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Foreword

The genesis for these workshops has come from two initiatives. The first initiative was a
series of IDRC/TDR-WHO sponsored essay competitions, begun in 1990, on the subject of
women and tropical diseases. These three highly successful competitions highlighted the
enormous inequities in terms of the impact of tropical diseases on women, and served to
demonstrate the almost complete lack of research which has been carried out in this area.

The second initiative came about as a result of the establishment of the Global Commission
on Women’s Health in 1992. The Commission is being led by The World Health
Organization (WHO), with membership drawn from its member countries, including Dr.
Maureen Law, the Director General of the Health Sciences Division at IDRC, Dame Nita
Barrow, the Governor General of Barbados, and 4 members from the Asia Pacific region. In
its quest for funding support, the Commission came to IDRC. IDRC has supported the
Global Commission in two ways. The first was through core Secretariat support to Geneva.
The second, through one of the substrategies of the Global Commission, which was to reflect
and consolidate research agendas in the regions in order to improve the state of knowledge in
women’s health.

IDRC saw the opportunity to support the Global Commission by facilitating a series of
workshops on the subject of gender, health and sustainable development. The first workshop
was held in Nairobi, Kenya in October 1993, and the second in Montevideo, Uruguay in
April 1994. These workshops represent the third and fourth in the series.

One of the mandates of the Global Commission is to report to major international
conferences on the state of women’s health. It has done so at the World Conference on
Human Rights, at the International Conference on Population and Development, and is now
preparing for the 4th World Conference on Women and Development, to be held in Beijing,
China in September 1995. The Chairperson of the Global Commission, Dr. Aleya El
Bindari Hammad, sits on the Commission on the Status of Women for Beijing, and Gertrude
Mongella, the Chairperson for the 4th World Conference, sits on the Global Commission on
Women’s Health. In addition, the Global Commission on Women’s Health has been
responsible for preparing a number of issue papers on topics such as adolescent health and

aging.
Gender and Health in Development
The first two workshops brought forth a rich and diverse array of research priorities, gaps

which need to be addressed, and strategies for overcoming the major roadblocks to
conducting this research. We have all learned a great deal. These workshops have served to



bring together the small, and not so small, pockets of excellence in research into connected
networks of research. Interdisciplinary teams have been forged, and lessons are being
shared.

These activities have also helped to push us a few conceptual steps forward, in two ways.

. by addressing the issue of gender methodologies and their incorporation into research
and policy development; and,

i by no longer being content with only dealing with women’s health issues, but rather
moving forward to the role of gender in health and its inextricable links to a
sustainable environment and economic development.

What we are doing by accepting these linkages, is redefining the concept of sustainable and
equitable development to include gender, health and human development. Those in the
health field might think, surely this is a given. Why do we need to be reminded?

Local indigenous knowledge in both the north and the south has traditionally integrated these
three dimensions. But fragmentation due to donor aid and other influences has caused this
ability to be lost. We must now reacquaint ourselves with this capacity.

We are now seeing large development projects which have started to factor in environmental
impact studies, but it is rare that the health impact is considered. Many know the impact of
deforestation on the environment, but the impact of deforestation on the prevalence of
malaria or seasonal outbreaks of cholera are not automatically considered or factored into the
analysis. Sometimes it is only by accident that we learn of the implementation of such
"development" projects, which leaves little time for studied intervention and advocacy.

Economic/agricultural development projects have helped support the entry of large
international tobacco companies in Africa. Today tobacco is seen as the most important
economic opportunity in countries such as Zimbabwe and Malawi. Yet none of these
countries have factored in the human health dimension: by the year 2010, tobacco related
deaths will overtake deaths by AIDS in these very same countries. Youth and women
throughout the developing world are today the special targets of aggressive social marketing
by the tobacco industry.

So we do need to continually make the case for the inclusion of health in sustainable and
equitable development (SED), that there are gender issues in health, and that there are
environmental impacts on health and human development impacts on the environment. All of
this is SED.

How do we make the case for health in SED? We must embrace the approach of developing

policies which support health, or "healthy public policies”, by accepting that justice and
equity are important prerequisites for health (Hancock 1992). Harvard University economist

ix



Amartya Sen has said that it is not the level of wealth a country has which improves the
health of its population; rather, it is its committment to allocating resources to key sectors
and groups such as education, mothers, and children.

We must also consider the complex interactions and linkages between health, the
environment, and economic development. Michael Valpy writes

A healthy population is a big economic tangible. Apart from draining less of the public purse,
it is physically stronger, mentally brighter, it produces more, creates more, imagines more. It
gets out of bed in the moming and goes to work.

While this expanded vision of health has validated the issues which women have always
known to influence their health and well-being, the gender inequities remain and are severe.

