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WOMEN AND HEALTH POLICY IN SOUTH ASIA

Introductiow to- Sangat

he countries in South Asia share

close historical, political and cultural
links and there are broad similarities in
the causes and nature of poverty and
situation of women. There is therefore a
need to create common forums for
learning from varied experiences and joint
policy making across boundaries. The
situation of women in South Asian
countries is characterized by gender
inequity and subordination. Women lag
behind men in all indicators of social and
economic development - sex ratio,
education, health, nutrition and so on.
Women are concentrated in low paid and
unskilled jobs, earn lower wages and
generally do not own property and
economically productive resources. They
are largely excluded from structures of
governance and justice and from
processes of economic, social and political
decision making.

Women are also excluded from and
adversely affected by present models and
trends of development, which have
resulted in increasing impoverishment
and hunger, landlessness, environmental
degradation and marginalization of the
poor. Issues of women’s development
cannot be seen in isolation from other
issues such as militarization, increasing
communal and ethnic violence, religious
fundamentalism and the impact of
marketization and globalization on the
economies of these countries. These forces
act collectively to further constrain
women’s spaces and roles and reinforce

existing patriarchal institutions,
relationships and values. The socio-
economic variables involved in the
developmental processes need to be
looked at from the women’s point of
views.

The South Asian Network of Gender
Trainers (SANGT) was created in April
1998 during a South Asian workshop of
gender trainers in Koitta, Bangladesh.
The founders of this network were 27
women and men from the five countries
in the region. The main objectives for
creating this network were as follows:

#* to keep in touch in order to expand
and strengthen bonds of solidarity

# help evolve a  South Asian
perspective on issues related to
gender and development.

#* to bring to centrestage women’s
concerns and issues in all development
debates

* help lobby for a gender perspective
on all issues at the South Asian and
national levels

It was decided that the network should
have a rotating secretariat and for the
year 1998-1999 it was with Bedari in
Pakistan. In April 1999 the secretariat
moved to Jagori in India. At that time
the name of the network was changed
to SANGAT (South Asian Network of
Gender Activists and Trainers) so as to
include a wider constituency. Three
workshops have been organized under
the banner of SANGAT:



#* Workshop on Self Awareness and
Self Growth held in Islamabad in
April 1999.

* Workshop on Women and Health
Policy in New Delhi in November
1999

#* Workshop on Information and
" Know how held in Pune in February
2000.

This network has now grown to over 300
organizations. SANGAT also brings out
regular newsletters which include
contributions from its members in all the
countries. The newsletter has been
conceived of as a space for dialogue on
issues of concern to all of us.

Background to- the: Workshop

With increasing globalization and
privatization, health has become

a commodity. The role of the state in
providing health services is changing
and international development agencies,
non-government organizations and
pharmaceutical companies amongst
others are more actively involved in the
health sector than ever before. Thus we
decided that the focus of the workshop
would be on health policy.

We wanted the workshop to be
progressive and provide concrete
grounds to build upon, rather than just a
critique of policies of the state and
international agencies. The truth is that
we have all been struggling to find
alternatives and women/people -
friendly ways of delivering and accessing
health. We therefore felt that it might be
useful to bring together some of these

-

different initiatives and collectively
reflect and build upon them.

Having decided this, the next step was
to plan the format of the workshop. We
met several people during this
formulation stage who gave us valuable
input. We finally decided to go in for a
format where case studies of different
initiatives linked to the understanding,
provision and delivery of health care and
services would be presented by groups
and individuals who had been working
in the field for at least five years. The case
study format enabled us to have detailed
presentations on several issues and also
build on experiences of different
organizations and groups who have been
doing rich work on the field and at the
grassroots level.

One of the main critiques from women'’s
groups and health activists has been that
women'’s health has been translated only
to reproductive health, and often more
narrowly to family planning. It is
imperative for us to broaden the canvas
of women'’s health issues and that was
one of the factors in planning the
workshop. The effort was to have a wide
range of issues relating to women's
health to situate the broad framework
within which we need to address
women'’s health issues. In addition,
there was a presentation of the overall
health status and concerns of each
country in order to set the stage for the
following papers and discussions.

As the focus was on policy, it was
decided that the workshop should also
provide space for a dialogue with people
in positions of power and decision



making. A symposium was organized
at the end of the workshop where policy
makers in the governments and
international and donor agencies were
invited.

We hope that this workshop leads to more
dialogue between the different sets of
actors who have a stake in women’s
health issues —the state, donor and
international agencies, women'’s groups,
health activists and most importantly,
women.

The Workshop

The workshop was held in the sylvan
surroundings of the Sanskriti Kendra at
the outskirts of New Delhi. It is a creative
and sensitively designed artists village
which has been the host for many of
Jagori’s workshops. The staff was
courteous and non-interfering but
always there when we needed them.

The participants were men and women
who have been working in the field of
health and specifically addressing issues
of women'’s health. Since the format of
the workshop was a series of
presentations, all the participants were
themselves the resource persons. There
were seven participants from Pakistan,
eight from Bangladesh, 20 from India and
one each from Sri Lanka and Nepal.

The workshop was very intense,
stretching late into evening. On the first
day, we had a special evening session
with Dr.Zafarullah to discuss the
upcoming People’s Health Congress.
Friends from Jagori and our community
group joined us one evening to perform

their play and this was followed by
music and songs from all participants.
The participants managed to find time
to go into the city for shopping at ‘Delhi
Haat’ and to catch the late show of
contemporary Hindi films. There was
also lots of music and dancing in the
evenings which provided the spaces for
us all to get to know each other better.
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Welcome Speechv

Kamla Bhasin
FAQO-NGO South Asia Programme

eminists have taken the lead to break

barriers between countries and
understanding has survived through
difficult times in war and peace.
SANGAT was born in April 1998 with
dreams of peace, justice and equality in
South Asia. Feminists started making
connections in a holistic and ecological
way and realised that there could be no
development without peace. Health was
integrally linked to agriculture and
trafficking was to be understood in
relation to rural livelihoods. The real
agenda was to make friendships across
borders.

“Development” has not reached the
majority of people, but infact to many it
has spelt the death of culture, livelihood,
self-respect and ideology. Something
positive must emerge from this darkness
and we must look towards alternate
people friendly initiatives in development
done by NGO's to set examples for us.
The instance of an organization in Cuba
winning the Right to Livelihood award
for good organic agriculture is
heartening.

The fight is to have people control their
own resources especially now as
everything is being patented. The main
challenge is thus to have people control
what is theirs and stop the government
from giving it away to national and
international capitalists.

One should be averse to “there is no
alternative” (TINA) syndrome which is

the biggest danger to South Asia in terms
of free trade, globalization, SAP. We
need to believe in “there is an alternative”
and the majority of the world is with us.
The need of the hour is to move away
from the profit-oriented paradigm,
militarization, tragic nuclearization of
South Asia and unacceptable wars like
Kargil.

This workshop is an opportunity for
people from South Asia to come together
to share some of their concerns and
experiences in their work on health. We
hope that it will lead to shared learning
and initiatives in the region on health
issues, since many of our concerns are
similar.

- o
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Healtiv Policy iv Indiov : Anw Overview
Dr. Rama Baru
Jawaharlal Nehru University, India

The evolution of health policy in any
country can be studied in two ways :

#* As a series of landmarks marked by
committee reports and plan
documents or

#* As a process which reflects the
changes in the overall socio-
economic development of any nation.

The former approach is important to get
a sense of policy direction; however it
does not give any insight into the reasons
for the choice or shift in policy. By merely
analyzing health policy without placing
it within the policy on social security will
be a partial analysis. Similarly one also
needs to examine the ways in which social
security is conceived of and the patterns
of provisioning that arise out of it. For
evolving strategic changes we need to
explore the links between health, social
security and the economic policies over
time.

