
vehicle accidents, rape, and muggings com- 
bined (3, p. 12). 

Women are also subject to particular 
health risks because of inadequate services to 
meet health needs related to sexuality and 
reoroduction. Reoroductive tract infections 
are common diseases with profound social 
and health consequences, especially for 
women living in the Third World. Yet, in 
allocating scarce human and financial health 
care resources to developing countries, policy- 
makers, program planners, and international 
donor agencies have generally given low pri- 
oritv to these renroductive diseases 15). ~, 

The acquired immunodeficiency syn- 
drome (AIDS) pandemic is a case in point. 
At present, almost half of the adults newly 
infected by the human immunodeficiency 
virus IHIV) are women. Everv minute of 
the day, every day of the year, two women 
become infected by HIV, and every 2 min- 
utes a woman dies from AIDS. Women are 
biologically more vulnerable to infection 
with HIV. Transmission of HIV from male 
to female is 2 to 10 times more effective 
than from female to male (6). WHO esti- 
mates that by the year 2000, over 13 million 
women will have been infected with HIV, 
several million of whom will alreadv have 
progressed to the disease state. prevalence 
rates of other sexually transmitted diseases 
are highef among females than among males 
in those aged 20 years and younger (7). 

At first, monitors of HIV and AIDS did 
not consider AIDS a serious health threat 
to women. More recently, concern over the 
growing pandemic has recast the image of 
women as merely vectors of virus transmis- 
sion (8). Furthermore, much research on 
pediatric AIDS has focused on perinatal 
transmission in HIV-infected women. 
There is a serious lack of research focus in^ - 
on the consequences of HIV infection in 
nonpregnant women (9). 

Cancers of all types are another major 
health threat to women. Cervical cancer is 
the most common form of cancer in women 
in most developing countries and overall is 
the second most common form of cancer in 
women. There are an estimated 450,000 
new cases each year (a realistic figure that 
includes undiagnosed early cases would be 
high as 900,000), of whom 300,000 will die 
frorn the disease (10). The most common 
form of cancer in North America, Latin 
America, and Europe is breast cancer. As in 
cervical cancer, earlv detection of breast 
cancer plays a liajor role in the reduction of 
mortality among wornen suffering from the 
disease (1 0). 

On average, women live longer than 
men, vet little attention has been naid to , , 
gender differences in the quality of life 
among the elderly or to the illnesses frorn 
which they may suffer. One consequence of 
women's longer life-span 1s a longer period of 

overall morbidity (1 1 ). In the years to come, 
the number of women over the age of 65, in 
both industrialized and developing countries, 
will increase from 330 million in 1990 to 600 
million in 2015 (6, p. 21). Of these elderly 
women, many will suffer from the chronic 
diseases associated with aging, such as osteo- 
porosis and dementia, or frorn the conse- 
quences of neglect, such as malnutrition, 
alienation, and loneliness (1 0, p. 13). 

Strategies for Health Promotion 

Recoenizine the current global state of 
L> 

women's health and health care research, 
the FWCW's Platform for Action oroooses 

& & 

several actions that should be taken by 
governments, nongovernmental organiza- 
tions, international organizations, and oth- 
ers in the field of health services delivery. 
The reaffirmation by the Conference of 
women's right to the enjoyment of the 
highest attainable standards of physical and 
mental health will enable eovernments to - 
promote the attainment of this right by 
incorporating it into national legislation 
and by reviewing existing legislation (in- 
cluding health legislation) and policies to 
reflect a commitment to women's health (2, 
p. 38). This would be an important first step 
toward a more equitable health care system. 

The Platform further proposes the design 
and implementation of gender-sensitive 
health programs. These might include de- 
centralized health services that take into ac- 
count women's multiple roles and responsi- 
bilities. and the diversity of women's needs 
across age and socioeconomic and cultural 
boundaries (2. n. 38). 