What are these Gender Inequities in Health?

o Women are more vulnerable to poverty, preventable diseases, uncontrolled fertility,
premature death, violence, and illiteracy.

o This is not just due to our biomedical and general socioeconomic situation and
differences. More importantly, it is largely due to the visible and invisible
discrimination women suffer throughout their lives.

o Women live longer than men, but the quality of their lives is often impaired due to
higher rates of chronic illness, disability, alienation, widowhood, loneliness, and
poverty.

o There is also a lack of sensitivity on the part of the formal health care system to

respond to the specific health needs of women taking into account cultural
perspectives. The technological implications which are unique to women and quality
of care issues are rarely addressed.

o There is a failure of health research to examine the impact that the physical and
biological differences between men and women have on the epidemiology and etiology
of disease.

o The reduction in the provision of state-supported health care services, due to

economic restructuring in countries of the South, has meant a decline in the quality of
and access to services. In these situations, women are less inclined to use formal
health care services, and the burden on women to fulfil the role of care provider to
the whole family is further increased (Global Commission on Women’s Health 1993).

This translates into an inadequate integration of women’s interests into decision-making roles
and perspectives into the mainstream of health development.

X



Health and the Environment

In the area of health and the environment, there has been an interesting and powerful shift in
over the past six to eight years. That shift was in part influenced by the recognition that
there were profound human health effects due to environmental degradation. People realized
that this message could help alter the powerful socio-political agendas of governments.

This concern has been sustained and is international in scope. It is no longer the purview of
wealthy, industrialized countries. Those in developing countries also voice their concern that
the environment will have serious implications for the future health of their children. And
yet, the action has been clearly weighted on the environment sector. With increased
emphasis on monitoring and cleaning up, the health sector has been left with
disproportionately less resources but increasing demands to act as interpreter for the public.

Monitoring and "cleaning up" only have meaning when they can be translated into the human
health dimension. What do these levels mean? The public health professional is often the
one who is called upon to interpret the information, to help the public weigh real versus
perceived risks. For example,

] How clean is clean?

. Should my children be exposed to smaller amounts than the "safe" levels issued by
environmental protection agencies?

o If I am pregnant, should I be seeking lower levels?

. What does it mean that the beach is cleaned up or the industrial pollutants reduced?
for whom? based on what criteria? who were involved in developing the criteria?
based on what evidence?

These are all human health dimensions which continue to be critical, yet fail to be part of the
global environmental agenda.

Assumptions based on traditional views of environmental health and health protection are, as
Trevor Hancock suggests, paternalistic, hierarchical, and non-participatory. Yet, they have
guided our understanding, interpretation, and action in environmental health for decades
(Hancock 1992). For women, particularly poor women, the impact of dangerous working
conditions, poor quality housing, types of energy used, double work loads, and socio-
political instability is clearly inequitable. But decisions about what constitutes an
environmental hazard, and to whom, continue to be are top down and made by scientific
experts. They fail to take into account local level experience, indigenous knowledge, and
gender disparities. By incorporating participatory decision-making based on experiences of
men and women, improvements can be made.

Xi



Conclusions

We need to make the case for health in SED, for gender inequities in health, and for gender
inequities in environment, economic, and human development. Human development
threatens the very viability of the planetary biosphere, and yet human health requires an
environment that is also viable and is able to sustain human life. Economic activity which
continues unchecked obviously reduces the viability of the environment, which in turn
threatens the "well-being and survival of humankind and millions of other species in the web
of life" (IBID 1993).

This framework has been the foundation for the conceptualization of these workshops. By
bringing together researchers and policy makers in the disciplines of environment, health,
and economic development, we are seeing the emergence of exciting research agendas and

policy strategies.

/ Human developme

Environment |

Gender Lens

Janet Hatcher Roberts
Health Sciences Division
IDRC Ottawa, Canada
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Welcoming Address

John Graham!

Welcome to Singapore and to the Asian and Pacific Regional Workshop on Gender, Health,
and Sustainable Development. The meeting is coordinated and jointly organized by the
International Development Research Centre and by ENGENDER - the Centre for
Environment, Gender and Development. The Global Commission on Women’s Health of the
World Health Organization is also collaborating with us.

IDRC, in collaboration with the Global Commission on Women’s Health, has held a series of
workshops examining gender, health, and sustainable development issues. Since October
1993, workshops have been held in Africa, Latin America, and the Caribbean. This
Singapore meeting is the fourth and final workshop in the series.

