking into account the way countries are currently divided in various tiers of

development and GDP. The data should be based on nationally collected data, as these are the

most reliable and up to date data sets. The system should complement other sets of indicators

and indexes, and where possible link up with them.
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DrMeloryn Joyce Hiranthi Wijemanne*

Consultant

UNICEF, Sri Lanka

I would like to support one of Professor V. Lin’s recommendations on how to reduce

the number of indicators. It is very diff icult to do, but feasible and a worthwhile step to take.

Attention should be given to the processes that will have to be developed and worked out in

order to reduce them and obtain a set of indicators that will give a good measure of how all

countries are functioning on gender equity and health.

I have worked in Sri Lanka for United Nations Children’s Fund (UNICEF) and other

organizations and I am also a member of Sri Lanka’s National Women’s Committee. I would

like to focus on some practical aspects of how this would operate in a country like Sri Lanka,

a country with a fairly good reporting system, and look at the practicalities of making such a

monitoring system work.

I would like to emphasize that although I agree that team reporting has its problems,

such as inaccuracy, from the point of view of sustainability, we should try to develop a

system that works within a country. It is very important to look at the systems already in

existence - for example, demographic and health surveys, household surveys, and even

censuses - and to try to build gender and health indicators into them. Sri Lanka has had a

number of routine censuses, and we have sub-samples of censuses to collect data on special

aspects. These kinds of routine activities continue and a lot of international organizations

have the capacity to build on these systems.

Although ‘gender’ is supposed to be mainstreamed in all these systems, before this

Meeting I thought I would quickly assess where gender comes in. It is there and it is not there.

When data is disaggregated by sex, we have to put gender in. Sri Lanka has been collecting

what we call indoor mortality and morbidity statistics from hospital institutions for about 20

years. However, it was only last year, 2002, that data was actually gender-disaggregated for

the first time. And although we are now more interested in certain determinants, we have not

even looked at outcome in certain countries. The two need to go together.

I would really advocate that we look at where women come in health sector data. It is

important to determine the extent to which gender considerations have been included in

existing systems of health data collection and analysis. Data is invariably collected on a sex-

disaggregated basis, but not always analysed or reported as such. Many of these systems are

nationally representative in that there is coverage of large groups of the population. Thus

investing in capacity development and the provision of technical support to enable such

systems to incorporate gender considerations can have a positive impact. Since policy-makers
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tend to be interested more in systems than pilot projects, which may or may not be replicated,

this is worth attention. Sustainability can also be assured if this approach is adopted.

Regarding international monitoring, many reports are being prepared which may or

may not reflect the true status. There are three or four reports that really do make an impact

on Sri Lanka:

• the Millennium Goals, which are becoming very important in Sri Lanka;

• the World Population Report, which includes ICPD goals;

• the Human Development Report, which has a gender-development index;

• the State of the World’s Children Report, which looks mainly at reproductive health,

maternal mortality.

Although these reports may not contain the kind of quality data we need, we are

interested in only a few indicators. They do also have an impact on the country and

policy-making. Moreover, they are annual, which has a stronger impact than if they came out

only every three or four years. It is worth taking a hard look at those reports which do come

out with a lot of publicity and which have an impact at a national level, to see where we could

include some of the indicators that interest us in this international monitoring system.

UNICEF used to have a report called the Progress of Nations Report, which was actually

used as an advocacy tool to measure how countries were doing with their children, the

implication being that you judge a country not just by economic indicators but by how

children are looked after. These kinds of tools have been useful, but of course the processes,

the systems, have to be set up to generate the kind of data that needs to go into them.

Another point is that CEDAW should be more involved in the monitoring process. In

Sri Lanka, the CEDAW monitoring is taken seriously because it is a fairly expensive exercise

at national level. Many NGOs, research institutions and relevant ministries get involved in

the reporting process. What is interesting about the CEDAW monitoring is that it is not just

the submission of a report. There is a dialogue between the government, NGO representatives

and monitoring committee, which allows for a certain amount of pressure to be put on

countries to address issues. This also happens with the International Convention on the Rights

of the Child. Again, there is follow-up with governments and NGOs on gaps and deficiencies.

In terms of the ultimate objective in setting up the monitoring system, which is to create a

change and make things better, this is something that would be useful to look at.

In the health sector, there is now a tendency to carry out reforms on a sector wide basis,

as in the case of initiatives developed by the World Bank. It would also be useful to

incorporate some of the gender concerns we have over women’s health here.
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Deputy Director

Indian Council of Medical Research, India

Abstract

The shif t in focus from women in development to gender and development has changed

the perception of women as beneficiaries to one of active participants in development.

Several international and national agencies and governments are adopting gender-based

analysis as a tool that describes and examines the context of gender inequity in order to

identify actions that could be undertaken to generate gender-sensitive policies, and to

formulate effective programmes and interventions aimed at increased access for women to

decision-making about their own lives. The case studies on best practices provide a

framework for an appropriate response to the health needs of men and women through policy,

strategies and services. The case studies have been selected from multilateral organizations,

bilateral aid agencies, regional and national governments, and local organizations. The focus

of these studies is varied and includes advocacy, training, research and health service. These

studies highlight the value of using gender as a critical tool at the outset of the programme,

and the range of interventions in different countries aimed at influencing policy and

developing and evolving programmes to ensure gender mainstreaming. The report also

highlights the lack of literature providing critical evaluation of gender mainstreaming,

gender-based analysis or the delivery of gender-sensitive programmes. Suggestions are made

for future areas of work.

*****

As a follow up to the Third International Meeting on Women and Health, Task Forces

were established to address specif ic issues related to women and health. Task Force 2 was

established to identify examples of good practice in the use of gender-based analysis. The

objective was to develop and disseminate case studies about how gender-based analysis has

been applied to policy and practice to improve women’s health at international, regional and

national levels.

At the institutional level, the report addresses the issue of how multinational and

bilateral agencies have implemented gender mainstreaming. In analysing and presenting

cases of best practice in policy development, the web of institutionalization was used, and

this draws attention to the conditions that facilitated or impeded policy and programme

changes.

The case studies include research projects that adopted a gender-sensitive approach and

various health and community services modified by gender-based analysis.

                                                
* Dr Ambujam Nair Kapoor is Deputy Director-General of the Indian Council of Medical Research, Ansari

Nagar, New Dehli, India. Her areas of research include planning, design, monitoring and evaluation of multi-

centre operational studies aimed at improving eff iciency of maternal and child health programmes and clinical

studies related to maternal and child health.
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The report looks at recognizing and understanding health and illness in terms of social

understanding of health and of current approaches to gender and health. The biomedical

approach to women’s health has focused on health problems of women resulting from their

biological make-up. Gender-based analysis on the other hand recognizes the ways in which

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. Gender affects the risks

of mortality and morbidity through different exposure and vulnerability; the severity and

consequences of illness; access to resources for health promotion and for prevention,

diagnosis and treatment of illness; health related behaviours, experience and implications of

ill-health; and the responses of the health sector. Gender thus affects how we think about

health and what we do about it in families, communities and at the local, national and global

level.

Gender mainstreaming is the integration of gender concerns into the analysis,

formulation and monitoring of policies, programmes and projects to reduce inequalities

between women and men in health. A gender-based analysis as an approach was preceded by

a focus on women in development (WID). WID emerged during the era of the f irst UN

Decade for Women (1975-85). WID established women’s issues as a serious development

concern, achieved greater visibility for women, identif ied women as an untapped resource for

economic development and therefore a major aspect of anti-poverty measures, and involved

the administration of projects targeting women. However, the limitation of the approach was

that it viewed women as isolated from men. The focus was on small-scale income generating

projects which resulted in women being the passive recipients of welfare. It failed to explore

the reasons behind women’s subordination, and to f ind explanations for the systematic

devaluation of their work and continued constraints on access to resources. The Beijing

Conference changed the paradigm from WID to gender mainstreaming.

In the context of health service and health policy development, gender-based analysis

will provide an overall understanding of the gender needs of men and women to be addressed

by policy, appropriate strategies to promote gender equity in health, and suitable modes of

delivery of policy objectives.

Organizations studied for their institutional mainstreaming policies include WHO,

South African Regional Development Council, Canadian International Development Agency,

Asian Development Bank and Australian Agency for International Aid. Gender

mainstreaming is the major institutional response by international organizations and national

donors to perceived gender inequities in the development process and is an increasingly

important theme among multilateral and bilateral agencies. It integrates gender concerns into

funded activities as well as into all levels of the organizations’ staff and functions.

Mainstreaming gender within institutions should include addressing gender relations within

institutions, and the report examines how different institutions are addressing this within the

institutional context. The institutional elements and each organization’s policy and action on

them were looked at. These studies indicate international commitment to gender. Most

organizations have established institutional mechanisms to draft policy, oversee gender

mainstreaming and achieve gender policy goals. Policy dialogue, programme frameworks,

implementation of organizational plans for mainstreaming gender, programme assistance,

institutional strengthening and capacity building have been carried out with varying degrees

of success. Some regional committees have implemented action programmes on women in

politics and decision-making and gender audits of policies and programmes.



51

The case studies on best practices provide the framework for responding appropriately

to the health needs of men and women through policy, strategies and services. Case studies

were selected from multilateral organizations, bilateral aid agencies, regional and national

governments and local organizations. The focus of these studies is varied and includes

advocacy, training, research and health services. These studies highlight the value of using

gender as a critical tool at the outset of programmes, and the range of interventions in

different countries aimed at influencing policy and developing and evolving programmes to

ensure gender mainstreaming. Areas covered include reproductive health, maternal and child

health, female genital mutilation, domestic violence and legal reforms. The key components

of success/replication are discussed. The report also highlights the lack of literature providing

critical evaluation of gender mainstreaming, gender-based analysis or the delivery of

gender-sensitive programmes. Suggestions for future activities include f illing the information

gaps in data for developed countries, developing models for gender-based analysis in policy,

programme and research, and in-depth analysis of case studies.
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DrPaul Courtright*

Co-Director

Kilimanjaro Centre for Community Ophthalmology

Kilimanjaro Christian Medical Centre (KCMC)/Tumaini University

United Republic of Tanzania

I am going to give a few comments on the previous presentation, and an overview of

another case study using gender and blindness. First, I would like to compliment Dr Kapoor

on the incredible work that the group has done to look at a variety of issues, and in particular,

the use of gender-based analysis as a critical tool both for programmes and policy

development. One of the challenges that we all face is how to move from programmes to

policy, and also from policy back to programmes. It is an area we all need to look at more

critically if we are to see case studies like those she has presented really become part of

policy decisions globally.

I think it is important for us to look at utilization of services; in particular, we need to

look beyond the typical areas of interest. Recently there was a very interesting article from

India which found very different immunization utilization rates among boys and girls in

every state of India, whether it was a state that had very high immunization rates or low

immunization rates. These issues need to be looked at very critically.

We need to look at case studies that deal with diseases that lead to high mortality and

morbidity. We have not looked adequately at malaria, HIV/AIDS, infectious diseases, even

cardiovascular diseases, in the developing world. If we can develop gender-sensitive

approaches to these diseases, we will be in a position to engage other sectors of health care

delivery. People who are involved in gender programmes, gender units or gender sectors

cannot do it alone. We must engage people in malaria control, in non-communicable diseases,

if we are going to get the true buy-in on the issue of gender and health.

As Dr Kapoor mentioned we need to look at conditions outside the reproductive age.

We need to look at children, and the elderly in particular. It is important to look at the

contribution of marital status because this has a very distinct impact upon utilization of

services and the health of individuals in both the developed and the developing world.

And finally, regarding examples of good practices, and the steps necessary to achieve

good practice in terms of gender-sensitive interventions, it is very important to recognize that

implementing ‘good practices’ takes a long time. It cannot be achieved overnight. Developing

practices and getting practices implemented is a 10-year process. It might be helpful, as part

of this process, to clearly define the steps and how to monitor them.

Now I would like to turn to the gender and blindness work that colleagues and I have

been doing in the United Republic of Tanzania, India, Nepal and Egypt.

                                                
* Dr Paul Courtright is Co-Director of the Kilimanjaro Centre for Community Ophthalmology in Moshi, United

Republic of Tanzania. One of the major objectives of this institute is to promote eye health. In his research focus,

Dr Courtright works to raise awareness on gender inequity in access to health services and health treatment.
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There are about 50 million people who are blind in the world today. This number is

expected to increase to 75 million by the year 2020. This is a serious public health problem in

developing countries but also a problem in the developed world as well. As you might

imagine, sub-Saharan Africa and parts of Asia suffer from blindness more than other

countries.

The f ive steps we took to identify gender as an issue in blindness are as follows:

The f irst step was a systematic review of the literature to assess the association between

gender and blindness. Secondly, we looked at the potential reasons for these differences.

Then, at the local level, we looked at the factors associated with the use of services. Next, we

used those findings to develop gender-sensitive programmes aimed at increasing utilization,

and now we are in a stage of trying to transform programmes into policy.

The systematic review involved 70 population-based surveys of blindness. In all of

these surveys, when you pool the f indings you f ind that women have an age-adjusted 1.4-fold

greater risk of blindness compared to men. The findings are the same for Asia and Africa, or

even surprisingly, the industrialized world. Globally this means that women account for

almost two thirds of the world’s blind, and men only one third. This is true in Canada as well

as in the United Republic of Tanzania. The reasons, however, are different.

The next stage was to look at potential reasons for this disparity. It is true that women

live longer than men, and that blindness is associated with increasing age. However, when we

evaluated the data, we found that within virtually every age group, women had an excess of

blindness compared to men, suggesting that age itself is not the primary factor. It is true that

women have an increased incidence of cataract and trichiasis compared to men. Some of this

is biological and some is gender-related. However, neither of these diseases need lead to

blindness if intervention is accomplished beforehand.

