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The cover incorporates awoven rug, or lama, from the
Mapuche culture of southern Chile. According to the
strict Mapuche esthetic, certain designs are appropriate
for men, othersfor women or for different age groups.
Thislama would be used in the household by the entire
family. Its designs represent the Earth, traditional
medicinal plants, veins, hearts and human beings.
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Foreword

Macro-economic and social reforms influence how households
and communities are ableto access, generate and sustain assets—
the assets that protect people’s security and well-being, and the
assets necessary for sustainable human and economic growth.
Health sector reformsareanimportant example, affecting the qua-
ity, content and delivery of sexual and reproductive heath ser-
vices. Despite their great relevance to the concerns of health,
women's rights and community advocates, such policy reforms
have been undertaken without the informed participation of these
activists. Supporting these voices at the policy-making and ser-
vice delivery levelsisapriority of the Ford Foundation.

Since 1998, agroup of Foundation Program Officershas promoted
awareness of the relationship between globalization and women's
health andrights at theinternational and national levels. The Foun-
dation has also supported community initiatives to improve
women's access to reproductive health services in the context of
health sector reform (HSR); regional meetings to assess the im-
pact of these reforms on women'’s health; and regional projects
seeking to incorporate gender equity and reproductive health con-
cernsin HSR policy-making, mainly in Asiaand Latin America.

The following papers were commissioned by the Ford Foun-
dation’s Reproductive Health Affinity Group (RHAG) to explore
how changes in macro-economic and social policies affect
women'sreproductive health and rights. In making it more widely
available, we hope that donors, policymakers and advocates in
the sexual and reproductive health field find it useful in under-
standing the gender dimensions of sector-wide approaches and
health sector reforms.



Thefirst section of this publication is a concept paper by interna-
tional consultants Barbara Evers and Mercedes Juarez exploring
theinterrel ati onships between globalization, health sector reforms,
gender and reproductive health. It focuses on critical issues on
the international agenda agreed upon in Cairo (1994) and Beijing
(1995) and synthesi zes the complex connections between global -
ization and women’s health in a concise and straightforward man-
ner. It also identifies critical areas, barriers and opportunities for
sexual and reproductive health grantmaking and advocacy, based
on practical experiences and academic research.

In the second section of this publication, Rosalind Petchesky,
Rebecca Cook, PriyaNandaand VimalaRamachandran comment
on the economic justice, human rights, assets-building and citi-
zen participation implications of HSR, based on the issues out-
lined in the concept paper. Their essays complement and
contextuaize the analysis by Evers and Juérez, suggesting valu-
able directions for future work in diverse areas of the sexual and
reproductive health field.

Gaby OréAguilar, Program Officer
Globalization Committee Chair



Experts Perspectives on Globalization,
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and Reproductive Health



Part |

Globalization and Health Sector Reform:

Introduction

A Gender Approach

The purpose of this paper is to support the Globalization sub-
Committee of the Ford Foundation’s Reproductive Health Affin-
ity Group (RHAG) inits thinking about global, macroeconomic,
sector-wideinfluences on women'sreproductive health and rights.
The work draws its focus from issues identified as important for
RHAG and its partners in devel oping countries. These are to:

* consider the relevance of globalization for women’s reproduc-
tive health and rightsin the context of health sector programs,

* provide agender analysisof sector-wide programs (SWAPs) and
sector reforms examining how reproductive health isdefined in
sector-wide programs;

* identify mechanismsfor bringing reproductive health concerns
into the debate on SWAPs,

* identify the barriersand opportunitiesfor bringing agender per-
spective to reproductive health in SWAPs;

* consider the best options for protecting and strengthening re-
productive health in the context of SWAPs; and

» from this process, make recommendations to the Ford Founda-
tion, its partners and others.



1.

The International
Context of Health
Sector Reform:
“Globalization”

Globalization has critical implications for issues which concern
advocates of reproductive health and women'’s rights. Yet little
attention has been given to analyzing the link between global pro-
cesses and reproductive health. Macroeconomic and sectoral strat-
egies and their implementation which are supported by the World
Bank and other donors have yet to fully reflect the findings of
academic and policy research which shows that “liberalization
and integration processes have been asymmetric and uneven—
across countries, classes and genders’ (Grown et d., 2000). In
this section, we look at the distinctive characterigtics of globaiza
tion in the current eraand explore its relevance for women's repro-
ductive health and rights in the context of health sector reform.

The concept of globalization is often linked to the rise in pre-
dominance of Transnational Corporations (TNCs) and the associ-
ated internationalization of production, distribution and consump-
tion. In terms of political economy frameworks, globalization is
linked to the Washington Consensus’ of economic devel opment,
the cornerstone of which is the liberalization of markets under
Structural Adjustment and Stabilization policiesof theWorld Bank
and the IMF. Liberalization policies cal for the deregulation of
world and domestic markets, while placing restrictions on indi-
vidua country governments' ability to control direct foreign in-
vestment and to influence flows of imports and exports. There-
fore, the counterpart of liberalization of marketsistheimposition
of ruleswhich restrict acountry’s ability to use government insti-
tutionsto protect its own industries (domestic pharmaceutical in-
dustries, for instance) and limit the government’s scope for inter-
vening in markets in order to support national priorities.

For the purposes of this paper, globalization is taken to mean the
increased integration of national economies stimulated by thelib-
eralization of trade and capital markets (foreign direct investment
and financial flows across national boundaries) and rapid techno-
logical advancesin international communication. In view of cur-
rent debates about the role of theWorld Trade Organization (WTO)
and theimpact of tradeliberalization, it isimportant to emphasize
that the expansion in international trade, per se, is not the defin-
ing feature of “globalization.”

Wheat is “decisively new about the international economy in the late twentieth century” is the de-
regulation and integration of capital markets combined with profound technological advanceswhich
have facilitated the dramatic increase in the pace and decline in the cost of global transactions
(Elson, 2000, p.92) and the corresponding restrictions on the scope for intervention by national
governments.

10




Health sector reform
isusually part of a
larger package of

devel opment assistance
(loansand aid) in
support of health sector
programsin low-

and middle-income
countries.

Beforelooking at what this means for the health sector, it ishelp-
ful to identify theimportant global actorsin health sector programs.

1.a. Global Actorsin Health Sector Programs

Health sector reform is usually part of alarger package of devel-
opment assistance (loans and aid) in support of health sector pro-
gramsinlow- and middle-income countries. Therefore, along with
the national government bodies which manage and/or deliver
health services (typically the Ministry of Finance and the Minis-
try of Health), anumber of external multi-lateral and national in-
gitutions are intimately involved in health sector programs.

These global actors include multi-lateral government organiza-
tions of the UN system, of which UNICEF and WHO are among
the most active in the health sector. Among the international fi-
nancial institutions, the World Bank is most heavily involved in
health sector programs, usually as lead donor along with a group
of bi-lateral donorsthat includesDANIDA (Denmark), DGIS(The
Netherlands), SIDA (Sweden), CIDA (Canada), DFID (UK) and
USAID (US).

Transnational corporations are the key global private-sector ac-
tors which market drugs and equipment. Rules governing trade
and investment (within the WTO framework) makeit difficult for
acountry to use subsidies and taxes to develop its own pharma-
ceutical and other industriesto support the health sector. Smaller,
private-sector actors—from outside and, to alesser extent, within
the reforming country—assist governments in capacity building
by selling training and consultancy servicesthat areintegral com-
ponents of health sector programs.

The World Bank aso plays an influential rolein training govern-
ment officials who are responsible for management and delivery
of services under such reforms. In particular, the World Bank's
flagship course on Health Sector Reform offersin-depth training
on al aspects of sector-wide programs (including reproductive
health) to national health professionals and managers.

1.b. Structural Adjustment, Globalization and Health:
Work in Progress

Multilateral institutions (the World Bank, the IMF and regional
devel opment banks) have become more engaged with classic “ so-
cial policy” areas of concern—poverty reduction and socia pro-
tection (ODI, 2000)—sinceit isincreasingly recognized that eco-
nomic reforms have harmful social effects which may ultimately

11



Analyses of the

gender dimensions of
Structural Adjustment
Programs (SAPs) have
concluded that gender
differences in impact
are systematic and not
incidental or ad hoc.
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undermine the reforms themselves. Conditions of health provi-
sion in many low-income countries have deteriorated due partly
to lack of financial resourcesto repair deteriorating facilities and
equipment. This situation has been exacerbated by the demoral-
ization of public-sector workerswho have seen their real incomes
fall dramatically since the early 1980s.

Thegender dimensionsof Structural Adjustment Programs(SAPs),
including the associated breakdown of social provision, have been
analyzed in some depth. One of the central conclusions of this
work is that gender differences in impact are systematic and not
incidental or ad hoc (Commonwealth Secretariat, 1989; Elson, 1991;
Afshar and Dennis, 1992). Thereis till insufficient evidence-based
analysis linking SAPs specifically to particular outcomes for
women’s health and well-being, since, as Hilary Standing (1999)
points out, much of the analysis is derived from first principles.
Nevertheless, testaments to the increased violence experienced
by women in this period are symptomatic of the ways in which
the burden of adjustment has been felt most acutely by women.

Thereis even less evidence-based analysis of the gender dimen-
sions of globalization. As yet, there has been little multi-country
analysisof thelinkagesamong globdization, health sector reform,
and women'’s health and reproductive rights. However, afew on-
going studies may provide helpful insights although their results
generaly have not been made available. One of these studies is
funded by the Canadian organization, the International Develop-
ment Research Centre (IDRC). This multi-country investigation
attemptsto draw linkages among macroeconomic reforms, sector
reform and health. However, the gender analysis in the research
proposals seems weak, so it is not yet clear what sort of results
this study will produce (IDRC, 1998).

Medac, a UK-based organization, is currently managing a large
study of the impact of health sector reform on heath in anumber
of developing countries. Again, the gender analysisin this study
isnot strong. A more promising prospect isthe work proposed by
the Center for Health and Gender Equity (CHANGE) inthe United
States (see Appendix 1). Building on the work summarized in the
1998 CHANGE and Population Council Report, CHANGE is
about to begin amulti-country study (India, Kenya, Mexico, Zim-
babwe and either Uganda or Tanzania) which looks specifically
at the effects of health sector reform on reproductive health out-
comes. This project will also incorporate support for advocacy to
strengthen women’s reproductive rights and health.




A number of international NGOs—Oxfam and Action Aid, for
example—are looking at the impacts of WTO rules on availa-
bility of medicinesin developing countries. Other initiatives—such
as the Women's Health Project, in Johannesburg, South Africa
(see Appendix 2)—are a so pertinent to the concerns of RHAG.

The connections between globalization and women’s reproduc-
tive health and rights are not straightforward, and as yet, thereis
little systematic evidence exploring these linkages. The follow-
ing paper will examine more closely what is meant by globaliza-
tion and attempt to analyze its broad implications for women's
health and well-being, abeit largely from first principles.

1.c. Globalizing Influences

A recent collection of academic papers (partly funded by the Ford
Foundation) examines the gender dimensions of globalization. It
isargued that “...increased integration is accompanied by trends
toward social fragmentation, disintegration and localization...
[L]iberalization and integration processes have been asymmetric
and uneven—across countries, classes and genders’ (Grown et
al., 2000, p.1146).

While there are clearly significant negative social developments
associated with globalization, tracing the links from globaliza-
tionto women’shealth and reproductiverightsisnot at all straight-
forward. This effort requires a clear methodology and adequate
data and must be context specific. It is beyond the scope of this
paper to assesstheinfluences of globalization on health outcomes
and, specifically, on women's reproductive health and rights.
However, to begin to make sense of the gendered effects of global
processes, it is useful to examine certain aspects of globalization
which influence the national setting in which health sector pro-
gramsaredelivered. Hereweidentify three dimensions of global-
ization and exploretheir implicationsfor women'shealth and rights
in the context of health sector reform: i) increased women's em-
ployment and lower labor standards; ii) the “squeeze on care”
and; iii) the deterioration in human and social capital.

(i) Increased Women’s Employment
and Lower Labor Standards

It is commonly argued that national governments attract foreign
investment through competitive reductionsin labor rightsand la-
bor protection and by reducing taxes on foreign enterprises. At
the same time, it has been established that in many countries—



Women's lack of
decision-making power
in all spheres of life
undermines efforts to
strengthen women’s
reproductive health and
rights. Multi-pronged
approachesto
supporting women'’s
human rightsin all
spheres...need to take a
more prominent placein
advocacy and policy
strategies.
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particularly in Latin America and parts of Asia and Eastern Eu-
rope—increased foreign investment and expansion of tradeis as-
sociated with afeminization of thelabor force (Standing, G., 1989,
1999). While women may gain from new and often more lucra
tive sources of income, there is aso a downside; deregulation of
investment and conditions of production have led to worsening
labor conditions, including increased casualization of employment.

For example, the expansion of horticultural exports in Latin
Americaand Africa, wherethe labor forceislargely female, may
bring higher incomes for women workers but also exposure to
new hedlth hazards and an increased workload (see Hale, 1999 and
references therein). “Work is as much a part of women's life today
asismarriage, pregnancy and motherhood” (Messing, 1998, p.138).

Thenature of employment in aglobalizing world providesaforce-
ful example of the linkages between women'srightsand healthin
the workplace. In this context, women'’s rights are clearly under-
mined through prohibitions on collective and/or union activity,
mandatory pregnancy tests and restrictions on lavatory use. Poor
factory conditions—such as bad lighting, hazardous chemicals
and dangerous machinery—and outright abuse of womenis com-
mon. Work is often physically arduous, and women are exposed
to oppressive and dangerous treatment, including sexual harass-
ment and rape. Nevertheless, protecting women's reproductive
health and rights in their role as workers—in the health sector or
elsewhere—is rarely discussed in the context of globa socia
policy, health sector reform or reproductive health strategies.

Notions of “vulnerability” and “equity” in health sector reforms
do not takeinto account the threat to women’sreproductive health
which is posed by these new forms of employment. Public-sector
expenditure increasingly is directed to supporting and “facilitat-
ing” private-sector development and export-led growth, yet gov-
ernment does little to support the well-being of women workers
in export-oriented industries.

A second point to make in relation to changing conditions and
structures of employment isthat they affect differently the ability
of men and women (as well as boys and girls) to use and pay for
health services and drugs. In some cases, as women’s cash in-
comes rise, responsibility for paying education and health fees
shifts away from men to women (CEEWA, 1995). Elsewhere, a
risein cash employment for women has brought greater autonomy
within the family but at the cost of worsening health and greater
time burdensfor female wage-earners. It isalso important to note
that increased time burdens may mean that women arelessableto




exercise ther rights as citizens because they simply do not have
the time to participate in civil activities.

Women'’s Reproductive Health and Rights
and Decision-M aking Power

It isoften men and not women (and especially not younger women)
who make decisions about household expenditure, regardless of
who earns the money. Socia norms, which tend to favor boys over
girls and men’s well-being over women'’s, influence patterns of
household expenditure which can act against girls' and women's
interests (Dwyer and Bruce, 1985). Thisis one expression of amore
profound and deeply-entrenched problem of society-wide under-
valuation of women and girls which cannot be rectified simply
through provision of relevant services. Women’slack of decision-
making power in all spheresof lifeundermineseffortsto strengthen
women’sreproductive heath and rights. Multi-pronged approaches
to supporting women’'s human rights in all spheres—including
the right to adequate primary health care, housing and socia se-
curity—as well as strengthening women's rightsin law, employ-
ment, education and political life need to take a more prominent
place in advocacy and policy strategies.

Putting Women’s Rights on the Agenda

While women'’s rights to freedom from violence in the home, the workplace and all social settings
should form a central plank of the human rights agenda, “until very recently international human
rights organizations focused almost exclusively on the investigation and reporting of violations of
the civil and political rights against men... rather than on the equally serious abuses that are perpe-
trated against women in less-public settings’ (Boland, Rao and Zeidenstein, 1994).

(if) The Squeeze on Care

The 1999 UNDP Human Development Report arguesthat “inten-
sified competition has tended to squeeze the resources available
for the provision of care, including not only unpaid care, but also
care services provided through the public and private sectors’
(citedin Grown, et a., 2000). It isargued that the deteriorationin
conditions of care which is associated with globalization can oc-
cur through three channels—in the public, private and unpaid,
domestic sectors—as detailed on the following page.

15



The Squeeze on Care

Globalization is associated with a squeeze on resources devoted to care in the public, private and
unpaid domestic sectors.

¢ asqueeze on unpaid time (mainly women’s) which would normally be spent providing for fami-
lies and communities as women allocate more of their time to paid work;

* asgueeze on publicly-funded care as public-sector spending iscut in response to an increasingly
competitive international economic environment which restricts many sources of revenue (trade
tariffs, taxes on foreign investors) previously available to governments to fund publicly-provided
care services; and

* a sgueeze on the quality of carein private-sector services due to competitive pressure to cut
costs.

Source: UNDP Development Report, 1999.

These three points depict a more holistic picture of cuts in re-
sources going to care. Itisnot simply government serviceswhich
are being squeezed, but another essential “input”: women'stime.
The squeeze on care has broad implications for women’s health
and rights in the context of health sector reform (a point made
above in relation to employment and globdization). In turn, the
under-valuation and under-resourcing of care, which is primarily
women’s domain, tends to undermine women’s rights as citizens
and legitimate members of society. Women's ahility to act asciti-
zens “ continues to be constrained by their responsibilitiesin the
private [sphere] with implicationstoo for the rights they enjoy as
citizens’ (Lister, 2000, p.99). Women’s caring responsibilitiesare
time consuming and often arduous, factors which tend to restrict
women’s access—far more than their male counterparts—to the
full benefits of social, political and economic life. At the same
time, there are other socia implications of this squeeze on care
related to the deterioration of social capital.

(iii) Deterioration in “Human and Social Capital”
Generated by Households

The rapid expansion of world trade and international financial
flows, combined with their deregulation, have generated instabil-
ity and increased risk in national economies, as the East Asian
crisishasillustrated. It is argued that as a consequence of global-
ization there has been atendency to shift the risks of global pro-
duction from individual firmsin the private sector to households
and communities in the “domestic sector” (Elson, 2000, p.93).
Households may be equipped to deal withincreased risk only under

16




Shifting risks

of globalization

to the household
ultimately undermines
the prospects

for sustainable
economic growth.

certain conditions: where economic growth is strong and stable
and employment is high; where there is a strong base of human,
socid and physical capital; and where political entitlements are
extensive and strong (Elson, 2000). However, in the absence of
such conditions, the household is unlikely to be able to bear the
risks associated with globalization.

Clearly socia stahility and strong community networks make posi-
tive contributions to social and economic development. Yet the
significance of women—mothers, grandmothers, eldest daugh-
ters—as the main providers of home-based health care and pre-
school education or inter-family support is rarely discussed in
policy circles (see Elson and Evers, 1998). By recognizing the
different dimensions of the squeeze on care, the UNDPdraws our
attention to a significant gap in recent theorizing about human
and social capita. While the concept of human capital may be
helpful by bringing into focus the importance of human beings
and their levels of education and health as determinants of eco-
nomic growth, it is rarely acknowledged that health and educa-
tionarenot smply “purchased” inthe market or provided by public
sector ingtitutions. Rather, health and education depend on wom-
en’sunpaid labor in the home and in community activitieswhich
underpinsthe“variety of intangible social assets (that mainstream
economists now liketo call ‘ social capital’)” (Elson, 2000, p.80).

The evidence on adjustment gathered by feminist analystsin the
1980s and early 1990s documentsthe fact that, within family and
community structures, women have tended to try to cushion the
blow of economic adjustment (Afshar and Dennis, 1992; Beneria
and Feldman, 1992). However, it issimply not sustainableto rely
on the goodwill of individual women to deal with the profound
soci ety-wide costs of economic adjustment. Vandermoortle (2000)
pointsto the more recent experiencesin East Asiawhere the coun-
tries that were hardest hit by the financia crisis were also the
ones lacking specific policies to act as “socia shock-absorbers’
and where the foundation of such shock absorbingisactually pro-
vided overwhelmingly by women.

