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Nations Decade for Women and the 1985 World Conference to review and 
appraise the achievements of the Decade with the three sub-theme s of healtok, 
education, and employment• It presents an overview of the situation 
regarding women, health and development, and reviews the action taken at 
various levels, with emphasis on the country level, to benefit women's 
health and enhance their participation in health and development. The 
report draws from background documents and discussions in all regional 
committees on this subject¿I On the basis pf trends in action already 
being undertaken, opportunities provided by the endorsement and launching of 
the hea1th-for-a11 strategies, and resolutions of regional committees, «/ í 
forward-looking strategies regarding women, health and development are 
discussed. The Executive Board1 si attention is particularly drawn to 卜 。 W 
section 4 (on forward-looking strategies) for guidance for future action. 
The Board may wish to recommend a draft resolution for adoption by the “ 
forthcoming Health Assembly. 
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1. INTRODUCTION 

1. 1985 sees the close of the United Nations Decaae for Women. For 10 years, advocacy for 
women, their needs and their roles has captured attention all over the world and progress has 
been achieved in this regard. So why does this report end with a focus on the future? Why 
are we not consolidating general gains instead of redirecting our attention to women, health 
and development? 

2. One reason is that much of the general progress has been patchy. Even women in 
industrial countries who led the drive for women1 s rights have made gains that are at best 
limited. Although both men and women in many developing countries continue to suffer from 
the consequences of underdevelopment and poverty, under these conditions it is women and 
children who bear the largest burden of extreme disadvantage. At the 1980 United Nations 
Conference on Women, the Global Plan of Action noted the major obstacles to progress, and for 
the second half of the Decade urged Member Governments to focus their activities on 
alleviating women1 s problems regarding employment, education and health. 

3. Regard less of whetlier women1 s lot is improving in one country or another, concrete 
strategies and plans to achieve greater gains are badly needed. Awareness of the need for 



further action is no mere byproduct of the general women1 s movement； it is the result of a 
growing realization that women1 s health and involvement in health care are essential keys to 
health for all• For women not only have their own special health problems related to 
pregnancy and childbirth, but customarily do most of the caring for their families. So if 
they are ignorant, malnourished, overworked, and bearing large numbers of children beginning 
at an early age, the health of their families as well as their own health will suffer. This 
is especially true for the many millions of women who confront illiteracy, poverty, poor 
sanitation, and medical facilities that are inadequate, and physically and economically 
inaccessible• 

4. It is a paradox that, while societies depend so heavily on women to provide health care, 
women1s own health needs are frequently neglected. Women1 s contribution to health and 
development is underestimated (and often completely disregarded in official statistics)； 

furthermore, their potential is grossly underutilized. 

5• Clearly, if the goal of health-for-all is to be attained, more attention must be given 
to women1 s health and their roles in health and development• This report and the 
forward-looking strategies are based on the recognition that women1 s health and roles depend 
on broad considerations - including employment, education and social status. Ultimately, 
they may even depend on equitable access to economic resources and political power. It is 
therefore imperative not to view the health aspects in isolation. 

Background and collaboration with the United Nations system 

6• The integration of the principles and goals of the United Nations Decade for Women into 
WHO1 s activities has passed through three roughly defined stages in the last 10 years； 

policy and programme development, establishment of mechanisms, and action in support of 
Member States in their efforts regarding women, health and development. 

7. The first stage was marked by policy statements and resolutions, and aimed at increasing 
awareness at all levels of the need to integrate the principles into WHO1 s programmes, with 
women as both beneficiaries and participants, and by efforts to make women1 s participation in 
overall development more effective. In accordance with resolution WHA28.40 (May 1975) the 
Director-General reported to the fifty-seventh session of the Executive Board (January 1976) 
on WHO activities in collaboration with the International Women's Year and outlined future 
WHO activities to promote the health and status of women• The report was transmitted to the 
Twenty-ninth World Health Assembly (May 1976), which adopted resolution WHA29.43. 

8. These resolutions were consistent with the general trend in the Organization, which led 
Member States at the Thirtieth World Health Assembly (May 1977) to decide that the main 
social target of governments and of WHO in the coming decades should be the attainment by all 
citizens of the world by the year 2000 of a level of health that will permit them to lead a 
socially and economically productive life• 

9• A further landmark was the Declaration of Alma-Ata (1978) which clearly defined primary 
health care as the key to attaining this goal• Two years later, at the United Nations 
Conference on Women, in Copenhagen, a resolution on the integrated approach to the health and 
welfare of womenд based on the provision of the essential elements of primary health care, 
was unanimously approved by delegates, marking the union of the principles of the United 
Nations Decade for Women with those of the international and national health communities. 

10. In the second stage, mechanisms for the promotion and coordination of activities 
regarding women, health and development were established at all levels of WHO. Focal points 
and working groups were appointed at regional and global levels, and proposals were drawn up 
for general approaches as well as specific action. National focal points were identified in 
the South-East Asia Region and the Americas, and in the latter Region a special sub-committee 
of the Executive Committee meets twice yearly to monitor progress with the five-year plan of 
action. 

11. In the third， current stage there has been an increase in action and awareness of 
women1 s conditions and roles, and of the interrelationships between the status of women and 
health and development• However, despite successes， by 1983 it had become clear that 
progress had been too slow, and that greater efforts were needed if a real impact was to be 



made. Accordingly, in May of that year the Thirty-sixth World Health Assembly adopted 
resolution WHA36.21, requesting the Director-General (1) to give high priority, in the 
implementation of WHO1 s Global Strategy, to well oriented and appropriate measures aimed at 
strengthening the provision of health care for women and enhancing their state of health； 
(2) to ensure the Organization1s active participation in the preparations for the World 
Conference to Review and Appraise the Achievements of the United Nations Decade for Women; 
and (3) to work towards the full integration of women and their cooperation on an equal basis 
in the activities of health services in Member States. 

12. Momentum was considerably strengthened in 1984 when all the regional committees included 
in their agendas an item on women, health and development, and resolutions were adopted. 

13. WHO has participated in all stages of the preparations for the World Conference to 
Review and Appraise the Achievements of the United Nations Decade for Women, to be held in 
July 1985 in Nairobi. It has collaborated in preparatory meetings, and contributed to the 
following; 

- A review and appraisal of the progress achieved and obstacles encountered by the 
United Nations system in pursuit of the goals and objectives of the Decade. A 
questionnaire drafted by the United Nations Branch for the Advancement of Women was 
completed, including detailed answers to questions on (i) WHO activities and resources 
devoted to the advancement of women since 1976; (ii) programmes and projects into 
which activities for the advancement of women have been integrated； and (iii) the 
status of women staff in WHO. 

- A review and appraisal of the progress achieved and obstacles encountered at the 
national level. WHO prepared a paper on health and nutrition, based on government 
replies to a questionnaire from the United Nations Branch for the Advancement of 
Women； it covered health policies and strategies, health care, health research, and 
the participation of women in the health sector• 

- The forward-looking strategies (health aspects). 

2. SITUATION ANALYSIS； WOMEN, HEALTH AND DEVELOPMENT 

14. The status of women in a society is a significant reflection of the level of social 
justice in that society, and involves a complex set of interrelated factors. Woman1 s status 
is often described in terms of her level of income, employment, education, health and 
fertility, as well as the roles she plays within the family, the community and society. It 
also involves society1 s perception of these roles and the value it places upon them. What 
women do (their work in agriculture or industry； their contribution to the family income, 
household maintenance, community organization and development; and their role in the family 
and the bearing and rearing of children) not only affects their health but is also affected 
by it. 

15• The significance of women1 s reproductive and nurturing roles for health and development 
as a whole is undeniable• The biological and social realities of their maternal role are 
closely linked to their health status and are major factors in the problems they face in 
health, employment, education, and many other areas. 

16. Considering that the value society attaches to the woman1 s maternal role is one of the 
crucial factors influencing the status of women, how can we say that a high value is 
attributed to a woman if she dies needlessly in childbirth? If her child is born too small 
to survive the first week because her nutrition was so poor and her workload so great during 
pregnancy? If she is unable to breast-feed because she cannot devote enough time or leave 
her job? If she is not given access to effective, safe and acceptable methods to regulate 
her fertility? If she is bypassed by education and technological advances and isolated from 
the mainstream of community action while she is trying to prepare her children for healthy, 
productive lives in the community? In short, how do we assess the social value accorded to 
reproduction and nurturing if women are denied the support needed to carry out these roles? 

17. The sex differentials in morbidity and mortality in infants and children show that in 
many countries a lower value is indeed given to girls than to boys. In one country a study 



of intrafamilial sex bias in the allocation of food and health care showed that for children 
under 5 the calorific consumption was on average 16% higher for boys than for girls. This 
was reflected in a significantly higher prevalence of malnutrition among the female children, 
14% of them being severely malnourished, as compared with 5% of the males. During the first 
11 months of life, when parental care is critical for a child1 s survival, the death rate of 
the females was 21% higher than that of the males, despite the innate biological advantage of 
the female. In another study in a rural area it was found that treatment, when sought, was 
delayed for more than 24 hours for 44% of the female children, as compared with 23% of the 
males• 

Special health needs of women 

18. The majority of populations in developing countries as well as those in the poorer 
sectors of developed countries suffer from high levels of communicable and noncommunicable 
diseases and other health problems and live in environmental conditions that are hazardous to 
health. The overall health needs of men and women are the same in this regard. Beyond 
these, however, men and women each have their special problems. Men are at greater risk than 
women for a number of health problems often associated with their work and with changing 
lifestyles or stress - such as accidents, lung cancer, alcoholism, and cardiovascular 
diseases• However, women1 s changing lifestyles may soon place them at equal risk for stress-
and lifestyle-related problems. In the USA, for example, lung cancer is second only to 
breast cancer as the leading cause of cancer mortality in women in the 1980s• 

19• Women1s special health needs are primarily related to their reproductive role. The 
process of gestation, birth, breast-feeding and child nurturing is in itself a healthy and 
normal process• It is when crucial elements in the environment are lacking or inadequate 
that this process becomes problematic, and evidence suggests that this occurs with startling 
frequency. At certain more critical stages lack of care can have fatal effects. 