The third and potentially the most important area we looked at was utilization of

eye-care services. In Fig. 1, the three countries on the left (USA, Canada and Denmark) show

what we should see in terms of utilization of services. We should have two women for every

man who gets cataract surgery. The figure on the right for KCMC (a hospital in Moshi, here

in the United Republic of Tanzania) is what we see in most developing countries in the world,

50% men and 50% women. This should not be the case. When we look at the barriers to use

of services, we find that they include cost, distance, knowledge, value, and fear. All of these

have been evaluated very carefully within each of the study settings. It is also useful to look

at the hospital-based data. At KCMC Hospital in Moshi, for example, we found that women

are more likely to present blind compared to men. This should not be. We need to provide our

service and provide surgery before people become blind; once a woman or man becomes

blind, they are perceived and feel themselves as a burden on their family and society. They

need surgery before they get to this stage.

We also felt it was important to look at communities and social support. The team in

Moshi has done a lot of anthropological investigations in the f ield. Within a household,

widows feel very uncomfortable burdening their children with their health problems. We

have to f ind ways to enable them to talk to their children about their health problems. Focus

groups among men found that they emphasize f inancial constraints of using the service. In

most cases, they did not view surgery as important for their wives. They did not recognize the

problem, and did not view surgery as an important outcome. Women, on the other hand,

looked at surgery in a much more comprehensive way; they looked at the decision-making
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process. They also report that it was diff icult as wives to request support from their husbands

for surgery. All of this led us to develop a gender-sensitive intervention in this particular area.

This is a regional strategy. Kilimanjaro has about 1.4 million people and this regional strategy

focused on the barriers to creating a bridge between communities and the hospital, and on

reducing the barriers that are specif ically a problem for women, such as I have listed here. At

the same time, we negotiated with the hospital. This was necessary to reduce the fee that

patients pay for surgery in order to make it within the capacity of most families. And finally

the third step was to develop the community-based promotion activities in order to increase

awareness and acceptance in this population.

The regional plan is a partnership with the Ministry of Health, the hospitals, and the

donors, and is facilitated by our organization. We include districts in a sequential fashion

because you cannot do it all at once. In each district, we have direct referral sites. This means

that every village in these districts is linked to a place where they can get screened and can

then get transported to a hospital for surgery. These sites are visited consistently every three

to six months. People need to know where they can always go and where they can get good

quality service. We are very pleased that, since the initiation of this regional strategy one year

ago, we have doubled the number of cataract surgeries being done on patients from

Kilimanjaro. Interestingly, the gender impact is taking time. The first time we visit a site, it is

primarily men who use the service. If we have gone there twice, we start getting more women.

By the time we have been there three or more times, we are getting more women, reflecting a

better presentation of the needs of the community. These direct referral site programmes tend

to get the women in for services who would generally not be seen otherwise. We still have a

long way to go. We need to double and triple again the number of surgeries. We have

additional questions we must address to reach gender equity.

Finally, I want to mention some global issues. We need to find ways to go from

programmes to policies. I am very pleased to tell you that, in the United Republic of Tanzania,

building a gender focus into the national f ive-year Vision 2020 plan is currently under way. It

will be the f irst country in Africa to have a gender focus in its prevention of blindness plan.

These programmes and policies need to be expanded to other countries in Africa and Asia,

and we need to build accountability into our monitoring system so that we record our

outcomes for both men and women. Finally, we must expand our network of researchers and

personnel.
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Kapoor, and then use a case study to illustrate the point. I

I will f irst give some comments on the subject of gender-based analysis in health policy

based violence programmes in refugee,

First, I would like to say how difficult it is to know about the prevalence of

based violence not only in conflict and post-conflict settings, but also globally. We

are all aware of the ethical and many other reasons for the diff iculty in collecting that data. I

would like to emphasize the importance of acknowledging the serious ill-health that violence

Ms Sophie Read-Hamilton*

Gender-Based Violence Programme Coordinator

International Rescue Committee, Sierra Leone

and practice as presented by Dr

speak from the perspective of working in gender-

returnee, internally displaced, conflict and post-conflict settings.

gender-

causes to women around the world. We are talking about physical, emotional, psychological

and social ill-health. Studies have been done that indicate that violence is one of the most

serious causes of mortality and morbidity for women globally. Therefore, the importance of

addressing it cannot be overemphasized. To do so we need to build systems and capacity to

respond, and doing so involves engaging in meaningful dialogue with the communities that

we work with.

We have talked a lot about policy-makers, practitioners and programme deliverers, but

we have not yet spoken about communities. Unless we have the input of communities, both

women and men, in terms of analysing and understanding how gender impacts on their lives

and their health, our policies and the legislation, and our programmes are not going to

permeate beyond urban settings. This is certainly an important point to consider in countries

where populations are often 80-85% rural, and where the operation of formal law and formal

policies are generally irrelevant as people operate under traditional customary laws and social

norms.

One of the criteria that I would therefore suggest to incorporate gender-based analysis

(as a principle of good practice) in gender-based violence programmes, is the input into

understanding of problems and design of programmes by users of the system, by those people

who will benefit from services and interventions. That is why women must have a key role to

play in the evaluation of services.

Dr Kapoor touched on the subject of sustainability, and that is an issue that requires a

huge amount of thought and discussion, because we need to understand that ideas are

sustainable without f inances, whereas services are not. When we talk about sustainability

within gender-based violence programmes, we are talking about sustainability of knowledge

and ideas around gender equality and minimizing or stopping violence against women,

whereas when we are talking about service delivery, the issue of sustainability is how to

access ongoing funding.

                                                
* Ms Sophie Read-Hamilton is the National Programme Coordinator of the Gender-Based Violence Programme

of the International Rescue Committee in Freetown, Sierra Leone. She is also the Programme Manager of the

Sexual Assault Referral Centre in Sierra Leone, a three-year sexual assault project, including the establishment

of three multidisciplinary sexual assault centres, community education and capacity building of government and

non-government agencies.
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Another criterion for good practice is holistic, multidisciplinary and well-coordinated

services provision involving a range of key actors who have clear roles and responsibilities. It

is more than health-service providers that must be responsible for responding to gender-based

violence. For example, the legal judicial system and the social welfare system are key actors

in a whole government, multisectoral approach to successfully addressing and reducing

violence against women, particularly in refugee and post-conflict settings. I would suggest

that this is applicable to all settings, including emergency and development contexts.

Sexual violence in Sierra Leone is a significant problem. During Sierra Leone’s 10-year

civil war, thousands of women and girls of all ages were subjected to systematic sexual

violence by members of the f ighting forces. Physicians for Human Rights calculated that as

many as 215 000-257 000 Sierra Leonean women and girls may have been subjected to

sexual violence. It was a signif icant problem during the conflict and since the end of the war,

is sadly still a problem.

The problem currently in Sierra Leone is that there are as yet no government policies on

sexual assault or sexual violence within the health system. Additionally, the laws that do exist

are inadequate, and the legal proceedings are not survivor-friendly. Women will not come

forward for help in accessing justice or health care following violence perpetrated during the

war or for post-conflict sexual violence they suffer. Because of the situation of conflict, the

state infrastructure is in the process of rehabilitation. In particular, the social welfare sector is

completely under-resourced and unable to provide even limited support to women. There is

no national policy or standardized guidelines for clinical management of rape survivors, and

there are very few health providers trained in clinical management of rape survivors. Women

who have been raped are charged a fee by health providers for access to health care and to

proceed their case through court. Resources are extremely limited. Sierra Leone ranks lowest

in the world in many human development indicators.

In Sierra Leone, with a huge problem of historical sexual violence and also what we are

now seeing as an ongoing problem, the project that we run aims for intervention and social

change on three levels:  the political and social sphere, the administrative sphere, and the

operative sphere. We are supporting the introduction of legislation, policy and guidelines in

the political and social sphere, as well as generating social awareness and social action on the

problem of violence against women in order to establish a framework to promote and protect

women’s rights.

In the administrative sphere we are setting up systems within the government and

non-government sectors with the aim of establishing a good response from health care, from

the legal judicial system (including the police), and from the social welfare system. We work

in partnership with the Government of Sierra Leone and with other actors like UN agencies,

including WHO. Our work involves coordination, ensuring collaboration with all agencies,

and capacity building. For example, we train all actors in their roles and responsibilities in

responding to sexual assault.

The third sphere of intervention in which we work is the operative sphere. This is

where we directly provide services for survivors of sexual assault, and train local providers so

that when our project phases out in three years, there is a sustainable skill base in the country.

The model we are using reinforces Dr Kapoor’s discussion on what constitutes good

practice and ensures intervention at all levels of the system. What is critical at every level is
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that the most important people are consulted and involved, that is the women and

communities we work with.
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Plenary Session 3:  Impact of women’s leadership and
empowerment in improving health and welfare systems

Ambassador Gertrude Mongella*

President

Advocacy for Women in Africa (AWA)

United Republic of Tanzania

I would like to put this discussion into context by giving it a global development vision.

We are not starting from scratch. We have already done so much, and if we do not remind

ourselves of the global vision, we might miss what this Meeting is all about.

First of all, I have taken the benchmarks to be the United Nations summits because of

the consensus which they built around the world. There was the women’s conference in

Nairobi in 1985, which came out with forward-looking strategies and gave rise to a　number 

of strategies on women’s health.

In 1990 there was the children’s rights summit in New York, at which the concept of

the girl-child became prominent. This was also picked up again in Beijing.

Then the environment and development summit took place in 1992 in Rio de Janeiro,

and came out with Agenda 21. Agenda 21 had no chapter on women, so we did work among 

NGOs and the women who were in the government delegations, and managed to bring in the

chapter on women and the environment. This also dealt quite a lot with the health of women.

Next there was the summit on human rights in 1993 in Vienna, which I also had the 

opportunity to attend in preparation for Beijing. At that time, I was the secretary-general of

the World Conference on Women. This was another entry point which f irmly introduced the

concept of women’s rights as human’s rights. That was a milestone in Vienna.

Then we came to the population and development meeting in Cairo. This was where we 

had a heated debate on reproductive health, and people were almost missing the point. Some

of them were discussing women as though they were simply little wombs to be cleansed or

not cleansed. We managed to put it on the right track before Beijing.

Then came the women’s social development summit in Copenhagen in 1995. Poverty

eradication was one of the key issues at this Meeting,    which concluded that women were

poorest and that social development could only move on if women were considered the  

central factor.

Then we come to the Fourth World Conference on Women in Beijing. This was the 

meeting where we concluded by saying:  “A revolution has begun, and there is no going

back.” What is happening here today is the result of the Beijing conference. And here I would

like to mention one of us sitting here today, because sometimes when we talk about

leadership, it is as if it comes from the moon. However, it is we who have created that

                                                
* Ambassador Gertrude Mongella entered the East African Legislative Assembly in 1975. Ambassador

Mongella was appointed as High Commissioner to India (1991) and served as Secretary-General of the 4th UN

World Conference on Women (1992). She is one of the founders and President of AWA, Advocacy for Women

in Africa, an NGO that advocates action on women’s issues on the African continent.
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revolution. I remember Ms Helen L’Orange, who is representing the Director of the WHO

Centre for Health Development (WHO Kobe Centre - WKC). She was part of the process as

one of the group from Australia who brought their commitment. As the secretary-general, I

worked on the preparation, trying to mobilize the commitment of each government. When we

were in Beijing, every government came with commitment. And when I go back as a leader

to look at that commitment and how far it has been met, I say thank you very much,

Ms L’Orange, for that contribution.

Women’s empowerment and the proper dispersion of women on the basis of equality in 

all spheres of society, including participation in decision-making, are fundamental for the

achievement of equality, development and peace. This is stated in the Beijing Declaration.

This is what we are working on. What we are doing now is consolidating the global view

which has been created by consensus at different international conferences. Submeetings

have also created the right environment, with, for example, the declarations on Health for All

by WHO.

I would like to give this example, without belittling women:  we are in a kitchen, and 

what we are doing now is looking for tools. We have left the stage of recording progress; we

have complaints, strategies, we have lobbied, we have come together in different forums. 

Now what we need are the tools, and the discussion should be about which tools we need in

this kitchen? You have the recipes, the ingredients and f ire. We are looking for the tools.

There have been some actions. We have the regional declarations and plans of action.  

For example, the declaration on gender and development in the Southern African 

Development Community (SADC) region has taken us a big step forward in this region and

given us a stepping stone. The president has signed this declaration, and now we are holding 

all African leaders accountable. It has also been a stepping stone for entry into the African

Union (AU), where we have had the courage to ask for parity when it comes to the

commissioners. African women demanded that of the 10 commissioners, f ive should be

women, and now the AU has taken this decision. Networking with the male presidents, we

managed to achieve this. Economic, political and social reforms are some of the actions. In 

this country, for example, since Beijing we have been able to make some reforms, land 

reforms, and the Sexual Abuse Act was passed in parliament. We have been developing tools 

for the implementation of policy on women and health.

We are working towards the POA. We agreed in Beijing that everybody should go

home with an assignment, homework, and all organizations, NGOs, and governments have

been working tirelessly to make sure that we develop tools for development We also have the

WHO Regional Office for Africa Reproductive Health Strategy Action 1988-2007, which is 

another attempt to look for the tools for implementation. And then the MDGs, which are

again a global attempt to really zero in. Several of the MDGs do focus on women, and  

particularly the health of women and reduction of maternal deaths.

There are priority areas in the POA, and one of these is women’s leadership in health.

