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I. Introduction

M ore than a decade has now passed since 
the International Conference on 

Population and Development (1CPD) in Cairo. 
At the time, the Programme of Action (POA), 
with its  em phasis on improving reproductive 
health and prom oting gender equity, m arked a 
m ajor shift in national population policies and 
donor strategies worldwide. Now, however, gov­
ernm ents and organizations everywhere are 
asking a question that goes one step further: 
Does taking a  gender-based approach to policy 
and programming as proposed in the POA have 
an effect on health , particularly reproductive 
health outcom es?

The Interagency G ender Working Group 
(IGWG) of the United States Agency for 
International Development (USAID) has taken 
stock of some of the reproductive health pro­
grammes since the ICPD tha t integrate gender. 
In a lengthy 2004 publication reviewing those 
interventions, known as “The ‘So W hat?’ 
Report: A Look a t Whether Integrating a 
Gender Focus In to  Program m es M akes a 
Difference to Outcom es, ” the IGWG has con­
cluded tha t the evidence does suggest that 
integrating gender in to  reproductive health 
program m es has a positive im pact on  achiev­
ing reproductive health  outcom es.

This sum m ary of that lengthy review is 
intended to present policymakers and pro­
gramme managers with a clear and accessible 
picture of what happens when gender concerns 
are integrated into reproductive health pro­
grammes. It is not an attem pt to update the 
infonnation o r data contained in the original 
2004 report. However, in som e instances, 
w here more recent global estim ates are avail­
able, these have been noted in footnotes.1

M e t h o d o l o g y
In 2001, an IGWG task force began a review of 
the existing evidence tha t integrating gender 
into reproductive health programmes makes a 
difference to outcom es —  both reproductive 
health outcom es and gender outcom es. The 
review focused on four com ponents of repro­
ductive health programmes, including interven­
tions to:

■ Reduce unintended pregnancy and abortion;
■ Reduce m aternal m orbidity and mortality;
■ Control STIs/HIV/AIDS; and
■ Improve quality of care.

After careful consideration of nearly 400 
reproductive health interventions undertaken 
by programmes to address gender-related barri­
ers, the  IGWG task force narrowed its focus to 
25 interv'entions that m et its criteria. In order 
to be included in this review, an intervention 
had to satisfy the following three questions:
1. Does the interv-ention integrate gender?
2. Does the intervention have m easured repro­

ductive health  outcom es?
3. Has the intervention been evaluated?

A p p r o a c h e s  t o  G e n d e r  I n t e g r a t i o n
G ender integration  refers to strategies that 
take gender norm s into account and com pen­
sate for gender-based inequalities. In  the 
household and the com m unity, women’s and 
m en’s roles and relative power shape the  divi­
sion of labour, the allocation of responsibilities, 
and behaviour affecting reproductive health 
and health service utilization.2

There are generally three types of gender 
integration strategies: those that exploit gender 
inequalities, those that accom m odate gender 
differences, and those that actually transform  
gender relations.

Not all interventions seek to transform  gen­
der relations, although, from a gender perspec­
tive, tha t would be the preferred outcome.
Some interventions m ay actually exploit gen­
der inequalities  in the pursuit of reproductive 
health and dem ographic goals. The situation of 
women may worsen, for example, when the use 
of male opinion leaders or aggressive imagery 
in m arketing slogans aimed at men reinforces 
male dom inance of decision-making authority 
and resources.

Still o th er interventions accom m odate gen­
der differences. Such interventions make it 
easier for women to fulfil the duties ascribed to

1. This sum m ary brief does no t give detailed inform ation 
about each of th e  interventions, b u t those gender and 
reproductive health  experts who wish m ore inform ation 
m ay access th e  original report (hereafter referred to  as 
Boender e t  al.. 2004), w hich can  Ire found on th e  IGWG 
website, u n d e r www.igwg.org/pubstools.htm o r  ordered  a t 
prborders@ prb.org.

2. Caro e t al., 2003.
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them  by their gender roles, w ithout attem pting 
to reduce gender inequality. Such strategies 
might include com m unity-based distribution, 
changes in service hours, special training of 
female providers, child-care provision within 
clinics, or fee waivers.

Interventions th a t seek to transform  gender  
relations may take m ore tim e to bring about 
results, hut such changes are m ore likely to 
bring long-term and sustainable benefits to 
women and families.

Programmes and policies may transform 
gender relations through:
■ Encouraging critical aw areness of gender 

roles and norms;
■ Promoting the  position of women relative 

to men;
■ Challenging the imbalance of power, distri­

bution of resources, and allocation of duties 
between women and m en; or

■ Addressing the  unequal power relationships 
between women and health care providers.

Many gender-integration programmes focus 
on involving m en in reproductive health and 
several examples are included in this review. 
Male involvement is critical to prom oting gen­
der equity in reproductive health  and o ther 
developm ent program mes, yet alone does not 
guarantee the prom otion of gender equity.

E v a l u a t i o n
The interventions selected for inclusion in this 
paper were limited to those that have been 
evaluated — in o ther words, those th a t estab­
lished criteria for assessm ent tha t were clearly 
related to the aims of the intervention and pro­
ceeded according to the evaluation design, 
w hether quantitative, qualitative, or both. 
However, evaluations of the 25 interventions 
upon which this paper is based are of varying 
quality and thoroughness. Moreover, in evaluat­
ing the impact of gender integration it is difficult 
to isolate the effects of a gender perspective in 
programming. And while some of the evaluations 
could have been done in a m ore scientifically 
rigorous manner, the au thors felt that the 
examples collected here com prise the strongest 
evidence available to date on this topic.

E v a lu a t io n  M e t h o d s  a n d  
P r o b l e m s
T h e  t a s k  f o r c e  m e m b e r s  e n c o u n t e r e d  m a n y  s t u m b l in g  
b lo c k s  in  t h e i r  s e a r c h  f o r  p r o p e r ly  e v a l u a t e d  i n t e r v e n ­
t i o n s .  Id e a lly ,  e v a l u a t i n g  t h e  im p a c t  o f  g e n d e r  i n t e g r a ­
t io n  o n  r e p r o d u c t i v e  h e a l t h  o u t c o m e s  w o u ld  in v o lv e  
o p e r a t i o n s  r e s e a r c h  d e s i g n s  w i th  e x p e r im e n t a l  a n d  
c o n t r o l  a r e a s  a n d  p r e / p o s t  m e a s u r e s  o f  th e  o u t c o m e s  
o f  i n t e r e s t .  Id e a lly , s u f f i c i e n t  t i m e  w o u ld  h a v e  e l a p s e d  
b e t w e e n  t h e  i n t e r v e n t i o n s  a n d  e v a lu a t i o n s .  
U n f o r tu n a te ly ,  f e w  s u c h  s t u d i e s  h a d  b e e n  c o n d u c t e d  
a t  t h e  t i m e  t h e  IG W G  t a s k  f o r c e  u n d e r t o o k  i t s  re v ie w , 
u s u a l ly  b e c a u s e  o f  l a c k  o f  r e s o u r c e s .

N e v e r th e l e s s ,  t h e  i n t e r v e n t i o n  s t u d i e s  in c lu d e d  in  th i s  
r e v ie w  d id  u s e  a  v a r i e t y  o f  e v a lu a t i o n  m e t h o d s  ( b o th  
q u a l i t a t iv e  a n d  q u a n t i t a t i v e ) ,  in c lu d i n g  p r e -  a n d  p o s t ­
in te r v e n t io n  e x p e r im e n t a l  g r o u p ;  p r e -  a n d  p o s t - i n t e r ­
v e n t i o n  c o n t r o l  g r o u p ;  p o s t - i n t e r v e n t i o n  c o n t r o l  g r o u p  
o r  r a n d o m iz e d  c o n t r o l  t r i a l ,  p o s t - i n t e r v e n t i o n  e x p e r i ­
m e n t a l  g r o u p  o n ly , a n d  f a c i l i ty  o r  n a t io n a l  d a t a  u s e d  
f o r  c o m p a r i s o n .