20. Maternal mortality accounts for the largest or near-largest proportion of deaths among 
women of reproductive age in most of the developing world, although its importance is not 
always evident from official statistics• Iri areas where the problem is most severe, most 
maternal deaths simply go unrecorded, or else the cause of death is not specified• Hence the 
tendency to underestimate the gravity of the situation. Only 75 of WHO1 s 164 Member States 
are able to measure maternal mortality. Of the 117 developing countries, 73 are unable to 
provide the rate, and a number of the figures that are provided by governments are gross 
underestimates• 

21. From other indicators, one can hazard a rough guess that some 500 000 women die of 
pregnancy-related causes each year, most of them preventable. Maternal mortality rates in 
countries where the problem is most acute are as much as 200 times higher than the lowest 
rates in industrialized countries• The tragedy is not only the woman1 s untimely death, but 
the consequences for the family she leaves behind. 

TABLE 1. LIVE BIRTHS AND MATERNAL MORTALITY RATES - RANGE OF COUNTRY VALUES 

Region 

Live births 
(thousands) 

Maternal 
(per 100 

mortality rates 
000 live births) 

Region 
1982 Lowest Highest 

Africa 23 100 108 1 100 
Asia 一 South 51 700 5 1 000 

-East 23 200 8 100 
North America 4 400 6 10 
Latin America 12 500 8 470 
Europe + USSR 12 000 2 140 
Oceania 500 14 900 
WORLD 127 400 6 

• . 

1 100 

Sources: United Nations Population Division and WHO estimates 
based on a variety of sources. 



22. The chief causes of maternal deaths in such countries are haemorrhage, often with 
anaemia as an underlying cause, and sepsis. In some Latin American countries 50% of maternal 
deaths are due to illegal abortion. In the developed countries, where the overall levels of 
maternal mortality are much lower, the proportion of maternal deaths due to haemorrhage and 
sepsis is much smaller, but toxaemia of pregnancy accounts for over 20% of maternal deaths in 
most countries• 

23. Appropriate care during pregnancy and childbirth is crucial to women1 s health and 
well-being, as well as to that of future generations. Failure to obtain such care can lead 
not only to death - of the woman and/or her child - but also to debilitating conditions such 
as incontinence, uterine prolapse and genital tract infections that add to the burden, 
suffering and low quality of life of women for the rest of their lives. Vaginal fistulae, 
resulting from inadequate care in childbirth, often lead to the victim1s complete social 
isolation. A hospital study in Africa revealed that 30% of gynaecological admissions were 
for fistula repair. Such conditions, which are preventable, come to be accepted as part of a 
woman1 s lot• 

24. Despite the unnecessary suffering and deaths caused by lack of appropriate care during 
pregnancy and childbirth, only about 60% of births in the world are assisted by trained 
attendants (see the table in Annex 1 for more detailed information). 

25• Malnutrition, including anaemia, is a serious health problem, especially in women who 
have too many pregnancies too closely spaced. The woman1 s nutritional status, in turn, 
influences her chances of having a normal delivery and a child with an adequate birth weight 
as well as her ability to breast-feed without detriment to her own health. 

26. Nutritional anaemia is widespread among women of child-bearing age and contributes 
significantly to maternal morbidity and mortality - particularly, but not only, in developing 
countries. It is estimated that nearly two-thirds of pregnant and one-half of non-pregnant 
women in developing countries are affected. The high prevalence of anaemia among women is 
particularly serious in view of their heavy workloads: anaemia has a profound effect on 
psychological and physical health; it lowers resistance to fatigue and disease and affects 
working capacity under conditions of stress; and it greatly increases the risk of ill health 
and death in childbirth. Obesity and undernutrition - both signs of malnutrition 一 are seen 
in peri-urban areas of developing countries. 

27• Closely connected with malnutrition and anaemia during pregnancy are the hazards of 
diseases and infections, including intestinal parasites and malaria. In areas where malaria 
is endemic, women lose their immunity during their first pregnancy (with greater risks of 
spontaneous abortion and fetal death), and malaria of the placenta increases the risk of low 
birth weight• Pregnant women are also more susceptible to poliomyelitis； and pregnancy may 
precipitate the development of overt leprosy or diabetes• Other infections aggravated by 
pregnancy - such as infectious hepatitis (where case fatality increases dramatically), 
genital tract infections and pulmonary tuberculosis, especially when combined with 
malnutrition - are widespread problems contributing to maternal mortality and morbidity. 

28. There are also serious occupational health hazards for women. Studies clearly show that 
women engaged in heavy labour during pregnancy have a mean pregnancy weight gain several 
kilograms less than other women who have a similar food intake• The birth weights of their 
babies are similarly lower, thus diminishing the babies1 chances of survival and healthy 
growth and development. Moreover, women are increasingly undertaking work in industries that 
manufacture and use new chemical substances giving rise to serious concern as to possible 
toxic, carcinogenic or mutagenic effects. 

29• Traditional practices can affect the health of mothers and children, both positively and 
negatively. A negative example is the circumcision of girls. The harmful health effects, 
especially of the most radical form of circumcision, include the immediate problems of 
infection, bleeding and shock, and the subsequent problems experienced when initiating sexual 
intercourse and during childbirth. . 

30. Uncontrolled fertility aggravates many of the above-mentioned health problems. Too many 
or too closely spaced pregnancies give rise to health risks both for the mother and the 
infants and higher maternal and infant mortality rates. The health of other children in the 
family is also affected, especially very young ones who may still be dependent on maternal 
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feeding and care• The ability of couples to plan the timing, spacing and number of children, 
in addition to being an important health promotive measure for all members of the family, 
allows women to fulfil their other roles more effectively, 

31. Age at childbearing is also important. Although the age of marriage and first pregnancy 
is rising in many developing countries, there are still many in which over 50% of the first 
births are to women aged less than 19 years. Births to women who are not fully mature can 
permanently injure their health, and the maternal mortality rate in this age-group is often 
three times that in the 20-24 year age-group. Many developing countries, particularly in the 
rapidly expanding urban areas, are beginning to experience the adolescent reproductive health 
problems of many industrialized societies; early onset of sexual activity, increased numbers 
of out-of-wedlock pregnancies and abortions, and an increased incidence of sexually 
transmitted diseases with their high risk of subsequent infertility. At the other extreme, 
when children are born to women over 35 years of age there is a higher risk of infant and 
maternal mortality and morbidity, including congenital malformations• 

32. Abortions, both induced and spontaneous, are widespread• Induced abortion is probably 
the most widely used method of limiting the number of children. Illegal abortions kill up to 
200 000 women a year and permanently injure the health of countless more. These facts 
illustrate the lengths to which women will go to limit the number of children they bear and 
must ultimately be responsible for; they are risking their lives to end unwanted pregnancies. 

33. The high number of abortions provides a clear indication of the unmet needs and desire 
to practise family planning> About 95% of the people in the developing world live in 
countries which, at the policy level, provide some form of public support to family planning 
programmes. However, although as many as 30% - 40% of women of reproductive age may be using 
family planning methods in some developing countries, in many others the proportion is still 
only 5% 一 7%• And yet, if women the world over were able to have only the number of children 
they say they want to have, the crude birth rate would range between 16 and 28 per 1000 
population rather than the present range of between 28 and 40. In many cases, the problem is 
lack of access to family planning services in the developing world, especially in rural areas 
and urban slums• However, the significance of the contradiction between woman1 s stated 
desire to practise family planning and her reluctance to do so is enormous, and goes beyond 
the question of availability of services. 

FIGURE 1. WOMEN AND FAMILY PLANNING 

(in selected countries) 
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34. The major restraint on the practice of family planning by women is related to their 
status and stems from a number of social factors and attitudes• In many countries the value 
of a woman in the eyes of society is based on the number of children she has. Moreover, 
having no other means of adequately caring for herself in later years or attaining some 
status in society, she will eventually have to depend on her children for economic and moral 
support• 

35. The situation is exacerbated by a preference for sons, a tendency that can be seen in 
many countries and, in its extreme form, is exemplified by abandonment of female infants. 
The milder manifestation of this is increased fertility and reduced spacing between births. 

36. What is significant and promising is that, in spite of these and other social forces 
pressing women to have more children, and in spite of the discomforts, the continuous and 
active steps required of women to use most modern family planning methods, and the dangers of 
illegal abortions, women are increasingly choosing to limit the size of their families. 

37. The implications for family planning programmes are great, and suggest that efforts 
should perhaps be geared less towards convincing the convinced (women) and more towards 
supporting social changes that will enable them to practise family planning - with emphasis 
on educating women and changing male attitudes about sharing responsibility for family 
planning. 

38. Cancer is another major health problem for women. Cancer of the cervix is the main form 
of cancer in the developing world, with half a million new cases occurring annually. In 
Latin America approximately 1 in every 1000 women between the age of 30 and 55 develops 
cervical cancer every year. However, with simple screening cervical cancer can be detected 
and treated at an early stage - when the cure rate, with minimal treatment, is virtually 100%. 

39. Breast cancer, the main form of cancer affecting women globally, is one of the commonest 
causes of death in many developed countries, and is becoming frequent in developing countries 
as well• Breast cancer mortality rates have increased in the past 60 years in every country 
reporting to WHO, although in most developing countries with overall high mortality rates 
they have been relatively stable over the past 10-20 years. 