One thing which comes out clearly in the report is that women’s leadership is not very well

documented in many areas. We do things, but we do not claim mileage out of it. One thing

we should discuss is how to claim mileage out of what we do, and then document it. It is

important to decide how to document women’s leadership activities. In some reports

produced by WHO, other sociological reports or World Bank reports on the reduction of

poverty, you find reference to these qualif ications:  self-knowledge, acceptance, esteem and

confidence. Look at yourselves. You are all leaders. Do you have self-knowledge? Do you
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know yourself ? Do you accept yourself the way you are? Do you have self-esteem? Do you

have confidence? If you tick all these, then you belong in this room. Self-renewal is also very  

important for leadership. This is what we should be doing because the world is moving on.

The ability for self-renewal, becoming a new person so that you fit into the new environment

is very important.

Also important are continuous learning, creative handling of diversity, vision, creativity

and assertiveness You have to have the courage to take risks. We are people who calculate

costs and risks. Because of our responsibility for life, sustaining life, we tend to be too careful

and to fear risks. But if you want to move on, and if you want to be a leader, you have to take

risks. We need to lead balanced lives and learn from our failures. This is self-criticism. Most

of us have to learn from our failures. We politicians sometimes fail, but if you are assertive

and have the courage, you keep on. You fail one way, so you go through the other door, and

there you are. I have been in parliament through affirmative action, and now I am in

parliament through the constituencies. This is how to manoeuvre your way, balance your

lives, and be able to be there and lead.

Empowerment and determinants of women’s leadership in health
systems.

Access to education and knowledge, both formal and informal. There is such wealth

in informal education and indigenous knowledge, which is also not documented, and which is

now forming the basis of knowledge in the developed world. For example, in the United

Republic of Tanzania, when we were achieving independence, President Nyerere used to say 

the three things we had to f ight were ignorance, disease and poverty. Now we are importing

this from the World Bank as if it is new and we are not using the indigenous information and

knowledge that we have. Basic educational and skills training is one of the ways of getting

access to education and equal opportunities. If there is no base for basic education for

everybody, then it becomes so diff icult, then you get your education at the higher level where

it is just a privileged education.

Equal opportunities for boys and girls. It is very important to make sure that there is

gender balance.

Use of technology. How much technology transfer have we been able to disseminate?

If women have no access to technology, they cannot lead. They cannot save time, be efficient,

or get through the information.

Access to resources. A reliable source of income and f inancial independence provide

bargaining power. If you do not have bargaining power, and you depend on your husband for

a ticket, you cannot decide to travel to Dar es Salaam for a meeting. The stepping stone is the

capital, the credit, partnership of men and women, participation in decision-making. If you 

are not at the decision-making table, you cannot lead because you will not influence decisions.

Therefore, you have to have the leadership opportunities; you have to have leadership skills,

natural and acquired. We need leadership skills. We need exposure to national and

international dialogues, debates, discussions and conferences, to what is going on in the

world. If you do not have that opportunity of exposure, the leadership is limited.

Access to information. How much access do you have to information technologies,

computers, faxes, books, newsletters, newspapers, televisions, radios? If you have no access

to a computer, or you are not even computer-literate, forget about leading in this world. If
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you are a woman in the village, the radio is a very important tool. We have not worked on

that.

Exchange of information. Those of us in this Meeting are lucky. We are extended

information and we reinvent ourselves when we get together.

Turning now to the specifics, I will take myself as an example. In the 1980s I was a

member of the Central Committee. I remember we had a meeting on advocacy for the child

immunization programme. The father of the nation was party chairman and he was furious

because some regional commissions had not grown the crops that were needed. Later, I raised

my hand and said, “There is another crop failing, and no one is being held accountable for

that. We are losing 400 children every day in the United Republic of Tanzania, and that is the

failure of a crop which you cannot replant. Who is going to be held accountable?” He said,

“Now work on it.” So in coordination with UNICEF and others, we were able to move in two

years from 40% to 80%. Then, on the issue of HIV/AIDS, because I was in the Central

Committee, the subject was raised and UNICEF again supported me with a four-wheel drive

vehicle. I went around the country, talking about a disease I did not know, but at least I knew

there was a new disease. That is how we began to tackle AIDS.

I also campaigned against negative traditional beliefs, specif ically witchcraft. Women

were being slaughtered in many parts of the country because they were considered to be

witches, and I took a risk and went out into the community where everybody thinks witches

are dangerous. Then there was the National Leadership Meeting on Women Issues in 1988. I

found out that the leadership of this country had never sat down and dedicated a week to

discussing women’s issues. I lobbied and we had that meeting.

Let us take HE Anna M. Abdallah, Minister of Health of the United Republic of

Tanzania. She has managed to run a programme which will give a mosquito net to every

pregnant woman who reports to a clinic to save her from malaria during pregnancy. She has

also managed to argue the case of vesico-vaginal f istula (VVF) and have the cost of the VVF

operation covered by the government.

I have seen Dr Doyin Oluwole, Director of Family and Reproductive Health, WHO,

fight for the reduction of maternal deaths. She has the f igures:  one woman out of 14 dies

because of reproductive complications. Due to lack of time, I will just mention the names of

Ms Helen L’Orange and Mrs Ras-Work, as examples of leadership. I also just wanted to say

to all women leaders:  we owe our knowledge and experience to so many people, particularly

women, and mostly our mothers.
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Plenary Session 4:  Findings - International Symposium on 
Gender-Sensitive Medicine, Chiba Prefecture, Japan,

1 March 2003

DrKeiko Amano*

Director

Chiba Prefectural Institute of Public Health, Japan

Abstract

The Kobe Plan of Action for Women and Health (POA) has been implemented by four

Task Forces. We, members of Task Force 4, were expected to and indeed made a step

forward in enhancing research transfer in specif ic gender equity and health issues. On

1 March 2003, the International Symposium on Gender-Sensitive Medicine organized by

WHO Centre for Health Development (WHO Kobe Centre - WKC) was held with great

success. The Symposium aff irmed that the most important dimensions in equitable health

outcomes are related to gender status and health systems performance. On 2 March 2003, a

Workshop on Gender-Sensitive Medicine in Japan was held and attended by researchers and

policy-makers and a number of international experts. It was proposed to establish a medical

society on gender-sensitive medicine in Japan to propagate research and medical practice for

gender-specif ic medicine throughout Japan. This was established on 25 August 2003. In

addition to that, an IT network was also established to quickly deliver news and data on

gender-specif ic medicine to doctors and other health workers engaged in women’s health

clinics and people who are interested in gender-sensitive medicine.

*****

The POA has been implemented by four Task Forces. The members of Task Force 4

were expected to enhance research transfer in specif ic gender equity and health issues. Task 

Force 4 immediately went into action.

Actions accomplished by Task Force 4 in 2003

• March 2003:  International Symposium on Gender-Sensitive Medicine organized by WKC.

• March 2003:  Workshop on Gender-Sensitive Medicine in Japan organized by

Dr Keiko Amano.

• August 2003:  The IT network of gender-sensitive medicine in Japan (The New Approach

to Health and Welfare) was established by Dr Keiko Amano and her colleagues.

• August 2003:  The Medical Society on Gender-Sensitive Medicine was established by 

Dr Keiko Amano and her colleagues.

The International Symposium on Gender-Sensitive Medicine organized by WKC as

part of its implementation of the POA was held in Japan with 100 participants from six

                                                
* Dr Keiko Amano is Director of the Chiba Prefectural Institute of Public Health in Japan. She is a pioneer in

gender-specif ic medicine in Japan. Dr Amano has contributed to the expansion of women’s clinics in Japan and

to the establishment of a Japan-based network of gender-sensitive medicine experts. Dr Amano is a member of

Task Force 4.
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countries (predominantly from Japan) in different regions of the world on 1 March 2003.

Symposium participants included policy-makers, leading international experts on

gender-sensitive medicine and representatives from relevant health-related organizations.

The Symposium focused on gender-sensitive medicine with special attention to

gender-sensitive practices at women’s clinics in several parts of the world. While health

policy development has increasingly taken into consideration determinants of health and

different ways to address health inequalities, there has been insufficient attention given to the

gender-specif ic aspects of health determinants. Consequently, we have missed opportunities

to improve women’s health because of inappropriate treatment by gender-blind health care

delivery services.

A. The Symposium affirmed that the most important dimensions in

equitable health outcomes were health status and health systems

performance and the Symposium presentations and discussions

identified the following gender-sensitive strategies for improving

both:

• further development of health policy and research informed by an understanding of

the relationships between sex, gender and health;

• educating medical and health professionals about the relationships between sex,

gender and health;

• encouraging collaboration and research as well as information exchange between

mainstream health service organizations and women’s health services.

B. The Symposium presentations and discussions identified the

following gender-sensitive strategies for improving health status:

• enhancing women’s access to economic, social and community resources, particularly

in rural areas;

• placing a value on women’s unpaid and caring work;

• encouraging shared decision-making by men and women on issues such as

contraception and household management;

• advocating recognition by scientif ic and medical communities that women are an

invaluable source of health information;

• encouraging health-care-seeking behaviour through a range of measures including

information, dissemination and awareness.

C. The Symposium presentations and discussions identified the

following gender-sensitive strategies for improving health systems

performance:

• democratization of decision-making in health services by increasing women’s
representation on health service boards and committees;
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• removing barriers that impede women’s participation in research, both as study

subjects and investigators;

• using gender-specif ic protocols wherever relevant for the prevention, treatment and

cure of disease;

• encouraging medical and health professionals to recognize the interrelationship

between conditions such as violence and depression;

• examining the eff icacy of holistic women’s health services in responding to women’s
reported health concerns;

• providing incentives for women to enter and remain in the medical profession;

• f inding answers to whether women’s health services can be a model for more

coordinated, responsive and accountable health care systems.

On the next day, 2 March 2003, twenty representative Japanese researchers gathered to

discuss gender-sensitive medicine in Japan. The Meeting was attended by Professor Legato,

who is a pioneer of gender-specif ic medicine in the USA, Dr Yuji Kawaguchi,

Ms Kimie Iwata (Director-General, Equal Employment, Children and Families Bureau,

Ministry of Health, Labour and Welfare) and Ms Akiko Domoto (Governor, Chiba

Prefecture).

At the Meeting, Governor Domoto made a comment about women’s health issues in

Japan. From the Meiji period to the present, for close to a century, the common role

associated with women has been to “give birth and raise children.” Therefore, the health

policies for women were called “maternal and child health policies” by the Health Centre

Law enacted in 1938. In 1947 after the end of World War Two, the Children’s Welfare Law

was enacted with the purpose of raising healthy children, and the role of mothers became

“child-bearing persons and guardians.” The role of women became clearer through the

Maternal Health Law in 1965. The purpose of this regulation was to improve and maintain

the health of mothers, infants, and children. The regulation further stipulated that the role of

mothers was the foundation for the healthy birth and development of children. Maternal

health has been the mainstream of women’s policy in Japan ever since.

She pointed out the limitation and negative influences of the dominance of maternal

health policy:

• Time limitation -  attention is paid only to the period from pregnancy to when the

child reaches school age.

• Target limitation - women who do not give birth and women with illnesses not

associated with pregnancy and childbirth are not targeted.

There are no standardized policies among the Health Division, the Senior Citizen’s
Welfare Division, the Maternal and Child Health Division and other divisions involved in

treating women’s health and illnesses such as infertility, breast cancer, and uterine cancer. As

a result, no data collection or clinical trials designed for women have been conducted on

women’s health and related treatments.

Women’s reproductive health and rights as well as the empowerment of women were

recognized internationally after the 1994 International Conference on Population and
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Development. The Beijing Declaration and Platform for Action, 1995 stated:  “Women’s
right to the enjoyment of the highest standard of health must be secured throughout the whole

life cycle in equality with men.” Japan agreed to this international declaration. However, even

though actions have been sought in improving all aspects of women’s health, domestic

policies that would have succeeded in doing so have not been realized in the 10 years since

then.

Governor Domoto began action to meet the following needs:

• confronting these issues and improving welfare and medical services for women not

just as individual hospitals and clinics but as a prefecture;

• provision of administrative services not only for “maternal and child health”, but also

for the entire life-cycles of all women;

• data gathering for clinical trials and epidemiology investigations should continue to

be conducted whenever possible;

• the perspective on women’s treatments should be added to the curricula at medical

schools for both male and female students.

Her actions influenced the governors of other prefectures and female members of town

or city assemblies in all areas of Japan. They started their actions by proposing the opening of

women’s health clinics at the prefectural hospitals or starting campaigns to collect signatures

for the opening of women’s clinics.

Now 111 institutes have opened women’s health clinics during the last two years.

The policy of women’s clinics is as follows:

• a 30-minute medical examination is guaranteed to each patient for the f irst visit;

• any complaints and symptoms are welcome;

• there is no need of a letter of introduction;

• a female doctor is in charge of each clinic.

An unexpected number of women have been asking for counselling in all institutes.

Women’s health clinics are advocating recognition by scientif ic and medical

communities that women are an invaluable source of health information, encouraging

List of hospitals with women’s clinic in Japan

University hospitals 18

Public hospitals National hospitals 5

Prefectural hospitals 16

Municipal hospitals 18

Others 15

Private hospitals 39

Total number 111
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medical and health professionals to recognize the interrelationship between conditions such

as violence and depression. They are examining the eff icacy of holistic women’s health

services in responding to women’s reported health concerns, providing incentives for women

to enter and remain in the medical profession and exploring how women’s health services can

be a model for more coordinated, responsive and accountable health care systems.

Some universities have started to educate medical and health professionals about the

relationship between sex, gender and health in order to remove barriers that impede women’s
participation in research, both as study subjects and investigators.

