Enhancing Women'’s
Economic and Social
Options for Better

Reproductive Health

Anju Malhotra
and
Rekha Mehra




Development (ICPD) placed women’s health, empowerment, and rights

at the center of global population and development strategies. The 20-
year Program of Action adopted at the ICPD recognized that achieving
desirable reproductive health and population outcomes requires economic
and social improvements in women'’s and men’s lives.

F ive years ago, the Cairo International Conference on Population and

In 1999, as nations meet to review post-Cairo progress, it is evident that great
strides have been made in addressing reproductive health and rights. How-
ever, this aspect of the Program of Action has received much greater attention
and has been more concretely operationalized in programs and policies than
the aspect that refers to gender equality and socio-economic development.
The Cairo agenda’s emphasis on“empowering women”through sustainable
development that improves their access to and control of economic and social
resources has remained largely a goal in theory only.

Recommendations of the Cairo Program of Action explicitly address gender
and socio-economic development. These include: providing women with
access to livelihoods; elimination of violence; promotion of education, skill
development, and employment; elimination of social, political,and economic
discrimination; and promotion of community-based activism. These recom-
mendations have not been effectively translated into policy and program-
matic action.

Inaction on this front seriously undermines our ability to realize long-term and
sustainable improvements in reproductive health because it is gender
equitable social and economic development that actually creates the condi-
tions necessary for women to formulate and act upon self-defined reproduc-
tive goals and preferences.

As the figure on the next page shows, >
women “empowered” by gender Itis gender
equitable social and economic devel- . .
opment are more likely to genuinely eqmtable social
affect their reproductive choices: they and economic

are more likely to want fewer children, development that
access services,and practice sexual

behavior that is risk free of disease and aCtua"y creates
unwanted pregnancies. the conditions

necessary for
women to formu-
late and act upon
self-defined repro-

ductive goals and
preferences.



Components of the Cairo Agenda

PRECONDITIONS* GOALS**
Socio-economic Factors in Reproductive Health
Women's “Empowerment” and Population
= Access to employment and = Recognition of individual

income reproductive rights and

choice

= P t ducti
S Hon = Reduced risk of STDs and

= Access to skills, education, =
information = Lower maternal and child
mortality

= Increased political voice
= Improved quality of care

= Elimination of violence = Reduced fertility levels

= Increased contraceptive use

= Ability to affect reproductive
choices

= Ability to access services and
information

= Ability to negotiate safer sex
= Reduced wanted fertility

= Reduced motivations for exposure
torisk

*Have not been sufficiently addressed in policies and programs
**Have been the main focus of policies and programs

For the paradigm shift to be complete,implementing the Cairo agenda must
mean not only a broadening from issues of fertility and family planning to
those of reproductive health and rights, but a further broadening to incorpo-
rate issues of gender equitable social and economic development.




Successf | imple Currently,“success” with regard
of the 19 4 ICPD a to implementation of the

should be assessed in terms Program of Action is mostly
measured by the degree to

which nations have shifted
from an approach centered

of indicators broader than

reproductive health alone. In
particular, the focus should around population-related

be on identifiable measures goals (e.g.fertility levels and

of women’s access to and contraceptive use) to a more
control of economic and quality oriented, client-centered
social resources. approach that fulfills individual
women'’s and men’s reproduc-
tive health needs. With the help
of appropriate indicators
articulating the reproductive health approach, we can now measure this shift
from a narrow focus on demographic concerns to a broader focus on indi-
vidual needs, rights, and choice.

However, assessing the success of Cairo only in these terms has meant that a
large proportion of the indicators devised and adopted by multilateral
agencies, national governments, and NGOs emphasize the health rather than
the social,economic,and gender components of the Cairo agenda. The
emphasis is largely on indicators of reproductive health outcomes and the
service delivery factors affecting them (such as the prevalence of RTls, STDs,
maternal mortality ratios, use of reproductive health services,and quality of
care). Indicators measuring the broader set of socio-economic determinants
of reproductive health (such as poverty, skills,and mobility) have been
comparatively neglected.

The chart on the next page lists some examples of socio-economic indicators
that must be included if we are to more fully assess successful implementa-
tion of the Cairo Program of Action. Of these, only the indicators on education
are currently gender-differentiated and

incorporated in evaluation schemes. The other Indicators measuring
indicators measuring women’s access to or

) ] the broader set of
control of social and economic resources have

received little attention in ICPD evaluation socio-economic
efforts. The more complex indicators on determinants of
gender and social development, such as the reproductive health

prevalence of violence or the level of women’s
physical mobility, are not readily available,in (such as poverty,
part because they are difficult to measure. skills, and mobility)
However, they are so centrally connected to have been compara-
reproductive health outcomes that their

development should be a priority concern. tively negleCtEd'