ENGENDER, The Centre for Environment, Gender and Development, has, as its broad
focus, the integration of environmental, gender, and social issues of the development process
in the Asian and Pacific region. ENGENDER networks with government and non-
governmental bodies, with policy makers, with indigenous communities and others to achieve
sustainability of development through a more gender-sensitive and environmentally friendly
development approach. We are extremely pleased to be working with them in this
workshop. ‘

IDRC itself has a longstanding interest in research relating to gender issues and development.
We have a special unit to address this - the Gender and Development Unit. It is an integral
part of our program activities, and all research projects which we fund in institutions in
different countries are required to address gender issues. The Health Sciences Division is no
exception, and many different gender and health issues have received attention and research
funding, and this is expected to continue in the future. It is also recognized that major gaps
still exist in our understanding of gender and health issues, especially in developing and
market transition countries, and therefore much work remains to be done. The goal of
"Health for All" will remain a distant goal if gender driven inequalities in health are not
removed by incorporating gender considerations in health and other sectors of our
economies.

! Senior Regional Program Officer of Environment and Natural Resources, IDRC’s Asia Regional Office,
Singapore.



In May 1993, The World Health Organization established a "Global Commission on
Women’s Health" and IDRC has been working and collaborating with them. The Global
Commission seeks to raise the profile of women’s health to a global level and to develop
policy responses at the country level to address gender inequities. We need to increase our
understanding of gender, health, and sustainable development issues. More information and
research is needed to support policy decisions.

The objectives of this Singapore workshop are:

. to share methods of gender analysis among workshop participants by re-examining
research aims, directions, and methods;

. to consider the inter-related dimensions of gender and sustainable development in
research activities and policy work;

o to improve our ability to contextualize health within the broader terms which frame
the conditions and forces impacting on people’s lives; and

] to compare and contrast the issues, conditions, and strategies among countries of the
region.

The proposed workshop outcomes are:

o to produce and disseminate the findings from the regional workshops on Gender,
Health and Sustainable Development at the Beijing World Conference; and

o to establish a long-term research and action plan and a women’s health network in
Asia and the Pacific. The network will focus on issues critical to women’s health
within the context of the Cairo and Beijing Conferences.

The World Conference on Women - Action for Equality, Development and Peace, is to be
held in Beijing in September 1995. The main objective of the Beijing Conference is to place
the improvement of women'’s status high on the global agenda. More specifically, the
Conference intends to:

o assess the extent to which recommendations of the 1985 meeting in Nairobi on "A
Forward Looking Strategy for Advancement of Women" have been implemented, both
nationally and internationally; and

o prepare and promote a "Platform for Action” for the remainder of the century.



IDRC has been supporting, both directly and indirectly, a number of activities related to the
upcoming Beijing conference. Gender awareness must be enhanced among policy makers,
professionals, and others at all levels. An intersectoral approach is required, not only at the
macro level but also at district, local, and community levels.

As many of you may know, the World Bank Development Report of 1993, entitled
"Investing in Health," pointed to impressive improvements made in health in developing
countries over the last twenty years. However, in the poorer countries, 1 in 10 children still
die before reaching the age of five. Poorer people still do not have sufficient food, clean
water, shelter, or basic education - the necessities for good health.

The World Bank advocated a three-pronged approach for improving health:

o Governments need to foster an economic environment that ensures greater income
gains to the poor so that poorer households will be better able to look after their own
health needs.

. There is a need to redirect health spending to make it more efficient with more direct
benefits to the poor. They noted that too much money goes to tertiary care facilities
and too little to low cost, highly effective programs such as those for the control and
treatment of infectious diseases. It is estimated that about 9 million infant deaths per
year could be avoided through redirecting government spending.

o Governments need to promote a mix of public and private health care delivery
systems. There needs to be more competition and efficiency in the delivery of health
care services.

Gender issues are not specifically addressed in this strategy. In this workshop, we hope to
begin to address some of these issues. I am sure that most participants will find the next
four days extremely interesting and we at IDRC would like to thank you for helping us map
out an appropriate longer term research strategy.



Workshop Objectives

Vivienne Wee!

Introduction

The central objective of this workshop is to challenge health researchers, NGOs and policy-
makers to actively incorporate within their research, activities, and policy work, the
interrelated dimensions of gender and sustainable development. Participants will therefore be
encouraged to re-examine their research aims, directions and methods, so that states of well-
being and ill health will be seen in connection to particular types of development processes,
to war consequences, and to the effects of the gender hierarchy. This will aptly
contextualize the phenomenon of health within the broader terms which frame the conditions
and forces impacting on people’s lives.

Why Focus on Gender in Health Research?

Disseminating knowledge about more gender-sensitive research methodology and
development processes is the overriding aim of this workshop. This is a more important
objective than an emphasis on research content. Putting gender on the health research
agenda entails a conscious attempt to focus on the inequities in women’s health and an
emphasis on gendered health impacts.

It is important for health research to focus on women’s health and on women as a group
distinct from men, since women are generally family care-givers, household resource
managers, and the reproducers of society. The state of women’s health and well-being
contributes directly to the health and well-being of their families, especially children and the
elderly, and thereby of the community as a whole.