, L  , 

The promotion of women-centered 
health research is also recommended 

through linking traditional knowledge 
with modern medicine and making infor- 
mation available to women that would 
enable them to make responsible decisions 
regarding their health (2 ,  p. 45). Women 
will enjoy the right to make these deci- 
sions only when progress is made in over- 
coming age-old barriers to equality and 
choice. When this goal is achieved, all 
human be~ngs-women and men-will be 
able to seek and receive health care that is 
accessible and reasonable. The Platform 
for Action provides a blueprint for realiz- 
ing this goal. Governments, in particular, 
will be encouraged to make the cornmit- 
ment, not only to carry forward agree- 
ments reached in Beijing, but also to pro- 
vide the resources to implement them. 
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International Perspectives on 
Women's Reproductive Health 

Claudia Garcia-Moreno and Tomris Tiirmen 

W o m e n  all over the world have long been 
advocatine for health services that view and " 

address their needs in a holistic manner and 
not in fragments, and that take into ac- 
count the context of their lives. The Inter- 
national Conference on Population and 
Develooment (ICPD), held in Cairo in 
Septe1<ber 1994, went a long way toward 
recognizing women's concerns in the area of 
reproductive health. The Cairo conference 

C. Garcia-Moreno is chlef of Women, Health, and Devel- 
opment, Divison of Famly Health, and T. Turmen is di- 
rector of the Dlvison of Family Health, World Health Or- 
ganlzaton, CH-1211 Geneva 27, Swtzerand 

made several important conceptual shifts: 
from a single-minded concern with pop- 

ulation growth and the need for population 
control to a framework for approaching 
population-related issues that considers the 
interactions of population, poverty, and 
patterns of consumption and production; 

from narrowly defined family planning 
programs that aim to reduce fert~lity to an 
emphasis on health, empowerment, and the 
right of individuals to determine the num- 
ber, spacing, and timing of children; 

from a technological approach to fertility 
control to comprehensive reproductive 
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Reproductive health 
promotion strategies should 
consider the needs of wom- 
en at different times in 
their life-span and should 
give special attention to ad- 
olescents and women in 
their reproductive years as 
well as to gaps in existing 
service provision. Repro- 
ductive health services 
should ensure the establish- - ment of functional linkages 

Ink#national Conference on Population Control and D 
Cairo, Egypt. 1994. 

health services joined with broader social 
action in other areas, including education 
for women, legislation to prohibit discrimi- 
nation against women and girls, and the 
recognition of unsafe abortion as a major 
public health problem; and 

from seeing women as objects of family 
planning policies to endorsing gender equity, 
equality, and women's empowerment as 

vices and quality of care, 
including the attitudes of 

service providers to the women they serve. 
Most important, strategies adopted should 
ensure that women and other users are in- 
volved in the planning and evaluation of 
these services. An approach to reproductive 
health that empowers women must be based 
on respect for women's autonomy and on 
the recognition that women will make ap- 
propriate decisions if they are given the 

important aims and as essential conditions necessary information and the means to do 
for the promotion of reproductive health so. Such an approach should respect their 
and rights. human rights and support them in making 

Although some proponents of the old choices free from coercion or discrimina- 
population control approach argue that the tion. Another essential element is equality 
ICPD agenda in general, and reproductive with men, which needs to be fostered in 
health ~romotion and services in ~articular. both sexes from an earlv age. 
are unmanageable, diffuse, and expensive, 
the weight of opinion is now in favor of the 
ICPD approach. How this approach can be 
applied in terms of national and interna- 
tional programs and activities is still the 
subject of discussion. 

The New Vision and the 
Rationale for Change 

Reproductive health is an aspect of general 
health, which has been defied by the 
World Health Organization (WHO) as 
"physical, mental and social well-being and 
not merely the absence of disease" (I). Re- 
productive health is the health and well- 
being of individuals "in all matters relating 
to the reproductive system and to its func- 
tions and processes. It implies that people 
are able to have a satisfying and safe sex life 
and that they have the capability to repro- 
duce and the freedom to decide if, when 
and how often to do so. . . . [It implies] the 
right of access to appropriate information 
and services. . . . It also includes sexual 
health, the purpose of which is the en- 
hancement of life and personal relations, 
and not merely counselling and care related 
to reproduction and sexually transmitted 
diseases" (2). 

, - 
This new paradigm for reproductive 

health care arises from a recognition of the 
shortcomings of existing services and the 
limitations of vertical maternal and child 
health and family planning programs, as 
well as from new epidemiological data on 
reproductive tract infections (RTIs) and 
sexually transmitted diseases (STDs) in- 
cluding acquired immunodeficiency syn- 
drome (AIDS). Existing programs have un- 
til recently focused on reducing fertility and 
have ignored closely related reproductive 
health problems. In many cases family plan- 
ning is still provided only to married wom- 
en or couples; the needs of unmarried peo- 
ple in general, and adolescents in particular, 
have been neglected. Policies and programs 
should help young people to develop inter- 
personal relations of mutual respect and to 
avoid sexual relations they do not want or 
for which they are not ready, and should 
provide them with the information, skills, 
and services that enable them to protect 
themselves against unwanted pregnancy 
and STDs. 