To educate medical and health professionals we established an IT network for

immediate transmission of news and data on gender-specif ic medicine.

In addition, we established the Medical Society on Gender-Sensitive Medicine to

propagate research and medical practice for gender-specif ic medicine throughout Japan.

Plenary Session 4:  Findings - International Symposium on
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Plenary session 4　 Panel and general discussion -

DrToni Schof ield*

Senior Lecturer

School of Behavioural and Community Health Sciences

Faculty of Health Sciences

The University of Sydney, Australia

I attended the WKC Symposium held in Chiba Prefecture, Japan, earlier this year with

Dr Amano and other colleagues to address the issue of gender-sensitive medicine. It was an

interesting and lively symposium insofar as we had a combination of people from both

medical and women’s health backgrounds. The product that we came up with is an exemplary

synthesis of the differing approaches the participants adopted in relation to the issue.

Dr Amano has already outlined the strategies that the Chiba Meeting resolved and endorsed,

so I will not reiterate them. I do want briefly to emphasize, however, that what lies at the

heart of a gender-sensitive approach to health and medicine is the goal of gender equity in

relation to men’s and women’s health status and experiences of health care. Accordingly, the

15 strategies that the Chiba Meeting formulated and supported were informed by this goal.

They were designed to address and advance gender equity in relation to both health status and

health systems performance. This goal was in turn informed by a particular conceptual

principle that underpinned and guided the formulation of the 15 strategies.

My main purpose here today is to explain what that principle was. Basically it involved

placing women at the centre of health service delivery and research. In doing so, women

would be positioned as the subjects of their health care and of research about their health.

They would become active participants in these processes. When services were provided or

research was undertaken, providers and researchers would work with women, not on them.

And this would prevail at all stages of the various processes involved in research and service

provision, whether that involved identifying women’s health service needs, developing

particular kinds of services to respond to those needs, or formulating and conducting research

projects to examine and evaluate those services. In short, women would be agents in, not

objects of, health service delivery and research.

We speak often about the importance of this principle in women’s health circles but I

think it is vital that we understand its centrality in developing a gender-sensitive approach to

health and medicine, particularly in relation to enhancing health systems performance.

Dr Amano’s research on women’s health services in Japan suggests that such a principle has

begun to be embraced. These services work within what some would describe as the medical

model insofar as the providers involved are women doctors, and the focus of the services is

the doctor-patient interaction undertaken in a clinical setting. Nevertheless, these medically

provided services are characterized by a number of innovative features that embody

gender-sensitivity in practice. These are that:  the doctors are women; they provide continuity

                                                
* Dr Toni Schof ield is Senior Lecturer at the School of Behavioural and Community Health Sciences, Faculty of

Health Sciences, the University of Sydney. She held the position of Honorary Director of the Cumberland

Centre for Women’s Health Studies at the University of Sydney and has been involved in numerous research

projects associated with gender and health over the last two decades. Dr Schof ield’s most recent research has

been a collaborative project funded by the NSW Premier’s Department and the Australian Research Council to

examine gender equity and democratic participation in the NSW public sector. She served as a rapporteur for the

International Symposium on Gender-Sensitive Medicine held on 1 March 2003 in Chiba, Japan.
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of care to clients; they do not stint on consultation time with clients if they want to talk at

length about their concerns; and they address and integrate physical and psycho-social

dimensions in consultations. As importantly, generous public f inancial support means that

they are accessible to women. So what we have seen with the Japanese example of the

implementation of a gender-sensitive approach is the way in which the medical model has

been interrogated, if you like, by certain women’s health principles to try and advance

women’s interests in relationship to their healthcare experience.

The ongoing work of Task Force 4 is to identify research into programmes and policies

that demonstrate the implementation of the specif ic strategies identif ied at Chiba. In

reviewing and auditing this research, the fundamental objective is to assess whether the

programmes and policies that various studies address engage with the goal of “agentializing”
women, enabling them to act as agents, in and through their health service experience. To the

extent that such policies and programmes can be demonstrated as doing so, we can then begin

to identify the level of advancement of gender equity in health systems performance. So one

of the major tasks of Task Force 4 is to identify “what is working” in relation to

gender-sensitive health care. We have already seen a very interesting and illuminating

example today from Dr Courtright’s presentation. However, we need more examples of

research demonstrating the implementation of a gender-sensitive approach to health and

health care. The tasks of collecting and analysing information, and of distributing it, remain

to be done. They are vital in achieving the objectives of the Chiba Meeting.
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DrSusanWood*

Assistant Commissioner for Women’s Health

Food and Drug Administration

United States of America

I would like f irst to explain what we in the United States often mean by

gender-sensitive medicine, because I am going to talk about a model programme that you

may have heard about in previous meetings in Kobe and in Canberra. This model starts from

a more biomedical model, but tries to incorporate some of the psycho-social issues, as well as

some of the concerns about empowering women to choose and access quality health care in

the United States. This model is our National Centers of Excellence programme in the United

States based in academic medical centres. You may have heard of examples of some of the

18 different Centers of Excellence around the country that have been started since 1996.

Within the last few months we have published an evaluation of the effectiveness of this

model
1
. We have been trying to tease out whether or not having this type of comprehensive

model works, and where barriers do in fact remain, what are they, and what are the

challenges that remain ahead.

Here, gender-sensitive medicine is being referred to in a biomedical context. But this

model also means having the scientif ic and clinical evidence that you can use in delivering

care to women and men and families, making sure that information and data is translated into

practice, and in empowering women to be able to seek and access that health care. This

relates back to Dr Amano’s presentation:  we are trying to set up a system that moves beyond

just reproductive health care, moves beyond the traditional separation of care into

reproductive care and non-reproductive care, and is not built strictly on a male model.

We often use the buzzwords, “multi- disciplinary”, “integrated”, “comprehensive.” And

these words say that the model set out for these different centres should do all of these things.

There should be one stop shopping, there should be all of these services integrated in

comprehensive clinical care. Similarly the research that goes on at these centres should be

integrated with the clinical care, and again, integrated across disciplines. The professional

education and curriculum offered by these academic medical schools, be it in a medical

school, the nursing schools, schools of public health, should be changed to begin training of

health professionals in a way that incorporates all the knowledge that has been gleaned

through research. There should be leadership plans in place at these centres to help promote

women through the academic and administrative ranks of these medical centres. And very

important - this was something new at these academic medical centres - was to bring in the

community, bring in women themselves, bring in organizations from the local community to

help inform the development of the National Centers of Excellence.

We have been able to continue for several years now. This model works, but we still

ask ourselves, what are the barriers? Did we actually do what we set out to do, and how far

do we have to go? We have found a number of key points, but I will focus on just a few of

them. One is that having a national model did have a tangible impact on the structure and

                                                
* Dr Susan F. Wood is Assistant Commissioner for Women’s Health at the US Food and Drug Administration.

Her previous employment includes working at the US Department of Health and Human Services’ Off ice on

Women’s Health and for the Congressional Caucus for Women’s Issues, an organization of Members of the US

Congress dedicated to advancing legislation that promotes legal, economic and health equity for women.
1 Women Health Issues, 2002 vol. 12, no. 6 pp. 285-346
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practice in those settings. But it had varying effects. Different kinds of structures had to be

changed depending on the institution. But there were in fact changes that happened by being

designated as the National Centre of Excellence in Women’s Health. The institution is, in

some degree, being shoehorned into trying to adopt some of these strategies. Very little

money came with this designation as a Center of Excellence. So this success is actually quite

impressive.

Another key point is the importance of the administrative leadership at these centres in

making them successful. If you did not have buy-in from the deans and the chairmen of the

different departments, you were sunk. So having buy-in from the leadership was critical to

success. They also saw improved collaboration amongst researchers and practitioners. You

could actually see that having the designation of this multi-disciplinary model got them more

resources. They could leverage other resources because of their designation and their focus

on this multi-disciplinary approach. The curriculum changes also did occur in a number of

places. However, I have to note, this is one of the areas where there are always barriers,

because changing a curriculum is not a trivial thing. At every institution, they have their own

cycles of changing what they teach, and they will not change what they teach just on your say

so. So it is an ongoing process, but there has been some real success in a number of places.

Now what about the women themselves who receive their care in these clinical sites?

The programme used a couple of evaluation methods, looking at national and local

community samples, and found that the women who received their care from these Centers of

Excellence, did, in fact, have improved screening services in terms of their rates of screening

as well as improved levels of counselling on issues -mental health issues, domestic violence

issues, and drug abuse. They got more counselling than other samples, both national and

community-based samples, which were not in these Centers of Excellence. Similarly, they

had better patient satisfaction scores on some measures that they had. So it seems to be that

the women who use these services do have improved outcomes.

So what are the biggest challenges that remain? One of them is resources. To make

changes anywhere resources are needed, even if it is in the United States where one imagines

that there might be resources in our health-care system. But because we are so dependent

upon private sector insurance, and we do not have a national health-care system, the

academic medical centres and clinical settings are pulling resources from many directions and

trying to balance their books at the same time. These kinds of centres were not set up as

money-makers, and the reality is that they have to find a way to balance the resource issue

with the cost. For institutions that were financially unstable, this was not a way that they

could remain viable. So there was an issue of sustainability because of resource issues.

There was also still resistance within the institutions about making women’s health a

priority. People are also concerned about ghettoizing women into just a single point of care.

Everything else might ignore women. And there are still continuing challenges in getting

leadership of the institutions to buy-in, and tough battles between departments. Whether it is

the department of obstetrics and gynaecology, or cardiology, or internal medicine, or

infectious disease, or psychiatry and mental health, there are still battles that reign

everywhere, and those are not overcome simply by the good intentions of the organizers.

What we have been able to see is that, in parallel with the strategies identif ied in Task

Force 4 and with what Dr Amano is doing here in Japan, trying to translate what we know

into care, and at the same time empowering women to get that care, is an incremental process,

but it can be done in different ways in different settings. We realize that academic medical
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centres are often very different from regular practice in the community in many respects. So

we have now launched the community-based Centers of Excellence to try this kind of

comprehensive model at community and health centres around the country. This has only

been in operation for a couple of years and we do not have the data on its effectiveness yet.

But, given the diversity of women, the diversity of health issues, and the diversity of

approaches that you can take to get comprehensive care to women, these are the efforts we

are starting in the United States. We look forward to learning more about other approaches

and processes.

Plenary session 4 - Panel and general discussion 
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Plenary Session 5:  Case studies on effective strategies  
used to address harmful traditional practices in Africa

Mrs Berhane Ras-Work*

President

Inter-African Committee on Traditional Practices (IAC), Switzerland

Abstract

Harmful traditional practices, such as female genital mutilation (FGM), son preference,

female infanticide, early marriage, dowry, early pregnancy, nutritional taboos, and

gender-based violence, as well as all forms of sexual harassment, do occur in different parts

of African countries. Success stories have been registered by IAC national committees

working on the reduction and elimination of these harmful traditional practices (HTPs).

However, the impact of different intervention strategies has been neither systematically

documented nor presented to international forums for experience-sharing. The major

objective of this study is to assess some effective strategies that have resulted in a reduction

or elimination of FGM and other harmful traditional practices using three African countries

as case studies. Another objective is to document other effective strategies that have been

adopted by some IAC national committees in other African countries.

Introduction

Harmful traditional practices such as FGM, son preference, female infanticides, early

marriage, dowry, early pregnancy, nutritional taboos, and gender-based violence and all

forms of sexual harassment do occur in different parts of African countries. Success stories

have been recorded by IAC national committees working on the reduction of these HTPs.

However, the impact of different intervention strategies has not been documented

systematically and presented at international forums for experience-sharing.

Objectives

The objectives of this study are:

• to assess the effective strategies that resulted in a reduction or elimination of FGM

and other practices using three African countries as case studies;

• to document other effective strategies, which have been observed and reported by

some IAC national committees in other African countries.

Methodology

Field data was collected from three African countries - Ethiopia, the United Republic

of Tanzania and Egypt - in areas where IAC national committees have carried out campaign

                                                
* Mrs Berhane Ras-Work is the President of the Inter-African Committee, an international organization that

deals with issues related to gender equality in general but with traditional attitudes and practices that affect the

lives of women and girls in particular. Born in Ethiopia, Mrs Ras-Work has also served as a coordinator of the

Ethiopian Women’s Organization and is a convenor of the Working Group on Violence Against Women in

Geneva. She is the Secretary-General of the International Movement for Fraternal Union Among Races and

Peoples as well as Vice-President of the NGO Special Committee on Human Rights.
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activities. The sample population was selected randomly and questionnaires were distributed

among households to gather quantitative data.

For qualitative information, focus group discussions were held with selected samples

while in-depth interviews were conducted with individual key informants. For the three

countries, questionnaires were distributed among 400 households targeting two persons per

household taking into consideration gender balance. Of the 800 questionnaires distributed,

703 were recovered and the quantitative analysis is based on these 703 questionnaires.

Findings

Ethiopia

Activities were carried out in North Shoa zone of Oromia Region, a semi-urban

community, under the title “Campaign against harmful traditional practices.” The research

study was carried out in this area to determine the effective strategies used to address FGM

and other harmful traditional practices. The interventions applied were:

• training of trainers for sector officials, who continued with the campaigns in the

community;

• Training Information Campaign for influential target groups and peer educators;

• school sensitization and school competition among students, covering the topics of

FGM, early marriage, abduction of teenagers for purposes of marriage, and also

removal of the uvula and milk teeth extraction.

The result of these interventions shows that knowledge of the different harmful

practices has increased significantly. Prior to the interventions, only 42.3% of the study

population considered FGM harmful. This increased to 77.3% after the interventions with a

difference of 35% and a change of 82.7% when compared with the baseline indicator.