Furthermore, it is important to put to the forefront what has too frequently been made
invisible. Health research (other than reproductive health) is often carried out on male
subjects and the results assumed to be relevant to both men and women. The emphasis
therefore on women as a group, points to the urgency for health research to be more gender-
specific, so that the needs of women can be more appropriately addressed by the health
professionals.

! Program Director, Centre for Environment, Gender and Development (ENGENDER).



Defining Women’s Health

Women’s health at this workshop will be defined in terms of women’s total well-being. This
is a holistic approach encompassing all aspects of women’s lives, not only their reproductive
functions. It is therefore important to address women’s total life cycle and the health needs
of girl children and of elderly women.

Another way to ensure that women’s health is defined holistically in health research is to
look at women’s life spaces and gendered responsibilities. Because women and men often
play different roles in their communities, the life spaces women occupy within and outside
their homes can be quite different from those environments and spaces occupied by men.

- These differing environments and their impact on women’s health should be addressed when
considering women’s total health.

States of Health as a Consequence of Certain Development Processes, and the
Gender Hierarchy and War

As stated earlier, states of well-being and ill-health are not separate from the wider societal,
economic, environmental, and political processes. Likewise, development processes are also
affected by the levels of health of the people. Hence, to effectively and appropriately
address health, research should also consider the wider frameworks of development, gender
hierarchy, and war.

The Inter-Relationship Between Development Processes and Health

At this juncture of history, there is an urgent need to work toward the rethinking of a new
development paradigm that would be more equitable, socially just, and ecologically
sustainable. "Development" programs implemented in the last three decades in the Asia-
Pacific region have, at least in intent, been attempts to direct developing countries toward the
goals of economic growth, social development, and debt servicing. These efforts have been
seen as the way in which developing countries could work toward attaining the living
standards of the developed world.

Unfortunately, the results of "development" programs and policies over the last three decades
have been somewhat more complex and less straightforward than perhaps expected. The
results of the "trickle down" economic growth paradigm driving development programs since
the 1960s, as well as the "structural adjustments” programs which emerged in the 1980s,
have seemingly brought about increased economic growth. This, however, has come at a
high price in terms of the overall well-being of large proportions of the populations of many
developing nations. Health issues and the concern over diseases must therefore be
contextualized within the deeply penetrating development programs and policies that are



being implemented. Development programs which negatively impact on the environment and
in turn have negative consequences on the health of the people whose lives these programs
set out to improve, cannot be considered sustainable.

The effects of development on health are, however, not one-sided. The health of the
population and the equitable distribution of that health within the population also impacts
upon the pace and form of development in a country. Hence, when attempting to understand
and evaluate development experiences within and between countries, it is important that
health as an important variable is not overlooked.

Gender Hierarchy and Health

The gender hierarchy that exists in most societies has led to women’s lack of access to equal
rights, unequal opportunities to education, and unequal distribution of land and access to
resources. Women'’s status and the value of women’s work have also been undermined.
Furthermore, violence is being inflicted by states, institutions, and individual men on
women. These have untold consequences on women’s health and the quality of women’s
lives. Health research and health policies cannot therefore ignore such structural inequalities
with their deep-seated consequences. Also, this gender hierarchy impacts upon the
consequences of development. For example, it is women who suffer most from the depletion
of food supplies, and women, who, due to their multiple roles and responsibilities, are more
susceptible to contracting certain tropical or environmentally related diseases.

Effects of War on Health

Yet another factor which continues to affect the health of women and men, particularly in
Cambodia, Vietnam and Laos, is the effects of war. Cambodia, for example, is one of the
most densely mined countries in the world. Men continue to be maimed or killed as a result
of bombs and mines left in the fields and villages. Women are left with the responsibility of
looking after these victims of war as well as their fatherless families. In addition, women
have to face the acute social and environmental consequences of war given their capacity as
resource managers and providers for their families. The effects of these conditions on
women’s health should be addressed.



Gender, Health, and Sustainable Development

K. Soin!

The world has changed - this is often considered a trite statement but it is very reflective of
our times.

In the last 20 years or so, there has been a worldwide economic restructuring which has
resulted in the globalization of capital, labour, markets, technology, and competition. In this
process, the big actors are states, transnational corporations, and multilateral agencies. Most
states are tripping over themselves to embrace the market economy and the growth model of
development. Considerations of gender, equity, and sustainable livelihoods are subject to
market forces and the incessant and relentless drive toward materialism and consumerism.

In their rush to become newly industrialized countries (NICs), or near NICs, our countries
forget that current dominant patterns of economic growth are unsustainable and impinge on
the welfare, well-being, and health status of women, the poor, and other disadvantaged
groups.

There are many complex linkages between development strategies, ecology, gender, and
women’s health. This meeting will look at the various linkages and the points of
intersection. 1 will only mention a few.