Reproductive health care requires a 
wide ranee of information and services at - 
the primary care level, and it also must 
provide referrals for services at other levels 
of the system. This range includes family 

planning, safe delivery and postnatal care, 
safe abortion where legal, management of 
the consequences of unsafe abortion in all 
circumstances, treatment of RTIs includ- 
ing STDs, and active discouragement of 
harmful practices such as female genital 
mutilation. 

Although policies and programs have 
been developed for many of the individual 
components of reproductive health care, 
the major challenge now is to design ap- 
 roaches that link them effectivelv. Poten- 
tial solutions cannot involve health services 
alone; reproductive health affects and is 
affected by the broader context of people's 
lives, including their economic circum- 
stances, their education and employment 
opportunities, the social relations between 
men and women, and the cultural and legal 
structures within which they live (I). In 
particular, the status of girls and women in 
a given society determines the degree of 
control they have over their lives, their 
sexuality, and their fertility. 

Magnitude of the Problem 

There is a lack of reliable information on 
many aspects of reproductive health, but 
the available data indicate that serious 
problems exist, particularly for women. An 
analysis by the World Bank and WHO ( I )  
showed that reproductive ill health ac- 
counts for more than 30% of the overall 
burden of disease and disability among 
women of reproductive age, compared to 
12% for men. STDs account for 8.9% of the 
burden of disease among women compared 
to 1.5% for men of the same age group (I ). 
Also, STDs in women are more often not 
recognized and treated until major morbid- 
ity has occurred. 

Worldwide estimates of reproductive ill 
health are given in Table 1. The total un- 
met need for family planning, estimated at 
120 million people, does not include the 
unmet needs of adolescents or unmarried 
~ e o ~ l e .  nor does it include the unmet need x . ,  
for care in cases of contraceptive failure. We 
are accumulating new data on the impact of 
RTIs, many of them caused by STDs, on the 
health and well-being of women (3). In 
developing countries STDs are among the 
leading causes of mortality and morbidity in 
women. If left untreated they can lead to 
pelvic inflammatory disease, infertility, ec- 
topic pregnancy, and cancer. ' . 

The rapid spread of the human immuno- 
deficiency virus (HIV) and AIDS among 
women (4), particularly young women (5),  
has highlighted the extent to which gender 
inequalities render women unable in many 
circumstances to make choices and to pro- 
tect themselves even when they have the 
information and knowledge to do so. The 
need to develop women-controlled methods 
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that protect against STDs (Including HIV) 
and to rnake them available at low cost has 
been raised frequently by women in recent 
years, and this need is now being addressed 
by researchers in various institut~ons. There 
is still a long way to go before women- 
controlled methods are available, and Inter- 
ventions to change sexual behavior-partic- 
ularly among men-are still urgently needed. 

Violence agalnst women, wh~ch often oc- 
curs in the context of sexuality and repro- 
duction, is another problem that is only now 
beginning to be recognized in its full dlmen- 
sions. More than 35 well-designed studies " 

(6) dociunent that in many countries, from 
20% to more than 50% of women have been 
beaten by an intimate male partner; other 
data show sexual assault to be a common 
event III the lives of manv g~rls and women , - 
(6). Rape, sexual abuse, battery during preg- 
nancy, forced prostitution, and incest all 
have serious consequences for women's phys- 
ical and mental health. These include STDs, 
unwanted pregnancies, unsafe abortions, 
mental problems and, in some cases, death. 

From Rhetoric to Reality 

Undertaking an approach to reproductive 
health that addresses the wide range of 
women's needs and provides relevant ser- 
vices offer3 'opportiunities for improving 
overall program effectiveness and client sat- 
isfaction. For example, a recent review (7) 
identified lack of knowledge, fear of side 
effects, and social and famllial disapproval 
as the principal causes of unrnet need for 
contraception in developing countries. The 
authors concluded that programs can be 
"successf~~l if they reach beyond the con- 
ventional boundaries of service." We know 
empirically that inclusion of diagnosis and 
treatment of RTIs in antenatal and family 
planning services would have beneficial ef- 
fects (3). Improving the quality of care and 
respondi~lg to women's needs can enhance 
the effectiveness and increase the likeli- 
hood of continuity of contraceptive use. 