The attitude and behaviour of the community towards different practices have also

significantly changed positively. Over 70% of the respondents promised not to circumcise their

daughters in the future.

The qualitative information  gathered shows that some circumcisers have stopped the

practice and started talking to the community on the effects of FGM. Some of the circumcisers

received awards from the IAC National Committee last June. The police and judges have also

started taking legal measures against those who abduct girl children by force for purposes of

marriage. Above all, over 900 schoolgirls were rescued from abductors and sent back to

continue schooling in the past one year.

United Republic of Tanzania

The research study was conducted within Narumu Ward in Hai District of Kilimanjaro

Region, a rural community where the IAC National Committee conducted intensive campaign

activities under the project title “Village facilitators for the elimination of FGM and other

HTPs.” The strategies used are:

• mass sensitization seminars for different target groups;
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• training of village facilitators as campaign agents;

• community involvement in the campaigns to eliminate FGM and early marriage.

The methods used under this strategy include:

• house to house campaign;

• campaign among small groups such as Christian communities;

• talks in schools, at meetings and at public occasions.

Of the 200 respondents sampled using questionnaires, 89.4% support FGM abolition.

Some of the major impacts gathered from focus group discussions and interviews of key

informants are parents saying “No to FGM” and instead giving their daughters for alternative

rites of passage without cutting, and the community becoming more aware of the law against

FGM and taking action. A man who had his daughter circumcised ran away but was

apprehended by the village leader and the case was taken to court. In another case, two girls

were circumcised but the village facilitators informed the village chairperson who got the

circumciser apprehended for prosecution. And when a circumciser wanted her daughter to

take over from her, news got to the village chairperson who arranged to have the

circumciser’s daughter sensitized on the harm in FGM. The girl agreed not to inherit her

mother’s profession.

Egypt

In Egypt the research study was conducted in Cairo, a completely urban city. The IAC

National Committee has an ongoing project with the title “Stop FGM.” Alongside this project is

the campaign against other harmful traditional practices including early marriage and early

pregnancy.

The intervention strategies include:

• advocacy through an international appeal to gather signatures from celebrities around

the world and mobilize public opinion against FGM;

• establishing a digital library through the website to be accessible to all interested

parties in the campaign to end FGM;

• sensitization of authorities in the legal departments to harmonize and implement

existing FGM laws;

• Training Information Campaign on FGM, early marriage/pregnancy;

• publications and development of information kits;

• production and distribution of behaviour change communication materials;

• media campaign.

The advocacy has impacted on government policy. The major impacts are:

• Important dignitaries globally are signatories to the Appeal.

Plenary Session 5:  Case studies on effective strategies  
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• At the Consultative Meeting of Experts held in June 2003, some participating African

countries without laws on FGM contemplated legislation.

• The Government of Egypt has since become more involved in the FGM campaign. It

has developed a National Action Plan. In collaboration with UNICEF, the government

is working on an FGM project in Lower Egypt.

• The government is now involved in media broadcasts against FGM and early

marriage.

In the Sayeda Zenab District of Cairo, where questionnaires were collected from 103

respondents, the data analysis showed that 74% of the respondents support FGM eradication.
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Table 1: Document Review of some IAC National Committee 
country reports

Country Strategy Used Success Stories

Benin ・ Advocacy with community

leaders, opinion moulders,

decision-makers at

grassroots level.

・ Converting circumcisers to

accept alternative income

generating activity.

・ A joint declaration against FGM called

“Declaration de Parakou” by Benin chiefs and

kings who now sensitize their communities on

FGM.

・ Adoption of law against FGM in 2002.

・ 17 circumcisers laid down their knives early

2003.

Burkina Faso ・ Lobbying and advocacy with

political leaders, community

and opinion leaders.

・ Involvement and training of

law enforcement bodies.

・ Government passed a law against FGM in 1996

and now embarks on widespread campaign

against it. The First Lady is deeply involved in

campaigns, being IAC Goodwill Ambassador.

・ Declaration of 18 March as FGM day in the

country.

・ Availability of 24-hour SOS hotline on FGM.

・ Prosecution of many cases and imprisonment

of offenders.

・ Promotion of “vacation without excision.”

Cameroon ・ Advocacy with and lobbying

of political, community,

religious and opinion

leaders.

・ Grassroots sensitization

campaign.

・ Converting circumcisers and

women empowerment.

・ A circumciser called Mama Alice attended a

seminar organized by IAC Cameroon in 1998.

Today, she is a campaign agent against FGM

having led some other circumcisers to abandon

the practice. Mama Alice, with other

circumcisers, symbolically threw their

“akarang” into the river indicating that FGM

has also gone with the river.

Chad ・ Advocacy and lobbying ・ In April 2003 a law was passed against FGM.

Kenya ・ Advocacy with

policy-makers.

・ Conversion of circumcisers

and empowerment of

women.

・ Youth involvement.

・ Presidential decree banning FGM while the

president publicly condemned the practice.

・ Inclusion of FGM in curriculum.

・ Some circumcisers have publicly denounced

FGM and laid down their knives.

・ Adoption of rites of passage without cutting in

some communities.

・ IAC has set up shelter for girls rescued from

FGM.

Ghana ・ Advocacy and lobbying

political, religious,

community and traditional

leaders.

・ Training of law enforcement

・ In 2002, at a seminar held in the House of

Chiefs in Wa District, the chiefs pledged their

support for FGM elimination and broadcast the

communique issued to that effect.

・ Voluntary watchdogs have apprehended some
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Country Strategy Used Success Stories

agents.

・ Youth mobilization.

violators of the FGM law. Prosecutions have

taken place and offenders jailed. The first

offender, Akologo, who is a male circumciser,

has served a three-year prison term.

Guinea

Conakry

・ Converting circumcisers.

・ Advocacy and lobbying.

・ Consensus building through

community mobilization.

・ Giving up circumcision knives by groups of

circumcisers in a public ceremony in

Kouroussa and Kerouane. At this occasion in

2000, a young girl of 10 presented the knives to

the president who in turn handed them over to

the Minister of Women and Children Affairs.

・ The First Lady, who is IAC Goodwill

Ambassador, goes public against FGM.

Mali ・ Training of religious leaders,

political leaders, and

parliamentarians.

・ Community mobilization.

・ Converting circumcisers and

women empowerment.

・ 1999 Ministerial decree forbids

“medicalization” of FGM.

・ 20 villages have abandoned FGM, announcing

it publicly in a ceremony. The villages include

Kayes, Solefara, Mamakono, Balla, Dangassa,

and Kourouba.

Niger ・ Training programmes.

・ Converting circumcisers and

empowerment of women.

・ Youth outreach.

・ Organized a public celebration in Tillabery and

Diffa areas where circumcisers turned their

knives in and pledged to discontinue the

practice of FGM.

・ In 2000, 158 girls were saved from undergoing

FGM.

Nigeria ・ Community mobilization.

・ Involvement of traditional

rulers.

・ November 1999, IAC Nigeria organized

training programmes for some traditional and

community leaders in Izzi local government

area, Ebonyi State, in the eastern part of the

country. The training materials included IAC

documentary “Beliefs and Misbeliefs.” The

head of the traditional rulers, Eze John, found

the film so shocking that he vowed to stop

FGM in his community and take the campaign

to other communities. He sent town criers to

announce a total ban on FGM and the

community formulated local laws with

punishment for violators. By 2002, he had

carried the campaign successfully to a

neighbouring community. To date there have

been no new FGM cases in either community.

Being a member of the State House of

Assembly, Eze John also lobbied for legislation

against FGM in the state. A law on FGM has

since been passed.
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Conclusion

In conclusion, different success stories have been registered and explained in the main

document. For sustainability and to keep up the current achievement, the recommendations

from the research studies include:

• continuous close follow-up;

• good reporting system;

• provision of educational materials ;

• sustained campaign.

On the whole, the interventions in the three countries range from working with the

upper class as is the case in Egypt, to the middle level population as with Ethiopia and the

grassroots level with the United Republic of Tanzania study. All the effective strategies can

be replicated in other African countries.

Generally, in community defined intervention strategies, a multi-sector approach and

multi-NGO collaboration strengthen the campaigns against FGM and other HTPs in African

countries.
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Plenary Session 5 - Panel and general discussion  
True Hope for the Abandonment of FGC in Senegal

MrMalick Diagne*

Deputy Executive Director

Tostan, Senegal

Thank you for inviting Tostan to participate in this Fourth International Meeting on

Women and Health.

I come here today happy to report that Senegal is making slow but steady progress

towards the total elimination of female genital cutting (FGC). Last month, on 21 September,

over 600 representatives from more than 200 villages in the region of Tambacounda, gathered

in Dialacoto, a village eight hours drive from the capital, Dakar, to publicly announce their

decision to for ever abandon the practices of FGC and early marriage. To date, more than

1000 villages have made the decision to abandon FGC. This represents 20% of the 5500

villages in Senegal practising FGC.

Although there have been many declarations since the f irst one held in Malicounda 

Bambara, on 31 July 1997, Tostan is still amazed by the number of villages that have recently

decided to hold a public pledge never to practice FGC again. The movement, which began

slowly and took several years to build up, is now snowballing rapidly throughout the country,

and now, even in Burkina Faso. The determining factors in this grassroots movement can be

summarized as follows.

First is laying the foundation with the implementation of an integrated and holistic

basic education programme for social transformation and economic empowerment.

The decisions that led to the abandonment of FGC, as well as other important

transformations such as early marriage, an increase in vaccination rates and an end of

domestic violence, all stemmed from a holistic and integrated basic education programme. At

Tostan, we believe that the approach for the eventual elimination of FGC has to be holistic in

order to be credible. In other words, we cannot be perceived as being preoccupied solely with

the elimination of FGC. In order to be credible and minimize resistance, we have to be

perceived by our village participants as being concerned with all of their health problems.

Senegalese villagers are natural and astute psychologists. They study actions for a long

time in order to guess at motives and intensions. At Tostan, we come to them without a

hidden agenda, and establish the agenda with them. The Tostan mission has always been that,

through non-formal education, we give the populations the means and the confidence to

improve their lives. At Tostan, FGC is a result not an objective.

The programme of Tostan was developed and tested over a 14-year period in f ive

national languages of Senegal. It has now also been implemented in Burkina Faso, Mali,

                                                
* Mr Malik Diagne is the Deputy Executive Director of Tostan (Wolof for ‘breakthrough’), an international

non-prof it organization based in Dakar, Senegal, created with the objective of empowering African populations.

Mr Diagne recently presented the Tostan programme at UNICEF New York and in several female genital

cutting meetings in Washington.
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Sudan and Guinea. The two-hour class sessions are held three times a week for a period of 10

months. The teachers, whom we call facilitators, live in the village during the whole

10-month period. The complete programme lasts two years with breaks during the rainy

season so as to allow villagers to work in the fields.

The themes of democracy, human rights, problem-solving, hygiene and health are

presented during the f irst 10 months of the programme using the oral tradition to ensure that

all members of the community -  men, women, old and young -  actively participate without

having to worry about learning to read and write. Traditional literacy programmes in Senegal

have scared away older members of the community who are the most influential and the

decision-makers, because these respected elders did not want to be seen in front of others

trying to learn to read and write.

One of the main outcomes of this non-reading and non-writing first part of the Tostan

programme has been to open up new communication between men and women, husbands and

wives, young and old, parents and children. This is also the part that has led to public

declarations. The second part of the Tostan programme consists of economic empowerment

and includes reading and writing, simple management skills, small projects and micro-credit.

The second determining factor in this movement to end FGC in Senegal, after the

programme implementation, is social mobilization activities. The most important of these

include:

• Visits to communities by already-convinced villagers who once practiced FGC in

order to discuss why they made the decision to abandon it. This includes teams of

religious and traditional leaders, respected women’s leaders, former circumcisers and

others who have had children harmed or die from the FGC operation.

• Visits to communities by traditional healers who promote positive African traditions

such as traditional massage, and use of plants for healing. All this is to clearly

demonstrate that this is not a campaign against traditions per se, but rather an isolation

of only those traditions that are seriously and undeniably harming the populations.

• Perhaps one of the most important social mobilization activities are the inter-village

meetings which allow people to gather with representatives from many villages in

order to discuss best practices and make collective decisions (most often within the

inter-marrying ethnic group). In Senegal, people have always preferred to make

decisions together as a group through consensus, dialogue and negotiation rather than

have an individual or a group fight to impose its will on another or the rest of the

community.

• A final example of social mobilization activities is the weekly one-hour radio

programmes in all the regions of Senegal and in five national languages. This has

been critical in reaching thousands of listeners and has contributed to letting them

know that social conventions are changing around FGC, early marriage, family

planning, birth spacing, vaccination, prenatal visits, girls’ education, children’s birth

certif icates, and violence against women. Highly respected members of the different

ethnic groups speak out on these weekly national radio programmes in support of

human rights and health, and villagers and anyone else are also invited to call in,

discuss and voice their opinions.
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The third determining factor in this grassroots movement to end FGC in Senegal is

public declarations.

These have been discussed in several papers that can be found on the Tostan web site:

http://www.tostan.org /. Gerry Mackie’s work on the subject is one of the most insightful as to

why public declarations are effective in changing social conventions. Mr Mackie made the

comparison with foot-binding in China; a cultural practice that insisted on women having

small feet in order to be considered pretty and marriageable. This practice has caused a lot of

pain and suffering to Chinese women and girls. Foot-binding, Mackie says, lasted a thousand

years, but was quickly ended at the beginning of the 20th century, thanks to determined

agitation and advocacy that used public declarations as a main strategy.