Shifting the risks of globalization to the household leads to the
deterioration of “socia capital” (social well-being and cohesion)
and undermines the conditions for replenishing the resourcesthat
maintain the security and well-being of peoplein households and
communities. Ultimately, it underminesthe prospectsfor sustain-
able economic growth.



“When people have to live from hand to mouth, human energies and morale are weakened; ‘ contin-
gent labor’ is conducive to ‘ contingent households” which fragment and disintegrate, with costs for
the people from those households and for the wider society” (Elson, 2000, p.94).

Greater gender equality
In access to social
assets is a component,
not only of sustainable
growth, but of an
effective reproductive
health strategy.
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Itisironic that at atime when the importance of skill formation,
development of human abilitiesand competence have re-emerged
at the center of debates about devel opment, in practice the experi-
ence of globalization isincreasingly undermining our abilities to
enhance such development. The trend of globalization has been
to generate greater insecurity in economies which are affected by
huge shiftsin capital flowswhichinturn can create greater house-
hold risk and henceinsecurity (see Floro and Dymski, 2000). This
often takes place in a context of fiscal conservatism and where
public expenditure priorities are more likely to reflect the needs
of short-term financial marketsthan of human development (Elson,
2000). This approach ignores possibilities for integrating gender
equality and the strengthening of women's rights into economic
policy. Devel oping an dternative, more human-centered approach
would require economic and social policy analysts to recognize
and actively integrate into their strategies the understanding that
the economy as awhole is dependent on the output of the house-
hold and community sector, which is largely maintained by un-
paid female labor.

Reducing Gender Biasin Access
to Social Capital Assets

Alongside the need for stronger rights-based approaches to
women'shealth, feminist economistsand some policymakershave
demonstrated strong economic justifications for strengthening
women'’sreproductive health and rightsand socia well-being. For
instance, the 1998 World Bank Report, the Special Programme
on Africa (SPA) Status Report on poverty in sub-Saharan Africa,
argues that for this region to achieve equitable growth and sus-
tainable development, it is necessary to reduce gender inequality
in access to and control of a diverse range of productive, human
and social capital assets. Theseinclude reducing gender inequali-
tiesin participation and strengthening women's voices at house-
hold, community and national levels.

Blackden and Bhanu's (1998) analysis of public policy in sub-
Saharan Africahighlightsthe significance of power gaps between
men and women within the household for economic decision-
making and resource allocation and in the area of fertility and
contraceptive use. Their World Bank Report emphasizes that




2. Sector-Wide
Programs and
Reproductive
Health: A
Gender Analysis

“women’s ability to negotiate decisions that affect fertility de-
pendsin part on their accessto independent income and the choices
that are created through literacy, numeracy and formal education.
This becomes especially important in the context of the growing
AIDS epidemic.” (Blackden et al., 1998).

Thus, greater gender equality in accessto socid assetsispresented
as a component, not only of sustainable growth, but of an effec-
tive reproductive health strategy.

2.a. Standardization of Health Sector Reforms
in Sector Investment Programs

In the aftermath of the “decade of adjustment” (1980s), we see
the “standardization” of “health sector reforms’ across diverse
countries/regions. For low- and middle-income countries, sector re-
forms are a centra component of multi-donor-supported sector in-
vestment programs (SIPs), or Sector Support Programs, which are
increasingly referred to Smply as SWAPs(Sector-WideA pproaches).

Whereas structural adjustment emphasizestheimportance of “ get-
ting pricesright,” sector program support ismore focused on “ get-
tingingtitutionsright.” Sector-wide strategiesrepresent ashift from
separately-financed, individual-project-based approaches to fi-
nancing health to amore integrated, sector-based approach. Sector-
wide programs consist of two related elements: the lending in-
strument (coordinated finance agreement between government and
donors) and the integrated sector strategy and its associated out-
puts. The focus of this paper is on the second element, which we
refer to asa SWAP.

SWAPs present both opportunities for and threats to strengthen-
ing women's reproductive health and rights. As yet, there is not
sufficient evidence to judge the balance in outcomes. Here we
provide ageneral discussion of particular aspects and tendencies
associated with SWAPs.



Core Components of Sector Program Assistance

The components of sector program assistance are agreed through extensive negotiations among do-
nors themsel ves and between the recipient government and the donor consortium. These core com-
ponents are summarized below:

» Donor assistance and ministry finance are pooled into one coordinated sector program rather than
aseries of separate donor projects.

* A sector-wide strategy is formulated and implemented by the Ministry of Health on the basis of
extensive consultation between ministry officials, al donor partners and stakehol ders.

» A common budget and accounting framework, common procurement arrangements and joint re-
view procedures for sector program activities are established.

* Local capacity in the management and delivery of health servicesis strengthened.

» Government sets up systems to ensure more effective and accountable resource utilization.

Most countries undergoing SWAPs have a history of structural
adjustment where cuts in the public sector deficit have been a
central feature. A common starting point, therefore, for many
SWAPs and the associated health sector reforms (HSR) is“tight”
or constrained public-sector financing. This partly explains the
emphasiswithin HSR on devel oping alternative sources of finance
and streamlining the sector to provide“ basic,” “ essentia” or “core”
services to meet the needs of the poor and vulnerable. Without
improvements in quality and patterns of service delivery, cutsin
health expenditure are unlikely to strengthen women’s reproduc-
tive health—especially where public-sector interventions have
been shown to have a positive impact. However, in view of the
poor targeting of health expenditure in the past, one cannot say
with certainty that adeclinein health expenditure will necessarily
result in worse health outcomes. For instance, if cutsin expendi-
ture by the Ministry of Health are accompanied by anincrease (or
better targeting) in investment in sanitation, particularly clean
water, and this results in increased access to clean water among
the poor, the outcome for women'’s reproductive health may actu-
aly improve.

In many ways SWAPs area* continuation of severa elementsof the
classic HSR agenda, notably reforming health management sys-
temsand ministries of hedlth and setting clear prioritiesfor the pub-
lic sector” (Standing, H., 1999). However, certain aspects of sector-
wide programs represent efforts to learn from past mistakes. For
instance, the strong emphasis on government ownership represents
the attempt to avoid the pitfallsof “ conditionality” associated with
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Structural Adjustment Programs. Secondly, donors’ desireto im-
prove the coherence of their own aid programs means they may
be more willing to “pool” funds rather than finance numerous
uncoordinated, individual projects. The shift away from projects
aimsto streamline the administration and ease the burden for re-
cipient governments. Thirdly, the strong emphasis on capacity
building in sector-wide programs represents an attempt to
strengthen public-sector institutions, many of which deteriorated
considerably in the 1980s.

The blueprint for sector-wide programs—originaly described by
Cassels(1996) and later amended on the strength of experience—
is described on pages 23-24 of this paper. However, as most au-
thors point out (Standing, H., 1999; Elson and Evers, 1998), the
gap between reality and the “ideal” remains wide—an important
reason for looking at specific SWAPs to identify the best way to
influence the process. Despite the standardized format, in prac-
tice the priorities and content of the sector strategy vary among
countriesand regions. Thesereflect their very different situations
on the ground, but also, it is argued, the differences reflect the
degreeto which sector reformisdonor-driven (Standing, H., 1999).

At the heart of HSR in many Asian countries is the integration of
relatively well-financed family planning with lesswell-supported
health wings, which entails the integration of two separate ac-
counting, management and delivery structures. In principle, the
integration of servicesis considered a positive step for strength-
ening women's reproductive health. However, some of the evi-
dence so far suggests that institutional reform has hurt women
providersand benefited ma e heal th providers (Standing, H., 1997).

For Latin America, which is relatively industriadized and urban-
ized in comparison with other regions, health sector reformisfo-
cused largely on two sets of institutional changes: decentraliza-
tion and socia security reform (Standing, H., 1999). In Africa,
sector reform is taking place in a much weaker ingtitutional and
economic environment and wheretheimpact of HIV/AIDSisrela-
tively widespread and profound. Here, the emphasis has been on
developing different financing mechanisms for the sector and in
capacity building in human resource development and manage-
ment (Standing, H., 1999). Thus, the extent to which SWAPs
pose athreat to women's health and reproductive rights depends
on the effects of these regionaly distinct changes. For instance,
institution-building in sub-Saharan Africa may strengthen gov-
ernments’ ability to supply better quality primary services and
reduce corruption and raise confidence in the public sector. On
the other hand, women may become even more disadvantaged by
decentralization and gender-biased social security reformin Latin
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America. Only case studies at the country level and below can
provide definitive answers.

2.b.Ingtitutional and Management Aspects of SWAPS

The existence of severe limitations on national public-sector re-
sources is normally the starting point for a SWAP. The institu-
tional objectives of health sector reforms, therefore, are to pro-
vide the most effective, relevant, well-managed and professional
health service possible to the population. Once the sector strategy
is identified, the gap between national resources and the actual
costs of delivery isidentified and donors are requested to fill the
gap. Inreturn, the government must demonstrate that the strategy
can beimplemented and sustained. For these reasons, emphasisis
placed on reform of management structures and systems of ac-
countability (largely financial).

In view of some problems of structural adjustment programs
(SAPs)—namely, lack of “ownership” and dlippage (failure to
implement reforms)—the focus for SWAPsis on building agood
relationship with the recipient country and anchoring ownership.
Therefore, early negotiations over the nature of the sector pro-
gram are lengthy and involve extensive consultation and “ capac-
ity building” within government organizations. As part of thedrive
to strengthen ownership, sector programs usually emphasize the
need for wide consultation with stakeholders and strengthening
accountability to beneficiaries. As yet, there is little evidence of
systems of accountability to usersin formal management structures.

Animportant gap in the sector-wide approach isthe lack of com-
munication with community groups, locally-focused NGOs and
women's health groups. SWAPs themselves would be strength-
ened by adapting a stronger, more effective and accountable
method of stakeholder participation. The most appropriate ways
to channel community voicesinto the sector process will depend
on the country context. For instance, in Bangladesh, a women's
NGO Naripokkho has brought together women and local govern-
ment officials to discuss women's unmet health needs which has
proved to be an effective way to bring women’s concerns to the
public hedth providers. In India, women's community health
groups have had some success by focusing on lobbying and in-
forming the World Bank representatives (refer to Healthwatch
Trugt, Indig, for instance, see Appendix 4). In South Africa, the
Women'sHealth Project has supported participatory training with
nurses which hasimproved quality of care to poor women while
other initiatives of the Women's Health Project focus on improv-
ing the accountability of public expenditure through work on the
budget process in South Africa (see Appendix 2).
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Policy-level initiatives (such asthe Women'sHeal th Project, South
Africa) addressthelack of transparency of sector programs—few
community groups have accessto information. Indeed, many pri-
mary health workers themselves know little about health sector
reforms and new health sector strategies. The “people’s right to
information” movement in India is an example of a direct ap-
proach to improving transparency of local government.

Health Sector Reformsin the SWAP

Health sector reforms are normally a central part of a health sec-
tor program. Their aim is to improve accountability, efficiency
and transparency in the sector. While there are differences among
donorsintherelativeimportance and precise specification of par-
ticular reforms, they are usually incorporated in some way into
health sector programs. The components of health sector reforms
are summarized below.

Health Sector Reforms consist of:

* Implementation of new public management systems,

* Reorganization of the health ministry linked to overall reform of the public sector’s budgeting,
accounting and planning systems,

» Decentraization of sector activities, including local ownership and accountability for the planning
and/or management of service delivery; decentralization of financial management;

* Improving stakeholder participation and accountability to primary stakeholders;

* Introducing alternative financing mechanisms, including contracting out of servicesto the private
or NGO sector, user fees, socia and private insurance schemes, and privatization of drug marketing.

Core Servicesin Health Sector Programsare:

* Family planning and reproductive health (includes nutrition and prevention and treatment of sexu-
aly transmitted diseases);

* Child hedlth;
o Communicable disease control; and

» Some curative service provision.



Reproductive Health and Family Planning Services normally include:

» Family planning, with a central focus on supplying contraceptives to women;
* Insufficient attention to men, issues of choice and dignity of women;
o Limited prenatal care; and

 Emergency and essential obstetric care.

Compare this with the essentia elements of reproductive health
agreed at the International Conference on Population and Devel-
opment (Cairo,1994):

Essential Elements of Reproductive Health as Defined by the | CPD
Programme of Action:

State of complete physical, mental, social well-being consisting of:

o Satisfying, safe sexual life;

» Accessto appropriate, safe, effective, affordable, acceptable methods of family planning based on
informed choice and dignity;

» Services for safe pregnancy and childbirth;
* Prevention, diagnosis and treatment of RTISSTDSHIV;
» Elimination of harmful practices (FGM, domestic violence, sexua trafficking); and

» Emphasison: poverty aleviation, girls' education, women's empowerment and reproductiverights
as core, and therole of civil society and communities.

Source: Adapted from Joan Kaufman, Overhead, Regional Ford Foundation Meeting on the Gender and Reproductive
Health Impacts of Health Sector Reform, Yunnan Province, China, March 12-17, 2000.

Sector-Specific Government Machinery
Drives Sector-Wide Programs

From the perspective of women'’s reproductive health and rights,
sector-wide programs are constrained by the way in which the
sector is defined operationaly. Because the Ministry of Health
drives the process and financia flows and because reforms are
ministry-specific, the importance of water, sanitation, transport and
education for women’s reproductive health and rights cannot eas-
ily beingtitutionalized in a SWAP. However, there are some excep-
tions. The Pakistan Socia Action Plan, a multi-donor socid sector
program, is an example of a cross-sectoral program which incor-
porates primary health care, primary education and sanitationinto
a sector program support initiative (Elson and Evers, 1998).
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reproductive health
and gender equity is
partial and ineffective
as a tool of gender-
aware health strategy.

2.c. The Private Sector in SWAPs

Formulation of the sector framework normally involves redefin-
ing the public and private responsibilitieswithin the heal th sector.
Thismay result in recommendationsfor the privatization and regu-
lation of certain health sector activities, such as the marketing of
drugs, provision of certain types of services; creating a better
working environment for private service providers by providing
training and improvements in socia and physical infrastructure;
or promoting competition in the sector through deregulation of
some markets (Elson and Evers, 1998). It might also involve sub-
contracting certain services to NGOs or the private sector.

While the scope of the sector normally includes public and pri-
vate providersin the formal and informal sectors, thereis no ex-
plicit consideration of the role of households in health provision
(Elson and Evers, 1998). The household forms part of the sector
only asaconsumer of services, and gender differenceswithin the
household arelargely ignored. Although the central role of women
as providers of household and community health care is empha-
sizedin general health sector and WID (Women in Development)
documentation (see DANIDA, 1988; CIDA, 1996), thisinforma-
tion is not yet integrated into sector program support operations.

Women, Work and Reproductive Health

“Fishermen’s wives clean the fish to be preserved when catches are abundant... Thiswork hasto be
done without delay on adaily basisto prevent the fish from spoiling. \Women are very much aware
that their breastmilk goes down when they work hard and don’t take time to eat and rest properly, but
they have to manage these conflicting obligations somehow. Nutrition messages must take into ac-
count the circumstances of women'’s lives and not assume that all mothers have only onejob to do:
look after their children” (Blanchet, 1991, p.38).

Most health sector program support is directly channeled to pub-
lic provision of basic or “essential services’ targeted to the poor.
The Bangladesh exampleiscommon, where the health sector pro-
gram calls for the alocation of the bulk of public expenditure to
primary health care, providing an essential package of services
(EPS) and encouraging the private sector to take over some urban-
based hospital serviceswhich are considered “ non-essential” and
tend to be used by higher-income groups.
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The* Targeting Women” Approach Fails
to Address Society-Wide Gender Inequalities

Most sector programs “target” poor women to strengthen repro-
ductive health and gender equity in health. However, the target-
ing approach is partial and ineffective as atool of gender-aware
health strategy (Elson and Evers, 1998; Gilson, 1998). For in-
stance, gender disaggregated indicators may show that most health
clinicsdo not have women doctors, so gender-specific policy com-
ponents may target expenditure for training more women doc-
tors. However, without addressing the specia problems women
face in finding the time and/or money to travel to and from a
clinic—regardless of the presence of afemale doctor—women's
needs will not be adequately met. In a report for UNICEF,
Vandemoortele (2000) concludesthat narrow targeting of services
to the most needy is likely to yield savings that are “ penny-wise
but pound-foolish.”

By relying on better targeting, health sector reforms do not con-
sider the ways in which gendered norms pose particular difficul-
ties for women providers and users—such as the problems faced
by women doctors in re-locating to rural areas or women's ten-
dency to underva uetheir own health needsin comparisonto those
of their children and husbands.

Broadly speaking, targeting does not take into account the sector-
wide and society-wide gender inequalitiesthat influencewomen’'s
reproductive health status, women’s accessto reproductive health
services, and gender inequalities and gender bias in human re-
source management which have astrong bearing on the quality of
careinreproductive hedth service delivery (see Standing, H., 1997,
1999, for agender analysisof the human resource aspectsof HSR).
The targeting approach shows little appreciation of the waysin
which gender inequalitiesamong both providersand usersof health
services have an impact on the causes of poor health among the
population as whole. Some donors take these points on board.
For instance, CIDA policy notes that “women are the main care-
givers for al the family; empowering girls and women through
community development and access to education is the key to
socia and economic development, and the health of children, fami-
liesand communities.” (CIDA, 1996, p.5, citedin Elson and Evers,
1998). Yet the design of services and training which reflects this
understanding tend to be absent from the impl ementation stage of
sector programs.




3. The Experience
of Reproductive
Health in
SWAPsand
Sector Reforms

Health sector reforms have been criticized for failing to fully sup-
port women’sreproductive health and rights (CHANGE and Popu-
lation Council, 1998). Why is this so? In practice, reproductive
health services tend to focus on family planning, limited prenatal
careand obstetric careand to cover interventionsin women'schild-
bearing activities. Some programs include a minimum of coun-
seling and gender training. Adolescent girls' and especially older
women's hedth tend to be marginalized in SWAPs. In practice,
the relevance of men in reproduction is barely reflected in repro-
ductive health priorities.

Weaknessesin SWAPs from a Gender Per spective

» Failure to take into account the effect of gender inequalities on women’s and girls” health;

* Low priority given to the rights, needs, dignity and privacy of women;

* Systematic lack of sensitivity to women'’s preferences and needsin the design and construction of
maternal health centers and public health clinics;

o Insufficient priority given to malnutrition among young girls;

* Insufficient importance placed on gender-biased attitudes of service providers;

» Failure to take into account the effect of women’s work on their reproductive health.

Sources: Blanchet, 1991; Ramachandran, 2000; CHANGE and Population Council, 1998; Regional Conference Lijiang,
Gender Issues Office, Ministry of Health, Bangladesh, 1999.

Onthebasis of evidence so far, “[r] eproductive rights and gender
equity concerns have not yet become a central part of the health
sector reform discourse nor a central focus of implementation...”
(Jodi Jacobson, 1998, p.2). Asyet, sector reforms seem to stimu-
late very little investment in primary and preventive reproductive
health other than contraceptive delivery (CHANGE and Popula
tion Council, 1998, p.1).

In India, “HSR...is more about macro policy changes related to
contracting out services and formation of corporations and au-
tonomous bodies... The government has primarily experimented
with contracting out servicesfor laundry, hospital food, cleaning,
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etc. Thereistalk about health insurance, community-based group
insurancelinked to savingsand credit, opening theinsurance busi-
ness to multi-national corporations... With the exception of acor-
poration for the supply of drugs in Tamil Nadu, we have made
little progressin this area. Health sector reforms are today limited
to insurance, privatization and user fees. Even the quality of care
issues raised in the reproductive heath program has not found its
way into HSR!” (Ramachandran, 2000).