As yet, however, little experience has 
been gained in the actual implementation 
of a more integrated approach. Although 
less than a year has passed since govern- 
ments and international agencies agreed to 
a reproductive health agenda, some people 
have already begun to assert that its goals 
will be too difficult or too expensive to 
achieve. There are also those who deeply 
believe that family planning is the highest 
priority. In fact, better linkages across ser- 
vices and greater responsiveness to women's 
needs may prove to be less expensive in the 
long run by meeting needs earlier and pre- 
venting problems before they arise or be- 
come incurable. 

Many questions and challenges remain, 
but the vision expressed at ICPD needs to be 

Table 1. Estimated global magnitude of major 
reproductive health concerns ( 7 ) .  

Category Mlions 
(worldwide) 

Couples w~th unmet family 
planning needs 

Infertile couples 
Maternal deaths (cases per 

year) 
Severe maternal morbdity 

(cases per year) 
Per~natal mortality (cases 

per year) 
Infants with low weight at 

birth (cases per year) 
Unsafe abort~ons (cases per 

year) 
HIV infections by 2000 
ADS cases by 2000 
Curable STDs (cases per 

year) 
Female gen~ta mutilaton 

put Into practice. Funding agencies should 
invest in alternative and innovative ap- 
proaches to service delivery that incorporate 
nonmedical elements that also affect renro- 
ductive health. More resources need to be 
mobilized for women's health in general and 

u 

for reproductive health In particular. Better 
coordination and collaboration between 
providers of funds and international agen- 
cies, with greater accountability, should im- 
prove the way these resources are allocated 
and used. 

Many people who were involved in the 
Cairo process are working for change in their 
own countries. For example, in South Africa, 
a review of existing reproductive health ser- 
vices is under way in two provinces (8). The 
Women's Health Project of the University of 
the Witwatersrand has oreanized meetlnes " 

with primary health care providers to  den- 
tify their constraints and the difficulties they 
face in providing the best possible service. 
Meetings were also held with women who 
use the services to learn what thev did not 
like about the current services.   he experi- 
ence from these initiatives will be 
brought together and analyzed to find mutu- 
ally acceptable solutions that could improve 
services without incurring major additional - ,  
expenditures. As another example, the Ban- 
gladesh Women's Health Coalition has ex- 
panded the range of services it provides in 
order to respond better to wornen's needs 
( 9 ) .  This includes a weeklv lepal clinic that , L, 

helps women to deal with v~olence, property 
rights, employment, and other issues. Higher 
priority should be given to operational re- 
search that can help to improve the quality 
of and access to reproductive health infor- 
mation and services, the safety and efflcacy 
of available technologies, and our under- 
standme of the lnanv factors that affect sex- 
ual and reproductive behavior. 

There is no blueprint for reproductive 
health; we should move away from the 
"technological fix" mentality toward an in- 
cremental approach that adapts and builds 
on what already exists in a number of coun- 
tries. This approach may enhance both the 
efficiency and the local acceptability of pro- 
grams. For example, what is feasible and 
appropriate in Bangladesh may be very dif- 
ferent from what is relevant for Brazil, but in 
both places interventions should enable 
women to have control over the~r  fertilitv 
and their lives, and to have choice and con- 
tinuity of high-quality care. Barriers that im- 
pede women's access to health care should 
be attacked, including legal barriers. Funding 
agencies need to support new approaches to 
sexual and reproductive health-programs 
that are innovative and genuinely participa- 
tory, including education and information 
programs on sexuality. The retraining of 
health care providers and policy-makers is 
another important area where much support 
will be needed. We also need to improve our 
understanding of the nonbiomedical aspects 
of reproductive health by means of genuine- 
ly multidisciplinary research that takes into 
account women's own perceptions of repro- 
ductive health and of the soc~ocultural en- 
vironment in which they live. More com- 
plete qualitative and quantitative informa- 
tion is essential to provide future guidance 
for policy and action. In addition to re- 
sources, achievement of women's reproduc- 
tive health w~l l  require vision, persever- 
ance, and imagination. 
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