O v e r v i e w
The following chapters are organized by 
reproductive health  issue: m aternal morbidity 
and m ortality, unintended pregnancy, 
STIs/HIV/AIDS, and quality of care. However, 
m any of the  chosen interventions have docu­
m ented effects in m ore than one of these areas. 
These initiatives have been placed in chapters 
according to the most significant outcom e they 
docum ent and  the reproductive health ou t­
com es of the in ten  entions described.

The gender outcom es are not as clear in 
m any of the studies, perhaps because gender 
outcom es are so rarely m easured. Some of the 
gender outcom es that are m entioned, particu­
larly in the qualitative analysis, are wom en’s 
increased mobility and literacy, women's 
greater self-confidence and self-esteem, and 
greater partner com m unication (see Appendix, 
Table A.2, for a list of the  gender outcom es of 
interventions reviewed).
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II. Unintended 
Pregnancy

Safe and reliable family planning m ethods 
and related R1I services for all by 2015 are 

prim ary goals of the IGPD’s Program m e o f  
Action. Fertility has declined in m any countries 
worldwide as family planning programmes have 
m et the needs of couples and individuals for 
contraceptives to reduce fertility. In the devel­
oping world as a whole, the total fertility rate 
(TFR), or the average num ber of b irths per 
woman, has fallen from 5.7 births per woman 
in 1970 to 3.5 by 2000, excluding China.3 Still, 
one-third of b irths (32 percent) in the develop­
ing world are ill timed or unwanted, as docu­
m ented in the Demographic and Health 
Surveys estim ates for 51 developing countries.4

Unintended pregnancies affect the well 
being of women, children, and families. In fact, 
some health  experts believe that unintended 
pregnancies carried to term  are more likely to 
involve com plications.5 Women with unin­
tended pregnancies may he subject to 
increased physical abuse by their partners dur­
ing pregnancy.6

Moreover, many unintended pregnancies end 
in abortion.' Of the 46 million pregnancies that 
are term inated each year around the world, it is 
estimated that 19 million were carried out under 
unsafe conditions in 2000. According to WHO, 
every year, 68,000 women die of complications 
of abortion performed by unqualified people or in 
unhygienic conditions, or both; many suffer seri­
ous, often permanent disabilities.8

Unintended pregnancy results from m any 
factors, among them  lack of access to contra­
ception. About 114 million women —  over one 
in six —  in the developing world have an 
unm et need for contraception, often for lack of 
access to a choice of m odern methods.

G e n d e r - R e l a t e d  B a r r i e r s  to  
R e d u c i n g  U n i n t e n d e d  P r e g n a n c y
Numerous gender-related barriers contribute to 
unintended pregnancy, some a t the  institu­
tional and policy level, and others at the levels 
of the  family and com m unity. Women are often 
treated as targets of family planning pro­

gram m es ra th e r than as partners in and benefi­
ciaries of reproductive health care. Women are 
often precluded by gender norm s from asking 
for and receiving RII information, and, at the 
sam e tim e, the gender stereotype tha t family 
planning is a woman’s problem is one reason 
tha t program mes have been slow to involve 
men.

The balance of power between men and 
women in the  household also has implications 
for contraceptive use and reducing unintended 
pregnancies. Women without their own sources 
of income may not be able to seek fee-based 
family planning services.6 Men often regulate 
women’s access to health services through con­
trol of finances, women’s mobility, m eans of 
transportation, and health care decisions.10

When women do access health services, 
they m ay face unequal power relations with 
family planning providers, who often assum e an 
authoritarian  role and expect patients to be 
passive.11 Female clients may remain silent and 
have unanswered questions or concerns that 
affect the  success of their use of family plan­
ning m ethods.12 The eight-country Women’s 
Studies Project, conducted by Family Health 
International (F ill), found that “women ... 
want m ore female providers, more emotional 
support, help with side effects, and m ore infor­
mation on contraceptive m ethods.”13

A nother barrier is tha t gender norm s often 
dictate tha t women — particularly young 
women —  appear ignorant about sexual m at­
te rs .1"1 Women who visit clinics for contracep­

3. U nited Nations, 20011.

4. Westoff, 2001.

5. Institu te of Medicine, 1988.

6. Goodwin e t a l., 2000.

7. USAID funds are  prohibited from being used  to pay for the 
perform ance of abortion  as a  m ethod of family planning or 
to  m otivate o r coerce  a  person to  p ractice abortion. WHO’s 
work in the  area  o f abortion  is in line with th e  iCPD+5 
consensus agreem ent tha t “in  circum stances w here abor­
tion is no t against the  law, health  system s should  train  and 
equip health  service providers and  should take  o th e r  mea­
su res to  ensu re  that such  abortion  Is safe and accessible."

8. WHO, 2004.

9. Schuler e t  al., 2002b.

10. Robey e t al., 1998: Goldberg and  Toros. 1994.

11. DlMatteo, 1994,

12. Schuler e t al., 1985; Schuler and  Hossain, 1998.

13. B arnett and  Stein. 1998: xiii

14. Bczmalinovic e t  al., n.d .; Population Council, 2000b.
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tives may be stigmatized as prom iscuous or too 
independent, especially where women’s physi­
cal mobility outside the hom e is lim ited.1"'
Some women may have to use contraception 
secretly when their husbands disapprove.16 
This is especially true  for women who live with 
the threat of physical abuse from their part­
ners. Young women m ay be caught in a vicious 
cycle: lack of information leads to adolescent 
pregnancy leads to dropping out of school and 
econom ic dependence.

I n t e r v e n t i o n s  R e l a t e d  to  
U n i n t e n d e d  P r e g n a n c y
Family planning programmes have developed a 
num ber of strategies that circum vent barriers 
to contraceptive use, often by accom m odating 
gender differences. O ne such strategy is com ­
m unity-based distribution (CBD), which pro­
vides family planning services at various 
com m unity locations, often a t the home of 
clients, ra ther than through fixed clinics. CBDs 
have been the subject of m uch debate, as they 
are designed to overcome practical obstacles 
imposed by gender inequality — such as 
restrictions on women’s m obility or lack of 
access to money — w ithout confronting the 
issue of inequality per se .17

Another common strategy is to offer free or 
low-cost services to women who do not have 
access to, or control of, household cash for 
health care expenditures. Some clinics also 
offer childcare to clients during their visits, 
malting it easier for women to use sendees, or 
involve m en by providing them  with reproduc­
tive health services, particularly through all­
male clinics.18

The IGWG task force identified n ine evalu­
ated interventions related to  unintended preg­
nancy that aim to transform gender relations. 
Many of the programmes are in settings where 
women have little autonom y in their daily lives 
and little assertiveness in their relationships 
with husbands and health care providers. In 
order for these women to make behavioural 
changes, they need practical skills in long-term 
thinking, problem solving, and decision-m ak­
ing, and a sense of self-efficacy. Many of the 
programme strategies involve building on these 
capacities in women and girls and on the belief

T h e  n i n e  u n i n t e n d e d  p r e g n a n c y  
in t e rv e n t i o n s :
■  S t i m u l a t i n g  D i a l o g u e  T h r o u g h  R a d i o  S h o w s

( Z a m b ia )
■  A u t o d i a g n o s i s  T h r o u g h  t h e  R e p r o S a l u d  P r o j e c t