Health has to be a necessary input to, and goal of, development. It is necessary that women
are healthy in order for them to participate fully in development as workers, mothers, and
family and community members. Besides being recipients of health care, women are also
providers and promoters of health.

A UNICEF Report has shown that a mother’s education level, even within the same
socio-economic class, is a key determinant of her children’s health. Within the family,
women continue to bear the major burden of services toward the health needs, nutrition and
care of the young and the old.

Besides the framework of family and community health, women also have a role as providers
of health care in the organized sector. Here I am thinking in particular of female nurses and
female doctors. Their role is especially relevant in some of our traditionally sex-segregated
societies.

! Orthopaedic and Hand Surgeon and a Nominated Member of Parliament (Singapore) since 1992.



Now let us look at the effects of the growth model of development on women and their
health. The critical areas that should be considered are:

women’s workload; and
. women’s control and access to resources and services.

These critical areas are determined by the gender bias and gender hierarchy that are
prevalent in our industrialized societies. The 1993 Human Development Index (HDI) puts
Japan first. But when the HDI is adjusted for gender disparity, Japan slips to number 17.
With gender adjusted HDI, no country improves its HDI value - what this means is that no
country treats its women as well as it treats its men. Women constitute 50% of the world’s
population, do two-thirds of the world’s work and own one-tenth of the world’s wealth. We
are all raised in a culture that values men’s work over women’s work and men’s lives over
women’s lives. In the field of health, women receive unequal treatment.

Inevitably, this lack of gender-sensitive attitudes, policies, and programs have adverse effects
on women’s physical and mental health, women’s reproduction, women’s sexuality, women’s
livelihoods and women’s old age. The opinion of Jonathan Mann, head of the World Health
Organization (WHO) is that "living in a male-dominated society can be hazardous to your
health."

Most of our countries - with the notable exception of my country, Singapore - have large
agricultural populations. However, with modernization and industrialization, there has been
a very rapid rural to urban migration. With this shift, there is likely to be an increase in the
number of households headed by females in the rural areas as the men migrate to the cities in
search of employment. This results in a greater economic and social burden on women who
have the responsibility for the care and health of the children and the aged, often on a
reduced family income. Here the role of women as providers and promoters of health is
jeopardized.

Land clearing and timber cutting causes deforestation and this forces rural women to search
further from home for fuelwood. Deforestation then causes the loss of ground water, and the
use of pesticides and fertilizers further damages women’s water resources leading to
shortages of water for domestic use. This impacts on the health and living conditions of the
family while the women are exhausted in their search for water and fuel.

For the women who migrate to the urban areas, they also have to face great hardships as
they struggle to survive among the urban poor population that live in the slums of the large
cities. In this scenario, some women have to fend for themselves and their families by
working in the informal sector. The health problems of self-employed women are often
neglected due to their marginalized and invisible position in the work place (Chatterjee
1986).
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Many of the rural women who migrate to the urban areas end up with jobs in export
processing zones - these women carry out low-skilled jobs with little pay. In many countries
that are still aspiring to become NICs, the working conditions are unhealthy with poor
ventilation, inadequate lighting, heat, humidity, and overcrowding. "Apart from eye
problems, electronic women workers also frequently suffer problems of the skin, lungs and
nervous system related to chemicals used in the work process and stressful working
conditions" (Asian and Pacific Women’s Resource and Action Series on Health).

Also, with urbanisation and the growth of the tourist industry, we have the rise of
prostitution including the horrendous effects on the girl child and the globalization of AIDS.
Asia is seeing an explosive increase in the number of HIV and AIDS cases from 30,000 to
about 250,000 per year. Forty percent of the infections are in women. In women attending
ante-natal clinics in Chiang Rai province in Thailand, the prevalence rate of HIV infection is
8%. Most of the HIV infections occurring in women are from their husbands or regular
partners. Men visit prostitutes and have sex without condoms and then pass on HIV
infections and other sexually transmitted diseases to their wives or regular partners.

Other consequences of industrialization are spiralling environmental degradation, the
depletion of renewable and nonrenewable natural resources, and the breakdown of ecological
balance. These are not merely questions of national wealth, economic uncertainty or
unsustainability of development. Environmental degradation becomes part of human reality
and affects women and men, their health and everyday existence.

In the context of this meeting therefore, let us consider the characteristics of development
strategies that are sustainable, gender sensitive, and add to the health and well-being of
people. To achieve these objectives we have to acknowledge:

o the importance of developing human potential for economic growth; and
L the importance of ecological sustainability.