Implications of New Forms of Cost Recovery

Insurance

Theevidence suggeststhat private insurance putswomen a adis-
advantagein terms of costsand impacts. Insurancerisksare struc-
tured so that women, and not society as whole, bear the financial
costs of reproduction. Under most private insurance schemes, ei-
ther childbirth is not covered, or women pay a higher premium
than men. For instance in Chile, “a young, unmarried, healthy
male professional isin aposition to gain access to amuch higher
level of insurance than he needs, whileamother herself must bear
the cost of increased risk associated with maternity care” (PAHO
website, http://www.paho.org, see also Appendix 3).

In India, Ramachandran (2000) points to evidence that the use of
private health insurance has resulted in higher rates of cesarean
section and hysterectomy without valid medicad indications. The
Health Economics Unit in the Ministry of Health Bangladesh is
currently exploring the gender implications of various forms of
insurance. Evidence should be available by 2001.

A key issuefor health sector reform isthe on-going debate on the
desirability of various forms of insurance schemes to finance es-
sential health and particularly expensivetertiary interventionssuch
as cesarean sections. Theissue of micro-financefor healthis par-
ticularly important and timely and needsto be considered in light
of agender perspective onwomen’sreproductive health and rights.
Although some analysis of the implications of various health in-
surance schemesis being undertaken in Bangladesh by the Policy
Research Unit, a more systematic analysis with input from
women's health and community groups on the experiences of
micro-finance for health is needed.




User fees

Thereis sketchy evidence on the gender impact of user fees, most
of which comesfrom sub-Saharan Africa. Hilary Standing (1999)
cites evidence that in Nigeria user fees were associated with a
56% rise in maternal deaths and a46% declinein hospital deliv-
eriesin the Zariaregion (from Ekwempu, et a., 1990) and a de-
cline in the use of maternal and child health services in Zimba-
bwe in the early 1990s (from Kutzin, 1995).

A review of the theoretical arguments and empirical evidencere-
garding user feesto finance basic social servicesdrawsvery nega-
tive conclusions. For the health sector in generdl, it found that:

* user fees do not guarantee greater efficiency and effectiveness;
+ the market does not necessarily work for health sector services;

» user fees collect very modest amounts of money compared with
the budgetary resources allocated to basic social services,

* user fees|ead to areduction in the utilization of services, par-
ticularly among the poor;

* protecting the poor is difficult because exemption schemes sel-
dom perform well and are costly to administer; and

* user fees tend to aggravate gender biases, seasond variations
and regional disparities (Reddy and Vandemoortele, 1996, cited
in Vandemoortele, 2000).

However, it must be remembered that “free at the point of deliv-
ery” public health services are rare. For most people in low- and
middle-income countries, the use of public services involves a
cost in terms of transport, time, unofficial fees, provision of bed-
ding and food, etc. Many of these costs are borne by women. In
most poor countries, the majority of people rely on the private
sector, either formal or informal, to treat many illnesses, and the
public sector is often the least used health service. Therefore, es-
tablishing the effects of user fees involves taking several factors
into account, including for example, the extent to which fees re-
placeinformal costsor whether women are simply switching from
onefee-paying service (informal or formal private) to another (for-
mal public).



4. Optionsfor
Protecting and
Strengthening
Reproductive
Health in
the Context
of SWAPs

4.a. Global Movementsfor Health Sector Reform:
The Need for Strategic Alliances

It has been argued that “there are two important streams pushing
for reforms within the health delivery system across the world”
(Ramachandran, 2000). The two powerful lobbies consist of one
backed by the World Bank, major bilateral and multilateral donors
and another (catalyzed by |CPD and Beijing) by international foun-
dations and NGOs (Ramachandran, 2000). However, their posi-
tions are not always polarized, particularly when one takes into
account therole of national governmentsin the health sector. Ex-
periences in the Asian region show the importance of strategic
aliances. InIndia, for example, strong lobbying of the World Bank
by women's health NGOs helped to shift the government to a
more positive approach to reproductive health (Kunming Medi-
cal College/Ford Foundation, 2000). In Bangladesh, women’'s
NGOs and supportive individual consultants have successfully
worked with bi-lateral donors—most notably the Dutch and
the Canadians—to help to integrate ICPD objectives and amore
gender-equitable approach to the health sector program (Evers
and Kroon, 2000).

Sector-wide programs are not necessarily incompatible with the
objectives of Cairo and Beijing or the aims articulated by global
movements for strengthening women's reproductive health (see
CHANGE and Population Council, 1998). In theory, sector-wide
programs are meant to support greater equity in the design and
delivery of health services. Providing better, more appropriate and
accessible services to women and the poor is usudly a guiding
principle of sector-wide programs, and reproductive hedthisusu-
aly akey element of the essential package of publicly-provided
“core” services.

Policy guidelines for SWAPs usually contain commitments to
advance gender equity and, in some cases, to promote women's
empowerment. SWAPs are meant to be “demand-oriented” or
“results-oriented” and to reflect stakeholder participation, where
stakehol ders include men and women, medical and non-medical
staff aswell asthe ultimate beneficiaries of health sector services.

The World Bank Ingtitute's flagship course, “ Population, Repro-
ductive Health and Health Sector Reform,” trains public and pri-
vate sector professionalsinvolved in SWAPs. The course content
includes “technical and knowledge services related to designing
and implementing the new approaches agreed during ICPD” (WBI,
Course Brochure, 1999).
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Judging from policy guidelines and rhetoric from donor and gov-
ernment institutions, we might expect to see a strengthening of
maternal, prenatal services. On the face of it, SWAPs seem to be
conducive to creating a positive environment for strengthening
women’s reproductive health and rights.

Decentralization and community participation aspects of sector-
wide programs represent an opportunity to overcome the lack of
sengitivity to women'’s dignity, needs and preferences and to en-
couragewomen to use public healthfacilities. Experiencein Tamil
Nadu suggests that this could be achieved by “involving women
at the design and planning stage [of construction] to take care of
issues of privacy, toilets and other facilities” (Ramachandran,
2000). However, negative examples of decentralization remain
forceful reminders of its complexities. Aitken (1998) argues that
“the most resistant barriers to the successful implementation of
reproductive health programs may be theinnate conservatism and
resistance to change of health workers themselves. The culture-
based reluctance to provide services to teenagers or to women
with incomplete abortions is a familiar problem” (p.14). The
Women's Health Project (WHP) based in South Africa provides
an example of how to improve the responsiveness of a decentral-
ized health system. The WHPisinvolved with participatory train-
ing of healthworkersto help easetheintegration of primary health
services (see Appendix 2).

Linking the payment of user fees to findings of local monitoring
groupsisapossible way forward (Ramachandran, 2000). Involv-
ing local women’s groups in the monitoring and evaluation of
quality of care would need to be backed up with sanctions against
offenders, without jeopardizing the safety of thewomen involved.
At the very minimum, indicators of dignity should be incorpo-
rated in management performance indicators (provision of pri-
vate toilets, privacy in examination rooms, cleanliness)
(Ramachandran, 2000).

Such interventions, however, need to be built into the sector-wide
system of accountability to prevent the victimization of local
women's groups and stakeholder committees. Thisraisestheim-
portant issue of social normsand conventionsand the significance
of informa rules that influence the way men and women, boys
and girlsare abletointeract with health sector ingtitutions at local
levels. Strengthening women'svoices at local levelsisacomplex
process, often at oddswith traditional conventions (see OneWorld
Action, Report. One World Action Seminar: Developing Gender-
Sensitive Local Services, 2001). Thisis particularly important in
the context of decentralization, wherelocal prejudices and power
structures can have a strong influence not only on the supply of
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services, but also on women's access to and delivery of reproduc-
tive health services. They can aso influence the degree to which
women and women's organizations can actively influence service
delivery and policy priorities at local levels. Thus, the political
economy of gender relations and the nature of women'srightsin
communities needs to be considered when identifying the best
strategiesfor influencing reproductive health policy, delivery and
monitoring at local levels.

The Role of the Private Sector :
NGOsin Service Delivery

The shift away from family planning to broad-based reproductive
health strategies and services involves changing the “ culture” of
the health service. In some countries, deeply entrenched practices
which disadvantage and disempower women may be very diffi-
cult to change. Here, monitoring public services may not be the
most appropriate path to take. Instead, exploring opportunities
for NGOs to act as aternative suppliers of services may be an
aternative, or complementary, approach. In Bangladesh for in-
stance, the most successful initiatives regarding provision of ser-
vices which support women's basic reproductive health and
rights—women’s need for information and counseling—areto be
found among NGOs. The Bangladesh Women’s Health Codlition
represents one of many such NGOs.

Stakeholder Consultation

Consultationswith government bureaucrats, professiona provid-
ers (doctors and nurses), health-oriented NGOs are, in theory, a
part of the sector-wide process and provide an opportunity to in-
fluence priorities in the sector strategy. Experience so far sug-
gests that doctors and high-level government officials have the
strongest voice in the stakeholder process.

Nevertheless, the stakeholder participation process does offer an
opportunity for local NGOs and other advocates of women'shealth
and rights to influence and shape the components of the service
delivery package. Thismay take place at central government lev-
els, through the lobbying of donors and government officials (as
in the case of Bangladesh and India, for example).

Stakeholder participation may be most effective at loca levels
where local service delivery and political machineries are more
responsive to community input. This appears to be the case in
Brazil where women's organizations in S&o Paulo successfully




lobbied ocal government for aWomen'sHeal th Care Officewithin
theMunicipal Health Department in charge of managing women's
hedlth care servicesat municipa hedthfacilities. It's“main achieve-
ment” wasto implement the \WWomen’s Comprehensive Heal th Pro-
gram (PAISM) with agender perspective to improve health indi-
cators in the city (Aratjo, 2000). They found that introducing a
gender perspective into the health sector institutions at al levels
challenged the system’s culture and hierarchical structure which
treated unequal power relations as “natural” (Araljo, 2000).

Linking Local Prioritiesand Initiatives
to the Sector-Wide Approach

To protect and strengthen reproductive health and women'srights
in the context of SWAPSs, the best methodsto link local priorities
and initiatives to the sector-wide approach will depend to alarge
extent on country circumstances. Thereisaclear need, therefore,
to think about the best waysto link local strategiesto sector-wide
processes which are controlled from the center by ministry offi-
cialsand donor partners, albeit with varying degrees of input from
various stakeholders (professional bodies or NGOs, for example).
Indeed, local responsesto sector-widereformswill determinetheir
ultimateimpact. WWomen's perceptions, needsand priorities (among
providers and potential users) need to be fed into the policy pro-
cess at both central and decentralized levels.

“The reproductive health community, particularly health and
rights advocates, have to become fluent in health sector reform
issues and must be particularly vigilant in ensuring that repro-
ductive health concerns are addressed, especialy ininternational
and country-level discussionsabout financing, priority-setting and
resource allocation” (Jodi Jacobson, cited in CHANGE and Popu-
lation Council, 1998).

The evidence so far suggests that initiatives need to take place at
local, national, regional and global levels.

Integrating a Gender Per spective into Sector-Wide
Management and Global Initiatives

Even in an environment where many responsibilities are being
devolved to decentralized districts, overall strategies and total
funding allocations are usually determined at central level, with
varying degrees of input from stakeholders located in health fa-
cilities and communities. The overall sector framework, which
sets out mechanisms of accountability, identification of priorities
and alocation of funding is for the most part determined at cen-
tral levels. The monitoring and evaluation of the effectiveness,
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equity and efficiency of sector programs is also concentrated at
central levels—withinthe Ministry of Health and among the SWAP
donor consortium.

“Now, policy analysis, technical support and national planning
are becoming the dominant responsibilities of the center, and we
need to recognize and address that shift in roles’ (lain Aitken,
cited in CHANGE and Population Council, 1998).

In this context, mechanisms are needed to channel local monitor-
ing and evauation efforts back to the center. At the same time,
mechanisms are needed to shift the systems of accountability (fi-
nancial reporting, public expenditure review, annual program re-
view, etc.) away from the center to local levels. This can best be
achieved by ensuring that a gender perspective is adopted in the
management of sector-wide process and that explicit attention is
given to the central importance of ensuring women'’s reproduc-
tive health and rights. We refer to this as an essential aspect of
“mainstreaming” gender into sector-wide programs.

Initiatives by the Commonwealth Secretariat (UK) in partnership
with the United Nations offer apotentia resourceto support strate-
gies to strengthen women's health and reproductive rights objec-
tivesin the management of sector-wide programs. A network of
UN organizationsisaproject of the UN Inter-Agency Committee
on Women and Gender Equality includes, among others, WHO,
UNIFEM and PAHO. Publications of thisnetwork are centralized
onawebsite and offer useful and relevant on-lineresourceswhich
include Gender Mainstreaming: Management (ComSec) and Oper-
ationalizing Cairo and Beijing: Training in ‘ Gender and Reproduc-
tive Health (WHO, forthcoming). A full list of resources can be
found on their website, http://www.col.org/GenderResources.

As yet, however, there is no evidence of gender analysis being
integrated into sector-wide management, and perhaps this objec-
tiveis best addressed as along-term strategy.
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Part ||

The Reproductive Health Agenda

IN the Context of Health Sector Reform

I ntroduction

This section will illustrate how sexua and reproductive health is
being interpreted and implemented in the context of health sector
reform programs. Bearing in mind the preceding analysisof health
sector reformin the context of globalization, thefollowing analy-
sis ams to identify opportunities, strengths and weaknesses of
health sector reform/sector programs regarding sexual and repro-
ductive health. The significance of reproductive health initiatives
within the context of reformisparticularly relevant since many of
the countriesthat agreed at Cairo toimplement reproductive health
initiatives are also now undertaking health sector reform.

Bringing sexual and reproductive health services to the millions
of peopleliving in countrieswhich still suffer from short life ex-
pectancies, high levels of child and materna mortality, child la
bor, illiteracy and poor overall health remains amajor challenge
for governments and donor organizations. It is estimated that 80
percent of the world's population now lives in developing coun-
tries, asdo 90 percent of theworld’syoung people. Thetota world
population will rise from six to nine billion people in the next 50
years.

Despite progress in the field of sexual and reproductive health,
theworld's population grew massively from 3 billionin 1960to 6
billionin 2001. The world's 13.2 millions AIDS orphans and the
persisting high rates of abortion and maternal mortality in low-
and middle-income countries reflect the need to scale up efforts
to change the way sexual and reproductive health services are
delivered. Despite policy commitments towards sexual and re-
productive health, development agenciesarestill strugglingtoturn
rhetorical commitments to gender equity and equality into con-
Crete sector program initiatives and to integrate gender concerns
into health reform programs. This situation highlights the need to
generate the political will to make progressin sexual and repro-
ductive health within the context of health sector reform (HSR).
As the analysis of HSR and globalization demonstrated, sector
reforms are complex, and their success requires political commit-
ment, time, resources and a favorable policy environment.



1. Why Should
HSR bea
Priority Issue
for Reproductive
Health
Advocates?
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Some of the resources used in the preparation of this section are
internal government reports. Since they are not published docu-
ments, they can not be quoted, particularly regarding specific num-
bersin specific countries. The references cited only include docu-
ments made publicly available.

In the 1990s, the global UN conferences agreed to a series of in-
ternational development targets for 2015 which included appro-
priate access to reproductive health services and a 75 percent re-
duction in maternal mortality rates.

The International Conference on Population and Devel opment
(ICPD, Cairo, 1994) and the Fourth World Conference on Women
(Beijing, 1995) established a more comprehensive and holistic
approachto generd health care and especiadly with regard to sexual
and reproductive health. The principles of equity, quality and ac-
countability embodied in the programs of action from these con-
ferences required moving beyond the scope of isolated projectsto
address both national health systems aswell as other sectors hav-
ing adirect or indirect impact on health.

Since reproductive health and HSR both share the goal s of equity
and equality, the agreement among bilateral/multilateral donors
and devel opment partners to advance beyond the funding of indi-
vidual projects to coordinate actions towards a sector-wide pro-
gram seems a good opportunity for advancing the sexual and re-
productive health agenda. However, sexual and reproductive health
goals and principles of equality and equity, quality of services
and user enpowerment may be incompatible with prevailing insti-
tutiona cultures within the health system. Health sector reforms
tend to be consistent with society’s gender-biased views and val ues.

Sexual and reproductive health is now understood as a multi-
sectoral concern. The need to incorporate an approach that tackles
the economic, structural and systemic issues linked to the health
system—including the need for an effective and accountable health
sector—isnow acknowledged in hedlth policy. Multi-lateral agen-
cies must act together to support countries in their efforts to re-
form their health sector policy and institutions, and at the same
time, civil society must hold all sectors responsiblefor protecting
and promoting sexual and reproductive health.

This new understanding directly addresses concerns about “ one-
size-fits-all” approaches to structural adjustments in developing
countries. There is no blueprint for health reforms; rather, they
are country-specific (Enemark and Schleimann, 1999). Analyses




Devel opment agencies
are till struggling

to turn rhetorical
commitments to gender
equity and equality
Into concrete sector
program inititiatives
and to integrate gender
concernsinto health
reform programs.

comparing the different countries where HSR is being imple-
mented reveal that health policies and strategies vary consider-
ably (DGIS, 1999). The reasons and timing of launching sector
reform—aswell as procedures and mechanismsfor policy devel-
opment, planning and implementation of health programs—also
vary from country to country.

Common health problems and challenges in low- and middle-
income countries may demand similar health strategies and inter-
ventions, but the specific characteristics and dynamics of a
country’s health system are likely to generate differences in the
implementation of the reforms. In any case, if health reformsare
to succeed, they require the leadership and participation of both
the national governments and the wider civil society in the devel-
opment of broad health policy framework and specific reform
plans. Stakeholder participation is now widely recognized as a
critical condition for success.

A crucial aspect of HSR is capacity building in poorly-equipped
Ministries of Health so that governments will have an effective
budgetary and institutional framework. Governments' financing
mechanisms must be developed in order to make changes sustain-
able when external sources of funding are no longer available.

HSR programsand objectivestend to be quite ambitious. I ncreased
coverage at the level of basic health services serves a political
purpose but rarely is matched with realistic considerations of the
financial and human resources needed to provide such services.
Intheory, the integration of vertical programs should improve ef-
ficiency: however, integrating efficient vertical programsinto in-
efficient general services may jeopardize the quaity of some of
the newly-integrated services.

Despite considerable rhetoric, there has been relatively little in-
vestment by governmentsand international institutionsin primary
and preventive sexual and reproductive health interventions other
than contraceptive delivery (Population Council, 1998). In acon-
text of extremely under-funded health systems in which a more
functional service delivery isvery difficult to attain, family plan-
ning resources tend to be greater than maternal and child health
(MCH) resources, yet the burden of care has been on the MCH
workers.

All sector reform programs acknowledge sexua and reproduc-
tivehealth asapriority policy. However, wheningtitutional changes
or budgetary allocations are made, sexual and reproductive health
and gender issuesare set asidein favor of other, competing priori-
tiesresulting from an overburdened health system, pressure from
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powerful special interest groups, and the acute health needs of a
large, impoverished population. As aresult, inequalities between
women and men that are primarily caused by structural and insti-
tutional discrimination remain either openly manifest or latent
within the health sector and its program interventions.

HSR isnot auniform concept. It coversawide range of structural
and ingtitutional changes which have definite consequences for
gender equity, sexual and reproductive health, and the general
health of the entire population. When some of the dilemmas that
have direct or indirect impact on sexual and reproductive hedth
are highlighted, the enormous implications of the HSR approach
for sexua and reproductive health advocates, and thusfor institu-
tions such as the Ford Foundation, become clear. Identifying the
barriers and opportunities for bringing a gender perspective to
sexual and reproductive hedth in a context of HSR will enable
the RHAG to create options to drive the HSR and sexual and re-
productive health agenda forward.

Sexual and reproductive health advocates can have a significant
influence on the reform process once they understand their pos-
siblerolein managing change within the health sector. Achieving
this understanding sometimes requires re-training of staff and
possibly changes in the skills mix, attitudes and organizational
structure of the advocates' ingtitutions.

Being part of the HSR process requires an understanding of the
reform’s main components and of the development of the reform
process within a country. Only then will it be possible to influ-
encethe HSR processto ensurethat it supportsreproductive health
objectives and is gender-sensitive.