The manner in which social security
services are planned for a population
depends on how its role is conceptualized.
There are broadly three ideological
positions from which social security can
be viewed :

#* As a right
#* As an investment
* As a consumption

When social security is viewed as a
right then the access to full employment

becomes fundamental and it is upon this
that all other social programmes are built.
The integrated view of economic and
social policies is seen in many of the
socialist countries. In most capitalist
countries, social security schemes are
seen as necessary for protecting certain
sections of the population that are
considered to be vulnerable viz. the
unemployed, the disabled and the elderly.
When a society views social security as a
‘consumption’, then it is largely the
responsibility of individuals to take care
of their needs. Here the state plays a
minimal role for providing protection to
the vulnerable sections of the population.

China and India started their health
programs at the same time and today
China has a health care system on par
with developed countries as they created
social security systems which addressed
food security and livelihoods. In China,
communicable diseases are no longer the
main causes of death and illnesses.
Maternal mortality has also gone down.
Many European countries have come up
with excellent social security systems
which have focussed both on the
individual and a strong state component.
The American model is primarily
consumption based and the individual
has a more important role than the state.

In India at the time of independence, the
Bhore Committee recognised the need for
locating health policy in relation to social
security and economic development. This
integrated view of social security was
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seen in the first two plans when the state
invested in anti poverty programs and
food security through the Public
Distribution System.

The second five-year plan recognized the
need for economic development and full
employment to all its citizens. India has
had a number of social security
programs since independence, but the
financial outlays have been inadequate.
The social security schemes include PDS,
social assistance, poverty alleviation
programs and provisioning of health
services through the Central government.
There have been several state governments
that have initiated social security
programs such as the midday meal in
Tamil Nadu and the Rs 2 per kg rice in
Andhra Pradesh, the Employment
Guarantee Scheme in Maharashtra, head
loaders pension scheme in Kerala. Most
of these have been financed through
general taxation.

There are two striking points to note
about social security schemes — firstly
there has been little synergy between the
overall economic policy and social
security schemes and secondly the social
security policy has been fragmented and
under-financed.

Health policy has focussed largely on
health services and family welfare.
Though the focus in the early years was
on building an extensive primary health
care network, over the years the priorities
shifted to building secondary and tertiary
care. The investments in health have been
registering a decline through the
successive plan periods. There has also
been little discussion on the role of private
interests in the health sector although

6

both medical and pharmaceutical
interests have been accommodated.

In 1982 there was a shift in the health
policy and it was the first time that a
government document stated that it
could not be the sole provider of health
services. The involvement of the private
sector and NGO’s was sought.
Concessions were given to the private
sector. This was followed in the 1990s
by the structural adjustment programs
period which was a period of further
disinvestment in health and social
security. The World Bank has become a
central actor and it has provided soft
loans with conditions. In Latin America,
the World Bank prescription was to close
state intervention and the private sector
was given free hand and this resulted in
a total failure. It is therefore essential for
the state to continue as the main provider
of social security and health care since
NGO'’s and the private sector cannot
replace the state.

We need a public health system to
regulate relations between the primary,
secondary and tertiary sectors. Change
should also come in the health
bureaucracy. Women’s health issues
have been largely restricted to deal with
family planning and population control.
The focus has been on maternal and child
health, with a strong element of fertility
control. There are also many new
challenges for the health system such as
the resurgence of communicable diseases
like malaria and tuberculosis. We need
a health care system that is responsive
to the needs of people, especially the
poor, who find it difficult to access good
private health care.
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#* Outlay for health policy from bud-

get - The problem of lack of funds
for health services needs to be looked
at. Since the tax base has been re-
duced, money for investing in the
public health becomes less. Further,
loans from World Bank come at-
tached with conditions like buying
modern medical equipment pro-
duced by the first world. This leads
to a drain in resources. The issue of
whether user fees can be used to
generate revenue and make the
health system more sustainable was
discussed. However, user fees do not
generate the kind of revenue re-
quired in the health sector.

Public doctors doing private prac-
tice - Some state governments have
banned government doctors from
private practice, but the powerful
doctors lobby has protested and
managed to revoke the order. This
practice is so deep rooted that a
strong government policy is required
to tackle this. Small and medium
sized nursing homes need govern-
ment doctors who divert their pa-
tients to them.

Maternal, child and reproductive
health policy have become linked
to population policy - MCH ser-
vices were not actually meant for
fertility control, but were for poor
people who had very high maternal
and child mortality.

Integrating multiple healing systems
into the health policy - Despite the
existence of different healing tradi-
tions in the region being actively

used, these have been sidelined in the
national policies. The role of women
as health care providers has also not
been recognized since they have
mainly been associated with alter-
nate healing systems.



Healthv Policy inv Bangladesh : Anw Overview
Nasreen Huq
Nari Pokkho, Bangladesh

he life expectancy of women in

Bangladesh is 57 years. Maternal
mortality is very high [450-600 per
100,000 live births]. Deaths due to
unnatural causes [burns, poisoning,
snake bite, accident, homicide and
suicide] have an even higher rate than
maternal mortality. Nutritional status of
women is also quite low. Many women
have chronic energy deficiency and 50%
of mothers with children under 5 have
low haemoglobin. Iodine deficiency
affects 50% of population and women are
more severely affected. The most
common health complaints of women are
aches and pains, gastric ulcer, weakness
and reproductive tract problems.

The government outreach services at
the village level are :

# Domiciliary services- Includes Fam-
ily Welfare Assistants [FWA] and Health
Assistants [HA]. Main services provided
by FWA are family planning- pills/
condoms, recruitment for clinical
contraceptives. Main service by HA is
immunization and mobilization for
health campaigns.

* Satellite clinics- Outreach  centres
providing family planning services and
antenatal care and limited curative care-
linked with immunization. Female para-
medic, family welfare visitor provides
service. Health Assistant provides immu-
nization. Family planning clients are
brought by FWA'’s.

Proposed community based clinics will
provide static services and replace
domiciliary services. Services at the
community clinic will be provided by the
Health Assistant and Family Welfare
Assistant.

Thana level services

#* Thana health complex-31 bed hos-
pital. 8 doctors, 5 nurses, lab technician
etc. In-patient services, small surgery,
limited pathology. Under the health ad-
ministration, 15 beds for women and
children.

* Family services which control the
work of the FWV’s and FWA's, satellite
clinics, clinical contraception.

District level services

#* 50-100 bed district hospital. Post for
gynecological consultant; facilities for
major surgery. Full obstetric services.

# Maternal and child welfare center
Antenatal care, delivery care including
EOC, clinical contraception

Tertiary services

#* Medical college hospitals and special-
ized hospital ward for women.

Abortion is illegal except to save the life
of a woman. Menstrual Regulation (MR)
is a means of ensuring that a woman at
risk of pregnancy is not actually



pregnant. In 1979 Government of
Bangladesh stated that MR services
should be made available at all
government health facilities at district
and thana level.

The National AIDS Policy was adopted
in 1995 and it recognizes human rights
of all, including persons infected with
HIV. It endorses confidentiality of
personal and medical information. It also
recognizes vulnerability of women in
protecting themselves from HIV due to
their subordinate status and the
difficulties in negotiating safe sex, burden
of care and concerns due to placental
transmission of HIV. It also addresses
issues of condom use, HIV testing, blood
transfusion services, protection of
commercial sex workers.

National Policy on Women was adopted
in 1997. Actions for health include
strategies to:

* Increase women'’s access through the
life cycle to appropriate, affordable and
quality health care, information and
related services.

* Strengthen preventive programs that
promote women’s health.

#* Develop adequate measures within
the health system to identify and respond
to cases of violence against women.

# National action plan based on
National policy for women's
advancement

#* Undertake gender sensitive  initia-
tives that address sexually transmitted
diseases HIV/AIDS, sexual and repro-
ductive health issues.

# Promote research and disseminate
information on women'’s health.

#* Increase resources and monitor fol-
low-up for women'’s health

#* Develop strategies to address the
gross nutritional deficiencies in women
and girls including micro-nutrient
deficiencies.