( P e r u )
■  T r a i n i n g - o t - T r a i n e r s  in  H e a l t h  a n d  

E m p o w e r m e n t  ( M e x ic o )
■  P r o g r a m m e  l o r  A d o l e s c e n t  M o t h e r s  ( J a m a i c a )
■  B e t t e r  L i t e  O p t i o n s  P r o g r a m m e  ( B L P )  ( In d ia )
■  H u s b a n d s  a n d  P o s t a b o r t i o n  C a r e  ( E g y p t)
■  F a t h e r ' s  R o l e  i n  P o s t p a r t u m  F a m i l y  P l a n n i n g  

(T u rk e y )
R e a c h i n g  M e n  T h r o u g h  A g r i c u l t u r a l  E x t e n s i o n
( H o n d u r a s )

■  M a y a n - L a n g u a g e  E d u c a t o r s  i n  G e n d e r  a n d  
F a m i l y  P l a n n i n g  ( G u a te m a la )

that they are capable of making im portant 
decisions about them selves and their health. 
Participatory techniques of com m unity work 
th a t encourage reflection and discussion are 
im portant to this approach, and programmes 
with long-term, on-going groups of participants 
are more likely to report positive im pact. Some 
of these interventions hold women’s empower­
m ent as an explicit goal and/or educate women 
in reproductive and  hum an rights.

Successful interventions also respond to 
women’s requests for particular services or 
activities, such as involving men o r linking con­
traceptive distribution to com m unity organiza­
tions. Many of them  offer training in more than 
reproductive health, in areas such as literacy, 
em ploym ent skills, legal rights, parenting, child 
health , and  social mobilization. O thers focus 
on strengthening women’s voice in com m unity 
planning, in bringing issues to governm ent offi­
cials and donor organizations, and educating 
m en on the im portance of wom en’s reproduc­
tive health and family planning.

157  Schuler e t  a l., 1994.

16. C astle e t al.. 1999.

17. See Boender et a l.. pp. 11-13, for a  m ore in-depth 
discussion o f G ender Integration and  Com m unity-Based 
Distribution.

18. Ojeda, 1998.
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RH O u t c o m e s  of t h e  I n t e rv e n t io n s
The nine interventions th a t were exam ined 
under unintended pregnancy showed evidence 
of the following reproductive health outcomes 1(>:
■ G reater family planning use
■ G reater contraceptive knowledge
■ Fewer child deaths
■ Lower fertility
■ Fewer adolescent pregnancies
■ Increase in age at marriage
■ G reater receptivity to family planning 

information

Two of the  interventions are described in 
the table below in the hope that they will be 
useful to programme planners as examples of 
integrating gender into reproductive health pro­
grammes to effect unintended pregnancy.

19. See Appendix table A2 for com plete list of in terventions in 
which each of the  Itl I outcomes was monitored and evaluated.

Tab le  2

E x a m p l e s  of I n t e r v e n t io n s  T a rg e t in g  U n i n t e n d e d  P r e g n a n c y
P r o j e c t / I n t e r v e n t i o n s  R H  O u t c o m e s  G e n d e r  O u t c o m e s

P e r u :  A u t o d i a g n o s i s  & R e p r o S a l u d

•  W o r k s  w i th  w o m e n ’s  g r o u p s
•  F e e d b a c k  g a t h e r e d  in  w o r k s h o p s
•  U s e s  s o c i o - d r a m a s ,  s to r y te l l in g ,  

b o d y - m a p p in g ,  p r o b l e m  t r e e s
•  I n c lu d e s  h u s b a n d s  in  e d u c a t i o n

c h i ld r e n

I n c r e a s e  in  1 4  o f  1 5  i n d i c a t o r s  o t  RH 
k n o w l e d g e  & p r a c t i c e

E x a m p le :  C o n t r a c e p t iv e  u s e  o f 
w o m e n  i n c r e a s e d  f r o m  5 8 .4 %  
to  7 1 ,8 % .

I n c r e a s e  in  m e n  a n d  w o m e n  in 
1 4  o f  1 5  g e n d e r - e q u i t a b l e  a t t i t u d e s  
& p r a c t i c e s

E x a m p le :  I n c r e a s e  in  j o in t  d e c i s i o n s  
o n  s e x ,  f a m i ly  p la n n in g  & n u m b e r  o f

I n d i a :  B e t t e r  L i f e  O p t i o n s  
P r o g r a m m e  ( B L P )

•  6 - 1 0  m o n th  t r a i n i n g s  o f 
a d o l e s c e n t  g i r l s

•  F a m ily  life  e d u c a t io n
•  L i te r a c y  a n d  v o c a t io n a l  s k i l ls
•  I n f o r m a t io n  o n  h e a l th ,  e s p e c ia l ly  

r e p r o d u c t i v e  h e a l th

P a r t i c i p a n t s  f o u n d  t o  h a v e
•  f e w e r  c h i ld r e n  a n d  f e w e r  

c h i ld  d e a t h s
•  l a t e r  a g e  a t  m a r r i a g e  ( 1 8  y e a r s  

o f  a g e  c o m p a r e d  t o  1 7 .6  f o r  
c o n t r o l s )

A ls o ,  p a r t i c i p a n t s  m o r e  l ik e ly  th a n
c o n t r o l s  to :
•  D i s c u s s  f a m i ly  p la n n in g  w ith  

h u s b a n d s  ( 5 5 %  m o r e )
•  U s e  c o n t r a c e p t i o n  

( 3 6 %  c o m p a r e d  t o  2 7 % )
•  H a v e  c h i l d r e n  im m u n iz e d  

( 6 3 %  v s .  3 2 % )

P a r t i c i p a n t s  m o r e  l ik e ly  t h a n  c o n t r o l  
g r o u p  to :
•  H a v e  h i g h e r  l i t e r a c y  r a t e s  

( 9 5 %  v s .  6 8 % )
•  U s e  p u b l i c  t r a n s p o r t a t i o n  

( 5 8 %  v s .  2 5 % )
•  D e c id e  a u t o n o m o u s l y  w h e n  

to  m a r r y  ( 2 5 %  v s .  7 % )

II. U n in te n d e d  P r e g n a n c y



III. Maternal 
Mortality and 
Morbidity

R educing m aternal mortality, the death of 
women from pregnancy and delivery-related 

causes, is another m ajor goal of the ICPD 
Programme o f Action  as well as of the Safe 
Motherhood Initiative.20 The ICPD goal was to 
reduce levels of m aternal m ortality measured 
in 1990 by half by the year 2000. However, 
m aternal m ortality levels rem ain high.

Each year, over half a million women die 
from pregnancy-related causes, most of them  in 
the developing world.21 An estim ated 40 per­
cent of pregnant women experience pregnancy- 
related health problems, with 15 percent 
suffering from serious or long-term complica­
tions. About 300 million women suffer from 
disabilities, such as anaem ia, uterine prolapse 
(the  protrusion of the uterus out of the  vagina), 
fistulae (holes In the  b irth  canal that allow 
leakage from the bladder or rectum  into the 
vagina), pelvic inflam m atory disease, or infer­
tility, as a result of having experienced preg­
nancy and  delivery complications.22

The death of a m other has broad family and 
social implications. It is not uncom m on for 
women in Africa, when about to give birth , to 
bid their older children farewell, telling them ,
“I am  going to the sea to fetch a new baby, but 
the journey is long and dangerous and 1 may 
not re turn .’’23 A pregnant adolescent is at even 
greater risk for pregnancy-related death — up 
to five times more likely for m others under age 
15.2"1 Moreover, poor m aternal health and nutri­
tion contribute to low birth  weight in 20 mil­
lion babies each year —  almost 20 percent of 
all b irths.25

The five major direct medical causes of 
poor m aternal health are haemorrhage, 
obstructed labour, induced abortion, sepsis 
(infection) and hypertensive disorders, and 
they account for approxim ately 80 percent of 
all m aternal deaths.26 Poor nutrition in m oth­
ers is also associated with an  increased risk of 
m aternal death and poor health .27 Nutrient 
deficiencies tha t pre-exist pregnancy are often 
made worse by childbearing.