Women: a key health resource 

40. In addition to having special health needs as discussed above, women carry extra 
responsibilities for health through their contribution to the health of their families and 
communities, both formally and informally. This preponderance of women in health care 
activities is true for most countries, developing and developed, and is a phenomenon which 
predates the emergence of modern health care systems. It is the women who are expected to be 
health educators； to teach sound health practices to future generations； to create a home 
environment that is conducive to health (from clean water to nutritious food)； to limit 
family size; to ensure that children are immunized and cared for during crucial years and to 
take them to the formal health care services when necessary; and to care for the elderly. 
Women often serve without monetary compensation as traditional birth attendants, who still 
deliver most of the babies in the developing world; and they constitute the majority of 
volunteers in hospitals, self-help clinics, and other community organizations• They are 
therefore already providing a giant1 s share of primary health care 一 particularly as the 
majority of the eight essential elements fall almost exclusively in the woman's domain at the 
family level. And yet women are expected to fulfil these multiple roles while being the 
least educated and informed• 

41. Equally important is the role of women in the health professions - where, again, they 
often constitute the majority of health care providers. Available statistics suggest that in 
most countries, although the labour force in the formal health system tends to be 
predominantly female, women tend to fill the lower paid, less prestigious jobs, rather than 
those with status and decision-making power. The example provided by one country, where 73% 
of paramedical workers are women, but only 25% of medical doctors, constitutes a pattern that 
can be found in most countries of the world• Where this is not the case, the status and 
remuneration of the medical profession are comparatively low. In short, although the 
majority of medical doctors have traditionally been men, as many as 75% of health workers are 
women. This, added to the informal care provided by women, means that health care is 
predominantly a woman1 s field； it is the quality of their participation that has been 
limited, owing to less access to^training, information, education and opportunities, 



Women1s health and their participation in development 

42. Improved health and social status of women provide the key to their equitable and 
effective participation in overall socioeconomic development• Although women constitute half 
of the world1 s adult population and one-third of the official labour force, they perform 
nearly two-thirds of total working hours, receive only one-tenth of the world income, and own 
less that 1% of world property. 

43. Women1 s contribution to the economy is grossly underestimated and is riot reflected in 
labour force statistics. Globally, women are responsible for at least 50% of food 
production; in some countries arid regions the figure is much higher - e.g. 60% - 90% of all 
agricultural work in Africa is done by women, and in Bangladesh 90% of the female population 
is engaged in agriculture• In addition to crop cultivation and harvesting, twice as much 
time can be taken by food-processing and preparation - tasks carried out almost exclusively 
by women. Similarly, the time and energy required for the fetching of fuel and water (often 
involving a walk of 10 km three days out of four) rarely figure in national labour 
statistics, and the many hours that women devote to housework are simply discounted• The 
implications of these issues for women1 s health and their potential for participation are 
tremendous• 

44. The prevailing patterns of development are, in some cases, making women1 s socioeconomic 
situation worse. A striking example is the marginalization of women in agricultural 
development as a result of the introduction of modern technology: when labour-saving, 
cost-effective technology is made available, it is generally to men. Thus, even the 
development success story has costly implications for women• 

45. The continuing breakdown of traditional societies also often aggravates the situation of 
women. As a result of urban-based development, migration of husbands, wars, and desertion, 
the proportion of women left to cope alone, with very few resources or skills, is increasing 
rapidly in many rural areas and among the urban poor in both developed and developing 
countries. This is reflected in the statistics available on female-headed households, which 
in some countries seem to form the large majority of the poorest families. For example, an 
analysis in a large developing country showed that 40% of all female-headed households were 
in the lowest income group; the corresponding figure for male-headed households was 21%. In 
addition, male heads of households often earned less than 50% of the household1 s total income 
and depend on women and children to contribute the rest by working in the informal sector 
without any kind of social or other benefits resulting from formal employment• 

46. Women1 s situation vis-à-vis development has to be viewed in light of the amount and type 
of general education received• In many countries it is substantially less than that received 
by men. Although in most countries the law gives boys and girls equal access to education 
and training programmes, boys are given preference over girls for many cultural and economic 
reasons. In many countries large numbers of girls complete the equivalent of only two or 
three years of schooling - hardly an adequate basis for retaining the ability to read, write, 
and do simple arithmetic. The ratio of boys to girls enrolled in school is shown in the 
table in Annex 1• 

47. And yet there is striking evidence that the woman1 s level of education is one of the 
most significant factors in the health of her children. Regarding infant mortality, the 
effects of the mother's education remain constant despite any variations in other factors. 
In countries where infant mortality levels are very high the male/female ratio of literate 
adults is 42/19; where they are low, it is 96/94 (see Table 2). As to family planning, it 
has been repeatedly shown that the higher the level of a woman1s education, the fewer 
children she is likely to have and the later she will start childbearing. The reasons for 
this vary, and include the girl1 s choice to postpone marriage and the opportunity for paid 
employment, which will also raise her perceived value, because she is seen to be less 
burdensome by parents. Whatever the underlying reasons, the importance of the link between 
women1 s education and lowered fertility is paramount. 



TABLE 2. PERCENTAGE OF ADULTS LITERATE, BY SEX, AND 
LEVPL OF INFANT MORTALITY 

Countries with 
infant mortality rates 
(per 1000 live births) 

that are : 

Percentage of adults literate Countries with 
infant mortality rates 
(per 1000 live births) 

that are : Male Female 

Very high (more than 100) 42 19 
High (60-100) 68 55 
Medium (26-59) 90 85 
Low (25 or less) 96 94 

Sources: UNESCO and United Nations Population Division, 
about 1980. 

3. SUMMARY OF ACTION BEING UNDERTAKEN 

48. This section reviews selected activities that are indicative of trends. 

49. Accurate and adequate information, relevant to local circumstances, is essential for 
appropriate action. Country averages for specific indicators often mask inequalities between 
population groups as well as between sexes. Thus it is important to have, as far as 
possible, data disaggregated according to sex and population group. 

Information support and transfer 

50. Despite the special importance of local data, countrywide information can be useful for 
assessing the general scope and nature of problems• However, the first round of monitoring 
progress towards health-for-all provided little information. For example, one of the global 
indicators endorsed by the Thirty-fourth World Health Assembly for the monitoring of the 
Global Strategy was the availability of trained personnel for attending pregnancy and 
childbirth• The Executive Board1 s report on the monitoring of progress showed that, when 
three-quarters of Member States reported, only 37 provided data on this indicator that could 
be included in calculations• 

51• Some countries have done a great deal of research concerning women (particularly in the 
last five years), although others are just beginning their efforts in this direction. In the 
United Nations questionnaire to review progress at the national level, governments were asked 
if any inquiries or surveys had been carried out since 1975 on the health needs and 
priorities specific to women; 47 of the 76 who responded said that this had been done. In 
addition, a number of studies were reported on problems of special groups of women - working 
women, adolescents, older women, and refugees. 

52. Information on particular topics related to women1s health is also increasing, 
governments reported studies on the prevalence of anaemia and other nutritional deficiency 
diseases, low pregnancy weight gain, and the distribution of food within the family and its 
effect on the nutritional status of women and girls. 

53. The WHO regional offices have been actively involved in collecting information about 
women in the various countries, either as the requisite first step towards action recently 
taken, or as part of longer-term efforts to develop a data base. For example, an extensive 
review of the health status of women in the Western Pacific Region has been prepared, largely 
on the basis of replies to a questionnaire sent to 32 countries and areas; in the Region of 
the Americas information from governments about sex-segregated data collection and country 
activities has been collated and analysed, and annotated bibliographies (eeg. on cancer of 
the cervix) have been prepared; in the South-East Asia Region a study on women1 s health 
status has been initiated, and information received from countries has been compiled• 



54. At the global level, information has been gathered on a variety of specific topics such 
as female mortality and the prevalence of nutritional anaemia, and support has been provided 
to some countries to strengthen their data base on women• A meeting on sex differentials in 
mortality, со-sponsored by the United Nations, WHO and the Australian National University, 
was held in Canberra in 1983. 

55. To share the information gathered and use it as a means of advocating action, meetings 
have been held in all regions. In the Eastern Mediterranean Region WHO organized a seminar 
on traditional practices affecting the health of women and children. In the Western Pacific 
Region it recently convened a meeting of countries to discuss the role of women in health 
education, and collaborated with the Korean Women's Development Institute in conducting a 
meeting on women1 s health. Two inter-country seminar/workshops concerning women, health and 
development were organized in the Region of the Americas, and at the national level similar 
meetings took place in Colombia and Cuba and a workshop was held in Mexico. In the European 
Region a major conference on women and health, held in 1983, was attended by 150 participants 
from 30 countries. Village coordinators for women, health and development in 17 countries in 
the African Region met in Brazzaville to further develop their plan of work. 

56. With regard to promotional activities, in the Region of the Americas a popular booklet 
(Mandate for change: women, health and development in the Americas) and a more detailed 
publication (Women in health and development) have been issued. In the European Region WHO 
collaborates with the Women1 s Health Information Centre in the United Kingdom, which is a 
source of literature and information on women and health, maintains a directory of relevant 
self-help women's health groups, and organizes meetings on women1 s health. 

57. At the global level a clearing-house has been established to collect and provide 
information and material for WHO programmes and women1s organizations throughout the world. 
Publications are prepared which (a) highlight specific women1s issues within a programme 
area; (b) describe women1 s health issues as a whole, combining existing information from all 
programme areas； and (c) describe certain health problems from a woman's perspective. 
Through this mechanism a large number of key persons and institutions regularly receive these 
and other information. 

58. Other activities have included the preparation and distribution of an information kit on 
women, health and development, in collaboration with the Joint United Nations Information 
Committee, and several radio programmes and special issues of World Health magazine. 

Primary health care for women1 s special needs 

59• The principles of primary health care and total coverage provide a framework for 
reaching women in greatest need. Of particular relevance is maternal and child care， 
including family planning• Evidence indicates that, although the situation may be improving, 
there is still a long way to go. Countries are increasingly recognizing the need for more 
active measures to make such care available, and this is reflected by the fact that all WHO 
regions have emphasized the particular importance of adequate coverage of women during 
pregnancy and childbirth. A review of international financial and technical resources 
currently being applied to the improvement of the health of women and children in developing 
countries indicated that 30% of funds allotted to health are devoted to various aspects of 
maternal and child health, including family planning. WHO is supporting such activities in 
more than 90 developing countries, in most cases in collaboration with UNFPA. 