But we must remember that the strategies to promote ecological sustainability must not run
counter to the basic needs and livelihoods of the less powerful in society. Health and
education, along with other basic needs, can contribute to raising the quality of a country’s
labour force which can become critical in determining its growth potential and
competitiveness in the long run. Health and education, like much other social infrastructure,
only pay off investments in the medium and longer terms. We should recognise that
development does not only refer to the kind of growth which can be measured with economic
indicators, but also to social and human development of which health is an integral part. The
ultimate goal of economic growth should be a development process which improves the
quality of life for all, both men and women.

Before I end, it is with the greatest of pleasure that I would like to announce that a regional

research and action Network for Women’s Health will be launched at this important meeting
of experts from the Asia and Pacific region. The Network will bring together all the
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regional players in the health arena - practitioners, policy-makers, researchers, managers,

and business interests - to address the fundamental gaps in knowledge about women’ health
issues and access to services at all levels, and to initiate innovative gender-sensitive
programs. It is my fervent hope that this Network will be an important catalyst in improving
the health status and well-being of women. Women are caretakers of family and community
health - this has important implications for the overall socio-economic development of
societies and particular attention should therefore be focused on improving the status and
health of women.
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The Story of Myrna Colantro

Violeta B. Lopez-Gonzaga'

Globalization is a Trojan horse that has had, and will continue to have, profound implications
for women and children in Asia. There is significant pressure among Asian countries to be
"in" the Tiger Economy Club. The elite set of newly industrialized countries has led to a
dizzying pace of development in the region. Over the past two decades, the face of many
Asian countries has radically changed. Old buildings have been torn down to give way to
high rise buildings. Where there were once mangroves, now stand agri-business ventures
and five star hotels, symbols of the globalization process. For Asian countries aspiring to be
NICs - newly industrialized countries - the pressure is on to industrialize...fas?.

Philippines 2000 is one such desperate attempt. The drive for industrialization has led the
government to frog-leap development efforts. Among the many urgent concerns is the
generation of new sources of energy. Being found within the ring of fire and earthquakes,
the Philippines has focused on geo-thermal gas as a new source of energy. To provide a
concrete illustration of this workshop’s theme - Gender, Health, and Sustainable
Development - let me share a case study from our on-going process documentation of the
Northern Negros Geo-Thermal Exploration project. Let me tell you the story of Myrna
Colantro.

Myrna Colantro, a woman in her late 30s, was one of the more vocal opposers of the
planned Northern Negros Geo-Thermal Exploration, a project of the quasi-government,
Philippine National Oil Exploration (PNOC). Myrna is married with five children. Of the
five, only the eldest child, a son, is in school in one of the public secondary schools of
Murcia, a municipality located close to the capital of Negros Occidental, Bacolod.

Mymma’s family maintains a rice farm and a mulberry plantation. Her family receives
assistance from the Murcia Sericulture Federation Association (MURSEFA), a Japanese
funded people’s organization, in maintenance of their mulberry plantation. The aid comes in
the form of cash lending and a monthly rice allowance through the Food for Work Assistance
Program. Myrna takes full responsibility of the mulberry plantation, while her husband used
to assume major tasks in rice production, like ploughing. With the onset of the Geo-Thermal
Exploration project, however, Myrna’s husband was drafted as a contract labourer in

' Executive Director of the Institute for Social Research and Development at the University of St. La Salle
(Bacolod) in the Philippines. .



exploration-related activities, such as the establishment of Gabion walls and dike beaching.
This contract work has provided Myrna’s family with much needed cash for their daily
subsistence.

While her husband is involved in the geo-thermal process, Myrna assumes all farm-related
work. This includes the heavy work previously done by her husband like land preparation of
their upland rice farm, and replanting and weeding of the mulberries. Sometimes, if she has
the time, the share she receives from the total number of sacks harvested, can greatly help
her in the provision of food for her family. Aside from this, she also assumes domestic
chores, but only if she has spare time in the day. Frequently, laundry and food preparation
activities are passed on to her 14 year old daughter. While Myrna works on their farm, the
children who are out of school and tasked with other chores, take care of the youngest
sibling.

With the full operation of the Geo-Thermal Exploration project, Myrna was beset with
additional work burdens. As a result of the road construction and digging for the project,
Myrna is forced to walk an extra half kilometre to draw drinking water from another spring
source. Laundry during rainy days has to be done in another river which exposes her to
natural elements during her long hike to the place.

The sleeping patterns of Myrna and her family, especially her children, have also been
seriously affected by the drilling operation. The glaring lights and noise from the drilling
site has kept her children awake. Having no electricity in their village, Myrna’s children
were mesmerized and kept awake by the lights and sounds of the drilling. Because of this,
Myrna herself has not been able to sleep well. When I interviewed her, she complained
about a "floating sense and dizziness" resulting from a lack of sleep.

