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Principle 4 of the ICPD Programme of Action

Advancing gender equality and equity
and the empowerment of women, and
the elimination of all kinds of violence
against women, and ensuring women'’s
ability to control their own fertility, are
cornerstones of population and
development-related programmes.

The human rights of
women and the girl child
are an inalienable, integral >
and indivisible part of
universal human rights.

The full and equal participation of
women in civil, cultural, economic,
political and social life, at the national,
regional and international levels, and
the eradication of all forms of
discrimination on grounds of sex, are
priority objectives of the international
community.
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Introduction

Operationalizing Cairo and Beijing

The title of this manual — Transforming health systems: gender
and rights in reproductive health — reflects the aspirations of
the initiative. The aspiration is to reform health systems to
enable reproductive (and all other) health services to be
gender sensitive and to uphold rights. The curriculum evolved
over a five year process that brought together people with
diverse skills from different regions of the world, and included
conducting the course in different parts of the world and
learning from participants.

The manual is a training resource for health trainers to
use with health managers, planners, policy-makers and others
with responsibilities in reproductive health. It provides a unique
training curriculum designed to equip participants with the
analytical tools and skills to operationalize reproductive health
policies and programmes as envisioned in the Programme of
Action of the International Conference on Population and
Development (ICPD) held in Cairo in 1994 and the Platform for
Action of the Fourth World Conference on Women (FWCW)
held in Beijing in 1995.

The ICPD changed the focus of population policies, which
until then had been directed at demographic goals and
regulating women’s fertility. The ICPD Programme of Action
emphasized that population policies should focus on the well-
being and quality of life of individuals and on the right of
women to make decisions about their bodies and on matters
affecting their reproductive health. Further, it advocated the
need for health and population programmes to have an
integrated focus centred on sustainable development and the
eradication of poverty, and based on human rights norms and
standards. The empowerment of women — their autonomy and

INTRODUCTION
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self determination in all spheres of life, particularly with regard
to sexuality and reproduction — was seen as the cornerstone of
all health and population programmes.

Although the new agenda outlined in the ICPD and
FWCW recommendations has been widely endorsed by
national governments, NGOs and multilateral agencies,
implementation has lagged. One of the key factors hindering
implementation is a generalized lack of capacity to identify
effective means of integrating a gender and rights perspective
into planning and priority setting activities.

As a result, policies and programme changes since the
ICPD have tended to focus on how to bring together what are
often seen as the three “legs” of reproductive health: maternal
health, family planning, and prevention and treatment of
sexually transmitted infections (STIs). However, the repro-
ductive health agenda outlined in the recommendations
involves much more than adding a few components to existing
maternal and child health and family planning programmes. It
calls for concrete approaches to integrating human rights
concerns, and for addressing gender inequalities within an
overall framework of equity and social justice.

A brief history of the initiative

The initiative, of which this manual is a product, began in 1996
with the working title “Operationalizing Cairo and Beijing”. It
is a collaboration between:

Francois Xavier Bagnoud Center for Health and Human
Rights, Harvard School of Public Health, Boston, MA, United
States of America

Women'’s Health Project, School of Public Health, University of
the Witwatersrand, Johannesburg, South Africa

World Health Organization, Geneva, Switzerland.

The initiative has been managed by a nine member
international co-ordinating committee of gender and
reproductive health specialists from both developing and
industrialized countries.
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The main goal of the initiative has been to increase the
number of health programme managers, planners, policy
makers and trainers who understand a gender and rights
perspective on health, and who have the analytical tools to
help implement gender and rights-sensitive reproductive health
policies and programmes. To achieve this goal we focus on
strengthening training capacity within countries. Gender and
human rights are new analytic orientations for many people
working in the area of reproductive health, and the
manifestation of gender inequalities and violations of human
rights is different in diverse societies. Therefore, from the outset
the initiative worked through a multi-country collaborative
process. A core curriculum was developed and piloted in
Johannesburg, South Africa in August-September 1997. It was
then disseminated to training centres in different regions of the
world and four institutions were selected to conduct the course
in their region. These were: Centre for African Family Studies
(CAFS), Nairobi, Kenya; Centre for the Study of State and
Society (CEDES), Buenos Aires, Argentina; Key Centre for
Women's Health in Society, University of Melbourne, Victoria,
Australia; and Yunnan Reproductive Health Research
Association, Kunming Medical College, Yunnan, China.

In November 1998, participants from each of these
regional collaborating training centres joined members of the
co-ordinating committee in Geneva for an 11-day Regional
Adaptation Workshop where the pilot course was reviewed.
Between 1999 and 2000, six regional courses were held: two
each in Victoria and Kunming, and one each in Nairobi and
Buenos Aires, using a version of the curriculum adapted by the
collaborating centre for their region. In the meantime, three
further courses were held in South Africa.