2. Can HSR Provide
Accessible,
Equitable,
Gender-Sendtive
and Good Quality
Health Services?

HSR seeksto address crucia deficienciesthat affect how well the
entire health system functions. Sexual and reproductive health ser-
vicesare part of this system and share with other health programs
similar problems of poor quality of care, insufficient funding, lim-
ited access to services and inefficiencies in service delivery, as
well as lack of accountability and failure to incorporate users
perspectives.

Health reforms are also a response to a number of resource con-
straints in the health sector. We al know how carefully available
health sector funds—including those earmarked for reproductive
health—have to be administered to get the optimal benefit for the
vast majority, particularly the poorest segments of the popul ation.
However, reformimplies change, and thisisnot awayswel comed
with open arms. Many interests are likely to be affected, and dif-
ferent stakeholders may have different viewsregarding HSR goals
and priorities.

Even thelanguage of HSR as expressed by international agencies
and governments has changed over the decade from the early
1990s. The “first generation” of reforms was supply-side driven
and focused on the health sector (Standing, 2000). One of the top
objectives was to reform the operations of Ministries of Health,
specifically their technical and managerial activities. Gender was
not addressed as a concern in the planning or implementing of
these health reforms. Monitoring systems to show the impact on
servicedelivery and outcomesfor health were not developed. This
first generation assigned priority to the following elements:

¢ improving health sector management systems;

* public sector reform;

* reform of financing mechanisms, cost containment;

* decentralization; and

+ working with the private sector.

The*second generation” conserved thesefive elements, and added
abroader perspective, emphasizing demand side, anti-poverty in-
terventions and intersectora approachesto health. The following
elements were added:

+ partnership with key stakeholders;

» focus on community/user needs; and

* hedlth as part of the poverty agenda.

Theinternational agenda also has broadened its understanding of
poverty and its causes, focusing on intersections between poverty
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and hedlth. Health financing strategies now consider risk, vulner-
ability and exclusion to devel op safety-net mechanismsto protect
the poorer segments of the population. Gender implications are
yet to be explored.

These new components have presented an opportunity for avari-
ety of civil society groups, such as NGOs and other independent
organizations, to develop advocacy strategies and to participate
actively in planning, service delivery and/or monitoring. How-
ever, many stakeholders are not yet involved in discussions about
health sector reform or sector-wide approaches. Realizing the
participation and activeinvolvement of multiple partnerswho have
different mandates, organizational foci, work styles and budgets
requires a thorough stakeholder analysis (DGIS, 1999).

At the district level, operations are more flexible to tailoring of
sexual and reproductive health servicesto suit local needs. While
decentralization openspossibilitiesfor further development of the
district health system, it also poses new challenges, particularly
to primary stakeholders. Aitken (1998) questions the impacts of
decentralization on sexual and reproductive health when govern-
ment commitmentsto the 1994 Cairo Agendaare not implemented
at the local level, either because resources are not budgeted or
because of conflicting interests and views between the center and
the periphery.

For instance, hiring and firing of staff, procurement and disburse-
ment of funds, and acceptance of donations are all heavily cen-
tralized in the capital cities and subject to slow and complicated
procedures. Difficulties also arise in the selection of local repre-
sentatives and delegation of authority to them. Political tradition
and motives may hamper the delegation of power, and asaresult,
most essential decision-making and executive authority contin-
uesto be retained by the central government.

Paradoxically, as more power is conferred upon local representa
tives, the power isbrought closer to the people, and thusthe power
and the nature of the administration actualy islegitimized. How-
ever, conferring power on incompetent local representatives can
also have the undesired effect of deepening existing gender and
health inequities. In addition, loca will can beinfluenced by con-
servatism and prejudice, particularly in the case of services such
as management of incompl ete abortions or sexual health services
for adolescents.




Some of the greatest obstacles to successful health sector reform
areMinistry of Health rulesand regulationswhich are usually out
of synch with the new type of HSR mandates. These explicit and
implicit guidelines have been accumulated over decades of bu-
reaucratic activity and usually are written and endorsed by civil
servants and politicianswho find it difficult to make the changes
expected in sector reforms. These regulations prevent rapid and
flexible response and seriously undermine the Ministry’s ability
to carry out operational public administration of HSR.

Relevant Questions for Analyzing the State of Sexual and Reproductive
Health in Current HSR Programs:

» Which of the four broad stages of HSR is the country developing: consideration of HSR; HSR
planning; implementation of HSR; or post HSR?

» Who is leading the HSR process: donors, government (which ministry)? Which stakeholders are
part of the HSR process?

» How can the HSR process be influenced? Through governments, donors, NGOs, other actors?

» Which concerns and approaches are shared by most institutions involved with sexua and repro-
ductive health?

« Which indicators will be used to measure the reform’s success? Are indicators for sexua and
reproductive health included?

» How long can each actor commit to the HSR process?

* Inwhat way can each actor commit to the HSR process (representation, finance, network, informa-
tion, expertise)?

» Why are the various stakeholders interested in engaging in the HSR process?

» How can sexual and reproductive health be made apriority within HSR? How can the reproductive
health agenda be encouraged at municipal, national and donor levelsin aHSR context? How can it

be ensured that political commitments to sexual and reproductive health are endorsed and backed
up with the necessary human and material resources?

» How can it be ensured that the sector-wide approach will go beyond HSR and have the implica-
tions analyzed in the preceding section on globalization?



3. How Can HSR
Be Used to
I mprove Sexual
and Reproductive
Health?

The paradigm shift in Cairo made sexual and reproductive health
acomprehensive concept with auser-friendly and gender approach
to service delivery, thus providing a good test of health reform
outcomes and outputs. However, women's health advocacy groups
which have successfully created international political spacesto
advance progressive sexual and reproductive health policies have
not been able to engagein similar dialogueswith the national and
international agencies driving HSR.

At the service delivery level, avery valuable experience has been
gained with the approach to sexual and reproductive health, but it
has not been easy to scale up this experience to the health system
level. Thesuccessof micro-level initiatives (see Appendix 4) seems
condemned to limited demonstrations when it comes to increas-
ing their proportion in the context of amalfunctioning system.

The bias towards public services makes it difficult to involve
other non-profit, private health-care providers—such as NGOs
and mission hospitals—in policy dialogues and sector reviews.
The HSR programs neither include mechanisms for a rational
public-private mix, nor do they adequately addressrelevant areas
for sexual and reproductive hedth, such asnutritionand HIV/AIDS.
Nor do they deal with concerns of water and sanitation, since
intersectoral activities are not considered part of HSR programs.

These biases—in addition to the problems mentioned in part four
of the globalization analysis—have jeopardized the sexua and
reproductive health agenda. Among other reasons for limited
progressin realizing |CPD objectives, Standing mentions the
following:

* Reproductive health hasbeen framed within adifferent language
from HSR (i.e., human rights'women’'s empowerment concerns
V. managerial/technical concerns).

* Similarly, reproductive health has been focused on service de-
livery issues, to the neglect of broader, systems-level thinking.
Systemsissues are quite hard to address. One problemistheinsti-
tutional placement of reproductive health. Because it islargely
based in vertical programs (e.g., family planning, MCH), the vari-
ous components of reproductive health are often split between
different ministries/sectors, producing stakeholder conflicts be-
tween different ministries. Reproductive hedlth tends to be a vi-
sionary approach, not atechnical areawith an attached budget.

* A system-wide approach to reproductive health needsto take a
broader view of the concept of a system than that common in
much of the current HSR thinking. The dominant focus on the



role of the public sector in health reforms neglects provider plu-
ralism: the private sector plays a very significant rolein repro-
ductive health service delivery, oftenin areaswherewomen find
it most difficult to access services, such as abortion provision.

* Progress continues to be restricted by problems of data avail-
ability. Little data on reproductive health is available disaggre-
gated by age, location (urban-rural), classincome, religion/cul-
ture and ethnicity. Country studies of program implementation
suggest little serious attention by policymakers. There are cur-
rently no agreed core indicators for monitoring a rights-based
approach to women’s health as advocated by the Beijing Plat-
form for Action.

Because of these shortcomings, the following questions regard-
ing sexual and reproductive health seem pertinent.

Key Questions Regar ding Sexual and Reproductive Health in HSR

* Aresexual and reproductive health rights being considered sufficiently?

* Areal the important national and international partners who provide financial and technical sup-
port for the advancement of the sexual and reproductive health agenda involved in the reform
process?

» What institutional vehicles exist—at various |evels—to coordinate efforts on and discussion of the
different agendas of the various stakeholders concerned with sexual and reproductive health?

* Should parallel funding of sexua and reproductive health programs be continued? What would be
the consequence for HSR programs?

» What kind of mechanisms can be developed to monitor and influence non-government expendi-
ture in sexual and reproductive health?

o If clear mechanisms for a public-private mix are lacking, can donor agencies continue to provide
parallel support for private, non-profit institutions with a public purpose (national NGOs, mission
hospitals)?

» What are the consequences for sexual and reproductive health if the HSR monitoring framework
does not include financial indicators to differentiate spending on specific health programs and
services?

» What isthe relationship between HSR and sexual and reproductive health strategies and outcomes
from a gender perspective?
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Gender relationshipswithin health system bureaucraciesand their
program activities tend to reflect and reinforce rules, traditions
and socia relations existing in the organizations and the wider
culture which together determine how power isall ocated and used
differently by men and women in making decisions on issues that
affect their health. At present, gender equity concerns have been
incorporated unevenly in HSR at the policy level, and efforts to
decrease gender disparities in health care and health lack moni-
toring instruments to show the relationship between inputs and
outputs. At the institutional level, for instance, during the redefi-
nition of basic health services or in the design and implementa
tion of human resources development policies, the intervention
of bureaucracies often actively produces or reinforces gender dif-
ferences and impacts.

Gender inequities and inequalities exist both in consumption and
provision of health services. Idedlly, HSR should incorporate prin-
ciples of gender equity and acknowledge gender mainstreaming
asoneof the primary objectivesof thereform. Unfortunately, HSR
usualy failsto address gender concerns, which can have an adverse
impact on women'shealth, especialy ontheir reproductive health.

Ministry of Health rules and regulations are highly complicated,
gender-blind, and require an extensive and expensive bureaucracy.
At the local level, committed administrators and motivated staff
with proper experience, knowledge and skillsarein short supply.
Asaresult, community health serviceswill reflect the gender bias
and the bureaucratic approach embedded throughout the Ministry’s
institutional culture. Lack of gender-sensitive personnel (who ac-
tually understand how to make the health system work), in com-
bination with lack of accountability and law enforcement, act as
major barriers to the access of poor men and women to al levels
of health services.

A gender perspective goes beyond sexual and reproductive hedth.
It should permeateall palicies, plans, program designsand imple-
mentations of HSR. Local gender analyses are available for most
countries implementing health reforms, but they rarely feed into
policies and plans generated during HSR.

In some cases, where HSR gives consideration to some gender
differences—in reproductive roles, access to and control of re-
sources and decision-making, during policy formulation and pro-
gram design—gender mainstreaming remains extremely difficult
in practice. An example can be found in the Bangladesh analysis
in The Gender and Reproductive Health Impacts of Health Sector
Reform in Asia, the proceedings from the regional meeting in
Lijiang, Yunnan Province, China, March 12-17, 2000.
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Decentralization and financing systems are two examples that il-
lustrate the relationship between gender and health equity. The
many successful experiencesat micro level involving multisectoral
approachesto sexua and reproductive health rarely achieve larger
scale due to the complexity of national structures, such as the
Ministry of Health. Local government units may be more propi-
tiousfor theimplementation of integrated devel opment approaches
aiming for gender and health equity. However, palitical and bu-
reaucratic dynamics between center and periphery create com-
plex conditions for gender equality (Aitken, 1998).

Financing systems implemented by health reform programs have
aclear impact on sexual and reproductive health. The gender im-
plications of cost recovery have been documented and revea how
service charges can result in adecline in the use of maternity ser-
vices, particularly at the hospital level (Kutzin, 1995). Other studies
(Schneider and Gilson, 1999) show that government removal of
user charges for MCH services may not necessarily result in any
increase in the use of maternity services. This suggests that as-
pects of quality of care—such as better treatment at facilities—
are very much valued.

Another area of concern regarding gender and health equity are
the different modalities for funding individua/household health-
care needs.

* insurance schemes for formal sector workers;

* basic health insurance or community financing for the moder-
ately poor; and

» micro-credit and fundsfor catastrophic illnessfor thevery poor.

Existing literature reportsthat there are sensitive areasfor women
which put them at a disadvantage. Among the most notorious are
the additional payment burdens or other penalties on women to
cover maternity carein healthinsurance schemes (Standing, 2000).
Coveragein basic health insurance schemesis selective and does
not necessarily include sexua and reproductive health conditions.
Micro-credit and funds for catastrophic illness for the very poor
tends to be small-scale and run by NGOs. Although these should
be multi-sectoral initiatives, they receive no support fromthehealth
or other sectors. A report from India(Ramachandran, 2000) shows
acorrelation between poor women taking loans to cover costs of
hospitalization and an unusually high rate of referral for hysterec-
tomies in private-sector facilities. Thisis just one illustration of
how distorted officia structures and health providers can destroy
NGOs efforts.
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and inequalities exist
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principles of gender
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gender mainstreaming
as one of the primary
objectives of the reform.
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Action Points for the Ford Foundation,
Partners and Others

Oneof the strengths of the Ford Foundation’s Reproductive Health
Affinity Group (RHAG) and its partnersisat the community level,
asisevident in the Foundation’s actionsin heal th sector reformin
Asia. We take this as the starting point and prime focus when
considering ways to strengthen activities supporting women's
health and reproductive rights in the context of health sector re-
form and globalization. Building an effective base of information
and advocacy from the community level seems to be one of the
most appropriate strategies for grantmakers funding at the
grassroots level.

Mechanisms to bring reproductive health concerns into the de-
bate on SWAPs tend to be located at centralized levels of policy
formulation and within the key international and national institu-
tions. Therefore, an appropriate approach for grantmakers may
be to strengthen the stakeholder components of health sector re-
formsand, within this process, support women’svoices. Such work
isaready underway by Ford Foundation partnersin LatinAmerica
(see Appendix 3).

Another general point whichwe seeascritical to supporting wom-
en’s reproductive health and rights is widening the scope of the
debate on globalization, health sector reform and gender to in-
clude other fields, among them: economic development; finan-
cid systems; community development; and labor and employment.

Considerationsfor Foundation
Partnersand Other Actors

Interactionswith Local
Government Service Providers

* Explore possibilities for strengthening the benefits to women
users of decentralized (and integrated) health, water and sanita-
tion services. Thismight include suggestionsfor improving ser-
vice delivery and quality of care through community inputs on
training or management accountability systems (e.g., community-
defined indicators of good performance).



An appropriate
approach for
grantmakers may

be to strengthen the
stakeholder components
of health sector

reforms and, within

this process, support
women's Voi ces.

* Consider potential for improving dialogue among women's
health organizations, local government bureaucrats and local
providers.

* Consider possibilitiesfor strengthening women’s health and re-
productiverightsthrough forging alliancesamong women hedlth
service providers, health workers and service users.

Community Advocacy

* Strengthen women’sadvocacy at community levelsthroughim-
proving the provision of information to women on how changes
in the health sector are likely to affect services that are impor-
tant to them.

* Explore community-level linkagesamong women'shealth, gen-
der and poverty aleviation budget initiatives, for example, in
South Africa, Indiaand Bangladesh.

* |dentify possibilitiesfor linking community-based advocacy for
public sector accountability to specific health demands of
women.

Improve Community-Based Information and Analysis

As yet, there is very little information on the impact of health
sector reforms, particularly from the perspective of women's re-
productive health and rights. In view of their complexity and varia-
tion across countries and regions, it would be useful to:

* Look separately at the impact of different aspects of reforms
(depending on their significance to women in different commu-
nities): for example, user charges, decentralization; privatization
of services; integration of service delivery; public-private part-
nerships, €tc.

+ Consider supporting coordinated, action-based research activi-
ties on the nature of and impact of health sector reforms. This
could be done across regions on a pilot basis and, though they
would ideally be comparable, would reflect the needs and pri-
orities of the women in communities where the research is be-
ing undertaken.

* Use community-based research and information sources to
clarify the key priorities and constraints women face in main-
taining and strengthening their reproductive health and rights.
Link to community-based advocacy.
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Developing Alter native Approaches

* Explore possibilities for improving the positive aspects of de-
centralization and stakeholder participation in health sector
programs.

¢ Consider the lessons from training and advocacy initiativesin
other reproductive health projectsinternationally.

* Explore possibilitiesfor extraresources to build on and coordi-
nate the community-based findings (such as the Ford Foun-
dation’swork in Ching, for example).

Integrate Gender Concernsinto
Related Areas and Disciplines

* Improvegrantmakers' capacity and accountability to understand
and support gender equality and the strengthening of women'’s
rights. Women's rights and gender equality need to be reflected
in the mainstream of development and advocacy work.

* |dentify possibilitiesfor explicitly integrating reproductive health
and women's rights priorities into academic work in the areas
of: globalization; international trade; the role of the state (in-
cluding fiscal policy, government budgets, public-private part-
nerships); and gender and devel opment.

The authors hope that this report adequately represents the feed-
back and dialogue with Ford Foundation RHAG members and
ourselves. We are grateful for theinput they have provided. How-
ever, the articulation of priorities for RHAG is rather more diffi-
cult than discussing the key issues. We, therefore, raise theseis-
suesin this spirit and hope that the text itself (aswell asits gaps)
will provide RHAG, Ford Foundation partners and others with
ideas for future activities.
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Summary

Evers and Juérez provide a useful and informative
review of the" state of theart” inadomain that isstill
encumbered by conceptual confusion and contradic-
tory trendsin public policy and funding, both at the
nationa and the global levels. Overall, “ Understand-
ing the Links: Globalization, Health Sector Reform,
Gender and Reproductive Health”:

* synthesizes clearly several recent and excellent
studies of the gender implications of health sector
reform (HSR) (e.g., Standing, 2000; Kunming
Medical College/Ford Foundation, 2000; and Elson
and Evers, 1998);

contextualizes HSR within the larger frame of glo-
balization and its impacts on the conditions of
women's employment and reproductive (unpaid
household) labor; and

presents subtle and balanced arguments about the
potential effects of such trends as user fees, decen-
tralization of health systemsand declinein—or re-
allocation of—national health budgets on women's
reproductive and sexual health.

These are worthwhile contributions to a subject that
isvastly under-researched. Nonethel ess, the paper suf-
fersfrom several weaknesses that bear on economic
justice questions and that | shall address in greater
detail below. Let mefirst summarize my main points:

The paper tendsto treat HSR asthough it wereiden-
tical to sector-wide approaches (SWAPs), and SWAPs
asthough they were an omnipresent redity rather than
aformuladevel oped by international health economists,
aformulawhich so far hashad very little real impact
nationally or locally in most countries. In part, thisis

due to the absence of systematic, cross-country, com-
parative data (a point the authors make forcefully
on pp.38-39). Yet anecdotal evidence availableat this
time suggests adisparity in HSR between theory and
practice, which raisesthe question of whether not only
its practical implementation but its very meaning
might vary greatly from one country to another. Be-
hind this conceptual confusion, what passes for “re-
form” in many countries may have little or nothing
to do with economic justice or human rights.

Second, the authors approach the entire subject of
HSR from an internal rather than a critical perspec-
tive. This means that, instead of questioning its un-
derlying assumptions and economistic biases or how
these may conflict with other approaches (for ex-
ample, those based on human rights or sustainable
human development), they accept the claim by HSR
advocatesthat their goalsare*“equality” and “ equity”
without offering any evidence to this effect. | shall
argue that the differences go deeper than language
or, rather, that language matters; it signifies. When
we call the women who rely on reproductive health
services* consumers,” wereinforcethe marketization
of health care rather than contest it.