Gender Equitable Socio-Economic Development—

Some Potential Indicators

Education

= Female and male literacy levels

= School enrollment levels

Gender & Social Resources

= Prevalence of domestic violence
= Women'’s physical mobility

= Skill development initiatives for women

Gender & Economic Resources

= Income levels and gender wage gaps (by sector and occupational category)
= Poverty rates for women and men (at household and aggregated levels)
= Poverty rates for female & male headed households

= Land/property ownership by women

Key indicators on economic development such as poverty rates and income
levels are readily available, but have not been incorporated in ICPD evaluation
efforts. These indicators, however, are not always gender-disaggregated, a
shortcoming that needs to be addressed since the reduction of gender gaps
on these measures is critical for achieving the “empowerment” goals adopted
in Cairo.
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Programs on reproductive The reproductive health
health must consider the agenda of Cairo highlights the
broader set of social and importance of assisting women
economic circumstances that to realize their self-described
constrain or facilitate women'’s 903'5 and choices on reproduc-
ability to formulate reproduc- tuve matte.rs.The reallt)./,however,

: . is that family, community,and
tive goals, access services,

i ¢ ] economic circumstances often
o gl o Eiisly e, impose such severe constraints

on women that they have few
choices that can be realized.
Programs that fail to take these constraints into account cannot be successful in
improving reproductive health outcomes.

Women’s lack of power to think and act in ways that lead to better reproduc-
tive health has begun to be documented by research conducted by ICRW as
well as other organizations. For example, ICRW’s studies on women and AIDS
and on the unmet need for family planning show unequivocally that women'’s
vulnerability to disease and unwanted pregnancy is increased by fear of
physical violence and social stigma, by outright coercion, and by sexual norms
that allow for little initiative or decision-making by women. ICRW studies from
across the developing world indicate that economic dependency and poverty
are overwhelmingly the reason for women entering into and remaining in sexual
partnerships that expose them to reproductive health risks. Thus, the motivation
for economic survival is often the root cause behind women'’s vulnerability to
STDs,HIV/AIDs, RTls, unwanted pregnancies, and unsafe abortions.

ICRW's projects on unmet need for family planning and adolescent reproduc-
tive health also show that social norms and family pressures can lead women
to“want”additional children (in specific cultures, additional sons), despite the
health hazards or economic difficulties that additional births would pose for
them personally.In addition, even when women identify a need for services
and the services are available, women may not be able to access them

Gender-Based Barriers to Reproductive Health

= Women'’s lack of negotiating power in sexual interactions and contraceptive
use.

= Women'’s lack of physical mobility and decision-making authority, and their
susceptibility to social stigma in accessing reproductive health information
and services.

= Women's economic vulnerability as a key element behind unsafe and risky
sexual and reproductive health behavior.

= Women'’s vulnerability to physical and sexual coercion.




because of social stigma,
lack of mobility, or lack of
decision-making power
in the family.

Potential Strategies to Build on Gender-Specific

Avenues for Improved Reproductive Health

= Building on exclusively female and male commu-

L nication networks to spread information and
As many existing repro-

ductive health programs
can attest, failure to
consider these barriers

validate new behavioral norms.

= Using female support networks to help women in
achieving personal reproductive health goals.

results in ineffective = Emphasizing male and elders’ responsibility for
interventions.Perhaps the family welfare to channel better reproductive
most often-cited example health care to young women.

has emerged through = Acknowledging and facilitating the covert and
work on AIDS where the creative efforts used by women to obtain
limited success of reproductive health care.

condom promotion

programs has been repeatedly documented: this strategy is fairly ineffective in
areas where men are opposed to condoms,and women--as wives, girl friends or
commercial sex workers—have little control over contraceptive use in sexual
relationships.

At a minimum, therefore,“gender sensitization” of reproductive health pro-
grams means designing interventions based on a realistic understanding of
the power relationships that define women’s everyday lives.

ICRW's research indicates that women in many cultures already use creative,
and often covert, means to overcome gender-based barriers and achieve their
own ends. These strategies should be examined for their context, safety, and
implications,and used in the design of better services, information,and
support systems for women.

At a minimum, therefore,
In the long run, however, the most

desirable context for reproductive “gender sensitization” of
health programs is one where gender- reproductive health pro-
based barriers themselves are re-
duced or eliminated, thus increasing
the options for both women and interventions based on a
programmatic interventions consider- realistic understanding of

ably. This,however, is only possible if . .
the broad-based social and economic the power relatlonshlps that

conditions underlying genderinequal-  define women’s everyday
ity are addressed directly. lives.

grams means designing
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Reproductive health pro-
grams should focus on doing
what they do best and not
feel compelled to undertake
economic and other
multisectoral integrated
programs directly. Instead,
they should ensure that their
clients are referred to avail-
able economic development
programs and financial
services.