Lack of antenatal and postpartum  care and 
the absence of trained birth  attendants all con­
tribute to poor m aternal health.

Yet, there is a large body of research  and 
programme experiences that “dem onstrates 
that pregnancy and childbirth  need not put 
m ost women a t significant risk.”28 Health care 
policies and program mes can be improved to 
reduce m aternal m orbidity and mortality. 
Com munity involvement in locally based safe 
m otherhood in ten en tio n s , referral to medical 
centres, antibiotics, and surgery can make all 
the  difference.

G e n d e r - R e l a t e d  B a r r i e r s  to  
R e d u c i n g  M a t e r n a l  M o r t a l i t y  
a n d  M o r b i d i t y
G ender norm s and the status of women play a 
large role in shaping dangers associated with 
m otherhood. Women’s lack of decision-making 
power can limit their access to health  care and 
negatively affect m aternal health outcomes. 
Limited access to education translates into a 
poor understanding of basic health care con­
cepts — including the danger signs in preg­
nancy. Women who have not played a role 
outside the home m ay be very uncom fortable 
in the public sphere, including clinic and hos­
pital settings, w here they may be unable to 
question o r express their concerns to health 
care providers.

In m any societies, m en control household 
expenditures and decision-m aking in the fam­
ily. Families may be reluctant to use scarce 
resources for women’s health  care or nu tri­

20. T he Safe Motherhotxl Inter-Agency G m up (IAG) 
launched th e  Safe M otherhood Initiative in 1987 (see 
www_safemotherhood.org). For updated  Inform ation on 
m aternal and child  health , see  www.who.lnt/glVebwha/ 
pdf_files/WHA58/WHA58_31-en.pdf

21. According to  new  estim ates from  WHO, th e re  are  now 
529.000 m aternal deaths p e r  year, resulting  in a  global 
ratio  o f 400 m aternal deaths per 100.000 live births.

22. S tarrs. 1998; Fortney and  Sm ith. 1996; S tew art e t  al., 
1997.

23. Brundtland. 1999.

24. United N ations Dept, of International Econom ics and 
Social Affairs, 1991.

25. Bellamy. 1998.

26. World Health O rganization. 1997.

27. Huffman e t  a l.. 2001; M ackey, 2000.

28. Ransom and  lin g e r. 21102,
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tional needs. Although m en m ay be the princi­
pal decision-m akers on seeking health services, 
there m ay be little com m unication with their 
wives about their health during pregnancy and 
the postpartum  period.

During labour, women may be expected to 
dem onstrate their strength or to suffer through 
labouring or birthing with little or no aid. Even 
though m any studies have dem onstrated the 
beneficial impact of labour com panions on clin­
ical outcom es, physicians and o ther obstetric 
serxice providers may be reluctant to allow 
family m em bers and o ther support people to 
participate in the care of a woman in labour.

I n t e r v e n t i o n s  T h a t  R e d u c e  
M a t e r n a l  M o r t a l i t y  a n d  M o r b i d i t y
Some interventions for safe m otherhood 
accom m odate gender differences in order to 
prevent the four delays tha t can lead to m ater­
nal death — delays in recognizing danger signs, 
in deciding to seek  care, In reaching care, and 
in receiving care at health facilities.29 Instead 
of challenging gender norms, these in ten  en­
tions focus instead on making women aware 
that it is im portant to gain their husband’s per­
mission (before labour begins) for necessary 
health care or on educating m en about recog­
nizing and responding to danger signs.

O ther interventions focus on transforming 
gender roles in order to improve maternal 
health. Some of the strategies in this chapter’s 
interventions aim to increase women’s access to 
and control of resources where m en dominate 
financial decision-making in the home and 
undervalue their wives’ health care. Numerous 
studies have shown a positive correlation 
between women’s individual contributions to the 
household income and household spending on 
health care.30 Two of the interventions use 
credit and savings groups and emergency loan 
funds, supplied through women’s cooperative 
agricultural production or market activities, as a 
way to increase women’s financial ability to care 
for themselves during childbearing years.

Some programmes have aim ed to rc-negoti- 
ate the balance of power between women and 
health care providers; for example, through 
staff training in gender or through increasing 
women’s control over who is present during

labour and delivery. O thers have attem pted to 
bridge the gap between government health  offi­
cials, who often reside in capital cities, and 
women in rem ote areas who have identified 
their reproductive health needs. Two of the 
program mes presented here were in part effec­
tive because comm unity-based women's groups 
identified reproductive health issues im portant 
to them  and wrote letters to government offi­
cials requesting im proved access to services in 
their rem ote villages.

Getting male partners, extended family, and 
com m unity m em bers to appreciate their roles 
in and give more priority to women’s health 
care during pregnancy and the postpartum  
period has been a successful strategy in many 
programmes. Unfortunately, few strategies to 
involve men have been tested. The Warmi 
Project in Bolivia (see ch a rt below) dem on­
strates the im portance of providing men with 
inform ation about pregnancy and birth, and 
involving them  during pregnancy. In the India 
Pati Sam park project, when male outreach 
workers targeted the husbands of pregnant 
women, the wives' attendance a t prenatal clin­
ics increased.

T h e  t h r e e  i n t e r v e n t i o n s  i n c l u d e d :
■  W a r m i  P r o j e c t  i n  R u r a l  B o l iv ia
■  A d v o c a c y  a n d  I n c o m e  G e n e r a t i o n  W i t h  I n d i a n  

W o m e n
■  Pati Sampark (“ C o n t a c t  t h e  H u s b a n d " )  ( I n d i a )

In sum m ary, the  strategies used in maternal 
health  initiatives reviewed here include (1) 
forming com m unity-based women’s groups, (2) 
econom ic em powerm ent of women. (3) reach­
ing m en through male outreach workers, and 
(4) letter writing campaigns to health officials 
advocating for increased access to clinics, 
physicians, and governm ent services. The most 
effective programmes have m aintained women’s 
groups for several m onths, allowing them  to 
develop their priorities and activities.

29. Ransom and  Yinger. 2002.

30. Q uisum bing and  Maluccio, 1999; Thom as, 1997;
G rasm uuk and  Espinal, 2000.
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RH O u t c o m e s  of t h e  I n t e rv e n t io n s
The three interventions that were exam ined 
under m aternal m ortality and m orbidity 
showed evidence of the following reproductive 
health outcomes:
■ Increase in use of skilled pregnancy carc
■ G reater knowledge of warning signs in 

pregnancy
■ Better nutrition
■ Men’s improved knowledge of wives’ 

antenatal care

■ Fewer obstetrical com plications
■ Better post-abortion recovery
■ Lower m aternal m ortality

Two of the interventions arc described in 
the table below in the hope tha t they will be 
useful as examples of how integrating gender 
into reproductive health  program mes can have 
a positive effect on m aternal m ortality and 
morbidity.