The government of Bangladesh and the
World Bank consortium of donors
initiated the health and population sector
programs. It had previously supported
this as five-year population and health
project. The main focus has been family
planning and the aim was to broaden
the focus to include other aspects of
health. When the strategy was being
planned the aim was to have
participation by NGOs and women'’s
groups. Special emphasis was given to
stakeholders to provide support for
re-unification of health and family
planning. Essential services package
provided jointly by health and family
planning workers at the community
clinic level was endorsed. Provision
for local health watch committees
and stakeholder participation in
reviewing health services was built
into the programme. There was a
stipulation for annual performance
review. In actuality there was no
participation from women’s groups or
NGO's.

The reunification of the two ministries —
Health and Family Planning did not
happen as planned, as there was no real
commitment from the ‘rank and file’ of
the services for reunification. The focus
and budget allocation remained in favour

9



of family planning and not women'’s

health.

Health policy concerns for women

Essential services package and
outreach services [Community clinic,
satellite or domiciliary services]- does it
address women’s complaints other than
family planning. What services are
provided for contraceptive side effects?
What avenues are put in place to
provide full information on contracep-
tives to women?

Important area of work for women
health activists in Bangladesh

#* Monitoring grassroots implementa-
tion of health programs described in

policy.
#* Monitoring budget allocations

#* Taking the initiative from opportu-
nities based on ICPD (International Con-
ference for Population and Develop-
ment), Beijing, CEDAW to dialogue
with government for specific women’s
health concerns

NGO innovations

# Gonoshasthya Kendra- female
paramedics, door to door service for
PHC, antenatal care and reduction of
maternal mortality, infant mortality,
taking ORS out of ICDDR and thus to
the community.

#* Bangladesh Women'’s Health  Coa-
lition - reproductive health services for
women including MR (Menstrual
regulation) with other health
services.

10

#* BRAC (Bangladesh Rural Advance-
ment Committee) - developing the model
integrating outreach services linking sat-
ellite clinics with immunization, taking
pilots to scale.

D iscuwssiov

#* Integration of health and family
welfare services- While this attempt
at integration is interesting in
Bangladesh, in India the two services
remain seperate. The integration of
health and family services is defi-
nitely donor driven because of the
costs involved. Now with the ICPD
the reduction of cost has become a
legitimate affair.

#* Need to critically look at vertical
programmes and the rationale for
them- India has large  number of
vertical programmes for HIV, Lep-
rosy, TB etc. More such programmes
are being introduced in Bangladesh,
which already has 128 such pro-
grams. World Bank report states that
the personnel involved in such
programmes have resulted in in-
creased salaries. There exist now
specialised hospitals for eye, leprosy
but no women'’s hospitals. However,
these programmes also duplicate in-
frastructure and personnel that al-
ready exists and look at specific ill-
nesses too narrowly.

#* Lack of other systems of healing in
Bangladesh - Allopathy is dominant.
Homeopathy training and certifica-
tion are not very clear.

* Role of traditional midwives - They
are accessed by 98% of the women
and are the mainstay of obstetric ser-



vices, but the government does not

pay them.

Population policy - The 1976 popu-
lation policy is outdated. The new
policy will be separate from the
health policy. It will include perfor-
mance targets. Male sterilisation till
now has been provision of lip service
instead of behavioural change.
Women in Bangladesh prefer pills,
followed closely by Depo-Provera,
which is quite common. There has
been resistance to this by NGOs but
it continues to be commonly used.
The reasons why it is popular and
commonly used is because of the ad-
vantages like its universality, return
of fertility, global acceptance and
WHO approval. But it also reduces
lactation and induces depression in
the users. The women using it in
Bangladesh belong to the very poor
segment of society. Research needs
to be done on the Depo-Provera
records available and interviews
need to be conducted with women
users. Since women in Bangladesh
have been using Depo-Provera for
around 20 years, we can gain some
valuable data on the long term ef-
fects of Depo-Provera especially since
women’s health activists have been
claiming for years that it is not safe
for women to use.
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Drug policy : Situation inww Thivd World Countries
Dr. Zafarullah Chowdhury
Gonoshasthaya Kendra, Bangladesh

Some interesting statistics:

#* 40% of the Indian people cannot
have two square meals and the case
is worse in Bangladesh.

#* 7.4% Indians are unable to buy all
essential drugs despite the fact that
Indian drugs are the cheapest in the
world.

#* 60% Bangladeshi children are
malnourished.

#* 25% Bangladesh citizens are unable
to visit physicians.

#*  48% of currently prescribed drugs in
USA came to market after 1990.

#* USA has most expensive health
systems.

# US drug companies have upper
hand over federal drug authority. In
developed countries drugs are
cheaper compared to third world
countries. To buy 13 drugs an
unskilled worker in a developing/
underdeveloped country has to work
215 days while in developed
countries, one has to work for 8 days.

In Britain the government has authority
to compel drug companies to produce
essential drugs. However, the case of
developing countries is different, as they
have been coerced into selling themselves
to multinational pharmaceutical houses.

The common argument for price rise is
huge investment on R&D. Most of the

12

drug development research is done in
developed countries and marketing is
done in third world countries. [Under
research expenditures like clinical
development, market development etc.]
Indian companies manufacture most of
the drugs produced in developing
countries. Many developed countries
claim to spend billions of rupees on
developing drugs. India has got
scientists, capabilities in the area of drug
research but has opened its market to
multinational drug companies.

Politics of medical and
health research

# The research documents related to
drug companies are very difficult to
locate and expenditures are not made
available to the public.

# Pharma-economics is not a part of
medical curriculum

# Medical information is not easily
available in third world countries.

#* Third World country subscribers pay
higher subscription rate for scientific
journals.

#* Lack of knowledge is taken advantage
of both by Third World drug
companies and developed countries
drug companies.

#* Costliest drugs are the most misused

Developed countries complain that most
of the drugs are counterfeited by Third
World drug companies especially those



drugs whose production cost is cheap
and cost price is high. But the fact is that
more counterfeit drugs are produced in
USA than in India.

Main issues for third world countries:

#* Price of drug should be affordable.

#* Book of accounts of drug companies
should be transparent.

#* Rational prescription of drugs by
medical profession is essential.

#* Technology transfer in vaccine
development to developing countries
so that it is affordable.

The Bangladesh drug policy of 1982 was
a copy of India’s policy. After that
Bangladesh banned 1700 drugs some of
which are still available in India. This
approach raised vital questions in the
British parliament, which felt that
Bangladesh had played a pioneering role
in this field. France is now banning
drugs, which were banned by Britain in
1984.

Drug price is still falling in Bangladesh.
There is no production of raw materials
therefore they are dependent on imports.
National companies control 60% of
market and quality of drugs has
improved. None of the foreign
companies left despite threatening to do
so. But even now the majority of people
are outside health care. Some unethical
drugs are officially available in
Bangladesh and doctors prescribe some
banned drugs.

D iscussiovw

#* Drug Research - Drug companies do
much research on drugs and it is
difficult to totally believe all the
results. The research conducted by
drug companies is often fictitious and
major journals are also funded by
them. The findings of this research
are swallowed by Third World
nations. Journals should declare their
sources of funds. Transparency of
drug companies and research into
new drugs is required. Granted that
companies must make profits but it
could be mandated that 2% of the
income before tax should be kept
aside for research so that it could go
to the university. Further, NGOs
should act as monitoring bodies of
drug research.

# Drug Prices - Pakistan has the
second or third highest drug prices
in the world. Most people feel that
the costly drug is the best which
unfortunately is not true for drugs.
Drug prices need to be regulated.

* Introduction of contraceptives - In
Bangladesh initially contraceptives
were not included in the drug policy
and were imported. The practice was
that the drug must be used in a
developed country to be registered in
Bangladesh without proper trials.

13



Healthv Policy inv Nepal
Dr. Aruna Uprety,
Health Researcher, Nepal

Peoples’ right to health is being
adversely impacted upon by
globalization and structural adjustment
policies. The liberalization of national
economies favours those who own
capital. Government responsibility for
social welfare is decreasing. Reduction
of government health budgets has
affected cost and availability of services.
This has resulted in :

#* Privatization of public health services
has led to more private hospitals and
expensive drugs which are less
accessible to the common people.
Even in medical colleges, doctors
indulge in private practice.