Mackie uses another illustration. He says visitors to Great Britain often think that the

British are driving on the wrong side of the road, and that they should join the rest of the

world by driving on the right side of the road. If one individual or even a group of Britons

decides that this is true and that they should change and drive on the right side of the road,

that individual or group of individuals would not be able to do it alone. It would be suicide.

The change to driving on the right side of the road would f irst require convincing everyone

that this is the right thing to do, and then making a widely publicized declaration that on such

a date, at such a time, everyone must henceforth drive on the right side of the road.

The public declaration allows people to meet, celebrate health and human rights, speak

out on all the problems related to the practice of FGC and early marriage, and pronounce

their decision to end them forever. Because the public declaration comes from the people

themselves, after a relatively long process of education and information, they end FGC with

more dignity than if they are being forced to do so by a law and the police. Because it is a

positive declaration for health and human rights, they feel they are participating in a noble

and historic movement to better their living conditions. A Senegalese Minister of Health

made the following statement in one of Tostan’s public declarations:

Tradition is a means to an end, and not an end in itself. The goal is for the

community to live together in good health, in peace, and in harmony. Tradition

was initially created to help achieve this goal. If today we recognize that certain

aspects of tradition are keeping us from reaching that goal then, for God’s sake,

let us end them.

Tostan has learned several lessons from public declarations. Inviting other community

leaders and Tostan class participants to the public declarations has been the major factor in

inspiring others villagers to prepare for and organize a public declaration. Another example

of a lesson learned from public declarations is the media coverage in local languages. This is

essential to bringing to other areas of the country the message that thousands have ended the

practice. This allows people to realize that a social convention is shif ting and leads to

discussions and debate within other communities.

People often ask if villagers do really end FGC after a public declaration. When Tostan

asked this question of the participants, they replied that in the past many people had told them

to end FGC. A law was passed to try to make them end FGC. But they were determined not

to repudiate their ancestors by ending this tradition. Now, after education and information,

when no one is forcing them, they are standing up and saying that they have decided to end

the practice, and they wonder why people do not believe them.

Plenary Session 5－ Panel and general discussion  
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Furthermore, we want to remind you that Tostan workers are frequently in the villages

for the second part of the programme that includes small projects and micro credit. We also

pay courtesy visits to local health workers, and they would inform us if there had been any

cutting. If a very few operations do take place, these are now done in secret or by crossing the

borders to Guinea, Mali or the Gambia.

In conclusion, Tostan wants to bring this contribution to the effective collections of

strategies and best practices of the team of international organizations working to end this

plight of women and girls. Tostan strongly recommends the combined approach of a basic

education, social mobilization and public declarations. We have great hope that the total end

of FGC in Senegal is possible within the next f ive years, and we are working hard to make

that vision a reality.
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Professor Sheila Tlou*

HIV/AIDS Coordinator

University of Botswana

Botswana

I would first like to congratulate the main presenter, Mrs Ras-Work, for the work that

she is doing. We feel her experiences are a great source of information for all of us. Dealing

with HTPs is really complex and takes a long time. These issues call for multiple approaches.

Some of my comments will be more general, but I will also touch on topics that focus

on FGM.

I will start by saying that I agree that “knowledge is power”, and it is really through

knowledge that you can change ideas and create awareness. Most of the strategies that

Mrs Ras-Work presented focus primarily on education, and also advocacy. Education

increases knowledge but it does not necessarily lead to changes in behaviour.

I attended the annual UN Commission on the Status of Women, and several women

there had undergone FGM and they were in favour of the practice. Some, of course, opposed

it and did not want anyone to be a victim of it. So we need to do more work through research 

and forums.

Forums involving the community, women and men, as well as research, are very

important to policy-makers and implementers of the programme. The value of policy-oriented

research and evidence-based practice cannot be over emphasized, especially when we are

talking about a topic such as this. I remember two years ago I attended a meeting where a

participant was presenting progress made in Egypt. I was with an off icial from the Egyptian

Ministry of Health who actually had a problem using the term FGM. You could tell that she

did not even want to refer to it. And even then, there was also talk of using medical doctors to

circumcise girls. You heard this advocated on the one hand, and NGO women’s rights

activists saying something else. The people who are the real decision-makers seem to be left

behind. We need research, and through research we can establish the basis, the rules of new

behaviour.

Practices have different sources, such as folklore. As an example of a tradition based on

folklore, in Botswana we intervened in the issue of nutritional taboos. In many societies,

pregnant women are not allowed to eat eggs. Most women have access to eggs, and pregnant 

women need as much nutrition as possible. After analysing the causes in women’s forums, 

we found that they believed eating eggs causes prolonged labour.

When a woman was in prolonged labour, people saw that the membrane resembled an

egg, and thought that the egg had blocked the birth canal. We found that it was the boiled egg

                                                
* Professor Sheila Tlou is Associate Professor in the Department of Nursing Education and HIV/AIDS

Coordinator, University of Botswana, Gaborone, Botswana. She is the former Director of WHO Collaborating

Centre for Nursing/Midwifery Development in Primary Health Care for Anglophone Africa at the University of

Illinois, and has contributed to research and the development of programmes in primary health care for

Anglophone Africa. She is a gender and AIDS activist and has published extensively in the area of HIV/AIDS,

women’s health and ageing. She has received several honours and awards and was nominated for the 2001

Africa Prize of Leadership for sustainable end to hunger.
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that was a problem, so through education we negotiated that pregnant women should eat eggs  

scrambled or fried. The problem was solved.

Some other beliefs, of course, are based on religion and are more deep-rooted. These

are harder to deal with. Some say that FGM is based on religion, other says that there are lots

of reasons for it. It will therefore take a while before this practice is totally eradicated. You

indeed have promises to change, promises to support FGM elimination. And I hope that in

the end we will have sustainability and move from promises and support to a documented

reduction and complete eradication as years go by.
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Plenary Session 6: Reduction of maternal mortality in the
African region:  progress report on achievement of the UN

Millennium Goal

DrDoyin Oluwole*

Director

Family & Reproductive Health

WHO Regional Office for Africa

Abstract

Reducing maternal death is the challenge of the new millennium in the African Region.

Its inclusion in the MDGs and the Health for All Policy for the 21st Century in the African

Region bears testimony to this. The poor vital statistics among women, including low

contraceptive prevalence rates, low literacy levels, lack of access to good quality health care

and high fertility rates, contribute to the persistently high morbidity and mortality.

All women should be guaranteed the right to quality reproductive health services for

safe motherhood. Poor maternal health constrains human and economic development and

negatively impacts newborn and child survival. At current estimates, if no changes are made

to avert maternal deaths and disabilities, the loss in productivity over the next 10 years in the

African Region will be US$ 45 billion, with 7.5 million child deaths.

To avert these losses, governments, in cooperation with the local communities and

international development agencies, should strengthen their health systems to ensure

availability of, and accessibility to, skilled attendance at birth, emergency obstetric care,

post-abortion care and a functional referral system.

By implementing and scaling up proven interventions now, approximately 500 000

lives of women will be saved, 10 million disabilities averted, and 1.5 million lives of children

saved over the next 10 years. This would result in a net productivity gain of US$ 10 billion.

Consequently, Africa will contribute to the attainment of the MDGs and improve the health

of her women.

Introduction

Reducing maternal deaths is the challenge of the new millennium in the African Region.

In its Health for All Policy for the 21st Century in the African Region, Agenda 2020,

the WHO Regional Office for Africa calls for a 50% reduction of maternal mortality by 2020.

                                                
* Dr Doyin Oluwole is the Director of the Division of Family Planning and Reproductive Health at the WHO

Regional Off ice for Africa. She is responsible for programmes related to child and adolescent health, maternal

health and safe motherhood, including the Making Pregnancy Safer Initiative, reproductive health and research,

prevention of mother-to-child transmission of HIV and women’s health, comprising women’s health and

development, gender and prevention of harmful traditional practices, particularly female genital mutilation.

These programmes are developed and implemented in 46 countries.
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At the global level, the importance of maternal mortality reduction is reflected by its

inclusion among the MDGs, calling for a three-quarters reduction of maternal mortality by

the year 2015.

The magnitude of the problem

Worldwide, approximately 600 000 women die annually from pregnancy and childbirth

related conditions. Nearly half of these deaths occur in the African Region. The maternal

mortality rate (MMR) is estimated at 1000 per 100 000 live births, in a region that constitutes

only 12% of the world’s population and only 17% of the births.

The high MMR, combined with the low contraceptive prevalence rate of 13% and the

high fertility rate - estimated at 5.6 children per woman - increase the lifetime risk of

maternal death -  estimated at 1/14. Adolescent childbearing contributes significantly to this

risk.

Consequent upon poor maternal health, the neonatal mortality in sub-Saharan Africa is

the highest in the world, estimated at 45 deaths/1000 live births.

Causes of maternal deaths

Severe bleeding during pregnancy, delivery, and after delivery causes 25% of the

deaths; sepsis causes 15%; pregnancy-induced hypertension accounts for 12%; unsafe

abortion, for 13%; and obstructed labour, for 8%. Indirect causes include malaria, anaemia,

and HIV/AIDS. The re-emergence of tuberculosis in Africa also poses a threat to mother and

child.

Obstacles to safe motherhood

Most women die in pregnancy and during labour because of three major delays. The

first is the delay in deciding to seek care. The second is the delay in reaching the facility. And

the third is the delay in receiving appropriate care after arrival at the facility.

In most countries of the region the health system remains weak and cannot adequately

respond to the health needs of mother and newborn. The health system is characterized by an

inadequate number of skilled attendants; lack of needed equipment, drugs and supplies; and a

poor referral system. Available statistics show that overall, skilled attendants are present for

only 42% of the deliveries in the African Region.

This delay at the health facility, even when the other two delays have been resolved,

may be the most critical for the survival of the pregnant woman and the newborn.

Why should we mobilize to address this longstanding problem?

The right to life and health is a basic human right. All women should be guaranteed the

right to quality reproductive health services for safe motherhood.

Poor maternal health and care constrain human and economic development.

Those women who die due to obstetric complications, during or after delivery, often

leave behind orphaned children whose chances of survival are also reduced. Studies show
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that children who lose their mothers in childbirth have a two-thirds higher risk of dying than

children whose mothers survive.

Newborn survival is intricately linked to maternal health and care and survival.

If there are no changes in health services resulting in improved maternal health, over

the 10-year period, nearly 7.5 million children will die.

For each woman who dies as a result of maternal mortality, approximately 20 more will

suffer short and long-term disabilities. These disabilities include:  chronic anaemia, infertility,

stress incontinence, f istulae, chronic pelvic pain, emotional depression and maternal

exhaustion, or physical weakness.

Over the next 10 years, there will be almost 49 million maternal disabilities in the

WHO African Region. All of these disabling conditions reduce productivity.

The economic consequences of maternal mortality and disabilities

At current estimates, if no changes are made to avert maternal deaths, the loss in

productivity, over the next 10 years, will be almost US$ 22 billion, and the loss for

disabilities will total US$ 23 billion. The total losses from poor maternal health and care from

2001 to 2010 will be 2.5 million maternal deaths, 7.5 million child deaths, 49 million

maternal disabilities, and US$ 45 billion in lost productivity.

Interventions

The WHO Making Pregnancy Safer Initiative focuses on strengthening the health

system to ensure that pregnant women and their babies receive the care they need and deserve.

To realize our target, immediate action is needed.

Countries need support to strengthen their health systems to ensure the availability of

1) skilled attendance at birth (studies show that the higher the proportion of deliveries with

skilled attendants in a country, the lower the country’s maternal mortality ratio);

2) emergency obstetric care; 3) post-abortion care; and 4) a functional referral system.

Community participation is critical to increasing timely and appropriate utilization of health

services.

For every 500 000 people, there should be at least four basic emergency obstetric care

facilities and one comprehensive emergency obstetric care facility.

The basic essential obstetric care facilities offer, at the health centre level, services for

normal delivery, manual removal of the placenta and retained products, and intravenous

sedatives, antibiotics, and oxytocin.

The comprehensive emergency obstetric care facility, which represents the f irst referral

level, offers all the basic obstetric care as well as surgical procedures, including caesarean

section under anaesthesia and safe blood transfusions.

For women to fully benefit from all of these interventions, there needs to be a

functional referral system, including radio communication and transport. For effective

referrals of critical obstetric cases, the government has an obligation to improve social and

infrastructural amenities in the rural areas. The referral system should effectively link the

Plenary Session 6: Reduction of maternal mortality in the
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different levels of health care, including the community level, to ensure a continuum of

maternal health care.

Community-based health providers, community health extension workers, and

traditional birth assistants (TBAs) present an entry point into the community. They can

educate and encourage women, their partners, and families to:

• recognize signs of life-threatening complications;

• know when and where to seek appropriate care if complications arise;

• develop birth preparedness plans, including emergency transport.

Conclusion

If we act now, we estimate that approximately 500 000 lives of women will be saved,

10 million disabilities averted, and 1.5 million lives of children saved over the next 10 years.

In addition, a net productivity gain of US$ 10 billion will be realized from prevention of

these maternal deaths and disabilities.

To contribute to the MDGs, the following actions are essential:

• Maternal and newborn health should be placed high on the agenda of governments

and development partners with commensurate resource allocation;

• Member States should review the existing policies, guidelines, and programmes to

ensure and sustain the availability of emergency obstetric care;

• Member States should adhere to the Abuja Declaration by allocating and releasing at

least 15% of the total annual national budget to health. Of this health budget, at least

10% should be designated for reproductive health services;

• Governments should work in partnership with the private sector, civil society,

religious and other community-based organizations to implement proven

interventions;

• An appropriate health-care f inancing mechanism that is pro-poor should be

implemented in countries.
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Closing remarks

HE Anna M. Abdallah

Minister for Health

United Republic of Tanzania

On behalf of the participants at this Meeting, I would like to thank you, Hon Prime

Minister Fredrick Sumaye, for accepting our invitation as the guest of honour at the closing

ceremony of the Fourth International Meeting on Women and Health:  Gender Perspective

for Better Health and Welfare Systems Development.