T ab le  Л

E x a m p l e s  of I n t e r v e n t io n s  T a rge t ing  M a te r n a l  M orta l i ty /M orb id i ty
P r o j e c t / I n t e r v e n t i o n s  R H  O u t c o m e s  G e n d e r  O u t c o m e s

B o l i v i a :  W a r m i  P r o j e c t

•  W o m e n ’s  g r o u p s  f o r m e d  to  
id e n t i f y  p r o b l e m s  a n d  s o l u t i o n s

•  W o m e n  r e c e iv e d  l i t e r a c y  t r a i n in g ,  
p r a c t i c e  in  s p e a k in g  a n d  in f o r m a ­
t io n  o n  r ig h t s

•  R a i s e d  m o n e y  f r o m  fa m ily  
g a r d e n s  f o r  e m e r g e n c y  lo a n  
f u n d s

•  L e t t e r  w r i t in g  c a m p a i g n  t o  M oH  
f o r  b e t t e r  s e r v i c e s

M a te r n a l  m o r ta l i ty  r a t i o s  im p r o v e d —  
f r o m  1 4 1  p e r  1 0 ,0 0 0  t o t a l  b i r t h s  a t  
b a s e l i n e  t o  9 9  p o s t - i n t e r v e n t i o n

N e o n a ta l  m o r ta l i ty  r a t i o s  im p r o v e d —  
f r o m  7 0  p e r  1 ,0 0 0  liv e  b i r t h s  a t  
b a s e l i n e  t o  1 6  p o s t - i n t e r v e n t i o n

P e r in a ta l  m o r ta l i ty  r a t i o s  im p r o v e d —  
f r o m  1 0 2  p e r  1 ,0 0 0  t o t a l  b i r t h s  a t  
b a s e l i n e  t o  3 8  p o s t - i n t e r v e n t i o n

I n c r e a s e  in  w o m e n ’s  g r o u p s — in 
s o m e  a r e a s  f r o m  3 0 %  to  6 9 %

I n c r e a s e  in  m o t h e r s  b e lo n g in g  to  
w o m e n 's  g r o u p s — in  s o m e  a r e a s  
f r o m  7 %  t o  5 7 %

I n d i a :  A d v o c a c y  a n d  I n c o m e
G e n e r a t i o n  f o r  W o m e n

•  U s e d  c o m m u n i ty  a g r i c u l tu r a l  
p r o j e c t s  w i th  m e n  t o  in t r o d u c e  
R H  p r o g r a m m e  f o r  w o m e n

•  F o r m e d  w o m e n 's  g r o u p s  a n d  
le t t e r  w r i t in g  c a m p a i g n s

•  T ra in e d  t r a d i t io n a l  b ir th  
a t t e n d a n t s

•  I n i t i a t e d  s a v i n g s  a n d  c r e d i t  
g r o u p s

P o s t  in te r v e n t i o n ,  i n c r e a s e  in :
•  A n t e n a ta l  v i s i t s
•  H IV  k n o w le d g e
•  C o n t r a c e p t iv e  u s e

I n c r e a s e  in  i n d i c a t o r s  o f  w o m e n ’s  
s t a t u s ,  e .g . :
•  In  p o l i t i c s ,  w o m e n 's  p a r t i c ip a t io n  

w e n t  f r o m  1 7 %  to  77%
•  In  b e l ie f  in  “ r ig h t  t o  m o b il i ty ,"  

w e n t  f r o m  5 7 %  t o  9 5 %
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IV. Sexually 
Transmitted 
Infections 
(STIs)/HIV/AIDS

I n 1999, an estim ated 34..3 million people 
worldwide were living with AIDS. In the same 

year, 5.4 million people were newly infected, 
including 2.3 million women. At the  end of 
1999, an estim ated 18.8 million people had 
died of AIDS worldwide. The num bers are stag­
gering and only continue to grow. In Africa, 
HIV/AIDS is now the leading cause of death and 
HIV-positive women outnum ber infected men. 
HIV7A1DS is the fourth m ost com m on cause of 
death worldwide. By the end of 1999, an esti­
m ated 13.2 million children, m ost of them  in 
Africa, had lost their m other or both of their 
paren ts to AIDS.31

The AIDS pandem ic is causing untold suf­
fering in individuals, families, and  societies. 
AIDS is exacerbated by poverty and, in turn, 
families ravaged by the  disease are often pro­
pelled into poverty. Remaining family m em ­
bers, particularly women, have to “m ake hard 
choices on the allocation of their tim e between 
production, m eeting household needs, child 
care and care of the sick.”32

Emerging evidence has illustrated the criti­
cal role of gender and sexuality in influencing 
sexual interactions and m en’s and  women’s 
ability to practice safe behaviours. The studies 
included in this chapter highlight the im por­
tance of increasing women’s access to informa­
tion and education, skills, services, and social 
support in order to reduce their vulnerability to 
III\7AIDS and to improve their RH outcom es.33

G e n d e r - R e l a t e d  B a r r i e r s  to  
R e d u c i n g  S TIs /H IV/AID S
G ender norm s and the im balance of power 
between men and women have a direct Impact 
on sexual behaviour and, therefore, ST1 risk. 
Norms may discourage women from displaying 
knowledge and com m unicating about sex and 
related topics with partners and even with 
health professionals. S tandards of pre-marital

virginity may limit young women’s access to 
information about sex and even lead to riskier 
sexual behaviours such as anal sex.34 Male 
prom iscuity is considered normal in many 
regions around the world and often includes 
acceptance of visits to com m ercial sex workers. 
Where sex is seen as a wife’s duty, women may 
face ridicule, violence, o r divorce if they refuse 
sex due to concerns that their husbands may 
have becom e infected with STIs acquired from 
o ther partners.35

Stigma and discrim ination are at the heart 
of the  AIDS pandem ic, as fear, sham e, and 
ignorance keep people from practicing preven­
tion and seeking care. Women, due to gender 
imbalances in m any societies, face double 
stigma and discrim ination regarding HIV/AIDS. 
Many are “blamed” if they o r their partner 
acquire HIV, and som e are badly treated or dis­
owned as a result.36

The econom ic disadvantage of women in 
m any societies leads to a  lack of sexual negotia­
tion power. Women’s  need for econom ic sup­
port from husbands or partners — particularly 
if they have children — can lead women to 
rem ain silent on m atters of sex and fidelity in 
relationships that confer some level of eco­
nomic security. Survival strategies of some 
women in poverty include prostitution and the 
provision of sex to multiple partners who offer 
m aterial gifts in return. Although program mes 
are increasingly prom oting condom use, 
women are often unable to negotiate such pro­
tection because of fear of abandonm ent. In the 
case of com m ercial sex workers, they are often 
a t the m ercy of their pimps, clients, and even 
the police.37

HIV-positive women m ay lie stigmatized in 
health care settings when they seek reproduc­
tive health  care. Pregnant HIV-positive women 
may be denied prenatal or delivery care; some

31. UNAIDS, 2000. The 21101 estim ates released  by UNAIDS 
and  WHO a re  th a t globally 39 .4  m illion people arc  living 
with HIV and  that just u n d e r half of these are  women.
In sub-Saharan Africa alm ost 57 percent o f all people 
infected w ith HIV are  wom en and  girls. In 2004, an 
estim ated 3.1 million people died o f AIDS.

32. Locwenson, 2001.

33. Weiss and  G upta, 1998,

34. Leynaert et al., 1998; Padian  e t al., 1997.

35. Hoang Tu A nh e t  al.. 2002.

36. Nybladc e t al., 2002.

37. Adeokun e t a l., 2002; Ghikam ata e t al., 2002.
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women are pressured to subm it to abortion 
ra ther than risk having an HIV-positive baby.

I n t e r v e n t i o n s  R e l a t e d  t o  R e d u c i n g  
STIs /H IV/AID S
Some of the  existing interventions to prevent 
STI/HTV transm ission are targeted at high-risk 
groups, such as com m ercial sex workers, truck 
drivers, gay men, and intravenous drug users, 
and often accom m odate gender realities rather 
than trying to change them . For example, 
strategies to protect sex workers from contract­
ing STIs or HIV/AIDS have included educating 
brothel owners or enacting laws to enforce con­
dom use among clients. Also, female condoms 
and potentially microbicides are often viewed 
as attractive options because they are woman- 
controlled and, therefore, do not necessitate 
convincing partners to wear a condom.