While the PNOC promised jobs for the residents of Myrna’s village, only five women were
directly employed by the company, mainly as laundry women and domestic helpers. Though
she herself desired to be hired for the regular, salaried job of dishwasher/laundrywoman or
cook, the fact that Myrna had finished only grade 4 automatically eliminated her from the
selection process (PNOC requires women hired for this post to be at least high school
graduates).
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Current Health Status of Women and Children in Vietnam and
the Role of the Vietnam Women’s Union

Nguyen Thi Hoa Binh'

Background

Vietnam, located in southeast Asia, has a population of about 72 million inhabitants, with
women accounting for more than 52%. The population density is 195 person/km? and 80%
of the total population live in rural areas. Eighty-seven percent are ethnically Vietnamese,
while the remaining 13% are comprised of some 53 various ethnic minorities. The literacy
rate is 87%. Life expectancy is 63 years (for men) and 67.5 years (for women). The
average age of marriage is 24.5 years (for men) and 23.5 years (for women). Additional
socio-economic statistics are listed below.

crude population growth: 2.18

crude birth rate: 3.8 births/per woman

annual per capita income: $240

proportion of population that is disabled: 10% (due to war, inappropriate use of
insecticides, and chemical fertilizers)

. greatest causes of morbidity: malaria, diarrhoea and respiratory infections

Current Health Status of Women and Children

Women account for 52% of the workforce in Vietnam. More than 70% of the female
workforce participates in agro-forestry and fishery activities. In the rice-growing industry,
women have a number of responsibilities that are usually performed with rudimentary farm
tools, including ploughing, sowing, transplanting, tending, weeding, and harvesting. Women
in Vietnam often spend 16-18 hours a day at work, while men spend only 12-14 hours. The
lack of agricultural mechanization in Vietnam poses an obstacle for family planning programs
due to family requirements for many household workhands. High rates of school drop-out
among girls is an indication of both high education expenses and the lack of emphasis placed
on female education.

! Vietnam Women’s Union, Hanoi, Vietnam.



Overwork, combined with low incomes, has led to a decline in the health status of women.
The maternal mortality rate is high (110 deaths per 100,000 live births). New deaths have
been attributed to a number of factors, including hemophilia, post-natal infection, eclampsia,
tetanus, uterine collapse, reproductive tract infection, urinary tract infection, blood infection,
anemia, high blood pressure, and malaria.

Nutritional Status

Malnutrition is common among Vietnamese women, and is particularly acute among pregnant
women. During pregnancy, women gain on average 8.5 kilograms in urban areas, while
those in rural areas gain only 6.6 kilograms (the international standard is 10-12 kilograms).
According to the National Nutrition Institute, 41% of pregnant women in urban areas are
anemic, while about two thirds of pregnant women in rural areas are anemic.

Complications During Child Bearing and Family Planning

Complications during delivery in hospitals account for 17% of maternal deaths in Vietnam.
Abortion is considered to be a method of family planning throughout the country, and the
abortion rate is 45%.

The contraceptive prevalence rate among married couples is 55.45%. Contraceptives are
mainly used by women, with the IUD being the most popular device. Due to poor
sterilization techniques, 40.2% of women who are inserted with IUDs experience infection.

HIV/AIDS

There is an increasing incidence of HIV/AIDS infection in Vietnam. In December 1994,
about 2,000 HIV-infected individuals were identified. The main reasons for the increasing
HIV transmission rate are poor understanding of AIDS prevention, low condom use, poor
sterilization of needles, risky sexual behaviour, and drug addiction.

Reasons for Poor Maternal Health Status
Many factors contribute to the poor maternal health status in Vietnam:

lack of or poor access to medical facilities;

lack of refresher training for health workers, affecting their performance/service;
poor self-health care;

lack of appropriate leave before birth, and poor nutrition;

low frequency of prenatal check-ups (0.8 times per pregnant woman in 1992);
home labour and delivery without the assistance of midwives;

poor dissemination of contraceptives; and

poor nutritional status.
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Lack of knowledge about preventive care is a serious problem in Vietnam. Only 14% of
women received tetanus vaccinations in 1991. Prenatal check-ups are infrequent. Fewer
than 50% of rural areas have health workers who have received training on acute respiratory
infection and diarrhoea. Literacy rates are low among women. Personal hygiene practices
are poor, and there is a lack of mosquito nets treated with permethrin in malaria-infected
areas.

Essential drugs and medical facilities are lacking, services are poor, health centres in remote
and highland areas are inaccessible, and health workers are poorly paid.

Children’s Health

The newborn mortality rate is 7.6/1,000 live births. Mortality is largely attributed to
tetanus. About 17% of newborns are underweight (less than 2,500 grams).

Morbidity and mortality rates among infants under one year of age remain high (46
deaths/1,000 live births). Childhood mortality is attributed to malaria, acute respiratory
infection, diarrhoea, tetanus, and measles.

The average mortality rate for children under five years of age is 81 per 1,000 live births.
Morbidity and mortality rates among children vary geographically, and are more severe in
the highland areas.