Many thanks should also go to WKC for choosing the United Republic of Tanzania to

host this important Meeting for the first time in Africa. Special thanks should go to WKC

Director Dr Yuji Kawaguchi, who was not able to attend this Meeting due to illness. The

participants of this Meeting wish him a speedy recovery from the illness and we hope the

Secretariat will brief him on how the Meeting was conducted and the conclusions reached. I

wish to assure Dr Kawaguchi that Helen L’Orange, as his representative, was a worthy choice.

I enjoyed working with her.

Professor Hiroko Hara was very supportive co-chairperson. She also contributed

immensely to the success of the Meeting.

I also wish to extend my thanks to the Revolutionary Government of Zanzibar for

hosting participants of this Meeting on a one-day tour of Zanzibar on Tuesday

7 October 2003. The Zanzibar tour has been the talk of the day. The delegates were given the

keys of Zanzibar by HE President Amani Abeid Karume, who said they were welcome to

visit Zanzibar at any time.

I am pleased to inform you that the Meeting on Women and Health:  Gender

Perspective for Better Health and Welfare Systems Development, which started on

5 October 2003 and ends today 8 October 2003 in Dar es Salaam, has achieved its objective.

This included a review of gender-sensitive leading health indicators, gender-based

analysis, women’s leadership and empowerment, and strategies to achieve a gender-sensitive

approach to health including gender-sensitive medicine. Several conclusions have been

reached and this will assist the implementation of the POA over the next two years.

The Meeting also had an opportunity to receive a report on case studies that have

indicated the effective strategies already in place to address harmful traditional practices in

Africa.

We have been given updated information on the magnitude of maternal deaths

occurring in most African countries and the losses resulting from these deaths. It showed a

very gloomy picture on which we need to act now. I have been asked by the Meeting

participants to take this matter further to ensure that heads of state in Africa are informed of

this crisis and urged to take immediate action to increase budget allocation to health services

as agreed in the Abuja Declaration. A Task Force on women and health under the auspices of

WHO Regional Office for Africa will help maintain momentum in addressing these critical

issues and strengthening partnership.
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The Meeting has offered an opportunity for participants to share and exchange ideas

and information and has encouraged networking among them. I call upon my African

colleagues who participated in this Meeting to facilitate similar meetings with other

collaborators in Africa since this is the only way of making our situation known to other

women of the world.

In conclusion, I would like to thank WKC for hosting and sponsoring this Meeting here,

the Commonwealth Regional Health Community Secretariat for East, Central and Southern

Africa in Arusha, United Republic of Tanzania for supporting the secretarial services

throughout the Meeting, the Government of the United Republic of Tanzania for providing

the necessary support for the Meeting, and WKC Secretariat, headed by Dr Ben Abdelaziz,

and the local organizing committee for making this Meeting a success.

Finally, I take this opportunity to thank all the participants for their hard work, which

has contributed to the success of the Fourth International Meeting on Women and Health.

During the course of the Meeting many of you have inquired as to how you can assist us in

contributing to the improvement of health in our country. Since it has not been possible for us

to respond adequately to your inquires, I would ask you to contact my off ice at the Ministry

of Health, United Republic of Tanzania, for further information. WKC has been provided

with the Ministry’s address and contact details.

With these remarks, I wish all of you a safe journey back home.

It is my honour and pleasure to welcome you Mr Prime Minister, to off icially close the

Fourth International Meeting on Women and Health.
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Ms Helen L’Orange (on behalf of the Director, WKC)

Consultant

WHO Centre for Health Development (WHO Kobe Centre - WKC)

My closing remarks will be very brief. The first and foremost message I want to give is

a message of great appreciation and gratitude to the United Republic of Tanzania for its great

generosity over the last four days. This was coupled with the tireless work of two committees

- the Dar es Salaam committee and Zanzibar committee - who also made the arrangements   

for the reception at the Golden Tulip, the trip to Zanzibar and for the sponsorship by the

United Republic of Tanzania of many participants.

I particularly want to thank Dr Catherine Sanga, Mrs Wanyenda P. Kutta, and your

team. You made the work of WKC’s Secretariat so much easier. I also want to thank the

WKC  Secretariat  -  Dr Faten Ben Abdelaziz,  Dr Kukan Selvaratnam, Ms Evelyn Abas, 

Ms Naomi Kosaka, Ms Yoko Inoue, Ms Kazumi Ueda and Ms Yumiko Takagi, whom you

have all got to know over the past few days. You will agree with me that they are

extraordinarily efficient, effective and friendly group to work with.

Turning to the Meeting, I thank you the participants for coming. I particularly want to

thank WHO for its great support. Having Dr Daniel G. Makuto here from WHO Headquarters,

and representatives from WHO Regional Office for the Eastern Mediterranean and Regional

Office for Africa, has helped ensure that we have good strategic direction in accordance with

the policy of WHO.

Meeting officers have been tireless and I thank them. The Meeting itself has been

catalytic in the many connections made and the many things that have occurred that we never

expected. I also welcome the synergy that has emerged. Listening to the workshop report this

morning I was delighted to hear connections being made between the work of Task Force 2

and Task Force 4. The Meeting has also served as a bridge in the different stages - different

women, different countries, and different cultures are here and yet we managed to bring them

all together. This has been a credit to all of you.

The conf irmation of the Kobe Plan of Action for Women and Health (POA) and the

enrichment that has occurred as a result of this Meeting has also been very gratifying. The

way we very sensitively covered and incorporated issues of importance for women in Africa

was extremely impressive and something I will always carry with me.

The partnership that has been built has been great. We look forward to working with

you all in the future. The main thing that has struck me is that women are truly agents for

development. The way you all contributed has really reinforced that.

Looking to the next step, we have the wonderful set of conclusions from the Meeting,

the presentations, and the workshop reports. These are evidence of the great work done here,

and they will inform and enrich our work over the next two years.

We also know that Minister Anna M. Abdallah and Mayor Hazel McCallion, who were

recently appointed by WHO Director-General Dr Lee Jong-wook to WKC’s Advisory

Committee, will be watching and reporting on the progress of the Women and Health

Programme.

Closing remarks
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I am taking all your kind words and greetings back to our Director, and I know that

he will be pleased to hear of the outcome of the Meeting. Again, I thank the United

Republic of Tanzania for its wonderful generosity towards all of us.
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Hon Fredrick Sumaye

Prime Minister

United Republic of Tanzania

On behalf of the Government of the United Republic Tanzania, I feel greatly honoured

to off iciate at the closing of this important International Meeting on Women and Health,

which has taken place for the f irst time in Africa, and in the United Republic of Tanzania to

be specif ic.

This Meeting, I am sure, has been a platform for people with different expertise, from

different continents and different cultures to discuss and share together issues concerning

women and health and their impact on their development. Political, sociocultural and gender

differences have been put aside and all of us are working together to attain the one common

goal of improving women’s health and development.

Let me underscore the importance of this kind of conference for it enables our experts,

politicians and other stakeholders to exchange information and share experiences on how

each country is pursuing policies that are responsive to women’s strategic needs. However,

we must all strive to ensure that research findings and the deliberations emanating from here

are disseminated to those who need them most, that is women themselves, the

decision-makers and the menfolk. The communication revolution has enabled the market of

ideas to f lourish and therefore bring people closer together. This is why you gathered here -
people from various countries - to deliberate on global issues that touch the livelihood of our

people. We can therefore see the impact of globalization not only in terms of the market of

goods and services, but also in terms of the exchange of ideas as we have witnessed here at

our conference. This impact has necessitated the development of partnership and networking

which is very healthy for our goal of developing international targets that are so central to the

welfare of all women. Let us work together to promote policies that enable women in our

countries to be fully integrated into all core decision-making institutions and bodies, making

them key stakeholders in the development trajectory of our countries

However, this is no easy task for some socioeconomic and cultural practices and

customs are a hindrance to achieving our goal of gender equality and empowerment of

women. Particularly in some of our developing countries, we still have customary laws and

practices, which discriminate against women on issues of poverty rights, and inheritance.

Gender roles and imbalance have evolved over a long time and are therefore embedded in

culture and tradition, and because they are so deeply rooted, cannot be changed overnight or

too quickly. In addition, legal information is not so readily available and accessible to the

majority of our people in rural areas and hence many women are ignorant of their rights. We

therefore need to continue working hard to educate and sensitize our people so that they are

able to appreciate the role of women in our development efforts.

As I said earlier, it is good that this Meeting is being held in a developing country

where these topics have more relevance. In developing countries, and particularly in Africa,

women carry more burdens in every respect than menfolk. They are mostly the ones who

attend to most of the family chores. Some studies indicate that women account for about 70%

of the family’s economic activities, and yet they are the ones deprived of every right,

including the right to own property, have low priority in education, and are deprived of

opportunities to participate in the decision-making process.

Closing remarks



130

The most serious enemy of the developing countries is poverty. Poverty breeds many

other enemies like disease, ignorance, and prostitution. I believe that as long as those who

produce most are deprived of the results of their labour, poverty will not be eradicated from

such communities. If poverty is to be fought seriously, those who work and produce must be

empowered so that they can produce more effectively and more eff iciently. It is, therefore,

obvious that the empowerment of women is a prerequisite for the success of the war against

poverty. If we are to succeed in this war in all countries, we must remove the barriers to

women’s equality so that they can release their under-valued stock of human potential in the

development of our countries. To succeed in these endeavours, the education of girls and

women must be given the priority consideration that it has lacked for too long. Without

properly educating women, the development agenda and hence the eradication of poverty and

disease in the developing countries will be an uphill task and too steep a climb for any

government or community.

Health is an important aspect of development. In your Meeting you have explored how

an improved health and welfare systems corresponds well to women’s needs. As you come to

the end of this important Meeting, we must go out with the message to our governments and

other development agencies that better education, especially for women, directly correlates to

child survival, smaller but healthier families, and preventive health approaches.

Although this Meeting had no HIV/AIDS agenda, one cannot talk about health issues

and development nowadays without mentioning this raging pandemic, particularly since the

Meeting is being held in the sub-Saharan region of Africa. AIDS has become not only a

major public health problem, but also a social and economic problem. We are all aware of the

implications of AIDS for our economic development and the social well-being of our people.

HIV/AIDS is now fundamentally threatening the achievability of our development targets

and development itself in many of our countries. The HIV virus continues to spread amongst

the most sexually active group in our society, which unfortunately is also the economically

active group. The most disheartening thing about AIDS is its impact on the people and how

this in turn affects the social economic development of our countries. These days it is very

common to see people spending long work hours either in their homes or in hospitals

providing care for their sick relatives, especially during the terminal stages of the AIDS

disease. The situation becomes extremely devastating when the affected are breadwinners in

the household, which mostly is the case. Industries and companies are suffering due to the

loss of an experienced, well-educated labour force and from the low output of sick workers.

We must continue to have AIDS prevention programmes that can integrate the role of

our communities in reducing its spread. AIDS is not only a health issue confined to afflicted

individuals, to hospitals or health institutions, it is also a societal problem. AIDS is no longer

someone’s fault, but a challenge that we must all face practically, realistically, courageously

and with awareness. It is very clear to everyone that HIV/AIDS requires more than a health

sector response. Without combating it we will not succeed in providing our people with all

their health needs.

Your Meeting has come up with very useful recommendations, which, if worked on,

will help to improve responsiveness to gender issues. The recommendations and resolutions

agreed in this Meeting are a challenge to institutions, governments and individuals. I am very

hopeful that you will work with other strategic partners to spearhead efforts that will lead to

improved health for women, which is the surest road to quality of life for all. I wish to take

this opportunity to assure you that the Government of the United Republic of Tanzania will

make use of the recommendations in order to improve women’s health in the country.
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Last but not least, let me again express sincere thanks and appreciation to the organizers

-WHO Centre for Health Development (WHO Kobe Centre -WKC), the Ministry of Health,  

the local organizing committee and the Workshop Secretariat for working tirelessly to make

this Meeting a reality and for bringing it to the United Republic of Tanzania. I hope we have

not failed you and that you have enjoyed your stay in Dar es Salaam, and, of course, the

hospitality of our people. We hope to see all of you again.

Finally, I thank all participants for your active participation in the Meeting and for

making it a success. It is obvious that you had other important and pressing issues back home,

yet because of the commitment you have to issues relating to women and health, you decided

to attend this Meeting.

I wish you all a safe journey back to our countries and workplaces and look forward to

working together again in improving women’s health and development.
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Annex 1:  Meeting announcement

Background

The World Health Organization Centre for Health Development (WHO Kobe Centre -
WKC), in collaboration with the Ministry of Health, Government of Tanzania, is organizing

the Fourth International Meeting on Women and Health in Dar es Salaam, United Republic of

Tanzania, from 5 to 8 October 2003.

This Meeting aims to follow up the three successful meetings held in 2000, 2001 and  

2002 in Awaji Island, Japan, Canberra, Australia, and Kobe, Japan, respectively, and advance

the Kobe Plan of Action for Women and Health (POA). A specif ic focus of the Meeting will  

be on a gender perspective for better health and welfare systems development, which is a

priority of WKC.