However, transform ing gender relations is 
essential for ending the  spread of STIs and HIV. 
Programmes for adolescents in particular target 
attitudes and social contexts tha t increase 
STI/H1V vulnerability, such as the acceptance 
of m en as macho and as sexual predators.
Many programmes bring adolescent boys and 
girls together and involve them  in projects and 
discussions focusing on gender identity.38 In 
Uganda, one of the only countries in sub- 
Saharan Africa w here the  incidence of HIV' has 
declined, the  Ministry of Infonnation publishes 
a m onthly newspaper insert that provides a 
forum for young people’s  opinions and con­
cerns about sex and relationships.39

In this review, most of the  interventions 
tha t target STIs/HIV/AIDS a ttem pt to transform 
gender relations. Some are aimed at groups at 
high-risk for STIs/HIV; others attem pt to reach 
clients of o ther reproductive health services or 
m embers of selected neighbourhoods. The 
m ajority take place in urban areas.

Changing the balance of power is central to 
the design of these interventions. Many pro­
grammes have been successful at stimulating 
dialogue am ong beneficiaries on the relation­
ship between gender norm s and sexual 
behaviour. Still o ther programmes use 
behaviour change com m unication strategies 
and incorporate negotiation and com m unica­
tion skills training for women to increase their 
assertiveness in partner com m unication about 
topics related to sex, STIs/HIV/AIDS, and dual

protection/dual m ethod use. Many of these pro­
grammes challenge the acceptance of male 
prom iscuity and infidelity and norm s of female 
sexual ignorance. Peer educators have also 
addressed such sensitive topics as virginity, 
sexual behaviour, and women’s fear of sexual 
and physical abuse, econom ic abandonm ent, or 
increased infidelity in retaliation for asking 
partners to use condoms.

The  1 0  STI/HIV/AIDS 
In te rv e n t io n s :
в  S e x u a l  N e g o t i a t i o n  S k i l l s  A m o n g  I n n e r - C i t y  

W o m e n  ( U . S . )  
в  S e x  W o r k e r s  i n  S o n a g a c h i  a n d  B e y o n d  ( I n d i a )
в  E m p o w e r i n g  W o m e n  t o  M a k e  S a l e

C o n t r a c e p t i v e  M e t h o d  C h o i c e s  ( M e x i c o )  
в  E d u c a t i n g  P r e n a t a l  C l i e n t s  o n  S T I s / H I V  

( G u a t e m a l a )
в  I n t e g r a t i n g  S T I /H IV  P r e v e n t i o n  I n t o  F a m i l y  

P l a n n i n g  S e r v i c e s  (B ra z i l )  
в  P e e r  E d u c a t i o n  W i t h  F a c t o r y  W o r k e r s

( T h a i l a n d )
в  T a l k i n g  A b o u t  S e x u a l i t y  W i t h  P o o r  U r b a n  

W o m e n  (B raz i l )  
в  S t r e n g t h e n i n g  T r a d i t i o n a l  W o m e n ' s  

A s s o c i a t i o n s  ( S e n e g a l )  
в  T a l k i n g  A b o u t  V i o l e n c e  a s  a  B a r r i e r  t o  C o n d o m  

U s e  ( S o u t h  A f r i c a )  
в  P e e r  E d u c a t i o n  A m o n g  A d o l e s c e n t  G i r l s  

( B ra z i l )

To help women avoid transactional sex, 
education program mes have offered vocational 
training in incom e-generating activities. The 
Sonagachi project in India focuses on training 
sex workers as peer educators in STIs/HIV/AIDS 
and self-esteem, aim ing to increase knowledge 
and decision-making power of sex workers, 
who are typically powerless in relation to 
brothel owners, clients, and police. A nother 
intervention shows how strengthening of o ther 
women’s groups, such as traditional Senegalese 
organizations concerned with fertility, can  also 
improve condom  use.

38. d e  K eijzer e t  al.. 2002.

39. Henry, 1995: 32.
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RH O u t c o m e s  of t h e  I n t e rv e n t io n s
The ten interventions exam ined under 
STI/HIV/AIDS showed evidence of the following 
reproductive health outcomes:
■ G reater knowledge of HIV/AIDS transm is­

sion and  prevention
■ G reater condom  use
■ Lower STIs
в  G reater knowledge of STI symptoms

Three of the interventions are described in 
the table below in the hope that they will be 
useful as examples of how integrating gender 
into reproductive health programmes can have 
a positive effect on reducing STIs/HIV/AIDS.

T able 4

E x a m p l e s  of I n t e r v e n t io n s  T a rge t ing  STIs/HIV/AIDS
P r o j e c t / I n t e r v e n t i o n s  R H  O u t c o m e s  G e n d e r  O u t c o m e s

M e x i c o :  W o m e n  a n d  S a t e
C o n t r a c e p t i v e  M e t h o d  C h o i c e s

•  S c r e e n i n g  f o r  s a f e  IU D  u s e  in  
c l in ic

•  O n e  g r o u p  g iv e n  e d u c a t i o n  s e s ­
s i o n s  b y  n u r s e s  o n  c o n t r a c e p t i v e  
m e t h o d s  a n d  S T I s

•  E d u c a t e d  g r o u p  a l lo w e d  t o  “ s e l f  
s c r e e n "  f o r  a p p r o p r i a t e  c o n t r a ­
c e p t iv e  m e t h o d

T h a i l a n d :  P e e r  E d u c a t i o n  w i t h
F a c t o r y  W o r k e r s

•  P e e r  e d u c a t i o n  s e s s i o n  w i th  s i n ­
g l e - s e x  a n d  m i x e d - s e x  g r o u p s

•  T ra in e d  p e e r  l e a d e r s  w h o  t h e n  
r e c r u i t e d  g r o u p s

•  T e n  2 - h o u r  s e s s i o n s ,  u s in g  c o m i c  
b o o k s  a n d  r o m a n c e  n o v e l s

•  I n c r e a s in g  a w a r e n e s s  o f  y o u n g ,  
s i n g l e  f a c t o r y  w o r k e r s  r e  H IV  r i s k

In  s e l f - s c r e e n e d  g r o u p ,  5 2 %  o f  
in f e c te d  w o m e n  c o r r e c t l y  c h o s e  n o t  
t o  u s e  IU D

In  p h y s i c i a n - s c r e e n e d  g r o u p ,  5 %  
c o r r e c t l y  c h o s e n  n o t  t o  u s e  IU D

P o s t - i n t e r v e n t i o n ,  p a r t i c i p a n t s  b e t t e r  
a t  id e n t i f y in g  h ig h  r i s k  b e h a v io u r s ,  
e .g . :
•  P e e r  p r e s s u r e  ( f r o m  4 1 %  

t o  7 0 % )
•  M a le  p r o m i s c u i t y  ( f r o m  5 9 %  

t o  7 5 % )

N o t  a s s e s s e d

P o s t - i n t e r v e n t i o n ,  i n c r e a s e  in  b e lie f  
t h a t :
•  g i r l s  c o u l d  r a i s e  s u b j e c t  o f  

H IV /A ID S  w i th  b o y s  ( f r o m  2 9 .9 %  
t o  4 2 .3 % )

•  g i r l s  s h o u l d  c a r r y  c o n d o m s  ( f r o m  
4 7 .7 %  t o  8 4 .6 % )

S e n e g a l :  S t r e n g t h e n i n g  T r a d i t i o n a l
W o m e n ' s  A s s o c i a t i o n  (T W A )

•  U s e  T W A s  t o  d i s s e m i n a t e  
i n f o r m a t io n  r e  S T Is /H IV /A ID S , 
c o n d o m s