60. A study on the training and utilization of traditional birth attendants was carried out 
in the Eastern Med i terranean Region following two workshops, and three Member States were 
subsequently assisted in launching national training programmes. In the South-East Asia 
Region all Member countries reviewed their policies and training programmes, and a framework 
for the evaluation of performance - designed in 1981 during an intercountry meeting - was 
adapted to meet countries1 specific needs. Studies on the delivery of services were 
undertaken in Burma and Thailand. Following an interregional workshop (New Delhi, 1981) WHO 
developed a traditional birth attendant trainer kit, and has encouraged the production of 
teaching and learning materials in a number of countries. 

61. Preparations for a consultation on the role of women1s organizations in family planning 
included a review of the coverage of women1 s issues in UNFPA needs assessment reports, a 
comprehensive report on women1 s particular concerns in family planning programmes and 



methodologies for assessing them, and a paper on work by women1s organizations in this area. 
The consultation will be followed by research and development activities in at least five 
countries• In the European Region a study was made of family planning legislation in 
selected Mediterranean countries, and another is currently being carried out on alternative 
approaches to the development of family planning programmes• 

62. In the Eastern Mediterranean Region WHO collaborated with countries in pilot projects 
for the early detection and treatment of cervical and breast cancers, To promote the 
development of effective cervical cancer control in the Region of the Americas, as part of 
Member governments1 public health programmes, the Organization co-sponsored with the American 
Cancer Society a meeting (Mexico, 1984) at which the РАНО manual of norms and procedures for 
cervical cancer control was reviewed. 

63. Following the recommendation of a group of experts in 1981 that careful consideration be 
given to further testing of the efficacy of screening for breast cancer, particularly breast 
self-examination, a consultation on the subject was held in 1983. 

64. Over-utilization of technology and over-medicalization of pregnancy and childbirth has 
become a major problem in developed as well as in urban areas of some developing countries• 
For example, fetal monitoring in some countries has resulted in an increase in the number of 
caesarian births owing to overreadings• The Region of the Americas and the European Region, 
in particular, are involved in a review of these problems. Sociocultural relevance as well 
as women1 s perceptions are important considerations for the appropriate and successful use of 
technologies• 

Social support measures for women 

65• Recent studies on breast-feeding highlight the importance of women's living conditions 
for children's nutrition and health, and recent research on women1s roles indicates the 
complexity of the situation everywhere for poor women who have to work in order to ensure 
family survival. The relationship between women1 s income-earning work and child care has to 
be considered in terms of: the level and use of women1s income； the mother1 s time-use 
(especially for infant and child care)； the type, location and conditions of women1s work; 
the cost and availability of childcarers other than the mother; the effects on socioeconomic 
development. These are only some aspects of the whole range of infant and child rearing 
functions； a woman1 s time and status, particularly her access to and control of resources, 
are critical to these functions• Social support measures form an important part of these 
resources• 

66. In traditional societies women have relied on each other and their extended families for 
informal social support. However, considerable unmet needs are arising where family 
structures are changing, increasing numbers of families are depending on women1 s incomes for 
survival, and women are losing their traditional means of support• 

67• Initially particular attention was paid to day care alternatives for children, and 
women1s roles in infant and young child feeding. A report on alternative approaches to day 
care for children was prepared in 1981, followed by an annotated bibliography in 1982. WHO 
and UNICEF co-sponsored an interregional meeting on day care in Nairobi in November 1982, and 
this aspect has become an important component of the programme on women in health and 
development in the African Region. Following the completion in Kenya of a study on the 
conditions of women who work away from home, arid their time- and resource-use with particular 
reference to the way they manage child care while working, a framework was designed for 
carrying out similar country case studies in various parts of the world• 

68• Relevant activities at the global level included meetings during 1983 and 1984 on 
determinants of infant and young child feeding and care; on the possibility of developing a 
cost/benefit framework for decision-making on investments regarding social support measures 
for women; and on social support for women in their multiple roles, with particular emphasis 
on informal measures• 

69• Legislation and policy imperatives are social support measures that governments can 
take. Regarding maternity benefit legislation, WHO collaborated with ILO in the preparation 
of a publication on the protection of working mothers• It summarizes existing provisions of 
legislation on maternity benefits on a regional basis, and emphasizes the need to extend the 



coverage of such legislation - both in terms of the population covered and the extent of each 
provision (e.g. increases in time and facilities for breast-feeding)• 

70, Other important legislative measures are those governing minimum legal age of marriage； 
women1s rights in marriage and in cases of divorce, rape and abortion; harmful traditional 
practices； access to credit； and basic constitutional guarantees of equality, including 
equal pay for equal work. Regional reviews and replies to the United Nations questionnaire 
to appraise progress during the Decade have shown that a number of countries have enacted or 
changed such laws in recent years. 

71. Occupational health risks for women, particularly regarding reproductive health, were 
discussed at meetings organized by WHO in Budapest in 1982 and in Tbilisi (USSR) in 1983• 

72• The crucial role that governments can play in providing social support to women is 
undeniable, but is not in itself sufficient. The main reason is that most women in 
developing countries are engaged in informal income-earning activities and are therefore not 
usually covered by the minimal social security laws (e.g. in one country in the South-East 
Asia Region it was estimated that protective maternity legislation covered only 1.6% of the 
women)• But even in some developed countries the underlying assumption is that difficulties 
arising from the combination of motherhood and employment (formal and informal) are to be 
borne solely by the individual• 

73. This is a familiar situation for women, who, having been excluded from most formal 
organizations and networks, have developed their own informal systems and approaches to 
problem-solving. The result is that in almost all countries there are women1s networks which 
form a natural community-based mechanism for action. Governments are increasingly 
recognizing the 'contribution these groups and organizations make, as well as their potential, 
and are seeking their aid and advice. 

Involvement of women1 s organizations 

74. Women1 s organizations have special characteristics that make them a key factor in 
community involvement and an ideal entry-point and partner in primary health care activities; 

-they are traditionally supportive, motivated and interested in health care (linked 
with socially prescribed roles of women as health care providers)； 

-they are able to understand and carry out intersectoral activities basic to primary 
health care； 

-they have a positive attitude towards voluntary work; 

-their work in primary health care is seen as positive action, acceptable both to the 
family and the conmiunity; 

-they are based on, or form part of, long-standing networks, with family, cultural and 
inter-generation ties which are conducive to health promotion and disease prevention. 

75• The grass-roots organizations are the main focus of WHO'S strategy for involving women1 s 
organizations in primary health care. They serve poor and powerless populations in rural and 
urban settings, and their main goal is usually to satisfy the immediate needs of their 
members, as they see them. They are rarely involved in planning or decision-making related 
to health development programmes, and have few established links with the organized health 
system. Nevertheless, they are currently carrying out a number of health and health-related 
activities on their own intitiative, often with WHO support. Where health services are 
supporting such groups the activities are more effective, and include: organizing children 
for visits of immunization teams； organizing mothers for maternal care； developing 
community mini-pharmacies to provide essential drugs at low cost； maintaining facilities for 
safe drinking-water and sanitation; providing information about family planning, 

76. The purpose of intermediary organizations is to support local groups as well as their 
own membership. They often work from urban centres, and may be motivated by religion, 
profession, politics, or business. Some have branches or affiliates all over the country, or 
in regions of the country, and others are national associations or federations based in the 



capital city. Some receive the patronage of the government or major political parties, and 
some are backed by wives of high-level government officials. Funding is also received 
through members1 contributions and donations from funding agencies or foundations. 

77. Intermediary groups can facilitate collaboration with self-help groups that have little 
or no experience of working with national or international health and development 
institutions, enabling them to achieve greater effectiveness in planning and supervising 
local health activities, and managing the limited health resources. 

78. International women1s organizations - associations or federations of national 
nongovernmental organizations - usually "represent" national organizations from approximately 
100 countries, and reflect the social or political biases of their national affiliates. Many 
carry out activities at the national level, working through the national body. Because of 
their international standing and prestige they provide important links between the community 
organizations and the government• 

79• In all the WHO regions women1 s organizations have been identified as a major resource 
with which stronger links should be made• In the African Region an innovative and 
comprehensive programme on the participation of women in health development was launched in 
1980, its basic approach being the use of village women1s organizations as entry-points for 
primary health care at the community level. By the end of 1983, 26 such organizations in 
17 countries were participating； each village chooses various health and development 
activities which are then implemented by the community, with technical support from 
governments and WHO. Special leadership training courses for women from the villages are 
being given at the WHO Regional Training Centre for Maternal and Child Health and Family 
Planning in Mauritius• An evaluation of the programme, using the WHO health programme 
evaluation principles, showed very promising results, including the following; 

-Through revolving funds nine villages established mini-pharmacies of essential drugs 
in health centres and posts. The community chose trusted people to staff these, and 
each village opened a bank account for safe-keeping of the proceeds. Some of the 
people chosen have since been trained as village health workers in Angola, Cameroon, 
Congo, Gambia, Ghana, Liberia, Nigeria, Uganda, and Zambia• 

-Statistics for Ngogwugwu village (Nigeria) show that no deaths of mothers during 
childbirth were reported in the last two years, as compared with six other villages 
under the same local government authority. Apart from one death at S ото (Mali) due to 
neonatal tetanus, no deaths from any of the six target diseases of the Expanded 
Programme on Immunization have been reported in the participating villages during the 
past 12 months• 

- T h e multiplier effect was seen in four cases: neighbouring villages, impressed with 
the results, sought to participate in the programme. Moreover, groups that had become 
self-motivated and self-reliant initiated activities themselves, with their own human 
material and resources, and within a few months new activities 一 or expanded scope of 
the old ones - had outstripped the original plans. 

80. In the Region of the Americas a survey was carried out in several countries on the types 
and functions of women's organizations involved in health work at all levels in both urban 
and rural areas. This was followed by an in-depth review of health activities of women1s 
organizations in Barbados, Colombia, Honduras, and Peru. Subsequently, a Technical Working 
Group met in 1983 to discuss how organized groups of women could become more effectively 
involved in primary health care. In a number of countries steps have been taken towards 
closer collaboration with local groups to follow up regional activities; in Honduras, for 
example, a total of 72 leaders of women1s organizations attended three seminars held with the 
aim of increasing the participation of women1s organizations in maternal and child care 
activities. 