* Water and electricity has become
more expensive which then raises the
costs of health services.

# Deregulation (Removal of price
control) - In private hospitals one
very simple operation can cost 10 to
14 thousand rupees 3-4 times more
than a salary of government officer.
Oral rehydration therapy has become
300% more expensive. It was one
rupee, now it is three rupees and the
ORS sold by private companies are
10 rupees. Increasing user fees have
been increased for health services
along with decreased responsibility
of the doctor. For example, medical
staff in public facilities invest more
time in private practice to the
detriment of quality of public health
services.
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# Cut down in health budget - Less
budget for hospitals has had an
impact on services and personnel.

Primary health care has suffered due to
these factors. Many local health posts
are without paramedical staff. Drugs
available are only sufficient for 3-4
months. Though the family planning
services are still provided by the
governments in rural areas, in many
urban areas commercial organizations
are taking over the provision of services.
The government is still providing
immunization but slowly it is going in
private hands. Though the data shown
by the government is very high, it is
rather doubtful.

Education has increasingly got
privatised. Privatization of medical
colleges, nurse courses and ANM courses
has made it affordable only for rich
people. Due to privatization, health has
become a commodity rather than a right.

Migration of male population for various
reasons has led to more women-headed
families, which has led to a double
burden for women. Also the increase in
trafficking has led to further oppression
of women.

The Safe Motherhood program has a
vision, which states that only emergency
obstretic care can substantially reduce
maternal mortality. DFID, a British
donor agency which supports this



programme brought out a document
where it stated that only emergency care
can save a woman’s life. Education and
status in the family do not have a
significant relation with the outcome of
pregnancy. It also stated that antenatal
care does not make much difference to
the maternal mortality rate. The critique
from women’s groups has been that
though emergency care is important, it
is essential to have a life cycle approach
to women'’s health.

Women are discriminated against in their
childhood and adolescence, in terms of
nutrition, education, empowerment and
all these have to be taken into
consideration. Secondly, the emergency
approach also assumes that all pregnant
women are at risk of obstetric
complications.

Women’s Health Policy 1997-2002

#* Visible improvement in the status of
public health will be brought by
strengthening existing health
infrastructure in the services
relatedwith preventive, curative,
rehabilitative and family planning
services. However, at present the
health infrastructure is very poor and
few people have access to health
facilities.

# Family planning versus population
growth — the stated focus of the health
policy is to shift towards family
planning in keeping with the
recommendations of the ICPD. At
present, the family planning program
provides target oriented services. These
services are not available in time and
insufficient counselling is provided.

Contraceptive technologies that are
available have many side effects.

Di ;

# Women’s Health Policy- The
government’s lack of interest in
women'’s health policy is reflected in
the fact that there is no consultation
with doctors and women’s activists
when policies are being formulated.

#* Maternal mortality - There are two

major misunderstandings about how
maternal mortality can be reduced.
One is that improvement in women'’s
socio-economic development will
lead to its reduction. The second
misconception is that antenatal care
is not linked with maternal mortality.
While most obstetric complications
can neither be predicted nor prevented,
screening for risk factors can identify
groups of women at risk. Though
obstetric emergencies cannot be
prevented, they can be treated. In
reality both aspects have to be looked
into —women'’s socio-economic status
and emergency medical facilities.

#* Hospital facilities - According to

Nepalese Government only 8% of the
population can access hospital
facilities. The leading reason for
hospital admissions amongst women
is post abortion complications (54%).
The second most important cause of
hospital complications was postpartum
haemorrhage (30%) which implies
that there are problems both inside
and outside the health facility.
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Overview of Health Situationn inv Srii Lanka
Dr. Jaylakshmi

Centre for Human Development, Sri Lanka

n Sri Lanka, women have a very high
tatus primarily due to the Buddhist
doctrine, which stresses on the equality
of both sexes. The health sector in Sri
Lanka is wide reaching and accessible to
everyone. Ayurveda and Western
medicine are both practised and
universities exist for both. The Health
Ministry is divided into separate
departments for Western medicine and
Indigenous medicine.

A primary health centre exists for every
2-3 villages and a doctor is available at
these centres. Each health care worker
covers 800-1000 families. The Family
Health Bureau under the Ministry of
Health in Colombo gives free advice and
free test for anaemia. There are three types
of hospitals - national, teaching and rural
hospitals. The plan is to integrate doctors
from different streams.

Every pregnant woman gets a card and
the health worker visits her every month.
This falls under the mother and child care
program. Every woman is required to
attend the health clinic. The worker is
given midwifery training for two years
along with basic knowledge of medicine.
The most popular family planning
methods used are sterilisation, pills and
Depo-Provera. A majority of deliveries
take place in hospitals. Medical
Termination of pregnancy is illegal and
only if the mother’s health is in danger,
it can be done with the recommendation
of two doctors.
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The maternal mortality rate has been zero
for the past five years. Infant mortality
rate has reduced from 139 in 1945 to 21.3
in 1996. Vaccination system is extremely
efficient and the BCG vaccine is given to
the new-born child within twenty-four
hours of birth. Without this vaccination
children are not admitted to school. The
health status of the population is very
good and health services are accessible
to a large majority of the population.

Di p

#* Traditional widwivery - It is
interesting to note that in Sri Lanka
with the good system of medical and
health care, the tradition of midwives
is no longer existent, unlike the other
countries in the region where a
majority of deliveries take place with
the help of midwives. In the earlier
traditional system antenatal care also
used to take into consideration
psychological issues. The village
doctor did not charge money for
services delivered. However, evén
now, pregnant women are well
looked after in the villages and have
a high status. Working women are
given three months leave after
delivery. In the labour room there
are windows so that the baby, which
is seen to be coming from a dark cave
should not have its eyes affected by
the harsh light. It was shared that
this sounded very familiar to the
practices in Kerala.




#* Sri Lanka presents a different

scenario - The health situation of
women and the availability of health
services in Sri Lanka is quite different
from the other South Asian countries.
This is may be due to the higher social
and economic status of women in the
society and also the country’s higher
GNP. The problems faced in the other
South Asian countries such as high
child and maternal morbidilty and
mortality are not faced by Sri Lanka.

The status of allopathic and
Ayurvedic systems - Doctors from
both systems are in high positions.
and rules and regulations about
Ayurveda are similar to that of
allopathic medicine. Salaries of
doctors are also same. Ironically the
first chapter of Ayurveda is about
surgery but operations under this are
not allowed. People in urban and
remote areas prefer Ayurveda to
other systems.
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Womenw's Healthv Policies in Pakistowv
A situational ond future perspective
Faraah Parvez Saleh
Citizen's Commission for Human Development Pakistan.

Pakistan lags behind most developing
nations in women’s health and
gender equity:

#* About 24% of Pakistani married
women use contraception [usage is
40-80% in most of Asia], although this
marks a substantial increase from the
9% in 1985.

# The gap between contraceptive use
and the desire to space or limit births
is one of the largest in the world.More
than one-third of Pakistani women
wish to space the next birth or limit
the family to its current size but are
not using contraception.

# Laws are highly restrictive on
abortion, thus many women resort
to unsafe abortions, which causes 5-
13% of all maternal deaths.

# One third of births occur within two
years of the previous birth, which
doubles the mortality risk for the
new-born.

#* More than 40% of women are
anaemic.

* Trained providers during delivery
are available for only 20% of women.

#* Pakistan ranks third among the
world’s countries in numbers of
infants who die of tetanus, which
can be prevented by immunizing the
mother as part of prenatal care.

#* Information and services to prevent
and control reproductive infections
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[including transmission of HIV] and
to combat gender-based violence are
virtually unavailable.

#* Households spend considerably less
on women than on men in the event
of illness.

The quality of care is depressed by a lack
of responsiveness to women'’s special
health needs - shortage of staff (especially
female paramedical workers), lack of
supplies and drugs, inadequate
community outreach and counselling,
poor adherence to standard medical
procedures, and weak supervision. These
failures are reflected in under-utilisation
of services as well as poor health
indicators.