•  P u b l ic  c e r e m o n i e s ,  d a n c e ,  s o n g s ,  
r o l e  p la y in g

•  N e ig h b o u r h o o d  d i s c u s s i o n  
g r o u p s

P o s t - i n t e r v e n t i o n ,  i n c r e a s e  a m o n g  
w o m e n  in  k n o w l e d g e  o f  S T Is/H IV , 
in c lu d in g  h o w  H IV  t r a n s m i t t e d

P o s t - i n t e r v e n t i o n ,  w o m e n  r e p o r t e d  
i n c r e a s e d  u s e  o f  c o n d o m .  In o n e  
s i t e ,  t h e  n u m b e r  w e n t  f r o m  2 8  t o  3 5  
(N = 8 0 )

I n c r e a s e  in  w o m e n 's  b e l ie f  t h a t  th e y  
h a v e  r ig h t  t o  a s k  h u s b a n d s  t o  u s e  
c o n d o m s  ( f r o m  2 5 %  t o  3 2 % )

IV. S e x u a l ly  T r a n s m i t t e d  I n le c t io n s  (S T Is)/H IV /A ID S  Q



V. Quality of Care 
Initiatives

Quality of care initiatives a re  discussed sepa­
rately because they address all com ponents 

of reproductive health. Improving quality of 
care in family planning and reproductive health 
has grown as a priority over the  past decade. 
Initiatives to improve quality of care in repro­
ductive health have roots in the Bruce-Jain 
framework40 and in continuous quality 
im provem ent approaches that adapt total qual­
ity m anagem ent principles for use in health 
care.41 In both approaches, clients' needs are 
the  central focus of program mes. The Bruce- 
Jain framework identifies six elem ents relevant 
to improving the  quality of care in family plan­
ning programmes: choice of methods, correct 
information, technical com petence of 
providers, good clicnt-provider interaction, 
continuity  of care, and  appropriateness and 
acceptability of care.

Quality improvement approaches take a sys- 
tems-based view of health service delivery and 
seek to meet client needs. The organizational 
environm ent must be structured to optimize 
quality care for clients. By using scientific and 
statistical methods to identify problems and 
develop solutions, managers and staff continu­
ously improve sendees provided by their pro­
grammes. The Maximizing Access and Quality 
initiative (www.maqweb.org) and performance 
improvement methods42 are also designed to 
improve the quality of services and care.43

Initiatives driven by a quality of care per­
spective can integrate gender issues by intro­
ducing im provem ents to address gender-related 
barriers to quality of care. For instance, the 
Quality Assurance Project (QAP), funded by 
USAID and im plem ented by the C entre for 
Human Services (www.qaproject.org), 
em braces a quality of care framework that is 
systems-hased, client-centred, team-based, and 
data-driven. In the QAP approach, quality 
team s are formed at different levels of the 
health care system and are responsible for 
m onitoring and improving the quality of health 
services. Quality team s (m ade up of health care 
providers, managers, and som etim es com m u­
nity m em bers) analyse the service delivery as a

whole, exam ining various dim ensions of qual­
ity: technical perform ance, effectiveness, effi­
ciency, safety, access, interpersonal relations, 
continuity, physical aspects, and choice.44 In 
their analysis, team s may identify barriers to 
quality of care tha t result from unequal gender 
relations and norms.

Although access is often treated  separately 
from quality of care, access is included here as 
a key com ponent of quality. The IGWG task 
force believes that these aspects of health care 
are inextricably linked and tha t quality health 
sendees cannot exist if clients face significant 
obstacles to sendee utilization. Thus, quality 
initiatives, especially when addressing gender 
issues, m ust include attention  to barriers 
affecting access.

G e n d e r - R e l a t e d  B a r r i e r s  to  
I m p r o v i n g  Q u a l i t y  of  C a r e
G ender-related barriers to quality of care are 
com m on to various health care settings. Such 
barriers include women’s lim ited access to 
health sendees because of restrictions on their 
mobility —  such as societal norm s or women’s 
care-taking responsibilities for o ther members 
of their family (children, the elderly, or the 
sick). G ender norm s often place children’s and 
m en’s health above women’s  health, and 
women may no t be able to seek care or follow- 
up in a tim ely m anner nor have the  resources 
needed to do so. Women may be too “shy” to

4(1. Bruce, 1990.

41 Hardee and  Gould. 1993.

42. Caiola and Sullivan. 2000.

4.3. A num ber o f tools have been developed to  assess and 
im prove quality o f care  (see  www.ere.m sh.or6). Including 
Engenderllealth 's COPE (client-oriented , provider-effi­
c ien t) techn ique  and  IPPFAVestem H em isphere Regions 
Manual to  Evaluate Q uality of C are from a  G ender 
Perspective (see IPPF, 2000). Also, see th e  WHO Strategic 
Approach to  Strengthening  R eproductive Health Policies 
and  Program m es, w w w .w ho.int/reproductlve-health/ 
strategic_approacli/index.htm .

44. Massoud e t  al.. 2001.

T h e  t h r e e  in t e rv e n t i o n s :
■  F e m a l e  P r o v i d e r s  a t  M a x S a l u d  ( P e r u )
■  F e m a l e  R e l a t i v e  S u p p o r t  in  L a b o u r  ( B o t s w a n a )  
a S m a r t  P a t i e n t  P r o g r a m m e  ( I n d o n e s i a )

A S u m m a ry  ol T h e ' S o  W h a t? 'R e p o r t
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ask questions during health  consultations or 
may he constrained hy paternalistic patterns of 
decision-m aking and com m unication between 
health care providers and clients. Sometimes, 
“advances” in m edicine place women in hospi­
tals alone, whereas they are used to being with 
family and traditional birth attendants in their 
own homes. Masculinity norm s also often exist 
and keep m en away from health services or 
limit their involvement in the health care of 
their partners and/or children.

I n t e r v e n t i o n s  T h a t  I m p r o v e  
Q u a l i t y  of  C a r e
Most interventions tha t have addressed gender 
barriers to quality of care accom m odate  gender 
differences ra th e r than challenge gender rela­
tions. For example, a health cen tre  may decide 
to add a small childcare facility so tha t m others 
can visit health  care facilities even when they 
do not have anyone with whom to leave their 
children. Some health services have tried to 
make their settings more male-friendly, for 
example, by offering evening hours of opera­
tions, allowing the  presence of male partners 
during childbirth, or introducing couple coun­
selling. Still others, recognizing women’s lack of 
econom ic resources lower fees to m ake services 
m ore accessible.

The three programmes described in the 
longer “So W hat?” report attempted to improve 
quality of care from a gender perspective. After 
community women expressed their preference 
for female providers, MaxSalud in Peru reinstated 
a midwife in the clinic and rapidly boosted ser­
xice utilization. The Smart Patient study in 
Indonesia coached female family planning clients 
on assertiveness with clinicians, which increased 
their likelihood of expressing concerns and ask­
ing questions. In Botswana, obstetrical outcomes 
were improved by allowing women to choose a 
female family member to accompany them 
through labour and delivery. Increasing the 
power of women in labour by permitting them  to 
be accompanied by family is a x ery loxv cost 
interx'ention and. therefore, easily replicable in a 
x'ariety of settings. Each of these interx'entions 
involved making serxices more client-centred 
and responding to women’s requests, concerns, 
questions, and choices.