Four Task Forces have been established to implement the POA. The Meeting

programme will include reports from these, covering progress on the adoption of a core set of

relevant health status and health systems indicators; case studies of good practice in the use

of gender-based analysis; the impact of women’s leadership in health and welfare systems

development and an analytical framework; and a gender-sensitive approach to health status

and systems improvement. These reports will be presented and discussed on Day 1 of the

Meeting. Through plenaries and group discussions, participants will study the f indings

reported by the Task Forces and on this basis formulate future projects to be undertaken by

and for the Task Forces to progress the POA.

Task Force 1 report is a comparative evaluation of indicators for gender equity and

health. The report evaluates 1095 indicators used by international agencies and maps the

indicators using a health information framework with four tiers of information, i.e. health

status, determinants of health, health system performance, and community and health and

welfare systems characteristics.

Task Force 2 report deals with good practice in the use of gender-based analysis. The 

links between gender, health and well-being are explored. The emphasis on women’s
participation in the solutions to their poor health status is reiterated. The report provides a

compilation of 31 case studies of good practice in the use of gender-based analysis. These 

case studies cover both policy and programme development.

Task Force 3 deals with the impact of women’s leadership on health and welfare

systems development. Women’s contributions to improving health and welfare systems are

often overlooked and not evaluated. Thus, good models that could be replicated are lost sight  

of. The report provides an analytical framework supported by case studies.

Task Force 4 concerns Priority 4 of the POA and refers to research transfer between

policy-makers and researchers. The f irst activity of this Task Force was an International

Symposium on Gender-Sensitive Medicine held in Japan in March 2003. The report from this 

Task Force will be the report on this Symposium, and includes conclusions embodying 15  

strategies to implement a gender-sensitive approach to health status and health systems

improvement.

Day 1 of the Fourth International Meeting is relevant to all Member States and will  

move forward the broad agenda of the POA.
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Days 2 and 3 will focus more on African issues, including a plenary session addressing

harmful traditional practices and equitable resource allocation. Unfortunately, the eradication

of harmful practices is a lengthy and complex process. Many strategies have been tried.

Among those proving to be more successful, community-focused behaviour change

programmes have been identif ied. The Meeting will serve as an opportunity to present

selected good practice case studies that successfully contributed to eradicating harmful

traditional practices. These will include effective approaches to promoting alternatives to

FGM.

One cannot refer to gender equity in health without mentioning maternal mortality.

Because maternal mortality is both avoidable and unjust, it is among the most conspicuous

facts of gender discrimination and is a ref lection of women’s low status in society. Literature

on women’s health has shown that maternal mortality has a tremendous economic impact that

could be avoided. Strategies to alleviate the maternal mortality rate will be discussed at the

Fourth International Meeting in order to raise more attention on this issue and obtain a

consensus from the Member States.

This Fourth International Meeting on Women and Health will create opportunities to

develop and strengthen networks and partnerships between WKC and health-related research

institutions in Africa. It will also give fresh impetus to the implementation of the POA.

Finally, a half-day study tour to Zanzibar is also scheduled. Participants will be able to

visit a range of health-related institutions.

Meeting objectives

• to make recommendations to improve health and welfare systems responsiveness to gender

issues and women’s needs;

• to move forward the wider application of the POA, Task Force reports, and future research;

• to expand the POA to incorporate equitable resource allocation issues and strategy

development;

• to extend WKC’s partnership network through expanding collaboration between WKC

Women and Health Programme and national and local health institutions in both the public  

and private sectors.

Outcomes

• advancement and expansion of the POA in line with WHO-wide priorities for women and

health;

• strengthened global partnerships, including greater participation by African countries in the

implementation of the POA;

• commitment on the part of an increased number of countries to developing integrated public

health strategies to improve women’s health;

• successfully organized meeting with well-balanced participation.
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Participants

Participants will be government ministers, members of parliament, other policy-makers, 

health-related representatives of nongovernmental organizations, leading researchers and

health professionals.

Annex 1:  Meeting announcement
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Annex 2:  Programme

Sunday, 5 October 2003

17H30-18H30 Registration

19H00-22H00 WELCOME RECEPTION

19H30-20H10 Welcome address

Dr Yuji Kawaguchi, Director, WHO Kobe Centre

Dr Doyin Oluwole, Director, Family and Reproductive Health, World

Health Organization Regional Office for Africa

Dr Daniel G. Makuto, Director, Family and Community Health Cluster

incorporating Department of Gender and Women’s Health,

World Health Organization

HE Anna M. Abdallah, Minister of Health (United Republic of

Tanzania)

20H10-20H20 Opening address

Dr Ali Mohamed Sheni, Vice-President of the United Republic of

Tanzania

20H20-20H30 Group Photo

20H30-22H00 Reception

**********

DAY 1

Monday, 6 October 2003

08H00-08H30 Registration continues

08H30-09H00 OPENING SESSION

08H30-08H45 Introduction to purposes of the Meeting, method of work, election of

chairpersons and other meeting officers, adoption of the agenda

Chairperson: HE Anna M. Abdallah, Minister of Health (United

Republic of Tanzania)

Co-Chairperson: Professor Hiroko Hara (Japan)

Rapporteurs: Professor Karen Messing (Canada)

Dr Steven Shongwe (United Republic of Tanzania)
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Theme 1:

Theme 2:

How do we know  if health and welfare systems are

working for women?

Use of gender-based analysis

Theme 3: Impact of women’s leadership and empowerment in

improving health and welfare systems

09H00-10H00   PLENARY SESSION 1

09H00-09H20                Presentation:

09H20-10H00                Panel and General Discussion

10H00-10H20               Presentatiom:

10H20-11H00               Panel  and  General  Discussion

11H30-12H00                Ambassador Gertrude Mongella  (United Republic of Tanzania)

10H00-11H00  PLENARY SESSION 2

11H00-11H15   Group photo

11H15-11H30   Coffee break

11H30-12H30   PLENARY SESSION 3

08H45-09H00 Inaugural Address

Dr Yuji Kawaguchi, Director, WHO Kobe Centre

Moderator:      Dr Narimah Awin (Malaysia)

Presenter:        Professor Vivian Lin (Australia)

Dr Saskia Wieringa (Netherlands) 

Dr Meloryn Joyce Hiranthi Wijemanne (Sri Lanka)

Modetator:      Dr Karin  Helweg-Larsem (Denmark)

Presenter:        Dr Ambujam Nair Kapoor (India)

Dr Paul Courtright (United Republic of Tanzania)

Ms Sophie Read-Hamilton (Sierra Leone)

Moderator:      Dr Doyin Oluwole (WHO Regional Off ice for Africa)

Comparative evaluation  of indicators for gender  equity and health 

Case studies on effective  policy formulation and  programme delivery
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12H00-12H30 General Discussion

12H30-13H45 Lunch Break

13H45-14H45 PLENARY SESSION 4

Theme 4: Strategies to achieve a gender-sensitive approach to

health status and health systems including

gender-sensitive medicine

Moderator: Professor Hiroko Hara (Japan)

13H45-14H05 Presentation:

Findings - International Symposium on Gender-Sensitive Medicine, 

Chiba Prefecture, Japan, 1 March 2003

Presenter: Dr Keiko Amano (Japan)

14H05-14H45 Panel and General Discussion

Dr Toni Schofield (Australia)

Dr Susan Wood (USA)

14H45-15H45 PLENARY SESSION 5

Theme 5: Identifying and expediting effective strategies to

address harmful traditional practices in Africa

Moderator: Dr Daniel G. Makuto (WHO/HQ)

14H45-15H05 Presentation:

Case studies on effective strategies used to address harmful traditional

practices in Africa

Presenter: Mrs Berhane Ras-Work (Switzerland)

15H05-15H45 Panel and General Discussion

Dr Malik Diagne (Senegal)

Professor Sheila Tlou (Botswana)

15H45-16H15 Coffee break

16H15-17H45 WORKSHOPS

Five simultaneous workshops chaired by moderators on Plenary

Session themes with focus on strategies for inclusion in Kobe Plan of

Action for Women and Health

Annex 2:  Programme
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19H00 Reception hosted by Government of United Republic of Tanzania

DAY 2

Tuesday, 7 October 2003

08H30-09H50 PLENARY SESSION 6

Theme 6: Reduction of maternal mortality in the African region,

Progress report on achievement of the UN Millennium

Goal

Moderator: Ms Joyce Piliso-Seroke (South Africa)

08H30-09H10 Presentation:

Towards the UN Millennium Goals

Presenter: Dr Doyin Oluwole (WHO Regional Office for Africa)

09H10-09H50 Discussion

09H50-10H30 Coffee break

10H30-19H00 FIELD VISIT TO ZANZIBAR

11H00-12H00 Welcome address

HE Amani Abeid Karume, President of Zanzibar and Chairman of the

Revolutionary Council

13H00-19H00 Field visit to health-related sites

DAY 3

Wednesday, 8 October 2003

09H00-10H30 WORKSHOPS

Five simultaneous workshops, chaired by moderators, on Plenary

Session themes with focus on strategies for inclusion in POA

10H30-11H00 Coffee break

11H00-12H30 Plenary Session 7

Reports from workshop rapporteurs; discussion of meeting f indings;

conclusions

12H30-14H30 Lunch break

14H30-15H30 PLENARY SESSION 8

Discussion and endorsement of strategies for inclusion in the POA
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15H30-16H10 CLOSING SESSION

HE Anna M. Abdallah, Minister of Health (United Republic of

Tanzania)

Dr Yuji Kawaguchi, Director, WHO Kobe Centre

Hon Fredrick Sumaye, Prime Minister of United Republic of Tanzania

Annex 2:  Programme
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Annex 3:  List of Participants

HE Anna M. Abdallah, Minister of Health, Ministry of Health, Dar es Salaam, United

Republic of Tanzania

Dr Batoul Ahmadi, Coordinator, Women’s Health Research Committee, Faculty of Health

Care Management Department, School of Public Health and Institute for Public

Health Research, Tehran University of Medical Sciences, Tehran, Iran

Dr Keiko Amano, Director, Chiba Prefectural Institute of Public Health, Tokyo, Japan

Mrs Fe Consuelo Angeles-Ganuelas, Executive Director, SM Foundation Inc., Metro Manila,

Philippines

Dr Narimah Awin, Director, Family Health Development, Ministry of Health, Kuala Lumpur,

Malaysia

Ms Madeline Boscoe, Executive Director, Canadian Women’s Health Network, Manitoba,

Canada

Ms Phillida Bunkle, Chief Executive Officer, The Haven Trust Breast Cancer Support,

London, United Kingdom

Mrs Beatrice Chelangat, Programme Coordinator/Manager, Reproductive, Education and

Community Health (REACH) Programme, Kapchorwa, Uganda

Dr Paul Courtright, Co-Director, Kilimanjaro Centre for Community Ophthalmology, Moshi,

United Republic of Tanzania

Dr Malick Diagne, Deputy Executive Director, Tostan, Thies, Senegal

Dr Faranak Farzadi, Director, Health Services Management Department, Iranian Institute for

Health Sciences Research, Tehran, Iran

Professor Ronald Winston Green-Thompson, Director-General, Department of KwaZulu

Natal Health, Pretoria, South Africa

Professor Hiroko Hara, Vice-Representative, Japan’s Network for Women and Health (WHJ),

Tokyo, Japan

HE Samia Suluhu Hassan, Minister, Ministry for Youth, Employment, Women and Children

Development, Zanzibar, United Republic of Tanzania

Dr Karin Helweg-Larsen, Project Leader, National Institute of Public Health, Copenhagen,

Denmark

Ms Bennie Inouye-Nagao, President, Eureka Japon Inc., Tokyo, Japan

Dr Ambujam Nair Kapoor, Deputy Director, Indian Council of Medical Research, New Delhi,

India

Dr Mary Kawonga, Programme Specialist, Women’s Health Project, School of Public Health,

University of the Witwatersrand, Johannesburg, South Africa

HE Shamim P. Khan, Deputy Minister, Ministry of Community Development, Gender and

Children, Dar es Salaam, United Republic of Tanzania

Ms Sue Laughlin, Women’s Health Coordinator, Department of Public Health, Greater

Glasgow NHS Board, Glasgow, United Kingdom

Ms Dorothy Halvorsen, Temporary Advisor, WHO Centre for Health Development
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HE Aida Libombo, Deputy Minister of Health, Ministry of Health, Maputo, Mozambique

Professor Vivian Lin, Head of School, School of Public Health, La Trobe University,

Victoria, Australia

Ms Halima H. Mamuya, Secretary-General, United Women of Tanzania (UWT), Dar es

Salaam, United Republic of Tanzania

Mayor Hazel McCallion, Mayor, City of Mississauga, Ontario, Canada

Professor Karen Messing, Professor of Biology, University of Quebec at

Montreal/CINBIOSE, Montreal, Canada

Ambassador Gertrude Ibengwe Mongella, President, Advocacy for Women in Africa (AWA),

Ukerewe, United Republic of Tanzania

Professor Esther Mwaikambo, Chairperson, Medical Women Association of Tanzania

(MEWATA), Dar es Salaam, United Republic of Tanzania

Ms Joyce Piliso-Seroke, Chairperson, Commission on Gender Equality, Braamfontein, South

Africa

Mrs Berhane Ras-Work, President, Inter-African Committee, Geneva, Switzerland

Ms Sophie Read-Hamilton, Gender-Based Violence Programme Coordinator, International

Rescue Committee, Sierra Leone, Freetown, Sierra Leone

Mrs Nina Reznik, Counsellor of the Committee on Women, Family and Youth, The State

Duma (Parliament) of the Russian Federation, Moscow, Russian Federation

Dr Francelina V.P. Pinto Romazo, Gender Adviser to the Minister of Health, Ministry of
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