On arelated third point, while Evers and Juérez sev-
eral times comment on the tensions between sector-
wideand multi-sectoral approaches, they fail to inte-
gratethat insight fully into their analysis or to exam-
inein any depth itsdiscouraging implicationsfor re-
alizing the sexual and reproductive rights vision of
Cairo and Beijing. Both the matter of equal accessto
quality health services and the establishment of inte-
grated and cross-sectoral systems of servicedelivery
directly raise important issues of resources and how
they might be distributed more justly within and
across countriesand regions—an issuethat Eversand
Juérez largely evade.
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Finally, | very much agree with the paper’semphasis
on “community-based initiatives’ and developing a
processfor involving women'sgroupsas“ stakehol d-
ers’ in HSR at al levels. However, | wish the au-
thorshad paid more attention to the most vexing prob-
lems concerning the form such involvement should
take—including the ambiguous situation of NGOs
as dternative health providers and the ambiguous
relationship of women's health NGOs to popular so-
cial movements. These issues of accountability are
inseparable from approaches that stress both eco-
nomic justice and human rights.

On Economic Justice

Economic justice concerns normative principles for
the fair distribution of the social and material neces-
sities of life among individuals, communities, coun-
tries and regions of the globe, without discrimina
tion based on gender, race, ethnicity, nationality, re-
ligion, sexud orientation, occupation, marital status,
immigration status, etc. In other words, economic
justicehasboth “macro” and “micro” dimensionsand,
as| have argued el sewhere, cannot be separated from
human rights. This is so because (a) economic and
socid rightsare an essential part of the human rights
armament within international treaty and customary
law, and (b) individual rights—of free expression,
“choice,” self-determination, bodily integrity—are
meaningless without the necessary socia and eco-
nomic conditionsthat maketheir exercise possible. |
cannot “decide freely and responsibly the number,
gpacing and timing of [my] children” if | have no
income or insuranceto pay for the services, no means
of transport to reach the clinic, and no child care or
time off from work to accommodate the long wait
once | get there (see Petchesky, 2000a; Petchesky,
2000b; and Corréa and Petchesky, 1994).

Sexual and reproductive health—understood as hu-
man rightsinthemselves (ICPD Programme, Art. 7.3;
Beijing Platform, Para. 96) and as part of the basic
“right to the enjoyment of the highest attainable stan-
dard of physical and mental health” embodied in the
WHO Charter and the UN Convention on Economic,

Socia and Cultural Rights—have obvious links to
economic justice. Without access to the necessary
material means, individual s cannot achieve reproduc-
tive and sexual health for themselves and their chil-
dren. And without access to the necessary resources
and infrastructure, societies cannot make adequate
sexual and reproductive health care, or hedth care
generaly, available to their citizens and residents.
Becausethesevariousrightsand needsare so densely
interwoven in peopl€e’s lives, systemic and budget-
ary approaches that treat health inisolation are ulti-
mately unsatisfactory.

Sometimes the right to health care, including repro-
ductive and sexual health care, is pitted against other
rights, particularly those associated with property
ownership. For example, this has occurred in recent
conflicts between transnational pharmaceutical com-
paniesthat insist on theinviolability of their intellec-
tual property rights and patents under rules of the
WTO and certain governments (South Africa, Bra-
zil), supported by civil society groups representing
peoplewith AIDS, who assert theright to affordable,
life-prolonging medicines as part of the human right
to health care. It can easily be argued, however, that
within the framework of international human rights
norms, corporate property interests cannot trump prin-
ciples of economic justice, even under conditions of
globalization and deregul ated markets. In accordance
with this view, Art. 80 of the WSSD+5 * Further Ini-
tiatives’ document, adopted by consensus by 186
countriesin June 2000, puts“theright of everyoneto
the enjoyment of the highest attainable standards of
physical and mental health” as well as “the critical
importance of accessto essential medicinesat afford-
ableprices’ aboveintellectua property rights. It fur-
ther maintains that the latter should be exercised “in
amanner conduciveto socia and economic welfare.”!
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Absence of Cross-Country Data,
Compar ability and Conceptual
Coherencein “HSR”

Evers and Juérez present a very concise, systematic
and somewhat formulaic synopsis of the elements of
HSR (Section 2a and b), and at the same time, refer
frequently to the absence of multi-country studies or
concrete data showing “the linkages among global-
ization, health sector reform and women’shealth and
reproductiverights’ (p.12). Studiesbeing undertaken
by CHANGE in Washington and theWomen’sHealth
Project in South Africamay begintofill inimportant
gaps in our knowledge about these linkages. But it
seems to me that a more serious problem in drawing
useful comparisons from cross-country analyses is
the huge variations in what is being “reformed” in
different countries or in fact whether agiven country
even has a health system in place to be reformed.

By way of example, some well-developed public
health systems in Asia with strong emphasis on pri-
mary health care (PHC) are being eroded rapidly
through privatization (China and Malaysia); other
countries never had any public health system at all
(Indiaand Philippines). Aninnovative cross-sectoral
approach may have beneficial implicationsfor repro-
ductive healthin one country (Pakistan), whileanar-
row, vertical approach to reforming family planning
is favored in another (India) (pp.24 and 22; also,
Kunming Medica College/Ford Foundation, 2000;
and Simon-Kumar, 2000). Most common, perhaps,
is the post-Cairo pattern in which “ efficient vertical
programs’ are meant to be integrated with “ineffi-
cient general [MCH or PHC] services’ (p.39), result-
ing in aweakened system overall.

This suggests that if we distinguish HSR as an aca-
demic model from existing reformsor structural trans-
formations of health policies and programs on the
ground, then “HSR” as a single unifying rubric be-
ginsto lose any conceptual coherence. We might be
better off conducting specific investigations (com-
parative, across countries) of targeted aspects of re-
cent trends and how they impact on sexual and re-
productive health—for example, national financing

schemes, user fees, integrated versus vertical struc-
tures, decentralization, essential packages of services
(EPS), etc.—and recognizing that the present “mix”
of these elements in a given context may not repre-
sent “reform” at all in the sense of deliberate policies
aimed at improving access and quality in health care
for the vast majority.

The paper’s discussion of financing mechanisms
(pp.27-30) underscores the desperate need for more
datawithin countries, across countries and acrossre-
gions. In addition, the “conclusions’ in this section
raise more questions than they answer. For example,
how do public insurance programs—not really men-
tioned in the paper—compare with privateinsurance
in terms of both constituencies served (by class and
income as well as gender) and coverage of specific
sexual and reproductive health services—e.g., con-
traception, maternity costs, infertility treatment, pre-
vention of STDs and gynecological cancers, etc.?

Likewise, the paper makes an excellent point with
regard to possible trade-offs between user fees and
informal costs associated with formerly “free” ser-
vices(p.29). However, westill need comparative data
analyzing user feesin specific country andlocal con-
texts, comparing the costs (informal as well as for-
mal) to women and the poor of public, private non-
profit, for-profit, NGO and other types of provider;
and broken down by rural/urban location, class,
ethnicity and gender.

Factoring in Gender

The paper isvery well grounded in an analysis of the
ways in which globalization exacerbates conditions
of gender inequality prevailing in most countriesand
especially with regard to deteriorating conditions of
employment for women in developing countries. A
surprising gap, however, is the lack of attention to
women migrantsand refugeesin both devel oped and
developing country contexts, given the enormous
impact of globalization (or its uneven spread) in cre-
ating growing populations of internal and transna-
tional migrant workers, many of whom are women
and girls. Theinclusion or exclusion of migrant and



refugee populations from social security, health and
other benefit programs based on national protection
systems is surely an economic justice as well as a
human rightsissue. Insofar as HSR projects contain
not only a“bias towards public services’ (p.44) but
also a bias towards citizen-based rights to those ser-
vices, such projects will not address the sexual and
reproductive health needs of migrant and refugee
women and girls. This problem highlights the neces-
sity—from an economic justice and human rights
standpoint—of viewing gender oppression as it in-
tersects with other forms of discrimination such as
those based on race, ethnicity, classor immigrant sta-
tus, rather than in isolation (see NGO statements at
www.whrnet.org/wcar/wcar.htm and Beijing Platform
for Action, Para. 46).

In considering the forms of empowerment that might
enablewomentorealizetheir reproductive and sexual
rights and to make their own decisions, the paper is
useful in pointing out that women’s access to em-
ployment and income by itself may involve trade-
offs: greater decision-making autonomy in return for
lesstime, more strains on health, and greater respon-
sibility for family expenses (p.14). Yet the discus-
sion of gender inequalities in specific relation to
sexual and reproductive health and rights seemslim-
ited; it fails to take into account the ways in which
deeply-embedded cultural norms—diffused through
religious institutions and the media among others—
may undercut women’'s and girls' accessto vital ser-
vices even when they have the economic resources
to purchase them. Thisis obviously the case with re-
spect to safe abortion and contraceptive and STD
prevention services for unmarried adolescents in
many countries.

Onesignificant cross-cultural finding of the Interna-
tional Reproductive Rights Research Action Group
(IRRRAG) in its seven-country study was that
women's sense of entitlement to make decisionsand
claim public servicesoften correlated to their involve-
ment in community-based organizations (Petchesky
and Judd, 1998), perhaps even more than their ac-
cess to independent earnings or education. Thistells

us that economic rights cannot stand alone but must
beintegrated with political, social and cultural rights,
including the conditionsfor astrong civil society. But
the narrowly economic focus of HSR projects makes
it unlikely they will encompass these aspects of
women’s empowerment.

Economic justice entails not only access to quality
services, but also protections and job security for the
low-level health sector workers who are dispropor-
tionately female. Evers and Juarez are attentive to
the ways that HSR may have negative effects on
women not only as “consumers’ but also as provid-
ersof reproductive and sexua health services (pp.21
and 26). However, we need much morein the way of
concrete, context-specific dataon, for example, how
the integration of services or cost-recovery mecha-
nisms may be placing disproportionate burdens on
nurse-midwives, maternal and child health workers,
or women as unpaid family and neighborhood care-
takers; or may be displacing public sector health
workers; or, on the contrary, may be having noinflu-
ence on women's preferencein some settingsfor tra-
ditional healers over formal sector providers, public
or private, and why thisis so.

The Hidden Assumptions of HSR:
Privatization, Commodification
and Cost-Effectiveness

On page 31 of their paper, Eversand Juérez conclude,
somewhat tentatively, that “on the face of it, SWAPs
seem to be conducive to creating a positive environ-
ment for strengthening women’sreproductive health
and rights.” But even the limited evidence they are
ableto muster provideslittle basisfor such optimism;
more reflective interrogation of the dominant dis-
course and conceptual framework that surround HSR
models raises serious questions about the extent to
which their goals and priorities are compatible with
the rights-based approach and emphasis on gender
equality contained in the Cairo and Beijing documents.
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Evers and Juérez do address this problem explicitly
(pp.37-40), acknowledging the “managerial/techni-
cal concerns’ that are overriding for HSR advocates,
asopposed to the“visionary approach” of sexual and
reproductive health (p.44). But, rather than stepping
outside the HSR framework and viewingit critically,
their emphasis seems to take the HSR parameters as
givensand stir in gender and reproductive health, or
adapt sexual and reproductive healthto the HSR para
meters(e.g., figuring out how to consolidate sexua and
reproductive health into asingle, integrated budget).

If we approached the matter from an economic jus-
tice and human rights perspective, however, wewould
need to raise fundamental questions on at least two
levels: first, the assumptions embedded in the lan-
guage of cost-effectivenessand “ consumer demand”;
and second, the limitations of sector-based reforms,
not only for sexual and reproductive health but for
health in generd.

In a publication commissioned by the UN Research
Institute for Social Development last year, | wrote:
“In theory, thereis no reason why the criteria of effi-
ciency and cost-effectiveness should be incompat-
ible with either better health outcomes or the goals
of equity and human rights; indeed, inefficient and
wasteful health systems can hardly be socialy just.
Moreover, some HSR advocates surely have distribu-
tive justice in mind—for example, challenging gov-
ernments to finance primary health care rather than
tertiary care hospitals’ (Petchesky, 2000c). Thisalso
seemsto bethe* benefit of thedoubt” attitude of Evers
and Judrez, al of us having been influenced by Tom
Merrick, who administers the World Bank’s course
on HSR.

However, the fact that cost-effectivenessislogically
compatible with human rights and justice does not
mean those values will necessarily be on the screen
of bureaucrats whose priorities are cost-containment
and, aboveall, an uncritical acceptance of neoliberal,
market-based approachesto most social goods. Close
study of World Devel opment Reports of the past four
years indicates that, despite the World Bank's shift

to apoverty agendaand its recent emphasison“com-
munity needs’ and “ partnership with key stakehold-
ers’ (Eversand Juérez, p.41), the assumption of Bank-
based “reformers’ is that older principles of social
solidarity and universal coverage are dépassée; that
the private market (in services, medicines and insur-
ance) is the best guarantor of both access and effi-
ciency. Theresult of thisworldview “isthat vast areas
of the (formerly) social sector are opened up for pri-
vate investment and profit, a good part of which
comes from public revenues [through subcontract-
ing]; the market becomesthe source of most services
for most people; and those who cannot afford to pay
(‘the most vulnerable’) are left to be protected by
(often nonexistent) ‘safety nets.” In other words,
health care becomes essentially atwo-tier system: a
commodity for many (* health consumers’) and aform
of ‘public assistance’ —or an unattainable luxury—
for therest” (Petchesky, 2000c).

The biggest problem with relying on privatization to
meet basic health care needs is that the market has
no built-in mechanism of public accountability to
assure that standards of quality, universal accessand
non-discrimination are, in fact, met. In practice, if
not in theory, then, “free market” systems obviate
health care as a basic human right because human
rights enforcement depends on reliable systems of
public regulation and accountability, whichisnot the
same as consulting community “ stakeholders’ (much
lessallowingindividual consumersto “shop around,”
the regulatory solution of classical economics). At
best, for gender equality and sexua and reproduc-
tive health ashuman rightsto have any reality in such
apolicy environment requiresnot only “political will”
on the part of policymakers (Evers and Juérez, p.37)
but constant vigilance on the part of women’s and
popular health groups with regard to every issue that
comes up—whether it be safe abortion, violence and
abuse in clinics, HIV/STD prevention for young
people, etc.

Moreover, thelanguage used to describe “ stakehol d-
ers’ has a subtle but significant bearing on the form
their “consultation” takes and whether or not, or how



effectively, they are involved in setting priorities.
Health “consumers’ or “users’ may be subjects of
marketing research to find out what they are willing
to buy or may be “consulted” about their product
“preferences’ or their evaluation of provider prac-
tices. But thisis not at al the same as communities
mobilized onthe basis of claimsfor social justiceand
human rights and organized to participate directly
in both the design and the monitoring of services.
The example Evers and Juérez cite of the Women's
Health Care Officein Sdo Pauloisquiteilluminating
heresinceit isprecisely the outcome of aunique, 15-
year aliance between a popular health movement
based in poor urban neighborhoods and the strong
feminist health organizationsthat exist in Brazil (see
Diniz et d., in Petchesky and Judd, 1998). But this
kind of social movement arises out of radical oppo-
sitional ideologiesand practices, not consultationsor
“partnerships’ with the World Bank.

| agree very much with Evers’ and Juérez'semphasis
on community—and especially women’'s—participa-
tion in designing and monitoring sexual and repro-
ductive health and HSR budgets and services.2 None-
theless, the precondition for such participation to be
both effective and genuinely democratic is arobust,
politically-conscious civil society.

The Limits of Sector-Wide Approaches
and the Problem of Resources

Finally, though Evers and Judrez suggest at a num-
ber of pointsthat the commitment of HSR advocates
to sector-wide approaches may be in basic conflict
with the more holistic vision of Cairo and Beijing for
sexual and reproductive health and rights, they never
fully develop this idea. Going back to my earlier
analysisof economic justice and theintegral connec-
tion between sexual and reproductive health rights
and awholerange of enabling conditions, it becomes
clear that only multi-sectoral or cross-sectoral, not
sector-based, strategies can ultimately translatethose
rights into public policies and programs. Evers and
Judrez use the familiar example of clean water and
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sanitation, clearly indispensableto sexual and repro-
ductive health and good health in general. “[1]f cuts
in expenditure by the Ministry of Health are accom-
panied by an increase (or better targeting) in invest-
ment in sanitation, particularly clean water,” they
write, “and this results in increased access to clean
water among the poor, the outcome for women’sre-
productive health may actually improve” (p.20). But
whereisthejusticein having to choose between clean
water and sanitation and, say, condoms or emergency
contraception?And what assuranceisthere, using the
formulas of SWAPsand DALY s (disability-adjusted
lifeyears), or even “gender mainstreaming,” that vital
components of sexual and reproductive health won't
be bartered away in return for water and sanitation?

Evers and Judrez acknowledge that sexual and re-
productive health is “a multi-sectoral concern” and
that the multiple rights and needs it embraces—in-
cluding not only clean water and sanitation but edu-
cation, transport, nutrition, food security, decent hous-
ing and freedom from sexual abuse and gender dis-
crimination—"cannot easily beinstitutionalized in a
SWAP” (pp.38 and 24). They stop short, however, of
a strong recommendation to return to the kind of
cross-sectora thinking embodied in the 1978 Alma
Ata Declaration® or to build on the Pakistan Social
Action Plan, which they cite as a model of multi-
donor, cross-sectoral programming.

The problem, they suggest, isthat cross-sectoral ap-
proaches only seem to work on amicro-scale dueto
poorly functioning national health ministries (pp.44
and 46-47). Oddly, however, they never even raise
theissue of inadequate resources or global inequities
in the distribution of wealth. South Africa has the
most extensive constitutional and legal guarantees of
sexual, reproductive and health rights of any country
intheworld, along with vibrant civil society organi-
zationsworking for their enforcement. Yet agovern-
ment commission issued areport in 1999 finding that
its public hospital system “is so short of cash that it
lacks enough workers, medical equipment, ambu-
lances, linens and medicineto provide proper careto
thepoor.” (New York Times, Nov. 16, 1999; Petchesky,




2000c) Although South Africa's health ministry and
managerial systems work far from perfectly, what
does this report tell us about economic justice?

Clearly, innovative thinking is needed—not to adapt
sexual and reproductive health to the narrow, techni-
cal formulae of SWAPs and DALY's, but to move
health reform effortsin amore complex and holistic
direction. The biggest barrier to such a move at the
moment is not managerial inefficiencies within na-
tional health systems; neither isit thelanguage or the
technical apparatus of HSR. Rather, it isamore fun-
damental assumption underlying economistic frame-
works: that any reform must anticipate the limits of
scarce resources, that “sustainability” means devel-
opinginstitutions and budgetary mechanismsthat can
operate within these limits (Evers and Juérez, p.39),
and that the only way toincrease resourcesisthrough
free markets and growth.

If women'’s health groups became more adept in
“broader systems-level thinking” (p.44), and even if
they werein charge of health systems, they too would
haveto face problems of resource allocation and set-
ting budgetary priorities. That iswhy more and more
transnational women’sNGOsin the post-Beijing era
are concerning themselves with questions of global
financing and resources—becoming involved, for
example, at the national and local levels in budgets
for women and the poor and at theinternational level
inthe UN process called Financing for Devel opment
(see www.unorg/esa/analysisg/ffd and the Women's
Caucus Statement, available from www.wedo.org).
Behind thisinvolvement isacritical perspectiveon cur-
rent globalization patterns that entail rapidly widen-
ing gaps between rich and poor within and among
societies and an emphasis on unregulated trade and
growth at the cost of social and economic justice.
This critical perspectiveis missing from Evers' and
Juarez's paper.

Ultimately, alternative approaches to the prevailing
conceptua framework of HSR—and a return to the
principle of “health care for all” with gender equal-
ity—must identify alternative sources of revenuethat

will tapinto the huge stores of wealth that global capi-
tal has concentrated in afew countries, transnational
corporationsand individual s. Women’sgroups, work-
ing in coalition with development and anti-poverty
organizations, have focused on avariety of potential
resource bases, including debt cancellation, taxes on
international capital flows (Tobin or currency trans-
action taxes), demilitarization and participatory
mechanismsto assurethat the revenues acquired from
such measures be channeled into health, education
and other social goods. Such proposals are the result
of an incipient international civil society participat-
ing in open, democratic UN proceedings.