RH O u t c o m e s  of I n t e r v e n t i o n s
T he three interventions that were examined 
under Q uality of Care shoxx'ed evidence of the 
following reproductive health outcomes:
■ Increased clinic visits
■ Improved client-provider interaction

Table  5

E x a m p l e s  of I n t e r v e n t io n s  T a rg e t in g  Qual i ty  of Care
P r o j e c t / I n t e r v e n t i o n s  R H  O u t c o m e s  G e n d e r  O u t c o m e s

B o t s w a n a :  R e l a t i v e  S u p p o r t  
i n  L a b o u r

•  In  h o s p i t a l  s e t t i n g  R e s u l t e d  in  f e w e r  С - s e c t i o n s  N o t m e a s u r e d
•  W o m e n  a l lo w e d  t o  c h o s e  f e m a le  ( 6 %  v s  1 3 % ) ,  f e w e r  v a c u u m

r e l a t iv e  t o  a c c o m p a n y  t h e m  e x t r a c t i o n s  ( 4 %  v s  1 6 % ) ,  a n d  l e s s
t h r o u g h  l a b o u r ,  d e l iv e r y  u s e  o f  o x y to c in  ( 1 3 %  v s  3 0 % )

I n d o n e s i a :  S m a r t  P a t i e n t
P r o g r a m m e

•  In  f a m i ly  p la n n in g  c l in ic s
•  O n e - o n - o n e  s e s s i o n s  w ith  p a t i e n t  

e d u c a t o r s  p r e - a p p o i n t m e n t s
•  C o a c h e d  o n  r ig h t  t o  s p e a k  o u t ,  

s k i l l s  in  a s k in g  q u e s t i o n s  a n d  
s e e k i n g  c la r i f ic a t io n

C o n t r a c e p t iv e  u s e  h ig h e r  in  c l i e n t s  a t  
8  m o n t h s  a f t e r  I n te r v e n t io n

W o m e n  w ith  p a t i e n t  e d u c a t i o n  a s k e d  
m o r e  q u e s t i o n s  ( 6 .3  v s  4 .9 ) ;
W o m e n  c l i e n t s  f r o m  i n te r v e n t io n  
g r o u p  r e c e iv e d  b e t t e r  in f o r m a t io n  
f r o m  p r o v i d e r s

V. Q u a li ty  o l  C a r e  I n i t i a t i v e s  Щ



VI. Conclusion
“Policy-makers a nd  program m e m anagers 

are unlikely to f in d  short cu ts  to gender-sensi­
tive program m es, bu t by recognizing the links  
betw een gender a n d  w o m en ’s  access to and  
use o f  reproductive health services, they m ay  
be able to reduce gender d iscrim ination  and, 
over time, m odify program m es so that they do 
m ore to em pow er w om en. "̂ 5

I t has been more than a decade since the 
Cairo Programme of Action (РОЛ) proclaimed 

tha t gender equity was a key com ponent to 
achieving reproductive health. This review con­
tributes to the ongoing discussion. It does this 
by examining the evidence tha t a gender-based 
approach to policy and programming as pro­
posed in the POA has an effect on reproductive 
health  outcomes.

Indeed, the interventions highlighted here 
provide this evidence. The interventions and 
their outcom es dem onstrate that integrating  
gender into reproductive health program m es 
does appear to have a  positive im pact on 
reproductive health outcomes, w hether by 
exploiting, accom m odating or transforming 
gender inequities.

Moreover, among the interventions that 
m easured gender outcom es, the results were 
positive as well. Specifically, qualitative data in 
particular showed increases in women’s deci­
sion-making power and political participation 
in the com m unity, women’s knowledge of legal 
rights, and societal respect for women. Where 
quantitative data was available, it dem onstrated 
that gender-sensitive programmes had stim u­
lated conversations between m en and women 
about family planning and STIs/HIV; led to 
greater m utual support between partners; 
improved girls’ chances of continuing educa­
tion; increased m en’s knowledge of women’s 
health care; decreased violent episodes against 
women; raised women’s self-efficacy, self-confi­
dence, assertiveness, and likelihood of dis­
cussing sensitive subjects with others; and 
increased gender-equitable attitudes about rais­
ing children, the division of labour, and repro­
ductive health m atters.

Much work still needs to be done on 
improving the methodology for evaluation in 
this respect. Ideally, evaluating the  im pact of

gender integration on reproductive health  out­
com es would involve operations research 
designs with experim ental and control areas 
and pre/post m easures of the outcom es of 
interest. Unfortunately, few such studies have 
been conducted, although som e are currently 
underway.

R e c o m m e n d a t i o n s
This review provided m any im portant lessons 
for reproductive health researchers and practi­
tioners, but m any of the lessons are of particu­
lar in terest to policym akers and programme 
managers as well. In fact, several of them  may 
be applied to  non-reproductive health  issues 
where appropriate.

1 .  I n t e g r a t e  g e n d e r  in to  p r o g r a m m e s  to 
a c h i e v e  p o s i t i v e  r e p r o d u c t i v e  h e a l t h  o u t c o m e s .
W ith very few exceptions, the program mes that 
integrated gender achieved positive reproduc­
tive health outcom es. Changes were particu­
larly likely to be seen in knowledge and 
attitudes ra ther than  in practices, perhaps 
because gender relations take a long tim e to 
change and the evaluations were typically short 
term .

2 .  F o c u s  o n  c o m m u n i t y  p a r t i c i p a t i o n  o r  c o m ­
m u n i t y  e m p o w e r m e n t  s t r a t e g i e s  w h e n  s e e k i n g  
to  t r a n s f o r m  g e n d e r  r e l a t i o n s .
(lender-integrated com ponents of reproductive 
health program ming are often em bedded in 
participatory or com m unity em pow erm ent ini­
tiatives. These programmes m ay no t only be 
empowering women vis-a-vis m en, but also 
empowering the  greater community. Often 
their goals cross developm ent sectors to 
include agriculture, education, econom ic devel­
opm ent, and natural resource m anagem ent.

3 .  P r o v i d e  s u p p o r t  f o r  m o r e  r i g o r o u s  e v a l u a ­
t i o n  of i n t e r v e n t i o n s  t h a t  i n t e g r a t e  g e n d e r .
Further efforts in refining evaluation m ethods 
and indicators, especially gender indicators, are 
necessary to generate a solid body of evidence 
regarding the value of gender integration. 
Gender indicators are still being developed and 
tested. Researchers and program me imple­
m entors need to be trained in effective use of

45. B arnett and  Stein, 1998.
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these m easurem ent tools. Funding for evalua­
tion needs to he allocated, scaled up, and long­
term . Sufficient time and funding are needed 
for program mes to show effects.

4 .  R e c o g n i z e  t h e  u n i q u e  c o n t r i b u t i o n  t h a t  g e n ­
d e r  i n t e g r a t i o n  b r i n g s  to  t h e  s u c c e s s  o l  STI/HIV 
i n t e r v e n t i o n s ,  a c h i e v i n g  s u s t a i n a b l e  h e a l t h  
r e s u l t s  a n d  g r e a t e r  g e n d e r  equ i ty .
Ten of the programmes reviewed focused on 
STI/HIV reduction, more than in any other 
area. As discussed in the chap ter on STIs/HIV, 
gender concerns have received more attention 
in STI/HIV prevention work due to the trans­
parent link between inequitable gender rela­
tions and the spread of STIs and IIIV/AIDS. 
Sexual behaviour is strongly regulated by gen­
der norm s, and econom ic inequities between 
women and men leave women powerless in 
transactional sex.
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Appendix: Quick Reference Guide

T he following tables sum m arize the  reproductive health outcom es and  gender outcom es of the 
interventions discussed in this report. They are m eant to provide, at a glance, details about the 
programmes described throughout the various chapters. This report Is organized by reproductive 
health  issue area (unintended pregnancy, m aternal m ortality/m orbidity, STIs/HIV/AIDS, and quality 
of care). However, m any initiatives docum ented effects in more than one of these areas and were 
placed in chapters according to the  m ost significant outcom e they produced. Thus, the following 
tables are helpful in identifying interventions that crosscut areas of reproductive health.
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