81. In the South-East Asia Region support was given to Thailand for the strengthening of 
policies and plans for the involvement of self-help women1s organizations in primary health 
care, emphasizing nutrition and family planning. In the Eastern Mediterranean Region a 
questionnaire was sent to women1s organizations to collect information on their roles in 
primary health care. In the Western Pacific Region an in-depth review of women1 s 
organizations was undertaken in two countries, with focus on the interaction of the health 



care system and voluntary groups； technical cooperation was provided to the Governments of 
Fiji, Papua New Guinea, and Samoa to support the work, of women1s committees in primary health 
care activities. 

82• At the global level, a working group met in Geneva in 1983 to discuss WHO1s support to 
women1 s organizations with regard to primary health care； it considered the roles of women 
in health promotion and the problems inherent in existing health services which affect their 
ability to meet women1 s needs adequately• 

Women as health care providers 

83. In an effort to better understand and improve the status of women as health 
professionals, WHO has initiated a number of projects, including a multinational study on 
women as providers of health care. From its very start, in early 1980， the study was 
conceived as essentially a country-based, action-oriented， and problem-solving effort. The 
aim was to promote and support national efforts through consultations and workshops including 
representatives from various countries and agencies, and through the production and 
dissemination of materials useful for stimulating awareness and promoting action regarding 
women as health care providers. The project has included a number of activities such as; 

-two WHO-s poil s or ed consultations, the first to identify priority issues, and the second 
to discuss the main elements that should constitute a national strategy for achieving 
the long-term aims of the project； 

-the preparation of an annotated bibliography； 

-the preparation, in the 17 participating countries, of papers providing country- and 
issue-specific analyses and broad proposals for action； 

一 the preparation of a paper on the participation of women in the health system. 

84. To date, the following Member States have joined the project : Brazil, Colombia, Egypt, 
Ethiopia, France, Hungary, India, Indonesia, Jamaica, Mali, Nigeria, Pakistan, the 
Philippines, Switzerland, Thailand, the USSR, and Zimbabwe• A start has been made on 
implementing relevant action in several of these countries. 

85• In Colombia the focus is on a series of workshops to prepare female health workers for 
positions of leadership in the formal health system. In Indonesia， as a preliminary to the 
development of an action plan, steps have been taken to assess various studies carried out in 
the country in relation to women1 s role in health development. In Jamaica, a manual has been 
produced which can serve both as a tool for training health aides and as a handbook for use 
by such aides and by others (e.g. teachers in general education programmes, mothers1 groups, 
and women1s organizations)• Efforts are being made to improve the health-related aspects of 
child-minding in a number of nurseries, the focus being on the immunization of children, the 
assessment of their nutritional status, and the identification and control of health 
hazards. In Thailand, a national seminar on the promotion of women1 s efficiency and 
effectiveness as health care providers, held in 1983, produced a general plan of action which 
includes proposals for: (i) the production and duplication of handbooks, slides, posters, 
etc” for trainees and housewives, on such subjects as nutrition, environmental sanitation, 
first aid and basic nursing care, family planning, child care, and personal hygiene； (ii) a 
public relations campaign about the project； (iii) the training of trainers； (iv) a 
regional meeting in each of the regions of Thailand, aiming at the distribution of 
responsibilities related to the plan of action； (v) meetings of community leaders in six 
provinces； and (vi) the training of target groups of women. 

86• In the Region of the Americas the Organization has sponsored and actively participated 
in various conferences regarding women as health care providers, and in Europe, following the 
publication of Women and health - the lay component, it is carrying out a study on the role 
of women as the main providers of health care in the family. 

Intersectoral activities 

87. Reference is made in various parts of this report to intersectoral activities, but 
particular mention should be made of those relating to nutrition and safe water supply and 



sanitation. Many governments have established offices, commissions or ministries to serve as 
a coordinating mechanism for "women1s affairs11 or intersectoral programmes. 

88. The Joint WHO/UNICEF Nutrition Support Programme was initiated in 1982 to support action 
that can be taken by the health sector for the improvement of the nutritional status of 
children and women. National programmes are currently being supported in Burma, Ethiopia, 
Mali, Mozambique, Nepal, Sudan, and the United Republic of Tanzania. The programme has a 
special women1 s component which is concerned with promoting activities to increase women1 s 
income; to improve their productivity； to increase their access to adequate dietary 
information; to reverse negative social and cultural attitudes affecting their dietary 
patterns. In each national programme the women1s component varies, but the range of 
activities includes a search for solutions to problems of child care and women1 s other work 
roles； the education of men in family nutrition； the development of cooperatives for 
agriculture and small-scale industry. 

89• WHO, together with other United Nations agencies participating in the International 
Drinking Water Supply and Sanitation Decade (IDWSSD), is collaborating in efforts to improve 
community water supply and sanitation through recognition of the role of women and promotion 
of women1s participation in IDWSSD activities at national, regional and international 
levels. It has participated in the interagency task force on women and IDWSSD, and has 
initiated activities in relation to women1s aspects of human resources development and 
planning and evaluation of programmes. The guide for the design of a national support 
programme for community education and participation in water supply and sanitation contains 
explicit references to women1s issues throughout, and takes account of the differences 
between women1 s and men's situations and roles vis-à-vis water supply and sanitation. 

90. In collaboration with UNDP, WHO is also helping countries to develop a women1s component 
in IDWSSD activities. In Honduras three projects have been started to improve water and 
sanitation through new technology with the participation of women1s groups. In the Dominican 
Republic a project is being developed to enable women1 s groups to disseminate information on 
improved sanitation and hygiene practices in their communities• In Barbados, Guyana, 
Jamaica, and Saint Lucia a survey of potential sanitation projects involving women was 
recently carried out. There are similar activities in Democratic Yemen, Egypt, and Sudan. 

4. FORWARD-LOOKING STRATEGIES IN THE CONTEXT OF HEALTH-FOR-ALL 

Key obstacles and constraints 

91• The national, regional and global forward-looking strategies for the advancement of 
women in health and development presented here - reflecting regional discussions and 
resolutions on the subject - are an elaboration of health-for-all strategies• The WHO goals 
for health-for-all through the primary health care approach are so closely aligned with the 
interests of women that their achievement would by definition meet the particular health 
needs of women and enable them to contribute fully to the health of the family, community and 
nation. However, before turning to opportunities and strategies for the future it is 
necessary to highlight a few of the obstacles and constraints that must be overcome if full 
equity in health and development is to be achieved. 

92. Although much progress has been made during the United Nations Decade for Women with 
regard to the collection of information, large gaps remain. The problem is compounded by 
frequent failure to use or disseminate the data that are available. A major constraint to 
progess has in fact been a lack of awareness of the extent and seriousness of the problems. 

93. The enactment of legislation and policies is perhaps the second greatest area of change 
during the Decade. Yet in many countries even the most basic steps have not yet been taken. 
Large numbers of women remain children in the eyes of the lav, prohibited from exercising the 
most basic rights - such as signing contracts or practising family planning without their 
husbands1 permission. 

94• Furthermore, strong evidence is emerging that, even in countries where political 
commitment to change for the advancement of women has been demonstrated through policy and 
legislative revisions, major gaps between the spirit of the law and its implementation exist 
throughout the world, in developed as well as developing countries. 



95. This is reflected in a number of ways. For example, the amount of resources devoted to 
the implementation and enforcement of policy changes bears little relation to the political 
commitment expressed. Many governments, while professing to support the objectives of the 
United Nations Decade for Women, have done little Co provide resources to that end. This is 
exacerbated by current funding approaches which seem to make it easier to obtain support for 
large-scale and expensive programmes than to obtain seed money for small community projects 
in which women are so active• 

96. The discrepancy between policy and action is often justified on the grounds that women 
are not motivated, do not apply for higher level positions in the health field, do not demand 
access to family planning - and so on. To debate the truth or falsity of these claims is 
beyond the scope of this report. Suffice it to say that in many countries women have been 
excluded from public life and its institutions for so long and so extensively that they are 
unlikely to be invited, or to attempt, to participate in spheres heretofore barred to them 
and, indeed, are often unfitted to do so. What are required, and are most often lacking, are 
the mechanisms for increasing the participation of women in health endeavours at all levels • 
The lack of such mechanisms will contribute to the failure of many actions, whether these are 
at the grass-roots level (e.g. to improve mothers1 knowledge about oral rehydration 
treatment) or at the highest level, where the goal may be to recruit highly qualified women 
health professionals. 

97• As a result governments and institutions, perhaps with the best of intentions, continue 
to define women1s needs for them, without women having a say, thereby often leaving the real 
needs of women unanswered. A telling example is a report describing problems with women1 s 
programmes； "Women lack motivation, they are little interested in our housekeeping courses 
and our educational talks. They prefer to carry out their small trade in the street, which 
brings them some money, rather than attend classes.11 It is highly likely that the bit of 
money from street trading would be spent on food, schooling, clothing or other basic needs of 
their children. Perhaps a programme to help women increase their income-earning power would 
be more appropriate than housekeeping courses. 

98. Simple measures designed to bring women into the needs assessment and decision-making 
processes at all levels might have prevented this type of situation and resulted in the 
identification of more relevant priorities and use of resources• Another example of failure 
to meet women1 s real needs is the maternal and child health clinic that is open only in the 
mornings - the busiest time of day for women. 