In this respect, they contrast with private humani-
tarianism—whether of drug companies or the Gates
Foundation—which remain discretionary and unac-
countableto anyone. Without far-reaching redistribu-
tive policies at the global and national levels, health
reforms in most countries will continue to focus on
efficiency rather than human rights, and sexual and
reproductive health will continueto be theloser in the
process of budgetary and sectoral triage. An economic
justice perspective on sexual and reproductiverights,
including the full implementation of the Cairo and
Beijing agendas, brings us back to thisreaity.m
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[ ntroduction

Human rights standards affecting women’sreproduc-
tive and sexual health have evolved significantly in
the past decade. Advances have been achieved pri-
marily through the Cairo and Beijing Conferences
and their follow-up meetings, international treaty
bodies and regional human rights systems, and some
national courts. The paper “Understanding the Links:
Globalization, Health Sector Reform, Gender and
Reproductive Health” by Barbara Evers and
Mercedes Juérez* provides an opportunity to exam-
ine systematically the application of these standards
to the process of health sector reform (HSR).

The paper considers the relevance of globalization
for women'’sreproductive health and rightsin the con-
text of health sector reform and identifies how gen-
der perspectives might be used to lessen the burden
onwomen'ssexua and reproductiverights. It defines
globalization in economic and technological terms:

“For purposes of this paper, globalization is taken
to mean theincreased integration of national econo-
mies stimulated by the liberalization of trade and
capital markets (foreign direct investment and fi-
nancial flowsacross national boundaries) and rapid
technological advances in international communi-
cation” (p.10).

Globalization can al so been seenin normativeterms.
That is, how certain values, such as human rights
norms, resonate around the globe and are applied to
benefit women and their reproductive and sexual
health. While Evers and Juérez ook at the impact of
HSR on women's rights and the protection and pro-
motion of their reproductive health, they do not con-
sider how these human rights norms can be used to

ensure that HSR is undertaken in away that protects
women's rights relating to their reproductive and
sexual health.

This paper will explore how recent developmentsin
international, regional and national protection of hu-
man rightsto health and equality might be applied to
the advantage of women's reproductive and sexual
health in the context of HSR.

The challenges of implementing the right to health
aresignificant. Asin the case of many other economic,
social and cultural rights, the task of giving momen-
tum to theright to health isjust beginning, and there
isno proven track record of success. The challenges
of implementing rights to ensure equity in HSR are
even more daunting. HSR is driven by determina-
tions of economic efficiencies, but thereislittle un-
derstanding of how to apply human rights to ensure
either respect for human dignity in the health system
or equity in access to health services. Human rights
historically have been applied to redress individual
wrongs, only recently have efforts been mounted to
invoke human rightsto achieve systemic reform, and
the results have been mixed. Some countries have
more experience than othersin applying human rights
to address the violations of women'’s entitlements to
health care, but the achievements are vulnerable to
setbacks.

Human Rights Standar ds Related
to Health Sector Reform

Human rights relevant to women'’s reproductive
and sexual health are found in international and
regional human rights conventions and national
laws and constitutions.



Human rights—including the right to non-discrimi-
nation on grounds of sex, gender and race; the right
to security of the person; the right to be free from
inhuman and degrading treatment; and the right to
health—gradually are being applied to require gov-
ernmentsto address health needs. The challengeisto
determine how achievementsin other areas of health
can be used to address the reproductive and sexual
health needs of women.

Bodies created by international human rights con-
ventions to monitor and promote their observance
have been hard at work developing standards for ap-
plying human rights to improve health, health care
and health systems and to remedy the underlying
conditionsthat inhibit reproductive and sexual health.
The standards are outlined in General Recommenda-
tions and General Comments. These documents
elaborate on the meaning of particular rights ex-
pressed in the various conventions, in order to guide
signatory states in submitting their periodic reports
on how they arebringing their laws, policiesand prac-
ticesinto compliance.? They include:

i) CEDAW General Recommendation 24:
\WWomen and Health (1999)

This Genera Recommendation, developed by the
Committee on the Elimination of Discrimination
against Women (CEDAW) which monitors compli-
ance with the Convention on the Elimination of All
Formsof Discrimination against Women, requiresthat
states take a life-cycle approach to the promotion of
women'’s health. It requires states to report on how
they addressfactorsthat are different for women and
for men, such as:

* Biologicd factors
(e.g. their reproductive functions);

* Socio-economic factors
(e.g. unequal power relations);

* Psycho-social factors
(e.g. postpartum depression); and

* Health system factors (e.g. protection of confidenti-
ality, especidly for thetreatment of stigmatizing con-
ditions such as HIV/AIDS and domestic violence).

The Recommendation reguires statesto eliminate all
forms of discrimination against women in the con-
text of health and health care and to ensure that
women can exercise and enjoy human rightsand fun-
damental freedoms on the basis of equality with men.
Equality requires that we treat like cases alike and
different cases according to their differences. The
Recommendation makes clear that where health sys-
tems neglect to provide health services that only
women need—such as emergency contraception,
obstetric care and treatment for obstetric fistulae or
incomplete abortion—this is a form of discrimina-
tion against women, which statesarelegally obligated

to remedy.

This legal obligation remains in force regardless of
whether health services are delivered through public
or private means. The General Recommendation ex-
plains: “The Committeeis concerned at the growing
evidence that States are relinquishing these obliga-
tions as they transfer State health functions to pri-
vate agencies. States parties cannot absolve them-
selves of responsibility in these areas by delegating
or transferring these powers to private sector agen-
cies. States parties should therefore report on what
they have done to organize governmental processes
and all structures through which public power is ex-
ercised to promote and protect women’s health. They
should include information on positive measures
taken to curb violations of women's rights by third
parties, to protect their health and the measures they
have taken to ensure the provision of such services’

(paragraph 17).

i) CESCR General Comment 14: the Right to
the Highest Attainable Standard of Health (2000)

The Committee on Economic, Social and Cultural
Rights (CESCR), created under theinternational cov-
enant of the same name, has issued a General Com-
ment that explains that where essential health ser-
vices are not reasonably available, accessible and




acceptable, statesarein violation of individuals' right
to the highest attainable standard of health protected
by the International Covenant on Economic, Social
and Cultural Rights. The General Comment provides
an important framework for explaining the appropri-
ate steps states must take to achieve the full rediza
tion of thisright.

Availability of servicesrequiresastateto ensuresthat
functioning public health and health care facilities,
related goods and services, and essential drugs are
available in sufficient quantity. While the General
Comment recognizes that the precise nature of the
servicesto be made available will vary from country
to country, it requires the provision of reproductive
and sexual health services.

Accessibility of services hasfour overlapping
dimensions:

Non-discrimination: Health servicesmust be acces-
sibleto all, especialy those citizens most vulnerable
or marginalized, in law and fact, without discrimina-
tion on any of the prohibited grounds, such as sex,
race/ethnicity and age.

Physical accessibility: Health facilitiesand services
must be within safe physical reach for all members
of the population, including vulnerable or mar-
ginalized groups such as ethnic minoritiesand indig-
enous populations, women, children, adolescents,
personswith disabilitiesand personswith HIV/AIDS.

Economic accessibility (affordability): Health
servicesmust be affordablefor all. Payment for health
care services must be based on the principle of equity,
ensuring that services, whether privately or publicly
provided, are affordable for all, including socially-
disadvantaged groups.

I nformation accessibility: All personshavetheright
to seek, receive and impart information and ideas
concerning health issues.

Acceptability requires that health services are ethi-
caly and culturally appropriate, i.e., respectful of the

culturesof individuals, minorities, peoplesand com-
munities, sensitive to gender and life-cycle require-
ments, designed to respect confidentiality asrequired
indifferent culturesandtoimproveindividuals' health
status as they assessiit.

General Comment explicitly requires states “to en-
sure that privatization of the health sector does not
constitute a threat to the availability, accessibility,
acceptability and quality of health facilities, goods
and services’ (paragraph 35). Quality requires that
health facilities and services must be scientificaly
and medically appropriate and of good quality. This
requires, among other things, skilled medical person-
nel, scientifically-approved and unexpired drugs, and
adequate, safeand reliable hospital equipment (para-
graph 12). Moreover, the Comment specifically re-
quires governmental representatives in international
financial institutions, such asthe World Bank, to en-
surethat lending policiesand credit agreementsguar-
antee respect for the right to health (paragraph 39).

Much work is still required to ensure laws, policies
and HSR are designed and implemented to guaran-
tee availability, accessibility, acceptability and qual-
ity of reproductive and sexual health services. This
General Comment, however, provides an important
road map to begin the journey.

iif) HRC General Comment 28:
Equality of Rights between Men and Wbmen (2000)

The Human Rights Committee’s (HRC) General
Comment on Equality between Men and Women re-
quires that states ensure that women exercise their
civil and political rights on the basis of equality with
men. The General Comment explains how thisisto
be done with respect to each right protected by the
International Covenant on Civil and Political Rights,
which the HRC monitors.

For example, with regard to women’s equal right to
life, the Committee requires states to provide “ dataon
birth rates and on pregnancy- and childbirth-related
deaths of women” and “information on any measures
taken by the State to help women prevent unwanted



pregnancies and to ensure that they do not have to
undertake life-threatening clandestine abortions”

(paragraph 10).

With regard to the right of women to be free from
torture and from cruel, inhuman or degrading treat-
ment, the General Comment explains that the Com-
mittee needs“ information on national lawsand prac-
tice with regard to domestic and other types of vio-
lence against women, including rape. It also needsto
know whether the State party gives access to safe
abortion to women who have become pregnant as a
result of rape. The States parties should also provide
the Committee information on measures to prevent
forced abortion or forced sterilization, and in States
where the practice of female genital mutilation ex-
ists, information on its extent and on measures to
eliminate it should be provided” (paragraph 11).

By requesting thiskind of information, the Commit-
teeisincorporating notions of reproductive and sexual
health into the content and meaning of the right to
life and theright to be free from torture and inhuman
and degrading treatment. In other words, how women
experience their sexuality and the degree to which
they can protect their reproductive and sexual health
indicate the degree to which they can exercise these
rights.

iv) CERD General Recommendation 25:
Gender-related Dimensions
of Racial Discrimination (2000)

The Committee on the Elimination of Racia Dis-
crimination (CERD) has made a General Recommen-
dation on Gender-related Dimensions of Racial Dis-
crimination. This indicates to States parties to the
International Convention on the Elimination of All
Forms of Racia Discrimination, which the Commit-
tee monitors, that the Committee will examine the
intersections of race and gender discrimination in
reviewing governmental reports. To this end, it re-
quests information on:

» The forms and manifestations of racial
discrimination;

* The circumstances in which racial
discrimination occurs;

* The consequences of racial discrimination; and

* The availability and accessibility of remedies and
complaint mechanisms for racial discrimination.

The Committee therefore needs to know about such
manifestations of racial discrimination asforced ster-
ilization or forced continuance of unwanted pregnan-
cies because of the women’s race or ethnicity.

v) Supplemental Materials

Some additional recommendations are useful in the
health context, such as CEDAW Genera Recommen-
dation 19 on Violence against Women.

In addition to the standards devel oped by the above
treaty monitoring bodies, the United Nations High
Commissioner for Human Rights and the Director of
the UN Joint Programme on AIDS (UNAIDS)
brought together relevant stakeholders to develop
International Guidelines on HIV/AIDS and Human
Rights. These guidelines, published in 1998, offer
concrete suggestions for protecting human rights in
the context of HIV/AIDS.

Regardless of the dedicated efforts of the various
Committees, there has not been sufficient time for
the above Recommendations, Comments and Guide-
linesto become part of the practice of the respective
treaty bodies, particularly as they conduct their dia-
logues with reporting governments and the treaty
committees draft their resulting concluding observa-
tions on governmental reports.®

In addition to the devel opment of standards through
international treaty bodies, regional human rights
systems* and nationa courts are beginning toinclude
health concepts in explanations of the content and
meaning of rights, including: theright to lifeand sur-
vival;® theright to security of the person;® and theright
to be free from inhuman and degrading treatment.”

66—



Human Rights Needs Assessments

A necessary stepin applying human rightsto advance
women'ssexual and reproductive healthisan assess-
ment of the scope, causes and consequences of re-
productive and sexud ill-health in a particular com-
munity or culture, based on available data or on the
collection of relevant new data.® Local assessments
should identify laws—including the statutory lan-
guage and court decisions, as well as the policies of
governments, health care facilities and other influ-
ential agencies—that facilitate or obstruct availabil-
ity of and accessto reproductive and sexual health ser-
vices. A determination should be made of the extent to
which laws that would facilitate access are actualy
implemented and how their implementation might be
improved. Laws and policies that obstruct women's
autonomy and choicein decisionsregarding their re-
productive and sexual health and the availability of
services should also be identified, along with laws
that facilitate or obstruct women's empowerment.

Assessments are needed of how countries can foster
compliance with human rights at different levels, in-
cluding clinical care and health systems, as well as
the underlying social, economic and legal conditions.

Theselevelsare not necessarily distinct. Often, there
is overlap: failure to respect women's human rights
at one level can exacerbate problems at another. Ex-
amplesof application of humanrightsto clinical care,
health systems and underlying health conditions in-
clude, but are not limited to, the following:

Clinical Care

An assessment of the degree to which women's hu-
man rightsarerespected in the context of clinical care
might show lack of respect for women's dignity and
women's judgment of their circumstances. Women's
rights of privacy in the delivery of reproductive and
sexual health services are often ignored. Health care
providers need to be trained in the importance of
maintaining confidentiality of women seeking and
receiving services. Breaches of confidentiality are

violationsnot only of service providers' professional
ethical responsibilities, but also of the laws on pa
tient confidentiality.®

Thereisneed to assesshow well clinical care handles
diseases or conditions specific to or more prevalent
among certain subgroups of pregnant women, such
asmalarig, sickle-cell trait, hepatitisand HIV/AIDS.
Steps need to be taken to ensure not only that re-
quested abortion services are provided to such
women, but also that these underlying conditionsare
treated or that affected women are referred for ap-
propriate treatment. Addressing such health problems
among women in nondiscriminatory, constructive
waysisachallenge. Thereisalso aneed to examine
clinical manifestations specific to certain subgroups
of women, such as domestic violence resulting in
unwanted pregnancy. Emphasis should be given to
finding waysto reduce the stigmaof victimizationin
theclinical care context by ensuring respectful treat-
ment of all women seeking servicesregardlessof their
circumstances.

Health Systems

An assessment of the degreeto which women'srights
are respected throughout the health system might be
approached through an examination of systemic barri-
ersto the availability of care and of laws, policies and
practices that might deter women from seeking care.

1. There is a need to examine the barriers to avail-
ahility of reproductive and sexual health services,
such as:

o Lack of implementation of laws and policies that
are beneficial to women’s health, such as, failure
to provide legal abortions in cases of pregnancy
due to rape;

* Lack of skilled health personnel capable of perform-
ing medical proceduresdueto legal prohibitionsor
restrictions (health personnel’s abuse of conscien-
tious objection to participation in lawful services
falls under this point);



* Low priority givento sexual and reproductive health
servicesin health facilities or in allocation of nec-
essary governmental or other budgetary resources;

 Gender barrierssuch as scheduling institutional ser-
vices at timesinconvenient for women and lack of
facilities to care for their children while they re-
ceive services; and

» Health laws and policies that require excessive
qudifications for health care providers to provide
reproductive and sexual health services.

2. Thereisaneed to examinethe existing and emerg-
ing deterrentsto accessto available reproductive and
sexual health servicesfor women or certain subgroups
of women, such as:

o Lack or perceived lack of protection
of confidentiality;

* Poor quality of care, including providers
disrespectful or punitive attitudes,

* Spousdl, or other third-party, authorization
requirements;’°

* Failure to treat adolescent girls according to their
“evolving capacity” to exercise mature choice in
reproductive and sexual health care;t

 Payment or co-payment requirements, particularly
for adolescent girls; and

* Language and cultural deterrents.

Underlying Conditions, Including Social,
Economic and Legal Conditions

Barriers to improving women's reproductive and
sexual health are often rooted in social, economic,
cultural, legal and related conditions that violate
women'shuman rights. A human rights needs assess-
ment might describe the effects of low levels of lit-
eracy and lack of educational or employment oppor-
tunitiesin denying young women alternativesto early
or repeated preghancy and in denying them economic
and other means of accessto reproductive and sexual
health services. Women's vulnerability to sexual and
other abuses, in and out of marriage, increases their
risks of unsafe pregnancy and mental illness.? So-
cial, religious and economic customs become em-
bedded inthe law and historically have beeninvoked
to justify discrimination against women. A gender-
sensitive approach to socia scienceand legal research
can identify how underlying social and legal condi-
tions can influence women'’s independence and ac-
cess to safe abortion services.

A human rights needs assessment will examine the
underlying conditions that increase risk factors for
reproductive and sexud ill-health that are common
towomen or certain subgroups of women. These con-
ditions include: violence against women; sexual
abuse; poverty; different forms of discrimination
against women; and social conditioning of women's
powerlessness.

Several comparative studies provide information on
laws in various countries and regions.’>* Legal re-
search can help toidentify how laws advance or com-
promise women's interests in their personal, family
and publiclivesand their indirect effectsonwomen’s
health. For example, family law frequently expresses
communities’ basic cultural values, such asrightsto
inheritance of land. Cultures resistant to women's
equality with men have often unconsciously perpetu-
ated women's subordination and powerlessness. They
consider women’ssubordinate statusa” natural” con-
dition of family life and socia order so profoundly
asto render women'’s disadvantage invisible. Where

68—



women'’s subordination and powerlessness are per-
ceived, they are considered not just a feature but a
necessary requirement of the maintenance of social
order and stability.

Laws that entrench women's inferior status to men
and interfere with women’s access to health services
serioudy jeopardize effortstoimprovewomen’shedth.
Theselawstakeavariety of forms—obstructing eco-
nomicindependence by impairing women’seducation,
inheritance, employment or acquisition of commercia
loans or credit—but they al infringe on women’'s
ability to make their own choices about their livesand
health.?® Criminal laws that condone or neglect vio-
lence against women should be considered, aswell as
ineguitable family, education and employment laws
that deny adolescent and adult women alternatives to
marriage and that condition women’s self-realization
to marriage and motherhood.

Research also should determine whether laws ad-
equately protect girls and women from sexual coer-
cion and abuse. Studies show that forced first inter-
course is prevalent in many communities, affecting
up to 32% of girls and women.*® Laws that inad-
equately protect girls and women from coercion in
sexua relations undermine women'’s autonomy by
obstructing their ability to protect themselves from
unwanted pregnancies. Laws must be identified and
enforced that allow women effective self-defense and
control over the timing and number of their births.

Moving Forward

Those working in health sector reform to ensure re-
spect for women’'s human dignity in the health sys-
tem or for equity in accessto reproductive and sexual
health services might well be heartened by the de-
velopment of human right standards. These standards
can be used in avariety of ways:

* As a language/discourse that enables individuals
and groups to claim the rights to which they are
entitled on the basis of equality;

» Asameans by which to foster states' compliance
with human rights principles through national
ombudspersons, national human rights commis-
sions, and regional and international human rights
reporting, complaint and inquiry procedures; and

» Asan advocacy tool to hold governments account-
able politicaly, socialy and legally for any laws,
policiesor practices which do not comply with hu-
man rights principles.

A human rights needs assessment might show that
theintroduction of privateinsurance schemesor user
feescould limit the access of poor or minority women,
thus discriminating against them on grounds of sex
and ethnicity. Stakeholder consultations might be
more effective if the stakeholders were trained to
apply human rights standards to secure equal access
to hedlth services, including private sector services.
Theappointment of a“Health Ombudsperson” could
ensurethat human rights are protected and promoted
throughout acountry’s or area's health services. Hu-
man rights NGOs could be trained to apply these
rights to health issues, specifically reproductive and
sexual health issues, and to apply the appropriate
human rights procedures.m
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lib.utoronto.ca/diana.