Government Strategy

The government’s strategy for improving women'’s health status focuses on decreasing the
maternal mortality rate from 110/100,000 live births (in 1990) to 0/100,000 live births by the

year 2000.

To achieve this objective, the Vietnamese government promotes a family planning program.
Couples are encouraged to have births at an appropriate time (when they are not too young
or too old), and to use contraceptives. At present, 40% of Vietnamese women are of
reproductive age; this will increase to 70% by the year 2000. Education on health care,
nutrition, and pregnancy care for women is being promoted. An important part of the
government initiative is Information, Education and Communication (IEC) activities.

To prevent the spread of HIV, the government has extended support to the representatives of
the national committee for AIDS prevention. This committee, together with WHO, is
conducting a workplan in which the main strategy will be information provision, education,
and communication for behavioural change.
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The government also aims to minimize the mortality rate for infants under one year of age to
30 per 1,000 live births by the year 2000; it aims to decrease the mortality rate for those
under 5 years of age from 81 per 1,000, to 55 per 1,000. Maternal and health care
programs will also be promoted.

Five objectives in primary health care will be given priority, including:

the obtainment of compulsory immunization (85%);
the elimination of polio (now 0.86/100,000);

the elimination of tetanus (now 0.27/100,000);

the minimization of measles; and

the provision of good diarrhoea treatment.

Vietnam Women’s Union

The Vietnam Women’s Union was established in October 1930. The Union now has 11
million members from 1,200 women’s chapters. The Union includes representatives from
national, provincial, district, and commune levels.

The Vietnam Women’s Union represents women'’s legitimate and legal rights, and encourages
women to improve their socio-economic position. The Union is involved in drafting laws
and policies related to women and children, and in monitoring the implementation of such
laws and policies.

Priority programs run by the Union for the 1992-1997 period include:

upgrading women’s knowledge;

promoting income generation activities;

developing mother and child health, family planning, and nutrition programs;
strengthening institutional capacity; and

studying women’s issues for recommendations to policy-makers.

The Role of the Vietnam Women’s Union

Since 1989, the Union has launched nation-wide campaigns including "mutual assistance
among women for the development of household economies" and "good child-care against
malnutrition and school drop-out.”" These two campaigns have made meaningful
contributions toward the improvement of maternal and child health care. About 208,877
training workshops on maternal health care have been provided to 2,757,183 mothers. Funds
for children, for malnourished infants, and for school drop-outs have been established.

About US $130,000 has been raised for such funds. In 1993, 66,542 children received
charity classes, and 97,798 school drop-outs were encouraged to continue their schooling. In
addition, the Women’s Union also led campaigns on health care, nutrition, and
immunization, and widely distributed a booklet entitled "Facts for Life."
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Conclusion

In Vietnam, factors such as the rapid population growth rate, low income per capita, and low
living and education standards, all affect the quality of health care services. Great challenges
are still ahead for the Vietnam Women’s Union in the promotion of the health status of

women and children.
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Women’s Health Activities Toward Health
for All by the Year 2000

Boungnong Boupha!

Introduction

It is evident that women’s problems in society and in daily life are increasing. At the present
time, women, who form more than half of the Laotian population, determine human values,
not only objectively, but also culturally. Because of this great task, they play a crucial role
in the struggle for peace, well-being, and progress in society. Since the establishment of the
International Women’s Union, and the proclamation by the United Nations of 1975 as the
International Year of Women, women have pressed forward with hope in their struggle for
women’s rights, gender equity, and the eradication of any form of exploitation and
discrimination. The goal for the future is the complete emancipation of women.

The 1985 adoption of the Nairobi Forward-looking Strategies for the Advancement of
Women provided hope to women all over the world, and inspired them to put more effort
into actively participating in socio-economic life. However, in many countries, sufficient
mechanisms to promote the advancement of women still do not exist. Indeed, women
globally, when compared with men, have fewer opportunities for advancement or benefit in
all facets of socio-economic life.

Women today are facing new challenges, including:

. obstacles to gender equity in power sharing, in problem solving, and in decision-
making, at all levels of society;

o obstacles to gender equity in education, employment, and in accessing health services;
and

o lack of national investment in the health sector, particularly in women’s health.

Evidence from around the world has demonstrated that investment in women’s health is
fundamental to improving human welfare and economic growth, as well as reducing poverty.
Investment in women’s health can contribute not only to sustainable economic growth, but is
also an activity for gender equity, health, and sustainable development.

! Council of Medical Sciences, Ministry of Health; Member of Executive Committee, Lao Women’s Union,
Lao P.D.R.



Gender Issues in Lao P.D.R.

Over the past thirty years, Lao people of various ethnic groups, under the leadership of the
Lao Revolutionary Part