Once it is accepted that
“women’s empowerment”as
endorsed by the Cairo Program
of Action encompasses
women'’s economic and
political empowerment, there
is still the question of how to
accomplish this goal. Repro-
ductive health specialists feel
responsible for doing some-
thing but are uncertain about
what it is they should and can
do to support women's
economic and political em-
powerment.

Because integration of different components of health services is an integral
part of the Cairo agenda, this philosophy has been extended to suggest that
reproductive health programs should add“livelihood” or“income-generating”
components to their services. Some agencies, drawing upon the well-publi-
cized success of microfinance services in reaching poor women, are consider-
ing adding such services to their programs. Donors, too, are encouraging
implementing agencies to build microfinance or income-generation compo-
nents into the design of reproductive health programs.

There is much conceptual and programmatic value to integrating family
planning services with other reproductive health services, primarily because
all reproductive health services deal with sexual behavior and its outcomes.
However, there are important reasons why it is not easy to mix reproductive
health programs with income-generation and/or microfinance projects. Like
reproductive health programs,income-generation and microfinance projects
are highly technical activities, requiring specialized knowledge and skills. Staff
of microfinance projects, for example, require expertise in such areas as
banking procedures, loan recovery procedures, and assessment of client
creditworthiness.

While there are a few organizations that
have been successful in providing
multisectoral integrated services, it is
important to note that the process has
been slow and incremental and has

required great care, thought, and flexibility.

Mixing programs of various types that
require distinct sets of skills risks diluting
the very features that contribute to the
effectiveness of specialized programs.

Like reproductive health
programs, income-
generation and
microfinance projects
are highly technical
activities, requiring
specialized knowledge
and skills.



Whether in reproductive health or microfinance, the advantages of specialized
programs are that they are focused in their objectives, they have streamlined
procedures, their staff is specialized and technically skilled,and they are cost
efficient. Often sound reproductive health outcomes and economic well-
being, therefore, are better achieved by parallel sets of well-run specialized
programs—with reproductive health services on one track and economic and
financial services on the other.

At present, a more effective avenue for supporting women’s economic
development is to ensure that they have access to mainstream development
resources. For instance, women farmers should have access to resources such
as agricultural extension and training; women wage earners to skills training
programs; and women microentrepreneurs to microcredit. This requires
policymakers and project designers to conceptualize and design projects in a
gender equitable manner and for project staff to implement them in ways
that take account of women'’s roles and responsibilities. It also requires
policymakers and project designers to provide the leadership and resources,
and for the development community to demand accountability for gender
equitable development.
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At the national and interna-
tional levels, policy support
and advocacy for reproductive

Development policy rhetoric has
expanded in the past twenty
years to embrace the importance

) of integrating women into
health and population pro- development programs and

grams should be combined more recently has even come to
with policy support and advo- include "women’s empower-
cacy for broader social and ment.” Action to translate these

economic development that is policy concerns into meaningful
gender equitable. results that meet women'’s
economic and political needs,
however, has been very slow.

In the UN's Human Development Report,“empowerment”is defined by two
key factors—the expansion of opportunities or choices for women and the
increased capability to exercise those choices. Great progress has been made
in development policy and programming in recognizing the importance of
education, health care,and, in general, investments in women’s human capital.
It is widely accepted that women should receive social services and benefit
from them, and they have. This has led to significant advances in women's
health and educational status and in their preparation to exercise choices.

Much less progress has been made in expanding women'’s opportunities,
especially their economic opportunities. Further, very little has been done to
improve women'’s access to economic resources such as land, capital,and
information, and to services such as labor-saving technologies, agricultural
extension,and job skills and training.This is true despite twenty years of
research that show the critical roles low-income women play in development
as economic producers—in their roles as farmers, wage-earners, and
microentrepreneurs.

The Cairo Program of Action, by The Cairo ngram of
acknowledging the key roles women . .

play in development as both produc- Action.. .provides a
ers and reproducers, represents an sound rationale and a
unprecedented opportunity for mandate to promote
redressing this imbalance. It provides
a sound rationale and a mandate to
promote gender equitable develop- development.
ment. It offers an opportunity for

development organizations to speak

with a unified voice to advocate for

gender equitable development and,

towards that end, to enhance overall

resources devoted to development

assistance.

gender equitable




In particular, as organizations adopt concrete action plans and funding
strategies to push the Cairo agenda forward there are two key concerns that
must be included:

= Funding strategies must take account of women'’s economic roles as well as
their reproductive health, since reproductive health is just one aspect of
women’s human capital development, along with education and job skills;
and

= Allocation of resources between the development sectors should reflect
the desired goals of both reproductive health and development in its
diverse elements.
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