15. Center for Reproductive Law and Policy, Reproductive
Rights 2000-Moving Forward (New York: Center for Repro-
ductive Law and Policy, 2000).

16. L. Heise, M. Ellsherg and M. Gottemoeller, Ending Vio-
lence Against Women, Population Reports, Series |, 11: 9-18,
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Rhetoric and Reality of Health Reforms:
| mplications for Reproductive Health and Rights
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The author is Senior Program Associate of the U.S-based Center for Health and Gender Equity
(CHANGE). Sheisin charge of CHANGE's program on Health Sector Reformand is currently
engaged in developing and coordinating a multi-site study on the implications of health reform for

A rights-based approach towards health sector reform
is new. Its success depends upon gathering abody of
evidence on how reproductive health and rights are
faring withinthesereforms. Intheir paper for the Ford
Foundation’s Reproductive Health Affinity Group,
Evers and Juérez eloquently lay out the rationale of
such an analysis. | will highlight below some key
issues involved in these reforms and their implica-
tionsfor reproductive health and rightsissues, using
evidence gathered from a case study conducted by
CHANGE in Zambia

The structural nexus between poverty, lack of social
and economic entitlements, gender and ill health have
been adequately documented and discussed and have
been incorporated into policy imperatives, such as
debt cancellation through the Highly Indebted Poor
Country initiative or World Bank and IMF country
strategiesfor poverty reduction (Sen, 1999; Harcourt,
2000). Within this context of health and development
initiatives, health reforms are seen as ameans of ad-
dressing health and poverty from the supply side, that
is, through “changing the response of the health sys-
tem to the needs of poor and vulnerable” (Harcourt,
2000). Thereproductive health and rights agenda, on
the other hand, addresses both the demand and sup-
ply sidesof the poverty-health schematic: improving
health care delivery and transforming target-oriented
family planning programs while simultaneously ad-
dressing the empowerment and well-being of al in-
dividuals, especially women. On the surface, the pri-
orities of the reproductive health rights agenda and
those of the health sector reforms are somewhat par-
alel. However, there is very little evidence of how
reproductive health priorities and gender equity con-
cerns fare in the context of reforms.

Inlight of the sparse datathat exist on theimplications
of health reforms for reproductive health and rights,

reproductive health and rights.

| first would liketo draw an anal ogy with micro-credit
programs. In the last decade, micro-credit programs
seemed to be a panacea for poverty alleviation and
the improvement of the health of families. Such pro-
grams primarily target women because of the appar-
ent benefits for women's economic and socia capi-
tal and the improvement of their own and household
health. However, once cleansed statistically of selec-
tion bias, women'’s participation in credit programs
has only a very small positive effect on their eco-
nomic empowerment and their own health-seeking
behavior (Nanda, 1998). This does not mean we
should not give credit to poor women. However, we
need to carefully evaluate the results, compare them
with our original expectations and consider the en-
abling environment for these policiesand programs.
Any one development or reform program alone is
never amagic bullet, especially when such programs
fail to address why and how women are poor, why
women are drawn to such programs, or what wom-
en do with the very small capital they manage to
accumul ate.

Almost all countries facing diminishing global and
national resources for health and the dual burden of
infectious and non-communicable diseases—even
some developed countries, such as the United
States—need some sort of health reform. In addition,
many of these countries face deteriorating or low-
performance health systems that cannot respond to
the burden of increased morbidity from new and re-
emerging diseases. The 1990s have a ready witnessed
two generations of health reforms (Standing, 2000),
and the language employed in thereforms has moved
closer tothe goal s of poverty alleviation and empow-
erment. Therhetoric of reformsis now more progres-
sive and shares certain values with the reproductive
health and rights agenda (Evers and Juarez, 2001;
Nanda, 2001).



In practice, however, the ICPD agenda has not been
integrated into either the logic or the implementa-
tion of reformsfor two reasons. in many cases, health
sector reforms preceded the ICPD mandate; and in
addition, policymakers are often resistant to includ-
ing reproductive and sexua health and rights into
the national health systems. Infact, ascurrently con-
ceptualized and implemented, reforms may do more
harm than good. Asin the case of micro-credit pro-
grams, health reforms are unarguably necessary but
not sufficient. A successful health reform processis
inter-dependent on overall developmental effortsin
acountry.

In order to clarify theinconsi stencies between rheto-
ric and reality in health reforms, we need to ask a
number of questions: who has accessto formal health
care, and whose hedlth is being reformed? What as-
pect of that health care system isbeing reformed, and
how will it be done? Who participates in decision-
making about health reforms? Who are the poor and
vulnerable, and how will they most benefit from these
reforms? These queries expose several gaps between
thetheory and practice of health reformsthat are best
articulated as conceptual, implementation and per-
ception gaps. | will addressthese gaps, drawing upon
examples of how reproductive health and gender
equity may be affected through current health reform
efforts.

Conceptual gaps: Truerespect for gender equity and
democratic values requires a shift in the power bal-
ance within the health care system. Initiativesto fa-
cilitate the reform processes, such as decentraiza
tion, imply a dramatic change in the status quo of
power. Such transitions are not easy.

InZambia, aGender in Development Divisionwithin
the cabinet wasformed asthe nerve center for al gov-
ernmental policies on gender issues. However, the di-
vision'stwo senior staff have seemingly littledecision-
making power at the donor/national level or at the
ministerial level. One of the challenges they faceis
resistance from top government officials to chang-
ing gender norms. For example, alocal news report

from 1999 states that in a parliamentary session,
heated debates took place in which some male par-
liamentariansaccused their female peersof “ not keep-
ing their homes in order.” Incidents like this raise
concernsabout theway thesetransitionsare enforced.
Since resistance to changing gender norms is often
found among thetop-most levels of hierarchical sys-
tems, simply forming new administrative structures
or writing new policy guidelines can do little to ad-
vance reforms (Nanda, 2000).

Similarly, power imbalances have to be conceptual -
ized wherever they appear: for example, at the dis-
trict level (between district health teams and district
administration in Zambia and Tanzania); between
providersand clients (especidly if we expect women
clients or adolescents to exercise their rights to safe
sexual health care); and between men and women
within a household (as seen in women'’s covert use
of contraception and the potential consequences of
sexual coercion and violence when they use these
services, especially fee-contingent health care). Re-
forms must identify and describe these power in-
equities and address how to correct them; otherwise,
the reform process assumes implicitly that the prob-
lems are only technical and merely reguire technical
solutions, despite the acknowledgment of structural
influences.

Implementation gaps: At the level of implementa-
tion of reforms there are other concerns, including:
thelack of capacity among local bodiesto set priori-
ties and manage health delivery systems; the inabil-
ity of representatives of civil society to debate sector
reforms and reproductive health and rights; the lack
of adequate datato set health care priorities; the lack
of consistent standardsfor quality of care; thelack of
mechanisms to ensure accountability; and the lack
of understanding and systematic training on repro-
ductive health and rights. Despite the best intentions,
current efforts to reform health systems may not
achievetheir goals of improved access and equity in
health care services, let alone the broader goals of a
reproductive health and rights agenda.
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Perception gaps: Thevarying perceptionsof reforms
by different stakeholders can put two other sets of
issues into sharper relief: firgt, there is often a glar-
ing contradiction in the reforms between the osten-
sible, normative aspects and what really occurs. A
related issue is the frequent lack of transparency in
decisions about the execution of the reform process
and the lack of inclusion both of those who are
charged with implementing reforms at the service-
delivery level and those to whom reforms are theo-
retically accountable. Theseissues are most relevant
when reforms have a previous baggage—such as ad-
verse consequences of previousstructural adjustment
policies—or where reforms include a new language
or anew intent to address issues of deterioration in
the public health care system. In Zambia, health care
providers stated that they felt left out of decision-
making around reforms and often did not understand
fully why certain reformswere being undertaken, e.g.,
user fees in the context of immense drug shortages,
high HIV prevalence and highly-flexible and unre-
munerated women's work. The lack of participation
or inclusion in health reforms often leads to demor-
alization among health system staff, especially when
they already face low wages and limited training,
capacity and skills.

In conclusion, documenting the experiences of coun-
tries undergoing health sector reforms while simul-
taneoudly attempting to fulfill the goals of the repro-
ductive health and rights agenda s critically impor-
tant, especially for poorer countriesin the early stages
of reforms. A key element to improving the impact
of health reforms for reproductive health and rights
issuesisbetter global governancefor health, increas-
ingly recognized as a crucia factor in ensuring bet-
ter health outcomes, especially for thosewho are most
in need and most disenfranchised. In order to address
these issues, institutions that engage in research and
debate health reformsfrom agender, equity and rights
perspective need to:

* Strengthen civil society’s accessto information and
its capacity to engage with institutional actors;

 Promote stronger regulatory frameworks to moni-
tor hedth reforms;

* Develop evidence-based research on implications
of current health reformsfor the reproductive health
and rights agenda;

* Monitor the implementation of key international
mandates;

* Ensuregreater sharing and dissemination of knowl-
edge; and

 Promote opportunities for consensus building and

transparency in decision-making on health reform
processes.m
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Inthe last 15 years, health sector reform (HSR) has
become an integral part of the larger structurd re-
form process. Similarly, in the post-Cairo era, most
countries have adopted reproductive and sexual health
asapriority. Intheir paper prepared for the Ford Foun-
dation’s Reproductive Health Affinity Group, Evers
and Judrez rightly point out that the main challenge
facing women’s health advocates around the world
is how to put women's health and women’srights on
the HSR agenda and how to ensure that a gender-
sensitiveand equitable perspectiveinforms HSR pro-
cesses. While most players in the HSR arena theo-
retically acknowledge the importance of a gender-
equity and poverty focusininstitutional reform, these
issues are not woven into the fabric of HSR. At best
they remain at the level of good intentions.

The unfortunate redity isthat HSR is led by econo-
mists and technicians who do not always see poor
people and women behind the smokescreen of statis-
tics, organizational charts and figures. Therefore,
women's health advocates—especially thosewho have
been part of the Cairo process—stress strategic advo-
cacy to incorporate gender and equity issuesinHSR.

A firgt stepinthisdirection isto make country-specific
lists of institutional constraints to the implementa-
tion of reproductive and sexual health programs and
projects and to analyze whether these systemic is-
sues have been addressed in HSR.

For example, the South Asian experience has shown
that paramedical workers are the mainstay of our
health delivery system: only they can bring services
to poor women in both rural and urban settings.!
Therefore, enhancing clinical and diagnostic skills
of nurse-midwives and technical/lab assistants (for
diagnostic support) should logically be a priority.

Experience has shown that improved skills lead to
greater self-confidence, community acceptance and
effectiveness. Status, skill (especialy clinical skills),
attitude and thelarger work environment of paramedi-
cal service providersare closely linked to the quality
of medical education availableto all health care pro-
fessionals, from paramedical workersto fully-trained
specidistsand surgeons. Highly-qualified doctorsare
neither available nor essential for the first level of
services. The primary bottleneck is availability and
accessibility for poor users, especialy rural women.
Basic availability of service providerswhere women
most need health care—in rural areas and urban
shantytowns—is not given priority in HSR. The end
user, the intended beneficiary of public health care
services, hasthe least access.

Among theimportant issuesflagged for actionin re-
productive and sexual health programs is quality of
care—not only megdical and technical protocolsto en-
sure safety, but attention to basic facilities that pro-
vide an atmosphere of dignity, privacy and confiden-
tiality at every service delivery point. Unfortunately,
infrastructure development has been plagued with
corruption and sub-standard facilities and equi pment.
Inviting community participation and private coop-
eration for construction, maintenance, supplies and
non-medical support to health posts is known to be
effective. Most advocates agree that meaningful part-
nership through arepresentative committee at the op-
erational level not only enhances the quality of ser-
vicesbut also involveswomen at the design and plan-
ning stage to resolve issues of privacy and essential
facilities such asbathrooms. In thisway, HSR can be
more a people-centered processrather than an econo-
mist- or demographer-driven restructuring program
concerned with reducing public expenditure or “ con-
trolling” population growth.
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Although every country at the International Confer-
ence on Population and Development signed the
Programme of Action, HSR advocates are not con-
vinced they need to adhere to the Cairo mandate. For
example, most HSR advocates are concerned about
problems that result from instituting user fees when
basic minimum standards of care and accountability
of service providers are not ensured.

At the same time, most HSR proponents acknowl-
edge the importance of stakeholder participation at
al levels and stages of the health delivery system.
They also recognize the problem of operationalizing
this participation in diverse social and political con-
texts. In particular, women's participation is not easy
in societies where women's education, mobility and
access to public spaces are limited. While statute-
mandated committees and community foraare needed
for meaningful participation, they alone are not
enough. Investing in building the capacity of rural
women leadersto help them negotiate the health de-
livery system from aposition of strength and to make
informed choices should be factored into HSR strat-
egies to encourage stakeholder participation.

Evers and Juérez have flagged a number of gender,
equity and mainstreaming issues. | agree with their
position and endorse their work, and | would now
liketo move on to exploring effective advocacy strat-
egies. How can we establish the legitimacy of these
issuesin the ongoing discourse on HSR? What kind
of strategic advocacy would work in diverse politi-
cal and administrative environments?

Attheoutset, it isimportant to acknowledgethat itis
people who can forge convergence—systems and
checklistsalonearenot enough. Creating acoregroup
of women'’s health advocates within intitutions en-
gaged in HSR and among professional s/expertswork-
ing on HSR could be apromising first step. We have
alot tolearn from the environmental movement: cre-
ating and disseminating a body of knowledge hasto
go hand-in-hand with careful nurturing of advocates
in governments, international agencies, the media,
the research community and, above all, the commu-
nity. Reinforcing and strengthening these advocates

by enhancing their knowledge, skillsand confidence
to interact with other disciplines paysrich dividends.

Sustained research is needed on systemic barriersto
women'saccessto health services, aswell astargeted
dissemination of thisresearch leading to an explora-
tion of how ongoing HSR has addressed systemic is-
sues. Unfortunately, the mandate and funds for such
research are limited as most commissioned research
of the multilateral and bilateral agencies continues
to be compartmentalized.? Acknowledging the
interlinkages is perhaps the first step towards build-
ing bridges.

It may be recalled that research-based advocacy
played a critical role in fighting the invisibility of
women’s work in the economy; the feminization of
poverty; reproductive tract infections and women's
vulnerability to sexually transmitted infections, in-
cluding HIV/AIDS; and most importantly, the health
impact of domestic and socia violence. Using re-
search as an advocacy tool could be effectiveif it is
combined with asustained dissemination plan, espe-
cialy to key opinion-makersand leadersin thefield.

In both the research and implementation stages, the
distinct worlds of health sector reform and women'’s
health rarely converge or intersect. Most often, dif-
ferent expertsengagein reviewing, studying and plan-
ning for the two fields: the HSR group is comprised
primarily of economists, demographers and health
and hospital management specialists. Inviting them
to join with women’s health advocates to examine
the systemic barriers to poor women's access to es-
sential health care services and reproductive health
could enable us to forge effective partnerships.

But aword of caution isin order: experiencesin In-
dia and Bangladesh have shown that in the absence
of a holistic approach such efforts may be ineffec-
tive. For example, getting a management expert to
look into logistics and supply of contraceptivesin a
reproductive health program would be of little use
unless it is part of a comprehensive assessment of
the supply side, the service provider and the user.



Interacting with women (users/potential users) and
talking to them should be an essential part of such an
undertaking. For example, assessment of personnel
management, deployment of staff and the relation-
ships among different categories of service provid-
ers should include an assessment of roles, responsi-
bilities, attitudes, behavior, skills and capacities of
physicians, administrators and paramedical workers
of both sexes. Hilary Standing arguesthat gender re-
lationsin the headlth delivery system are known to be
inhibiting factorsin service delivery.® Factoring this
aspect into HSR could be done through partnership
research, assessments and reviews.

I ssuesof poverty and social justice need to be brought
to center stage in HSR, especially in the highly-
stratified societies of South Asia. This can be done
only through active citizen involvement. Formation
of user groups and women'’s groups are undoubtedly
vauable. In the past five years, the movement for
transparency and accountability in Indiaalso hasgen-
erated some interesting possibilities. Supporting a
public audit of availability, accessibility and quality
of women'’s health services could indeed encourage
community groupsto initiate similar processes.

Presently, HSR is initiated at the national level and
carried out in separate but parallel activities within
hospitals, in the logistics of drugs supply, and to a
lesser extent in other areas. Efforts to introduce user
fees, health insurance and other alternative mecha-
nisms for resource mobilization have been initiated
from above. “ Action projects’—such as community-
based assessment of outreach and impact or service
usersprofilesand their impact on quality—could help
women’s health advocates generate alternativeinfor-
mation that could be fed into advocacy efforts and
the media

Reaching out to grassroots organizations and help-
ing them to initiate community-based audit or assess-
ments, then feeding this information back at the na-
tional level and further collating them at regional lev-
€ls could indeed be an effective advocacy tool—es-
pecially with bilateral and multilateral agencies (in-
cluding the World Bank and ADB). For sustained

impact, national advocacy has to be supported by
international advocacy. It is important to communi-
cate to policymakers and key actors that thereis an-
other way of looking at HSR: “From the perspective
of poor women and men and the thousands of under-
skilled and disempowered service providers, HSR
should take a worm’s-eye view and not a bird's-eye
view of the systemic changes that are necessary to
make the system work.”*

Looking at the health delivery system from below
and exploring how services can be brought to those
hardest to reach is perhaps the only way effectively
to incorporate women's health concerns into health
sector reforms. The main thrust of strategic advocacy
should be to bring about this important change.m

Notes

1. Lack of midwives was identified as a mgjor constraint in
ensuring maternal health services for poor rural women in
Bangladesh. While extension workers provide family planning
services, there are no trained nurse-midwives in the govern-
ment program. Vimala Ramachandran, “Mainstreaming Gen-
der in the Health Sector—Reflections on South Asian Experi-
ence,” mimeo prepared for SHAPLA training, Dhaka,
Bangladesh, February 2001.

2. It would beinteresting to do aquick inventory of theresearch
commissioned under the aegis of health sector reform and com-
pare it to that undertaken on sexual and reproductive health.

3. Paper presented at the Regional Meeting on the Gender and
Reproductive Health Impacts of HSR, Lijiang, Yunnan, China,
March 12-17, 2000.

4. VimalaRamachandran, “ Another Perspective on Health Sec-
tor Reforms,” Seminar (New Delhi) 489, June 2000.
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Appendix 1 Appendix 2
Center for Health and Gender Equity Women'’s Health Project, South Africa
(CHANGE)

Mailing address: P.O. Box 1038
Mailing address: 6930 Carroll Avenue, Suite 901 Johannesburg, 2000, South Africa

Takoma Park, Maryland 20912, USA Fax: (27-11) 489-9922
Tel.: (1-301) 270-1182 E-mail: womenhp@sn.apc.org
E-mail: change@genderhealth.org Website: www.sn.apc.org/whp/

Contact: Dr. Priya Nanda, Senior Program Associatéontact: Nana Kgosidintsi, Director

In 1999, CHANGE initiated a multi-country researchThe Women's Health Project is an independently-
project which seeks to understand the implicationginded, non-governmental organization. One aspect
of health reforms for reproductive health and rightsof their work is to look at the linkages between health
Initially, this research is to be conducted in two counsector reform and reproductive health. In this effort,
tries: India and Tanzania. The two Indian studies (iWVHP has produced a manual of methodologies for a
Kerala and Tamil Nadu) focus on processes of dgender-sensitive, situation analysis of health services
centralization, and the Tanzania study will examinéparticularly reproductive health services). WHP also
user fees and community health funds. Field instrudas done considerable work on advocacy for policy
ments and training of field investigators are currentlghange and the role of mobilizing women'’s voices.
being conducted, and data collection will begin irFor example, the “Health Workers for Change” stud-
December 2001. The studies will be completed bigs involve developing methodologies for the pro-
September 2002. Also useful is the CHANGE/Popueess of integration of reproductive health and gen-
lation Council report from the 1998 meeting of theeral health services, participation of clinic-level health
Working Group for Reproductive Health and Familyworkers in decision-making on policy issues within
Planning, published aBhe Implications of Health South Africa, as well as international lobbying. These
Sector Reform for Reproductive Health and Rightstudies are completed but not yet published.