Reproductive Health Package in Punjab

# Comprehensive family planning
services for females and males.

* Safe motherhood comprising of
maternal health care and pre and
post abortion care.

# Child health care to children less
than five years.

#* Management of reproductive health
related problems of adolescents.

#* Management of other reproductive
health related problems of women.

# Prevention and management of
RTIs/STDs and HIV/AIDS.



*

Management of infertility.

Detection of breast and cervical
cancers.

Enhancement of male involvement.

Safe Motherhood Programme

*

To ensure the early detection and
management of prenatal and post
natal period with a focus on EOC.

To improve antenatal coverage,
enhance TT vaccination, detect and
treat anemia.

To ensure provision of 100% EOC at
all DHQ hospitals and 75% of Tehsil
hospitals by 2010.

To reduce MMR by 50% of the
existing level by 2010.

To reduce maternal morbidity by
60% of the existing level by 2010.

To establish database for maternal
morbidity and mortality.

To develop institutional capacity for
training health personnel.

Infant Child Health Care

*

*

To reduce IMR to 80 per 1000 live
births by the year 2010.

To establish database for infant
morbidity and to adopt strategies to
address the problem.

Prevention and Management of RTI/
STD

*

To reduce prevalence and incidence
of RTIs/STDs.

To create awareness in the
community and service providers.

*

To develop institutional capacity for
prevention and management of RTIs
related issues within public and
private sectors.

To integrate RTI services with health
and FP services.

Management of Reproductive Health
Issues of Men

»

To enhance male involvement in
reducing the family size,
identification of STDs, screening and
treatment.

To develop facilities for management
of male sexual dysfunction, infertility
problems.

To create awareness about the
rights of women and responsible
parenthood.

Gaps and failures in reproductive
health care are

*
®
*

High risk pregnancies at an early age
Limited access to good health care

Iron deficiency, anaemia and poor
nutrition

Unavailability of emergency and
obstetric care

Low utility rate of contraception
amongst married women

Unavailability of contraceptives,
especially in rural areas

Lack of antenatal care and childbirth
by trained health providers

Lack of sufficient number of female
paramedical and medical staff

Spread of HIV and drugs amongst
women and children

19



Spread of malnutrition among
women and children

Deficiency of proteins

Deficiency of iron amongst pregnant
women

Deficiency of iodine amongst women
and children

Deficiency of vitamin A
Lack of household food security

Lack of health services and health
environment

Lack of potable water and poor
environmental sanitation

Recommendations for covering
health gaps

*
*
*
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Decentralization
Community participation

Health and education management
information  systems to be
strengthened.

Co-ordination of development efforts
needed between the government and
donors.

Involvement of private sector in
provision of Service Delivery.

Women-friendly district health
systems.

Building of institutional and human
resources capacities.

Midwifery training.

Strengthening of skills of NGOs in
social sector delivery.

Communities involvement in
assessing their own needs/
identifying priorities for action.

# Health

Di o

and Family Welfare
Programmes - The reproductive
health package is the national policy.
The plan is to integrate the Ministry
of Health and Ministry of Population
and Family Welfare. It is donor driven
and World Bank technology provides
the support unit. The predominant
family planning methods in use are
copper-T and condom under the
family planning program. Depo-
Provera has been used for the past
15 years and sterilization is still
available. 80% of population have
awareness of family planning
methods but service delivery is poor.
People start using contraceptives but
stop midway because of side effects.
Doctors do not do any counselling
and women are the targets of the
family planning program.

Abortion services - Women can get
Medical Termination of Pregnancy
for psychosocial reasons according to
law. This needs to be certified by two
doctors. But due to the overbearing
societal norm woman do not access
this facility much.

Public and Private sector
involvement in health service
delivery - An experiment is on to give
over 10 hospitals to the private sector
to run them efficiently. The Chief
Executive will co-ordinate and has
the power to hire, fire from the
Secretariat. Decentralization of
health department should be done
by the local government but it has
not materialized till now.



Implementing Rep

roductive and Child

Healthv (RCH) policies inw Tamil Nadw

Dr. Leela Visaria
Institute of Economic Growth, India.

A precursor to the new Reproductive
and Child Health (RCH) policy has
been the removal of method specific
family planning targets. Since targets
were mainly used as a monitoring tool,
monitoring of family planning in TN
(Tamil Nadu) was shifted to the district
level on an experimental basis. An earlier
initiative in 1991-92, to remove the
non-health personnel in the district of
North Arcot had shown that family
planning performance had not declined
due to it.

The overall climate in Tamil Nadu had
been conducive to bringing about such
a shift in policy. There was rapid decline
in fertility taking place in spite of
relatively high infant and child mortality
rates due to changing aspirations of
people and expectations about and from
children, growing awareness of the
problems of continuous land
fragmentation and lack of employment
in the government sector.

Certain policies pursued by the TN
Government in the past had also been
conducive to strengthening health care
delivery at the primary level, such as the
reservation policy for education. Due to
this a cadre of doctors has been created
who have roots in small towns and are
willing to work in primary health centres
in those areas. Given the background of
the doctors and unavailability of
resources to specialise they take up
private practice as general practitioner or

a government job that ensures a steady
income.

According to the data provided by the
TN government, nearly 40.5 percent of
medical officers in the PHCs are women.
This has helped rural women to access
health and discuss their health and
contraceptive needs. Further, the
government has made employment as
Medical Officers (MO)in the primary
health centres quite attractive on several
counts by allowing doctors to have their
own private practice and reserving 50
percent of the post-graduate seats for
government sector doctors. The medical
officers can pursue postgraduate studies
under the quota only if they have
completed a minimum three-year rural
service. The TN government has also
reserved 15 percent of the seats at the
MBBS level for rural candidates with the
expectation that these candidates would .
be more willing to work in the rural areas.

To strengthen the logistics management
system for health care the Government
of TN established a Tamil Nadu Medical
Services Corporation Ltd in January 1995.
Its main role is to purchase, store and
distribute high quality drugs, medicines,
sutures and surgical equipment to
various Government Medical Institutions
in the State. It also renders services to
the other hospitals like supplying
equipment to the hospitals and
maintaining its own CT scan centers in
the premises of few government
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hospitals. The TNMSC ensures price and
quality control and also sufficient stock
of medicines.

The government has taken proactive
measures to involve the corporate sector
in its objective of improving the health
status of its people. Industrial houses are
being encouraged to fully or partially
adopt and maintain the Primary Health
Centre (PHC) and government hospitals
in the state. Fifteen industrialists had
expressed their willingness to maintain
60 PHCs in 1997-98.

The government is also actively involving
the donor community in its quest for
health for all. Recent projects with donor
agencies include the DANIDA health care
project, grant-in-aid from the Japanese
government for The Institute of Child
Health and Hospital for Children,
Chennai and World Bank grant for the
implementation of RCH (Reproductive
and child health) project.

The TN government has introduced a
reward and an incentive system that
. operates at both the individual level as
well as the community level, and which
is applicable both for the providers as well
as the client. For example, the ANM who
ensures that there is no infant death
during a year in her area, is rewarded
with one sovereign gold coin. At the
district level, the Medical Officer of a PHC
registering the highest percent of
reduction in IMR in the PHC area will get
a rolling shield. Similarly, the collector of
a District achieving maximum reduction
in IMR(Infant Mortality Rate) would also
be given a rolling shield. Other incentives
include paying an ANM(Auxillary Nurse
Midwife) each time she conducts a
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delivery at home in the rural areas
(Rs. 50) or refers a complicated case to the
higher level of care (Rs. 25). To help cover
the entire sub-centre area, the VHN/
ANM are given advance for purchasing
mopeds or two wheelers. Pregnant
mothers who are unable to earn their
daily wages during later months of
pregnancy are compensated for wage loss
with Rs.500.

To improve the availability of services, the
TN government has introduced provision
of 24-hour services in the primary health
centres in 124 PHCs and will be extended
to 126 more. To strengthen these PHCs,
the government has sanctioned funds for
250 posts of additional MO’s and ANMs
each, improvement of lab facilities,
provision of ambulance, labour rooms in
all the PHCs and hiring additional VHNs
on a contractual basis.