99• Still more fundamental than the absence of mechanisms for drawing women into 
decision-making is the apparent lack of desire on the part of many to bring women into the 
mainstream at all• Social attitudes are the key obstacle to progress. Women themselves are 
often unaware of their basic rights, potential and needs, or are unwilling to pay the 
enormous social costs of asserting themselves., 

100. There is also the male1 s reluctance to share familial responsibilities. For example, 
in a developed country with some of the most advanced laws on shared family responsibilities 
a law allows men extensive paternity leave that can be taken over a prolonged period； 
research, however, showed that in practice 78% of fathers did not take a single day of such 
leave• 

101. Women could learn much from men in terms of defining needs, planning, and obtaining 
resources to better fulfil their responsibilities, particularly in the context of public and 
formal institutions. Men, on the other hand, have a great deal to learn from women about the 
practical dimensions of implementing theoretical schemes. Until there is a full exchange and 
men and women can bring their respective experiences to the solution of the problems facing 
all people, health-for-all cannot be achieved• 

102. The close of the United Nations Decade for Women must therefore be viewed as only a 
beginning• The following outline of forward-looking strategies indicates the measures 
necessary to overcome obstacles and constraints and build upon the important activities 
already under way• 



National strategies 

103• Each Member State must analyse the situation of women at the local and national levels 
to determine the relevant major issues• No country can succeed in tackling all the problems 
at once. Each community, country and region must select its own priorities, and try to 
achieve what is feasible in a socioculturally relevant manner within the context of its 
particular possibilities, resources and constraints• The forward-looking strategies are thus 
meant to be guiding principles rather than detailed plans of action. They highlight 
approaches which would make a substantial contribution to progress not only for women, but 
for all people. They not only give examples of measures that can be taken, but indicate a 
way of thinking concerning the integration of women's issues within health programmes. 

104. The national strategies encompass steps that can be taken within the context of primary 
health care, including measures to strengthen the health system infrastructures. The 
regional strategies are based on priorities identified within the regions that would support 
country needs and actions. The global strategies, in turn, are designed to provide maximum 
and appropriate support to the regions and Member States in their efforts to improve the 
situation. 

(1) Health science and technology: 

105• The following strategies are proposed with regard to the essential elements of primary 
health care : 

Education concerning prevailing health problems and methods of preventing and 
controlling them 

-ensure that messages meant to be received by women are relevant to their health 
priorities and are suitably presented； 

-ensure that education is geared towards changing social attitudes and values that are 
discriminatory against women and detrimental to their health (e.g. attitudes against 
child spacing)； 

-ensure that women have access to appropriate health education that will enable them to 
better play their role as health providers, particularly at the family level• 

106. Promotion of an adequate food supply and proper nutrition; 

-facilitate women1 s access to and control over income to provide adequate nutrition for 
themselves and their children; 

-foster activities that will increase awareness of the special nutritional needs of 
women, especially during pregnancy and while breast-feeding； 

-promote the provision of social support to ensure sufficient rest in the last 
trimester of pregnancy and while breast-feeding; 

-promote interventions to reduce the prevalence of nutritional anaemia in women, 
especially during pregnancy； 

-encourage the changing of any discriminatory attitudes in the family with regard to 
food distribution for girls or women； 

-provide appropriate information for women regarding family diet. 

107. Adequate supply of safe water and basic sanitation; 

-ensure that women are consulted in the planning and implementation of water and 
sanitation activities; 

-ensure that women are trained in the maintenance of water supply systems； 



-ensure that women are consulted with regard to technologies used in water and 
sanitation projects (e.g. in selecting pumps that are not too heavy for them to 
operate and durable enough to withstand continual use)； 

-conduct surveys of women1 s issues regarding community involvement and utilization of 
water supply systems or latrines； 

-provide support to local women1 s groups to include water and sanitation activities in 
integrated programmes by furnishing supplies and equipment and cooperating in training 
and evaluation; 

-ensure that women1 s local customs, preferences and traditions are taken into account 
through needs assessments (e.g. with regard to the design of new facilities such as 
latrines)• 

108. Maternal and child health care， including family planning; 

-provide technical and methodological support to strengthen the maternal and child 
health and family planning component of primary health care； increase emphasis on the 
assessment, adaptation, development and field-testing of acceptable family planning 
methods and appropriate technologies addressing problems specific to pregnancy and 
delivery； 

-support traditional practices that enhance the health of women and children (e.g. 
breast-feeding) and discourage harmful practices； 

-promote fertility patterns that are not detrimental to women1 s health and that of 
their children, and the provision of appropriate information and services for family 
planning, including infertility; 

-provide family planning advice and services, appropriate to the cultural setting, to 
adolescent girls to avoid precocious childbearing, which is harmful to women1 s health; 

-promote behavioural and nutritional patterns that foster healthy pregnancies and 
appropriate infant and young child feeding； 

-prevent and treat complications of pregnancy and childbirth; 

-promote social support measures that will facilitate women1s economic and family 
roles, such as day care for children, maternity leave and breast-feeding breaks, as 
well as care of the elderly； 

-follow up recent recommendations of the World Population Plan, which reaffirmed the 
need to take measures to control mortality and morbidity, and to this end enhance the 
status of women in health and development through maternal and child health and family 
planning； 

一 give special attention to technologies for priority areas of women1 s health, in 
particular with a view to overcoming abuses and over-use of technologies in pregnancy 
and childbirth and ill effects of contraceptives； 

-promote intersectoral activities that especially affect the health of women and 
children (see paragraph 123). 

109• Immunization against the major communicable diseases 

一 collect and analyse information on immunization, according to sex, and promote health 
education to increase coverage in general and to reduce any differences in coverage 
between boys and girls; 

-ensure that pregnant women are, or have been, immunized against tetanus. 



110• Prevention and control of locally endemic diseases 

-ensure women1s full participation in prevention and control programmes for 
communicable and none oramun i с ab1e diseases (e.g. in the family and through women1 s 
groups and organizations)； 

-develop and/or adapt socially relevant techologies, where necessary, for prevention 
and control. 

Ill• Appropriate treatment of common diseases and injuries 

-ensure that services are conveniently located； 

-ensure that services are available at times and on days of the week that are suitable 
for women, bearing in mind their work patterns； 

-ensure that services can be afforded by women, especially the many women who are heads 
of households; 

-ensure that the training of health workers includes education on the true nature and 
value of women1s contribution to health care, and that this is reflected in the health 
workers1 attitudes and behaviour, particularly in providing health information to 
women• 

112• Provision of essential drugs 

-ensure that, at the community level, women are consulted in the implementation phase 
of drug action programmes； 

ensure that essential drugs 

drugs ensure 
health 

that essential 
facilities; 

are relevant to women1 s health needs and priorities; 

specific to the health needs of women are available in the 

-ensure that essential drugs are accessible to women at appropriate times and distances； 

-ensure that, in the case of local revolving fund schemes, women are members of the 
group which manages the fund; 

-ensure that women are provided with appropriate information on drugs； 

-prevent misuse of drugs that could be harmful to women1s health or to the health of 
their offspring. 

113• Prevention of mental disorders and promotion of mental health in women 

-give special attention to the psychological factors that are important for women in 
relation to the utilization of health services (e.g. attitude of health workers, 
health care settings)； 

-give special attention to the social and psychological effects on women, as 
individuals and mothers, of development and technology which lead to changes in 
lifestyles and increased stress; 

-devise ways of assessing the needs of special groups of vulnerable women 
(e.g. migrants, women whose husbands have migrated, and the urban poor), and promote 
measures for dealing with those needs (e.g. self-help and other community groups)； 

-ensure that primary health care workers are properly trained to recognize and treat 
mental health problems in women, and that women are treated in the same way as men 
with regard to mental health problems； 



一 promote research on the relationship between the 
problems of women and developmental, behavioural 
children, including studies on the incidence and 
to devising early intervention strategies； 

-promote research on the prevalence arid patterns of use by women of psychotropic drugs, 
with particular emphasis on reasons for abuse• 

(2) Health system infrastructures 

114• Information gathered for evaluating health situations and trends and health systems 
should be suitable for assessing women1s health needs. Data on morbidity and mortality 
should therefore be collected and analysed according to sex, and sex-specific socioeconomic 
indicators should be included in monitoring progress towards health for all. National and 
local capacities for the gathering and utilization of information should be strengthened, arid 
women1s organizations involved in these efforts• 

115. Managerial processes for national health development should take women1 s issues into 
account, and women should be involved in all stages. Strategies are to: 

-establish mechanisms for collaboration between various health services, health 
institutions, and nongovernmental and voluntary organizations, with special emphasis 
on women1 s organizations； 

-take measures to eliminate discrimination against women in filling middle and upper 
level managerial positions； 

-ensure that women are equitably represented at decision-making levels• 

116. Health systems research should be integrated within the managerial process, to generate 
appropriate knowledge to improve the planning, organization and operation of the health 
system, taking women's issues into account• Strategies are to promote research on: 

-problems faced by women regarding the utilization of health services； 

-women1s roles as health care providers in the home and community； 

-the relationships between health and women1s work and time patterns； 

-the integration of health activities within women1s development programmes; 

-the influence on health of social, economic and behavioural factors specific to women, 
to ensure that assumptions basic to health strategy development are realistic in 
relation to women1s lives； 

-the development of appropriate technology (involving women in developing criteria for 
the selection of technology, and in research to adapt technologies, develop new ones, 
and evaluate their effectiveness, safety and acceptability). 

117. Health legislation facilitating the attainment of health objectives specific to women 
should be promoted• Strategies are to promote legislation to; 

-protect maternity (e.g. paid maternity leave)； 

-prevent the abuse of women1 s bodies (violence, sexual exploitation, sexual mutilation)； 

-ensure working conditions for women which promote good infant and young child health 
and nutrition (e.g. regarding breast-feeding and care of children)； 

-prevent occupational hazards specific to women, especially in industries that employ 
mainly women; 

mental health and psychosocial 
and mental disorders in their 
nature of such problems, with a view 

-prevent abuses of technologies regarding women1 s health； 



-control the marketing of substances harmful to women1s health; 

-prevent misuse of pharmaceuticals； 

-provide back-up community support measures for women; 

-fix a minimum age for marriage that is safe for childbearing. 

118. Appropriate health care facilities should be planned, constructed and equipped so as to 
be readily accessible and acceptable to women - in harmony with their work and time patterns 
as well' as their needs and perspectives. 