(see the annotated bibliography, Appendix 7
In addition, former WHP Director Barbara Klugman

is currently completing a project for the Women'’s
Budget Initiative in South Africa in collaboration with

a leading health economist, Di Mcintyre. This en-
deavor focuses on the policy-making process; the
extent to which policies and budgets are linked at
national, provincial and local levels; the current pro-
cess of decentralization (the establishment of a dis-
trict health system); and new policies in specific “pro-
grams” such as maternal and child health or commu-
nicable diseases. Ms. Klugman has also prepared a
review for the WHO Gender Working Group on the
value of gender tools and guidelinsgg the anno-
tated bibliography, Appendix.7



Appendix 3 Appendix 4

Pan-American Health HealthWatch Trust

Organization (PAHO
g ( ) Mailing address: XC-1 Sah Vikas

Mailing Address: 525 Twenty-third Street, N.W. 68 |.P. Extension

Washington, D.C. 20037-2895, USA Delhi 110 092 India

Fax: (1-202) 974-3663 Fax: (91-11) 242-9749

Website: www.paho.org E-mail: rvimala@vsnl.com

E-mail: gomezels@paho.org Contact: Vimala Ramachandran, Managing Trustee

Contact: Elsa Gémez

Formed in December 1994, HealthWatch is a network
With Ford Foundation support, PAHO has begun thef voluntary organizations, women’s organizations,
first attempt to incorporate a gender perspective int@searchers and development practitioners who moni-
HSR in the region. The Women and Developmertor and advocate for effective implementation of the
Division of PAHO has been working for more thanCairo agenda in India.
four years on a gender equity framework to address
health sector reform and has effectively partneredppendix 5
with other government sectors, international agen-
cies and NGOs for the development of health proAsian-Pacific Resource and Research
grams from an equity perspective. Centre for Women (ARROW)

PAHO's project, which has already begun in ChileMailing address: 2nd Floor, Anjung Felda

and will be implemented next in Peru, is aimed afalan Maktab

reducing gender inequities in health status, health cap4000 Kuala Lumpur, Malaysia

and participation in health work, mainstreaming d€l.: (60-3) 292-9913

gender equity perspective in HSR. Their strategfax: (60-3) 292-9958

seeks to identify and redress inequities by thoroughfyg-mail: arrow@arrow.po.my

documenting gender inequities in health and thefpontact: Rashida Abdullah, Director

relation to health sector polices; by democratizing

information on gender inequities in health, particuARROW's purpose is to enable women to better de-
larly through providing data and evidence in order tdine and control their lives. The organization strives
inform policy decisions and empower advocates; ani@" an improvement in the health status of women in
by assisting relevant stakeholders and civil societ§sia and the Pacific. Based in Malaysia, ARROW

to institutionalize gender equity priorities into nationaPdvocates for policy and program reorientation
policies. through the acquisition, production, and distribution

of practical materials to individuals and organizations
accessed through a strategic database developed for
Asia and the Pacific. ARROW also monitors and
evaluates change in policies and programs through
regional action-research in partnership with women'’s
non-governmental organizations involved in national
and international advocacy.
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Appendix 6 Appendix 7

Latin American and Caribbean Women’s ~ Annotated Bibliography

Health Network (LACWHN
( ) Baden, S. and H. Wach. 1999. “Gender, HIV/AIDS

Mailing Address: Casilla 50308 Transmission and Impacts: A Review of Issues and
Santiago, Chile Evidence.” Bridge Report No. 47.

Fax: (56-2) 223-1066

E-mail: rsmlac@bellsouth.cl This report features case studies on Bangladesh,
Website: www.reddesalud.web.cl Uganda and Brazil, as well as statistical data that
Contact: Esperanza Ceron Villaquiran summarizes the different patterns of infection and

disease among men and women. The section on
Since 1998, LACWHN has offered the International limitations and gender bias in existing data would
Course “Gender Perspectives in Health” as part of make an interesting summary.
the Itinerant University project. Organized in part-
nership with academic institutions and activist grouPBeck, T. 1999A Quick Guide to Using Gender-

in various countries throughout the region, this edus.sitive Indicatord.ondon: Commonwealth
cational project focuses on the issue of “Gender, Glas o retariat.

balization and Health Reform.” To date, courses have
been offered in Peru, Chile, Brazil, Bolivia, Uruguay, Thjs guide includes gender-sensitive indicators for
Costa Rica and Venezuela. In addition, LACWHN'S ' the health sector. The indicators for sexual and re-
quarterly magazines, théomen's Health Joumand  proquctive health require further development. The
Revista Mujer Saluchave published several articles - jnformation to assist governments and other stake-
on gender equity and health sector reform in the re- o1ders includes: an explanation of what gender-
gion and elsewhere (saamen’s Health Journal  sensitive indicators are and why they are useful;
3/1997, 4/1998, 3-4/2000, afevista Mujer Salud  pointers on interpreting indicators; suggestions for
3/1997, 4/1998, 3/2000, 4/2000). how to develop a national database of gender-
sensitive indicators (data sources, methodological
advice, training, participation); different areas to
which gender-sensitive indicators can be applied
(households, health, legal rights, etc.); and state-
of-the-art data and indicators.

Botswana, The Government of. 198&tional Gender
Program Framework. Gaborone: Government Printers.

The framework is an attempt at a multisectoral and

coordinated response to gender issues which cov-
ers six areas, including women and health. Its main
health objectives are: to increase women’s access
throughout the life cycle to appropriate, affordable

and quality health care, information and related ser-
vices; to strengthen preventive programs that pro-
mote women'’s health; to undertake gender-sensitive



initiatives that address sexually transmitted dis€hatterjee, M. and J. Was. 1999. “Organizing Insur-
eases, HIV/AIDS and sexual and reproductiveaince for Women Workers: The SEWA Experience.”
health issues; to promote research and informatidbonference Report on Linking Women’s Health and
dissemination on women’s health; and to increaséredit in India: Program Experience and Future Ac-

resources and monitor follow-up for women’stion. Program for Appropriate Technology in Health

health issues. (PATH), New Delhi: January 20-22, 1999.

This report is a summary of SEWA's experience of
providing women workers in the informal sector
with an integrated insurance scheme that covers
health as well as accidental death and loss. In ad-
dition to payment for hospitalization, several other
health benefits are described, such as improved
links with local doctors. As the scheme became
well-known, some doctors offered their services
at a reduced rate; the best local doctors could be
identified and members referred. Cooperative

and practices might play in health-seeking behav-
ior rggarding Hl\g anpd éTDs The differe%ces in 9roups related to SEWA started to run counters at
i hospitals selling rational drugs at a low cost. In

concepts and opinions about sexual health among qditi : imb i d dent
people of different ages, genders, classes and ethn;24C1ON, SINCE reimobursement was dependent on

citiesare highlighted along with the sense of own- hospitalization, women were more fikely (o have

ership that PRA can foster in the planning process. Ionger_-te_rm t_reatments_ than befc_)re_, reversing the
low priority given to their health within the family.

. . . The insurance scheme now needs to develop de-
Caudill, D. 1998. Responding to Reproductive Health centralized procedures, extend its outreach and

Needs: Participatory Approach for Analysis and Ac- coverage, and ensure that procedures are flexible
tion, A Report and Training Guide on Experiences in and simple.

Nepal. Oklahoma City: World Neighbors Action
Learning Group.

Butcher, K. and U. Kievelitz. 1997. “Planning with
PRA: HIV and STD in a Nepalese Mountain Com-
munity.” Health Policy and Planningj2(3):253-261.

The newly-created Department of Health Services
within Nepal’s Ministry of Health was intended to

strengthen the District Health System. This article
examines a pilot PRA exercise that analyzed not
only services but also the role which local beliefs

DGIS (Development Cooperation, Dutch Ministry of

This report and training guide was designed to eIf_oreign Affairs). 1999. “Sector-Wide Approaches for
able participants in “training-for-trainers” work- Health DevelopmentFocus on Developmefithe

shops to better understand reproductive health frof9ue) 11, December.
a gender-sensitive perspective; to analyze their ac-
tivities in terms of a gender approach; to gain skills
in using participatory tools; and to develop an ac-
tion plan for working with NGOs and women’s
savings and credit groups.

This publication summarizes experiences of Dutch
bilateral activities in health in a number of coun-
tries. Part | includes an analysis of the key compo-
nents of sector-wide approaches in various coun-
tries, particularly those where a clear, comprehen-
sive health plan or program of work exists. A chap-
ter on lessons learned and current dilemmas helps
to identify the present and future role of the Neth-
erlands in the development of the health sector in
order to improve the quality of health services. Part
[l includes fact sheets from 16 countries in Asia,
Africa and Latin America.
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Enemark, U. and F. Schleimann. 1999. “Financingdaslegrave, M. n.d. “The Role of NGOs in Promot-
Health Services in Poor Countries: Feeding a Whitieng a Gender Approach to Health Care.” UNDAW
Elephant?” Discussion Papers No. 1, Copenhagewebsite: http://www.un.org/womenwatch/daw/csw/

DANIDA.

role_ngo.htm

The authors challenge some of the basic assump-This article analyzes the importance of the advocacy

tions related to health-care financing in develop-
ment aid. With the exception of the poorest coun-

tries, the overall health-care expenditures seem 9uiton. Cullen and Khalokho. 2000

be sufficient for the estimated resource needs f
the basic package of district health care. Yet reali
tically, only part of the resources can be made avai
able for district health care. lllustrated with ex-

amples from five sub-Saharan countries in which
DANIDA is involved, the study takes a compre-

hensive look at the health sector in terms of financ-
ing and service provision.

Gotez, A.M. 1997 Getting Institutions Right for
Women in Development. London: Zed Books.

This collection of essays is divided into six parts:
accountability to women; theoretical perspectives;
institutionalizing gender equity in state bureaucra-

cies; institutionalizing gender equity in NGOs; the.]ewkes R. 2000
role of individual agents; and women organizing(he Fiela "ActionAid’

for themselves.

Gujit, . and K.S. Shah. 1998he Myth of Commu-
nity: Gender Issues in Participatory Development.
London: Intermediate Technology Publications.

This collection of essays consists of critical reﬂec:]imenez-David, R. and E. Tadiar. 1999.

tions on the effect of the widespread use of partic

gender; practical examples from Asia, Africa, Lati

organizations are integrating gender concerns.

role of NGOs in improving women'’s health care.

“Perceptions of

e Risks of Sexual Activity and their Consequences
imong Ugandan AdolescentsStudies in Family
Slanning 31(1):35-46.

This study aimed to discover adolescents’ behav-
ior, motivations and perceptions of risk with re-
gard to pregnancy and HIV transmission and to
propose possible solutions. The lack of young
men’s responsibility for the outcomes of their be-
havior as a barrier to achieving sexual health was
highlighted, as well as the way in which young
women are pressured into using their sexuality to
achieve status and identity and to acquire material
goods.

“Stepping Stones: Feedback from
s ‘Strategies for Hope’ website

at http://www.actionaid.org/stratshope/ssjewkes.html

The Stepping Stones training program in Southern
Africa was adapted specifically to deal with gender
violence and communication, as this report explains.

“Case Study

bf the Women’s Health Care Foundation, Quezon
patory approaches on gender. There are three S

tions: theoretical reflections on participation anqN

ty, Philippines.” Family Health International

ebsite at http://reservoir.fhi.org/en/wsp/wspubs/

hilippine.html
America and the Caribbean; and examples of h(?\'?v tippine.ntm

This detailed study looks at the Women'’s Health
Care Foundation and its 20-year history, during which
it has served some 35,000 clients. The Foundation
aims to move women’s health care beyond mater-
nal and child health to all phases of their life and



works through three health clinics and communityKambou, Shah and Nkhama. 1998. “For a Pencil: Sex
outreach programs. The Foundation is also involveaind Adolescence in Peri-urban Lusaka,” Chapter 10
in advocacy and educational work that stressesf The Myth of CommunifyGujit and Shah, eds.,
access and affordability; reaching communitiesondon: Intermediate Technology Publications.
through outreach clinics; providing women with
information for empowerment; building partner- This examination of CARE'’s initial participatory
ships with other NGOs and local businesses; and study—which gave rise to its adolescent sexual and
advocacy with government agencies. reproductive health program—includes a gendered
analysis of reasons for early sexual activity.

Jing, F. 2000. “Participation: A Way to Better Health
Outcomes?” Iccountability through Participation: Klugman, B. 1999. “Mainstreaming Gender Equal-
Developing Workable Partnership Models in thety in Health Policy.”AGENDA(South Africa: Uni-
Health SectorlDS Bulletin 31, Brighton: IDS. versity of Cape Town Gender Training Institute),
Monograph in collaboration with African Gender
This article outlines two case studies aimed at iminstitute.
proving women’s health using participation. The
first was a maternal and child health poverty sub- A section on gender equality in implementation of
sidy program that focused on participatory plan- HSR assesses the experience of Health Workers
ning among service providers, health officials and for Change, a gender-sensitive WHO/TDR initia-
local government leaders. This successful programtive to improve service delivery in treatment of
increased utilization of maternal and child health tropical diseases.
services by the poorest families and decreased the

infant mortality rate. The second project involved,,sman B 2000A Critical Review of Tools for
integrating micro-finance with reproductive healthMainstreaming Gender Analysis and their Applica-

improvement and had a less obvious outcome: the . - 4 Usefulness in HealtBeneva: WHO. Gen-
poor women involved were happy with their micro-, Working Group. ' '

finance activities and wanted to extend their groups;

however, they did not take up the reproductive Tqgs for mainstreaming gender analysis from
health element of the project, and no improvement A ;saAID CIDA. Commonwealth Secretariat

in this areas was shown. Nonetheless, the womenprip EcLAC Liverpool School, OXFAM, Royal
argued that a more stable financial situation made Tropical Institute, SIDA, UNFPA, USAID and

them less prone to poor health. WHO are analyzed in terms of their relevance to

gender analysis, research methods, programming,

Kabeer, N. and R. Subrahmanian, eds. 1889itu- institutional change and health focus. Chapter
tions, Relations and Outcomes: a Framework and Three discusses how these tools relate specifically
Case Studies for Gender-Aware Planniigw Delhi: to health, including the social construction of health

Kali for Women. and iliness, health-seeking behavior, quality of care,

health promotion, financing and participation.
This publication includes several essays on genderChapter Four focuses on the user of the tools and
issues within the Indian bureaucracy. Of particular what assumptions are made about her/his knowl-
interest are the details of gender training carried edge and experience. Chapter Five critically re-
out under the Gender Planning Training Project views each of the tools.
(Chapter 14).
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Nduati, R., and Kiai, W. 199€ommunicating with Ramachandran, V. 199€ritical Consciousness,
Adolescents on HIV/AIDS in East and Southern AEredit and Productive Assets: Key to Sustainable
rica. Nairobi: Regal Press. Livelihood (Women'’s Mobilization in Nellore and
Anantapur Districts of Andra PradestiNew Delhi:
This review of programs specifically targetingUNICEF.
youth with HIV/AIDS prevention activities divides
the initiatives into risk reduction programs, media This report develops a critical analysis of the
initiatives and combinations of the two. The analy- sustainability of savings movements as develop-
sis does not take a gendered approach but reportsnent and gender interventions, analyzing the suc-
on the different successes of certain programs with cesses in the Podupulakshmi (savings movement)
boys and girls as well as single-sex programs, suchin Nellore and its impact on women’s health.
as those run by the Girl Guides and the Scouts.

Rubio, L., ed. 2000. “Equity, Participation and Con-
Oxaal, Z. with S. Baden. 1996. “Challenges to Womsistency? The World Bank at Beijing+5.” Mexico:
en’s Reproductive Health: Maternal Mortality.” Alcadeco, A.C.
Bridge Report No. 38.
This paper evaluates health and education reforms
This report examines the medical, socio-economic, in ten countries, including projects which are in-
cultural and political factors affecting the outcome teresting from a reproductive health perspective:
of pregnancy and includes many case studies. Thethe Maternal Child and Nutrition Program, Argen-
report analyzes gender bias in the structure and cul-tina; the Youth Development Program, Colombia;
ture of health service provision and examines re- the Provincial Health Care Project, Dominican
productive decision-making. The chapter on effec- Republic; the program to expand health coverage
tive strategies to lower maternal mortality is good in Mexico; the Nutrition, Education and Health
as well as the appendix on statistical problems as-Program, Mexico; the Basic Health and Nutrition
sociated with measuring maternal mortality. Project, Peru; and the Health Care Reform Project,
Venezuela.

Ramachandran, V. 199Bngendering Development:

Lessons from Some Efforts to Address Gender Co8en, G. 1999A Quick Guide to Gender Main-
cerns in Mainstream Programs and Institutions instreaming in FinanceLondon: Commonwealth
India. New Delhi: Educational Resource Unit, JaipurSeaetariat.

This publication reviews the experiences of differ- This guide for policymakers, planners and person-
ent gender mainstreaming efforts in government nel managers working in/with finance ministries
development programs and provides detailed sug- covers: mandates for gender equality and equity in
gestions for the critical steps that need to be takenthe finance sector; the changing role of Ministries
to internalize gender in institutions. of Finance; MOF and gender; engendering MOF;
promoting attitudinal change; easing institutional
constraints; and strategic areas of action.



Stewart, S. 1998 he Contribution of Gender Train- UNDAW. 1998.Women and Health: Mainstreaming
ing to Equality between Women and Men in DFIDthe Gender Perspective into the Health Sedex
Development Managemeritondon: DFID, Social port of the Expert Group Meeting September 28-
Development Division. October 2, 1998, Tunis.

This assessment of the impact of gender training Section E of this report outlines good examples of
with 95 DFID employees includes several key find- intersectoral collaboration for gender equity. Ex-
ings. Since senior personnel are under-representecamples of good practice include: PAHO's coordi-
in training, promotion should be made dependent nation prevention program on gender-based vio-
on attendance. Men rather than women in the or- lence in ten countries; Sweden’s application of
ganization believe that gender interventions are in- Agenda 21 to integrating gender equity and envi-
terference in another culture: gender training needsronmental issues; national policies to achieve uni-
to incorporate specific ways of dealing with this versal access to health care for women in Botswana,
concern. Gender training is successful in sensitiz- Cuba and the Netherlands; HIV and AIDS pro-
ing personnel to recognize when they need to call grams in Zimbabwe that use NGOs, the media,
in the ‘gender experts’ rather than making them schools and government agencies; anti-smoking
experts. And finally, the Social Development Di- programs in the USA; and S&o Paulo’s community
vision plays a central role in both championing health programs in which the municipal govern-
gender as an issue and in providing expertise. ment provides free access to family planning.

AGENDA(South Africa: University of Cape Town Gender and Health Sector Reform
Gender Training Institute) No. 39.

_ _ ARROW (Asian-Pacific Resource and Research Cen-
This article argues for a gender approach to AIDSre for Women). 1996\dvancing the Women's Health
An analysis of the NACOSAAIDS Plan finds thatAgenda in the Asia-Pacific RegioARROW Re-
while gender mainstreaming was a key principlesource Kit, Working Group 1996 on Gender and

the interventions themselves did not adequatelMealth, Kuala Lumpur, Malaysia: ARROW.
address gender. The gap between gender/women’s

organizations and AIDS organizations is high-jyen 1. w. Forthcoming. “Decentralization and
lighted, and women’s differentiated Vumerabi"tiesreproductive health,” ifMyths and Realities

to AIDS—programmatic, social, reproductive and, ot pecentralization of Health Systenis L.
as caregivers—are summarized. Kolehmainen-Aitken, ed., Boston: Management Sci-
ences for Health.
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CHANGE/Population Council. 1998. “The Implications
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