However, while these are some of the
positive initiatives taken by the
Government of Tamil Nadu, there are still
some limitations in the existing policy
and challenges that need to be addressed.
Importantly contraceptive choice still
remains limited, with excessive focus on
female sterilisation and information on
modern methods not being provided to
women. Women undergoing sterilization
are given a monetary incentive of Rs.130
and the accompanying VHN earns a
motivation fee of Rs.100 per patient.
Further, the focus in contraceptive
delivery is on woman and male
responsibility needs to be given more
attention.

High infant mortality rates, particularly
in rural areas where in some places it
exceeds the national rate of 80, is a



concern that needs to be dealt with by the
state government. Importantly, female
IMR is exceptionally high. Female
infanticide in TN accounts for 8 percent
services for abortion, Reproductive Tract
Infections (RTIs) and the reproductive
health needs of adolescents.

D uscuwssiovw

#* Sterilization - There was a
discussion on whether women would
still opt for sterilization if incentives
were withdrawn. In Rajasthan for
example the incentives had been
removed and the same money was
being used for providing drugs and
transportation for patients. While
there is no state law on the matter of
when sterilization should be
conducted, it is mostly done soon after
childbirth because of the convenience,
time and money saving factor. The
question about whether women were
willing to have sterilization after two
daughters when a two children norm
was being promoted needs to be
looked into. Sterilization camps
continue to be held in the states.
Health Watch Network has started
looking at medical standards in these
camps in Guijarat to ensure that basic
equipment, water, drugs, toilet are
available. Since there are not enough
qualified doctors at the PHCs alone
— the doctors from private hospitals
are sometimes asked to conduct the
camps.

* Contraceptive choices -Among the
issues raised about increasing
contraceptive choice was whether
the existing methods besides
sterilization was not promoted

because of provider or user attitudes,
since’ in most cases women
themselves stick to one particular
contraceptive. In Tamil Nadu
meetings are held with women to
discuss the contraceptives available
and if they can be obtained from the
PHEC.

Male involvement in reproductive
health - There is need to increase
male involvement and responsibility
in  contraceptive use and
reproductive health care initiatives.
In TN nurses are having open
meetings for both men and women
so that both can know about
contraceptive methods, RTlIs, child
bearing and rearing. Involvement of
men requires social engineering and
is difficult to address without
addressing wider social issues. More
male contraceptive methods should
be made available. Male sterilization
is going to be reintroduced in the
state after doctors are retrained
because the state has lost an entire
generation of doctors experienced in
conducting vasectomies.

Role of traditional birth attendants
- With changing circumstances, such
as increased western medicine and
the state’s assurance of institutional
deliveries, the role of TBA needs to
be reconsidered. The GOI has trained
TBA’s 3.6 times over but they don’t
have a significant role to play in Tamil
Nadu where 70% of deliveries by the
year 1998 took place in institutions.
Lot of NGOs’ are looking into the
traditional role of TBA’s and
providing them with delivery
packages.
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Managing Primary Healthv Care Centres by VGKK
Dr. Sudarshan
Vivekanand Girijana Kalyana Kendra (VGKK), India.

scenario since

The Indian

independence:

#* Food grain production has more than
doubled between 1951 and 1991.

# Famines and starvation have been
virtually eliminated.

#* Per capital income has more than
doubled between 1951 and 1995.

* Life expectancy has nearly doubled
from 32.1 years in 1951 to 60.8 years
in 1992.

#* Infant mortality has been halved
from 146 in 1951 to 74 deaths per
1,000 live births in 1995.

# The number of primary health care
centres and sub-centres has risen
from 725 in 1951 to over 154,000
(21,000 PHCs & 1,33,000 sub-
centres) in 1996.

# The literacy rate has risen from 18
percent 1951 to 52 percent in 1991.

However it is sad that the people are
still impoverished in the country:

#* 53 percent of children under four
years of age, approximately 60
million, remain undernourished.

# Close to 36 percent of India’s
population, nearly 329 million, live
below the poverty line

# About 2.2 million infants die every
year from preventable causes.

* Only about 5 percent of the rural
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population have access to sanitation
facilities.

#* Nearly 36 percent of school children
dropout before completing primary
school.

#* In rural areas, about 4 percent of
children, 6-14 years belong to the
labour force.

#* 50% of the PHCs do not have
functional microscope to diagnose
Tuberculosis, Leprosy and Malaria.

VGKK has started a new experiment
whereby the government has handed
over the running of two PHC’s to them.
This was a cabinet decision; one was a
new PHC and the other was already
existing, albeit with poor infrastructure.
VGKK had to appoint staff for both the
PHCs. Since the experiment has been
largely successful with VGKK, the
government is considering handing over
some more responsibilities to VGKK and
other NGOs.

In this particular experiment with the
PHCs, the government still finances 75%
of the project which made the
understanding between both parties
easier. The benefits of this venture have
been - cost effectiveness, innovation, zero
MMR in one PHC, one MMR in the other
PHC, IMR is 28 per 1000 in one and 32
in another. Family planning has also
been fairly successful at both the clinics.

Tuberculosis and malaria have been
neglected in the past health initiatives




and are now being dealt with through
vertical program which is not a healthy
sign. Health as a vertical programme will
not succeed and what is needed is an
integrated approach which will bring
together health, education and income
generation. VGKK is introducing leprosy,
tuberculosis, epilepsy, cataract and
diabetes diagnosis and treatment
programs through a community based
approach.

There is an effort to involve the people
for whom the services are provided in the
planning and delivery itself. The Tribal
Awareness project is trying to look into
the access of PHCs by tribals.
Identification of traditional herbs and
integration of traditional medical people
with paramedics and medical officers is
being done to ensure community
participation. Most deliveries are being
done in the traditional squatting position
as gravity helps pelvic muscles and is
more acceptable to the people. In the
tribal population of 20,000 there has only
been one C-section in the last 19 years.
Often ANMs do not stay in the area where
they work because they do not belong
there, however, under this particular
project ANMs are selected from their own
area. User fee of Rs. 1 as a token for the
OPD has also been introduced with the
idea that the treatment should be valued
and not given free and also to respect the
dignity of the patient

Health has to be a movement of the
people. New techniques, such as PRA and
micro planning, are important to
empower people at the village level. The
government of India has supported the
efforts of VGKK to form village health
committees, which will influence the

gram sabha and eventually the gram
panchayat.

Presently there is a plan afoot to
prepare a community needs assessment
manual with the help of health workers.
The ANM'’s work includes reading and
making the annual plan, doing
demographic studies for understanding
population profile and community
needs of the people.

At the macro level, the World Bank has
tried to push the DOTS programme for
tuberculosis in 10 cities of the country
spending 700 crores. However, the same
resources could have been used to feed
the entire country. This program is
ironical because India has Asia’s best
institutions for this disease and at the
same time the World Bank has less
information, but unfortunately some of
our people have succumbed to this plan.
We must evolve our own programs that
are not vertical and macro but micro
and integrated with the different and
local needs of the people.

D Uscussiovw

* NGO involvement in health
services delivery -A Cabinet
decision was formulated to give over
running of the PHC to NGOs and
they have to take total responsibility.
However, presently since 75% funds
for the project still come from the
government the involvement is by
both parties. 25% generation of
finances is dependent upon
financial contributions and
spending from the trust.

#* User fee - The policy does not let
VGKK collect user fee, and only a
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token fee of Rs. 1 is taken. Donations
are taken for development of
infrastructure. In Pakistan, some
small health centres for mother and
childcare, collect Rs.200/- per family
per month and they have 400
members. This is to make process
sustainable. However, this method
could have the disadvantage of being
exclusive and discriminatory and
may exclude poor people who cannot
afford the fees.