119• Women are key human resources in the formal health care system. Strategies to redress 
existing imbalances and to raise the status of women as health professionals are to: 

-ensure that women and men have equal training for all levels of health care and are 
equally remunerated； 

-redress imbalances in the proportions of women in certain health professions where 
discrimination exists, and in the higher categories of the health professions； 

-promote the training of women for managerial positions; 

-ensure the utilization of all potential human resources (both men and women) for 
improved health. 

•k -k -k 

120 • Among the principles and approaches of primary health care and health-f or-all that are 
particularly relevant to women, two stand out as being especially important; community 
involvement and intersectoral approaches• 

(3) Community involvement 

121. Communities in general, and women in particular, are already very actively involved in 
making decisions about their own health care and disease prevention. Activities at the 
community level should be based on what is already being done at that level in terms of 
health promotion, disease prevention and traditional forms of treatment• Health personnel 
should identify human and material resources in the community which could be used more 
effectively in the planning and delivery of formal health services, as well as to provide 
health information in such a way as to promote appropriate attitudes, beliefs and practices 
on the part of the community. • 

122. Education should be provided to women and women1 s organizations to make them aware of 
their rights and responsibilities for their own personal health care and that of their 
families, and to encourage them to demand health services that will meet their particular 
needs and concerns• Strategies to support women1s organizations in health care activities 
are to: 

-devise ways of involving women and women1s organizations in decisions concerning the 
health system, at all levels； 

-ensure that women's organizations are represented in national and local health 
councils or committees； 

一 encourage women's organizations to promote and participate in activities for 
(a) improving health care and social support measures for women； (b) improving 
employment and work conditions of women health care workers； (с) monitoring the 
health system to ensure equity； 

-encourage local women1 s organizations to participate in primary health care in their 
communities, in collaboration with the health system; 



-devise ways of supporting women in taking responsibility for self-care as well as 
community care； 

-take steps to change men1s attitudes and increase their health knowledge, so that 
health care responsibilities, especially in the family, are shared by women and men; 

-encourage young girls to be involved in health activities (e.g. through schools, 
clubs, and informal networks). 

(4) Intersectoral approaches 

123• The attainment of health targets is dependent on progress on the economic front, social 
policy measures aimed at greater equity, education as a promoter of self-care, improvement in 
the environment, the availability of adequate food supply, the implementation of appropriate 
population policies, and political and institutional changes enlisting the active cooperation 
of the public. Primary health care, with its emphasis on preventive and promotive action, 
requires the cooperation of sectors other than health. The intersectoral strategies 
regarding women, health and development are to: 

-enact social policies that ensure equity in all aspects of development, particularly 
with regard to education and agricultural development; 

一 enact policies that will give women the social and economic freedom to space their 
children and limit the size of their families; 

-establish mechanisms for intersectoral action, such as the representation of 
government departments responsible for women1s affairs in multisectoral health 
councils and interministerial committees； 

一 provide resources, including small amounts of "seed money", to women and women1s 
organizations at the grass-roots level to enable them to organize intersectoral 
activities and to continue carrying out and improving the effectiveness of the many 
such activities in which they are already engaged (e.g. organization and running of 
day care centres； preparing food for children whose mothers are away working; 
running shared vegetable gardens； organizing and carrying out village clean-up 
campaigns； monitoring community water sources； receiving and being responsible for 
commercial credit or loan schemes that contribute to health)； 

-support intermediary-level community groups in carrying out activities such as : 
fund-raising for local projects; training and education programmes； providing 
facilities for local groups1 actions； organizing programmes for day care, care of the 
elderly, legal and career counselling, consumer education; managing voluntary health 
and nutrition centres. 

Regional strategies 

Africa 

124. The strategies in the African Region are very much oriented toward rural women, and 
cover all aspects of women1s lives which impinge on their health. For women to maximize 
their contribution and benefit more from development efforts in all sectors of national life, 
serious efforts must be made to enable them to: 

-carry out their daily activities in a less arduous way; 

-participate actively in the decision-making process in their communities； 

-share in the assessment of the needs of their village; 

-decide on action to be taken (by themselves and others in their community)• 



125• The aim is to promote the full participation of African 
involvement in decision-making and socioeconomic development, 
the basic approach and existing village women1 s organizations 
strategies are to; 

一 increase the capacity and role of women in identifying 
health problems； 

women in health care through 
using primary health care as 
as the entry-points. The main 

and managing locally prevalent 

-increase the availability of primary health care to rural women; 

一 reduce the workload of women by ensuring the utilization of appropriate technology; 

-increase women1 s earning capacity by improving the technology of village and cottage 
industries； 

一 identify and implement measures that would enhance the participation of women in the 
decision-making process at all levels； 

-provide training for women to improve their skills in the production, storage and 
processing of food, so as to alleviate nutrition problems； 

-establish informal education opportunities for women, including functional literacy, 
so as to improve skills in income-generating programmes• 

The Americas 

126. The strategies being developed and implemented by the countries of the Region of the 
Americas to reach the goal of health-for-all are based on a very broad recognition of the 
interdependence between health and other aspects of development. The urgent need to improve 
the situation of women with regard to health and development and to integrate appropriate 
activities into the plans of action for health-for-all has been repeatedly recognized in 
recent years by the Governing Bodies of РАНО. 

127. The aim, as stated in resolution XVII adopted in 1980 by the XXVII Meeting of the РАНО 
Directing Council, is to ensure that projects take women into account from the beginning and 
promote participation at all levels. The Organization1s technical expertise is being used to; 

-improve the overall health of women and enhance their role in health and community 
development； 

-enhance the role of women as providers of health care; 

-increase the participation of women in planning and administration of health services. 

128. Strategies are to; 

-strengthen and utilize capabilities within the Organization to support technical 
cooperation, training and advisory services regarding women in health and development, 
to increase the focus on and involvement of women in programme areas, and to establish 
a system of promotion, monitoring and evaluation of relevant activities； 

-promote research and collection and analysis of data in order to define and identify 
relevant problems and issues； 

-collect and disseminate information on current relevant programmes and activities in 
the Region; 

-ensure that women are involved and that their needs are taken into account in 
developing projects and activities in primary health care, acute and chronic disease 
control and surveillance, including immunization and diarrhoeal disease control, 
environmental and occupational health, human resources development, and in support 
services including child care, appropriate technology for the home and legislative 
changes• 



South-East Asia 

129. The focus will be on programmes for rural and urban poor and underserved sectors; 
programmes related to family health, including family planning； health education; community 
health services； primary health care; health manpower development； mental health； and 
research to identify and strengthen the health status and role of women vis-à-vis the 
development of the health sector. 

130• Considering the foci of interest, the following strategies are formulated； 

-providing support for the infrastructure of the regional committee on women, health 
and development and country focal points, and utilization of the existing 
institutional and programme framework in the Region and at country level in order to 
provide technical support for identifying specific areas for core activities on women, 
health and development, formulating projects arid assisting in their implementation; 

-strengthening the emphasis on women1s organizations in the existing regional 
programmes on maternal and child health (including family planning), nutrition, health 
education, health manpower development, and primary health care； 

-special focus of specific women1s organizations with respect to adolescent 
reproduction, abortion, and old age; 

-promotion and dissemination of information on health education, focusing on both the 
male and female population concerning maternal and child health, nutrition, 
communicable diseases, prevention and control of occupational health hazards, 
environmejital sanitation, and mental health； 

-country-level assessment of special needs to identify areas in which activities 
related to women, health and development should be promoted to determine mechanisms to 
promote these at country level, and to identify existing programmes in health and 
non-health sectors having a potential impact on women, health and development； 

-research to identify country-specific factors indicating the relationship between 
women1s health status and their role in health and overall national development, 
particularly the promotion of community participation in primary health care; 

-collaboration with non-health sectors in development programmes (e.g. agriculture, 
rural development, labour, education, and social welfare) to promote activities 
related to women, health and development ; 

-collaboration with Member countries regarding the formulation, funding and 
implemention of projects specifically related to women, health and development. 

Europe 

131. To support women in their сontribut ion to primary health care, with particular 
reference to self-care and self-reliance and prevention of abuse of technology, the following 
targets and strategies have been formulated; 

~ assess and compare the scope and workload of women1 s health care activities in the 
family and community in selected Member States (prevailing conditions, future trends, 
resources, productivity)； 

-identify issues of women1 s health taken up by consumer groups and the women1s health 
movement, and assess the influence of such groups on changes in the health care system; 

-initiate by 1985 studies in six Member States on the relationship between parents and 
child health services； • 

-formulate regional policies with regard to women1s involvement in the planning and 
execution of health programmes at all levels. 



Eastern Mediterranean 

132. The following strategies have been formulated: 

一 collect basic information regarding national plans and programmes related to women's 
issues, including the mechanisms and structures that serve them, whether governmental 
or voluntary； 

-provide opportunities for selected women in leading positions in public life to meet 
and exchange experiences, ideas and information about women in health, to discuss 
issues and recommend guidelines for future action; 

-support Member States in the recruitment, training and utilization of female community 
health workers, including traditional birth attendants and voluntary workers, in order 
to cover the needs of women at the peripheral level； 

一 support Member States in their attempts to direct special efforts towards specific 
groups of women identified as being at risk due to biological and/or sociocultural 
factors； 

-encourage Member States to include a sex differential in their statistical data 
related to health development issues； 

-encourage Member States to review legislation related to the welfare of women, mothers 
and children. 

Western Pacific 

133. Improving the data base on women, health and development 

(1) encourage governments to incorporate sex and age factors in the existing national data 
collection and reporting system； 

(2) provide international support for improving the national data base by; 

一 preparing global guidelines on the concepts and indicators for measuring the social 
and health status of women; and 

一 organizing workshops and seminars to promote awareness, among planners and 
administrators dealing with the data, of the importance of women1s health and role in 
national and community development• 

134• Designing strategies for the more active involvement of women1 s organizations in health 
development 

(1) strengthen the capacity of women1 s groups or organizations to ensure their effective 
participation in primary health care in a manner that is best adapted to the local 
conditions of each country； 

(2) involve women and women1 s organizations in the planning, management, and implementation 
of primary health care programmes at all levels； 

(3) improve the quality of education and maternal and child health and family planning care; 

(4) strengthen health education programmes to improve the health status of women by; 

-providing systematic education programmes for women, particularly in the more 
disadvantaged sectors, in such areas as maternal and child health, nutrition, 
environmental health; 



-promoting awareness of the impact of working conditions upon health, particularly the 
health of mothers and their families, and of the need for preventive measures against 
health hazards at work; 

-encouraging teaching institutes to include information about women1s health roles in 
their curricula. 