VGKK work - In the surrounding
area of VGKK, there are no private
practitioners in rural areas except one
or two and the PHCs have taken over
the major responsibility of providing
health care. ANMs at the VGKK
PHCs have been doing tremendous
work including registration of
pregnant women after 12 weeks,
haemoglobin and sugar tests and
giving tetanus injections. They visit
pregnant mothers once a month,
provide postnatal care, immunization
and encourage community
participation. They also provide
curative care. Diabetes has emerged
as a problem in the rural areas and
the VGKK clinics are looking at the
incidence and prevalence to see if it
is an emerging problem. This has
been taken up as a pilot project and
included in the agenda of the PHCs.
Tuberculosis status has shown 4%
sputum positive. The DOTS
programme has not been followed by
VGKK because the PHC is not
equipped to do so. The demand is not
to push vertical programs unless
PHC infrastructure is in place.



RUWSEC’S work withy Public Healthv Centres

Deepa Venkatchalam
RUWSEC, India

UWSEC (Rural Women’s Social

and Education Center) a community-
based organisation in Tamil Nadu has
sought to lobby and pressure for changes
in the existing health services system
from its very inception in 1981. Initial
efforts were ad hoc, where women’s
groups from the community would
pressure the local health functionaries to
make regular visits, hold regular ante
natal clinics, or demand that the
functionaries treat poor rural women
with minimum respect. But these efforts
did not make much long-term impact.

In 1994, RUWSEC undertook an
experimental study on the quality of
health services, covering a range of
reproductive health services provided at
the PHCs in rural areas. Three NGOs
from Tamil Nadu participated in this
study. In the same year three workshops
were conducted to identify major
reproductive health concerns of women
and recommendations on how to respond
to them, including services offered by
PHCs, sub-centres and district hospitals.

In 1995-96, a participatory study was
conducted in Tirukazhikundram,
involving the local community to monitor
and assess the health facilities that served
them. Following this, RUWSEC held
review meetings with PHC staff.
Meetings were also held with the local
health officials, VHNs etc. to share the
details of the study and to create an
opportunity for sharing of information,
future plans etc.

RUWSEC was initially reluctant to work
with the government given the
government’s track record. Finally, a
research intervention project -
“Implementing Cairo: an NGO-Public
sector collaboration for the promotion of
quality RH services” was initiated.

The objectives of the study were:

* To gain insights into the potential for
NGO-public sector collaboration on a
wider scale for the promotion of RH
services; to this end, to identify the
strengths and limitations of the
collaborative process, and
mechanisms to deal with bottlenecks.

#* Toimprove the quality of RH services
at the PHC and the sub-centre level
in a select area.

This project aimed to:

#* Identify, in consultation with the
health sector functionaries at the state
and district level and with a cross
section of users of services, activities
to improve the quality of MCH/FP
and other gynaecological services
available to women in the PHCs and
sub-centres.

#* Facilitate and/or carry out activities
identified, in collaboration with the
PHC and sub-centre staff and with
the local community in a select area.

# Document the entire process,
including carrying out baseline and
impact assessment studies.
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# Disseminate the findings from this
project to policy makers and
planners through a national seminar.

Collaboration between NGOs and the
public sector has been widely identified
as an important strategy towards
implementing commitments made at the
ICPD in Cairo, and the Government of
India has endorsed this. The technical
expertise of the public health sector
combined with NGO insights into the
health needs of poor women and barriers
to their accessing health services could
go a long way towards making services
gender sensitive and client oriented.

This project includes training of local
women leaders from the village
panchayats (councils) to monitor quality
of services in the local health centres and
to be advocates for women’s
reproductive rights and health. Training
began in May 1998 in topics like
leadership, health, gender, panchayat
etc. From January 2000 these local
women leaders are involved directly
with PHCs. Workshops for health
personnel on client oriented and gender
sensitive health care began in June 1998,
but progress has been very slow because
of bureaucratic delays. Six months
lapsed before official permission was
granted to work with the local PHCs.
Subsequent monthly trainings required
months of waiting for permission.

At the same time, visits to the PHCs
showed that the staff was very interested
in the project. Two PHCs were identified
for the project, based on the following
criteria:

#* Reasonably good infrastructure
#* Medical officer willing to collaborate.
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In February- March 1999 a baseline
study of users perspectives on quality of
services at the PHC’s was carried out.
Most clients stated proximity and free
service as reasons for coming to the
particular centre. In April a meeting was
held with the PHC staff and the
panchayat /local women leaders
participating. Skits and discussions were
carried out on the existing health situation
and services and on the abilities of PHC
staff and the community to intervene for
improving it. The objective of meeting
was that the PHC staff and Panchayat
members would meet each other as the
first step in this program which required
the PHC, the local government and
RUWSEC to work in co-ordination.

In June and July, based on the findings of
the baseline study, observations of the
health centres and suggestions of staff,
two activities were initiated - counselling
and laboratory services for gynaecological
problems like gonorrhoea, white
discharge.

The counselling has got very good
feedback. In addition to individual
counselling there have also been group
meetings on topics such as information
on our bodies, cleanliness for girls during
menstruation, contraception, sexuality,
antenatal care etc. Books and material are
available at the RUWSEC health centre.
As the counsellors were women, some of
the men were hesitant to discuss their
problems with them, therefore male
members also began counselling. The
counselling has also been useful in
involving men in taking responsibility for
women’s reproductive health. Men are
counselled about contraception and the
importance of ante- natal care.



The future plan of action includes:

*

*
®

Training of PHC staff to conduct
women oriented deliveries

Improvement of infrastructure
Local community participation

Monitoring the work of doctors by
training the panchayat women for
reporting

D uscussiovw

*

Local community involvement -
Most of the staff involved in the
project are villagers themselves and
this should in the future help the
project be self-sustaining. Panchayat
women leaders have been involved
in the project, as they too are part of
the community.

Private practice by PHC doctors- the
accountability of doctors of the PHC
who do private practice is an issue
faced in the project. The PHC doctors
often leave the PHC early to be fresh
for their private practice. However,
the people do not really complain
because it is a remote area and if he
does not come at all there will be no
one to look after their needs.

Counselling - The RUWSEC staff
does counselling. The counsellors are
specially trained women who belong
to the same area as the clients. They
use material on health to disseminate
information - such as posters,
booklets, pamphlets etc. Even when
people come for treatment of
common cold, flu etc., the counsellor
discusses other subjects like
contraception, immunization etc.
with them along with what they

have come for. The idea is to share
with women a variety of health
issues that may affect them.

Private public sector roles in
service delivery - It was suggested
that the aim should be to educate the
ANM to play the role of the
counsellor instead of replacing her.
This issue was also brought up in the
context of other functionaries. It is
important to not replace government
staff and take over the work of the
government, especially in the context
of reducing government expenditure
in areas of health, education and
other social service sectors.

Influencing health policy - It is
essential to evaluate the quality of
care and analyse how the work is
being carried out so as give input to
the government in policy formulation.
There is a need to influence the
government in bringing about
changes in the health system and
ensure that drugs and other facilities
reach remote areas. It is very
essential to modify the health system
by getting into it instead of fighting
it from the outside.
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New Contr

aceptive Techmnmologies

N. B. Sarojini

Sama, India

A number of new fertility regulating
technologies have been introduced

with the aim of checking population
growth.

The “good” lobby is pro technology
under certain conditions. It insists that
new technologies are good because:

# They are convenient to use

#* Family planning (avoiding
conception) is more important than
the method itself.

* Women should have a choice that
provides them with reproductive
freedom. Technologies such as
injectables provide an alternative for
mothers to avoid repeated and
unwanted pregnancies.

#* Barrier methods are a headache for
rural women

#* Notion that researchers and doctors
know best.

However, the “bad” lobby argues that
new technologies need to be seen in the
present context of the status of women
in India, the status of people’s health and
livelihood in the country and the negative
outcomes of new contraceptive
technologies.

Some facts about the position of
women:

# There are now 929 females for every
1000 males. In India out of all deaths
among women:

- Obstetric deaths constitute - 2.5%
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- Deaths caused among women by

infections in nature like TB - 65.5%
- Due to injuries and accidents - 7%
- Due to old age - 26%

The need to block harmful anti-women
contraceptives is because of the
following reasons:

# Unethical trials without proper
screening and follow up, lack of
informed consent.

#* No information on side effects and
poor health care facilities.