135• Formulating a monitoring system on the social and health status of women 

(1) develop a mechanism for continuously monitoring the social and health status of women in 
local communities, including identification of problems related to social and health 
status, as an integral part of the primary health care monitoring system; 

(2) undertake research to help identify problems and needs specific to women of various 
groups, with particular reference to: 

-the relationship between women1s changing roles and their health; 

-mental health problems and factors associated with mental health； 

-the relationship of poverty, work, food and health; 

-women1s organizations and their involvement in health development； 

(3) institutionalize national bodies for coordinating the monitoring activities. 

Global strategies 

136. At the global level, the following strategies are proposedi 

-provide technical support for incorporating a women's dimension in on-going programmes 
at all levels; coordinate and report on activities concerning women, health and 
development； prepare and publish documentation on the status of women and health; 

一 develop women's components of intersectoral programmes related to health, such as the 
Joint WHO/UNICEF Nutrition Support Programme, water supply and sanitation (as part of 
the International Drinking Water Supply and Sanitation Decade), and social support for 
mothers and families； 

-promote the involvement of women1 s organizations in primary health care； 

一 support country reviews of existing roles of women1s organizations in health， 

including maternal and child health/family planning; 

-support and liaise with women1s nongovernmental organizations at international, 
regional and national levels; 

-ensure the continued existence of mechanisms (e.g. focal points and working groups) 
for guaranteeing that issues related to women, health and development are given 
appropriate consideration in all programmes； 

-collect and collate information on specific topics relevant to women1s health concerns； 

-gather and disseminate information on women1 s health issues (e.g. by maintaining 
mailing lists of women1s organizations； reviewing and identifying problems； giving 
greater visibility to women1 s health priorities； and raising awareness of 
interrelationships of women, health and development)； 

-increase knowledge and understanding about how the various socioeconomic factors 
related to women1s status affect and are affected by their health. Areas of concern 
include : 



-how the working and living patterns of women influence the transmission and 
control of diseases； 

-how women1 s roles affect child and family health; 

一 how the special stresses experienced by women affect their physical and mental 
health; 

-how traditional practices and social values or attitudes affect women1 s health 
and their access to health care； 

-increase resources for women1 s health, promote expanded primary health care 
appropriate to women, and support women in coramunity and intersectoral activities； 

-facilitate women1 s health care roles by; 

-defining the extent and value of women1s roles at all levels; 

-promoting means of lessening the burden of women1 s health work; 

-promoting action to increase women1s participation in decision-making and policy 
development at all levels; 

-promoting equal opportunities for women for education and training as health care 
providers, and equal remunerations； 

-encouraging and supporting the mobilization and organization of women in primary 
health care； 

-promote equality in health development by; 

-identifying the responsibilities of men in primary health care, in the family and 
the community; 

-improving health educational materials to reflect men's potential roles. 

Monitoring progress 

137. Significantly, many of the global indicators for monitoring progress towards 
health-for-all are of direct relevance to women and can be used to monitor progress in 
women1 s health and their participation in health development at the global and national 
levels - e.g. the proportion of infants with a birth weight less than 2500 g (an indirect 
indicator of nutrition and health in pregnancy)； access to trained personnel for attending 
pregnancy and childbirth; and female literacy (a potent indicator of women1s status, with a 
strong influence on their own health and that of their families, their fertility and their 
participation in health development)• 

138• Several other global indicators, if collected separately for each sex, would provide 
useful indications concerning women's and girls1 health status - e.g. infant mortality, 
immunization coverage, weight-for-age, and life expectancy. 

139. There are many other powerful indicators that can be used at the country level; of 
these, none is more telling than maternal mortality, which has been adopted as a regional 
indicator in five regions. Fertility rates, birth intervals, the proportion of first births 
taking place to very young women (under 18 years) or to older women (over 35 years), and 
availability or use of contraceptives are all good indicators of women's control over their 
own lives. Nutritional status indicators include data on weight-for-height, the prevalence 
of nutritional deficiency diseases, especially anaemia, and weight gain in pregnancy. 
Minimum legal age at marriage and/or the proportion of teenage women married, and the 
proportion of girls enrolled or attending school, are all status indicators directly related 
to health. The involvement of women and women1 s organizations at the primary health care 
level is important, but statistics on the proportion of women at the policy and 
dec is ion-making level in the health sector are more telling of women1 s equitable 
participation. 



140. As to infant mortality, it should be noted that biological and pre-natal conditions of 
the mother particularly affect mortality in the first months of infancy, and continue to 
affect morbidity and health status of both boys and girls in later life. Post-neonatal 
mortality and morbidity are more a reflection of environmental factors, particularly the 
microenvironment of the family, the psychosocial surroundings and caring behaviour that the 
family, in particular the mother, is able to provide. The proportion of neonatal to 
post-neonatal components of the infant mortality rates of selected countries is reflected in 
Table 3. 

TABLE 3. NEONATAL AND POST-NEONATAL MORTALITY IN SELECTED DEVELOPING COUNTRIES； 
RATES, AND AS PROPORTIONS OF INFANT MORTALITY 

(per 1000 live births) 

Neonatal Post-neonatal IMR 

Country 
Rate Percentage Rate Percentage Total 

Sierra Leone 79.1 51.4 74.7 48.6 153.8 
Afghanistan 40.4 34.6 76.2 65.4 116.6 
Pakistan 53.7 61.7 33.3 38.3 87.0 
Guatemala 18.1 25.9 51.7 74.1 69.8 
Mexico 19.8 38.1 32.2 61.9 52.0 
Sudan 11.5 26.6 31.8 73.4 43.2 
Sri Lanka 25.9 60.9 16.6 39.1 42.5 
Argentina 22.2 54.4 18.6 45.6 40.8 
Mauritius 18.4 57.0 13.9 43.0 32.3 
Thailand 20.5 70.4 8.6 29.6 29.1 

Sources; Special surveys and national data, about 1980• 

141. The above-mentioned indicators that are already included in the monitoring of progress 
towards health-for-all will provide a basis for assessing the situation of women and 
improvements over time. In addition, however, Member States may wish to use other indicators 
appropriate to their specific needs. Some of these, mentioned above, would better reflect 
the special health needs of women, as well as their roles in health and development in a 
given situation； as an integral part of a country1s monitoring, they would add significantly 
to the baseline of information of particular relevance to the health status of women and, in 
view of women1s key role in health, of the whole population. 



GLOBAL HEALTH-FOR-ALL AND OTHER INDICATORS RELATING TO WOMEN, HEALTH AND DEVELOPMENT 
(by United Nations geographical region) 

(about 1982) 

Region 

WHO global indicators Others 

Region % adults 
literate 

male/female 

% births 
attended by 

trained 
personnel 

% infants 
low birth 
weight 

Infant 
mortality 

rate 
male/female 

% enrolled in school % women 
aged 15-19 
married 

Average 
number of 
children 
per woman 

Region % adults 
literate 

male/female 

% births 
attended by 

trained 
personnel 

% infants 
low birth 
weight 

Infant 
mortality 

rate 
male/female 

Aged 6-11 
male/female 

Aged 12-17 
male/female 

% women 
aged 15-19 
married 

Average 
number of 
children 
per woman 

(1) (2) (3) (4) (5) (6) (7) (8) 

WORLD 67/54 56 16 103/92 76/64 55/46 30 3.8 
Developed 98/97 98 7 24/18 94/94 84/85 8 2.0 
Developing 52/32 49 18 116/104 70/53 42/28 39 4.4 

AFRICA 33/15 33 14 151/129 59/43 39/24 44 6.4 
Northern 44/18 30 10 128/114 70/45 42/43 34 6.2 
Western 20/6 39 17 171/145 44/30 29/16 70 6.8 
Eastern 29/14 26 13 142/121 55/41 33/20 32 6.6 
Middle 35/9 24 16 181/153 78/54 52/26 49 6.0 
Southern 55/56 66 12 109/92 82/86 74/70 2 5.2 

NORTH AMERICA 99/99 100 7 16/12 99/99 95/95 11 1.8 

LATIN AMERICA 76/70 65 10 90/80 78/78 58/54 16 4.5 
Middle 75/67 49 12 76/67 84/83 58/46 21 5.3 
Caribbean 67/66 60 12 78/68 85/87 60/59 19 3.8 
Tropical South 74/67 70 9 104/92 70/72 56/54 15 4.6 
Temperate South 93/91 88 7 47/41 98/98 70/73 10 2.9 

ASIA 56/34 51 20 108/99 73/54 43/28 42 3.9 
South-West 58/31 51 7 123/99 78/57 54/32 25 5.8 
Middle South 44/17 24 31 138/135 70/44 35/17 54 5.5 
South-East 75/53 52 17 105/87 71/65 43/35 24 4.7 
East 97/92 94 6 57/45 99/99 85/80 2 2.3 

EUROPE 96/93 97 7 25/19 95/96 81/80 7 2.0 
Northern 99/99 100 6 15/11 98/98 82/83 9 1.8 
Western 98/98 100 5 17/13 95/96 87/89 5 1.6 
Eastern 97/92 99 8 30/21 92/91 80/81 9 2.3 
Southern 93/85 93 7 31/25 97/97 73/66 7 2.3 

USSR 100/100 8 35/27 99/99 72/82 10 2.4 

OCEANIA 90/88 12 48/39 88/87 75/71 10 2.8 

Sources: columns 1, 5 and 6 - UNESCO； columns 2 and 3 - WHO estimates； columns 4, 7 and 8 - Population Reference Bureau and 
United Nations Population Division. 
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