#* No studies on return of fertility.

#* No compensation for women who
suffer from side effects.

Achievements of the campaign in India
against the introduction of hazardous
new contraceptive technologies:

# The issue of safe contraception
became a national issue.

# Depo-Provera and Net-en were not

included in the family planning

programme.

Norplant trials reduced to 10 centres.

#* Inclusion of 78 side effects in the
Indian package insert of Depo-
Provera

# IDRC, Canada stopped research
funding on anti-fertility vaccine.

# Gained support from activists/

groups both national and

international.

Attention of media on the issue.

# Drugs Controller of India forced to

*

*



accept the over-the-counter sale of
Depo-Provera and Net-en is taking
place

# Supreme Court judgement banned
quinacrine.

* Women'’s groups initiated
diaphragm trials.

#* Training on fertility awareness.

#* Discussion on sexuality, gender roles.

# Discussion on male involvement
Ironical state of health care:

The annual budget in 1994-95 for family
planning was Rs.1442.03 crores, which
was more than the health budget of
Rs.993.83 crores. Norplant costs Rs.2000
per user that is equal to the medicine
budget of a health sub-centre per year.
Depo-Provera costs Rs. 2000 per user, for
ten such contraceptive users the
government can provide a source of
potable water or a primary school.

Chronology of the introduction of
different contraceptive technologies
in India:

1950 The Indian family planning
programme was initiated with methods

like rhythm, diaphragm, jellies.

1960-> The IUD was introduced along
with sterilisation. Cash incentives were
provided for doctors, motivators for
meeting targets. Promotion of the barrier
method was stopped.

1970=> The stress was shifted to
sterilisation.

1971=>the MTP act was introduced.

1980-90 = Hormonal contraceptives like
the pills, Depo-Provera, Net-en,

hormonal IUDs and Norplant. Anti
fertility vaccine trials are conducted.

1993-94-> Trials of quinacrine were
initiated by the government and banned
because of high failure rate.

1997-> some private practitioners and
NGOs began trials for quinacrine and
sterilization.

The aim of the campaign:

#* To create mass awareness and
understanding about these issues.

#* To create a pressure group against
arbitrary and anti human policies of
the government

#* The campaign was aimed at. - Policy
makers, Donor agencies, Drug
companies, Technocrats, Technician,
Non party organizations.

Some of the strategies used were
demonstrations, protests, dialogue and
advocacy, legal recourse, media and
tribunals.

Lobby against New Reproductive
Technologies wanted to incorporate
following features:

#*  Safety

#» Ethical trials

#* Informed consent

#* Social accountability

#* Women'’s general and reproductive

health

Allocation of funds

See women as a “person” and not

only a reproductive body

#* Address other process of
empowerment for making decisions.

#* Devise methods with socio-economic
context in mind

* *
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#* Address gender and power relations.
The actors involved in the campaign:

Autonomous women’s groups
NGO's

Political organizations
Research and Academic groups
Legal education groups
Medical professionals

* W E O X W

As women we want :

* Contraceptive methods which do not
in anyway harm the physiological
functions of our bodies

#* Contraceptives based on the
understanding that reproduction is
a joint responsibility of both men and
women.

#* Contraceptives that are based on an
understanding of our bodies.

We feel:

#* Technology should be understood
within social, political and cultural
context

# We believe in human dignity,
equality in man-woman
relationships, empowerment and
social justice.

D uscussiovv

The discussion was initiated by detailing
a case of a young woman, Navrati who
has five children but has too much of
work to make both ends meet. She is
very tired at the end of the day and does
not eat properly. With frequent
pregnancies her problem is compounded.
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Her husband does not use any
contraceptive method. She goes to the
hospital where she is advised to use a
new contraceptive in the form of an
injection that will be convenient and
effective, maintain privacy and no one
will know about it.

The participants were divided into
three groups to discuss convenience
choice and safety of contraceptive
methods.

# Group one wanted to redefine
convenience from the perspective of
both the user and provider.
Availability of information for the
user including research and safety,
has to be contextualized. The user’s
social and cultural context has to be
looked at keeping in mind their
health and nutrition status. It is
important to invélve the woman and
share her feelings. It is also important
to get rid of the hierarchy both at the
level of providers and family.

#* Group two stated that the women
had no choice and hence there is no
question of a discussion about choice.
One needs to be informed to make a
choice. Thereby it is important to
empower her, give information to
her husband and this should fall
under the duties of health care
providers to disseminate knowledge.

#* Group three stated that the safest bet
would be the condom to look at
power relations within the family,
talk about sexuality and other modes
of sexuality since the condom
privileges heterosexual intercourse.



TB Bwrden: Gender Difference
Dr. Purabi Dutta
BRAC, Bangladesh

Global situation

*

In 1998 there were 2200 million TB
patients of which 900 million were
women (41%)

The ratio between notified female
and male cases in 1998 was 7:1

The maximum sufferers are the
women of reproductive age (15-44)
The rate of prevalence is similar until
the period of adolescence.

10% of the total global deaths

represented by women of 15-44 years
of age due to TB.

Bangladesh Situation

»*

»

300,000 new cases, 600,000 existing
cases and 60,000 deaths in 1997.

The ratio of notified cases between
female and male is 0.4:1 [25%lower
than men]

Of the total women TB patients in

1998, 76% were among the women
of 15-44 years.

TB: Phases of gender bias

A series of steps maybe identified to
quantify gender bias:

LR R B B

Onset of symptoms
Seeking health care

TB suspected

Sputum smear examination
Start of treatment

*
*

Treatment outcome
Rehabilitation in the society/ labour
force.

Gender and TB: Biological factors

*

Beginning in adolescence the
prevalence of infection is higher in
men than women but the progression
of infection and the incidence of
clinical disease are higher in women
in the age group of 15-44.

This maybe due to physiological
changes associated with reproduction,
such as:

Rapid hormonal change
Post-partum descent of the
diaphragm and the expansion of

the lungs

Nutritional strain of lactation

Stress associated with insufficient
sleep

Unhygienic living conditions during
the first month post-partum
[religious/ cultural]

Gender and TB: Access to modern
medical care for women is limited by a
combination of factors

* R R R ® K ¥

Inferior social status

Poor education

Poverty

Dependency
Discrimination

Distance to health services

Conflicting health beliefs and illness
behaviour
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#* Stigma
#* Lack of decision making power
# Gender of health workers

Health seeking behaviour of women
Reporting symptoms and using health
services:

#* Developed countries: Women > Men
#* Developing countries: Women < Men

#* Mothers with pre-school children<
other women

E

Employed women< housewives
#* Married womenc< single, widowed or
divorced

#* Women with more demanding roles
may have less time to seek health care

Gender differentials in stigma and TB
Men worry about:

# Loss of wages

Financial difficulties

Reduced capacity for work

Poor job performance
Consequences of long absence from
work

* ¥ % %

Women worry about:

*

Rejection by husband

Harassment by in-laws

Reduced chances of marriage
Dismissal from work [often women
are hired as domestic help whereas
men are often self-employed]

* * *

Gender and TB: Effect on household

#* Women'’s illness has profound effects
on the social and economic well-
being of households
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* Women’s workload increases when
other family members are ill.

#* Women replace the labour of those
who are sick and may have to neglect
domestic and childcare duties.

#* Stigma may affect other household
members especially unmarried
women.

#* There is a strong correlation between
maternal death and child death till
age ten [especially for daughters].

TB and HIV/ AIDS

#* Someone with HIV is 30 times more
at risk of developing TB

#* Women are at particularly high risk
for both HIV and TB - other than
socio-economic and cultural factors,
there maybe a biological basis for this
[The direction of sexual spread of
HIV favours male to female
transmission]

Gender and TB: BRAC’s strategies/
interventions:

Gender related capacity building

# Gender quality action learning;
gender resource centre; Gender
advisory committee

# Training on gender and sustainable
development .

# BRAC culture and value: gender
relations

Gender related interventions

#* Training on TB and gender
# Gender and health: male involvement
# BCC materials on TB and gender
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