In March 2000, the international team met again at a
Regional Evaluation Workshop, to consolidate the lessons
learned through regional testing and adaptation of the
curriculum. The curriculum was revised based on this
evaluation and field-tested once again in South Africa in
August-September 2000.

The curriculum presented in this manual is the end
product of this multi-stage, international collaborative process.

INTRODUCTION
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What does this training curriculum offer?

This manual offers a session-based and case-based curriculum
on how to promote gender equity and reproductive rights
through the use of evidence, policy development and service
delivery. The curriculum is founded on the premise that the
development of workable reproductive health programmes
calls for training that not only includes new technical skills, but
faces head-on the challenge of changing approaches and
perspectives. It aspires to transform health workers, managers
and policy makers into active change agents committed to
transformation of health systems.

Transformation

The entire curriculum is focused on transformation. It provides
tools and skills for conceptual analysis and for effecting positive
changes within a health care system.

Foundation Modules are followed by Application Modules
Rather than being organized by reproductive health issues (e.g.
adolescent health, abortion, STIs, male participation), the
curriculum starts with Foundation Modules on gender, the social
determinants of health, and rights. These Foundation Modules
provide participants with a gender and rights framework and
perspective to enable them to take a critical look at their
particular health programmes and policies.

This is followed by three Application Modules: the
Evidence Module, which enhances participants’ ability to
view available evidence through a gender and rights lens,
and generate new evidence for transforming health systems;
the Policy Module, which provides analytical and practical
skills to make change happen in small and big ways; and the
Health Systems Module, which imparts the information and
skills to implement, manage and sustain the transformation
of health systems.

Weaving gender and rights into every module
In this curriculum, gender and rights are incorporated into
every module of the course, rather than being handled as add-
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on topics to reproductive health, as is so common in other
courses. Here, each Foundation Module reinforces the analysis
of and approach to reproductive health issues from a gender
and rights perspective. Each Application Module helps apply
these tools into the different elements of health system reform:
research, policy and programme planning, and monitoring and
evaluation of health services.

Sexual and reproductive health

Sexual and reproductive health issues such as reproductive tract
infections and cancers, contraception, pregnancy and child-
birth, adolescent health, abortion, sexual violence, form the
content of the case studies, exercises, groups and data sets
used throughout the various modules.

Communications skills

The curriculum also aims to build participants’ confidence and
skills in communicating about reproductive and sexual rights
and health so that they can present coherent arguments on the
issues, and plan interventions for their own workplace(s).

Integrity of content and methodology

The shift in paradigm that the ICPD represents puts people at
the centre of programmes. This can best be communicated
through training methodologies that do the same. An
educational methodology that depends only on lectures by
experts is making a statement about where one expects to find
solutions to problems. Participatory methods affirm the value
of the wisdom and knowledge that everyone brings to a
problem situation.

How the manual is organized

The manual is in three parts. This opening part includes the
brief background to the course provided above, practical
details about who the course is for, what it contains, how it is
run, and who can run it. The second part contains the six
teaching modules with an opening and a closing module, and
the third part contains annexes with tools and resources for
participatory training methods, for facilitating participatory

INTRODUCTION
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sessions, some examples of participatory exercises, evaluation
forms, and a sample course time-table.

Who is the course for?

This course aims to build a critical mass of senior health
personnel who are able to implement the commitments made
at Cairo and Beijing by using a gender and rights framework in
their work. It is therefore aimed principally at managers, trainers
and policy makers within the health sector. Those involved in
advocacy, policy and programme changes to implement
reproductive health programmes, such as health activists, NGOs,
staff of bilateral and multilateral agencies and donors, will also
find the course useful. The curriculum is specifically designed to
be used by academic and activist trainers who are likely to be
offering courses in research and programming in health, as well
as in gender.

How long does it take?
If run in its entirety the course takes three weeks.

Integrating the course with other training

The course was originally designed to be run as a stand-alone
short course, but it may be useful as a module in graduate
programmes, professional programmes, or university curricula
on health systems, rights or gender.

The participatory approach

Our approach to training is problem posing and participatory.
Each session presents situations and poses problems.
Participants work with each other and with inputs from the
trainer to find solutions.

Problem posing education bases itself on creativity and
stimulates true reflection and action upon reality (Freire P.
Pedagogy of the oppressed. London, Penguin, 1972:56). It is
different from the transfer or transmission of knowledge or
facts to the passive learner, where the trainer is seen as
possessing all essential information, and trainees as “empty
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vessels” needing to be filled with knowledge.

The choice of participatory methods is deliberate: there is
a coherence between the values we promote and the way we
go about sharing them. From the beginning, all participants are
recognized as thinking, creative people with the capacity for
action. Each person is a contributor, bringing different
perceptions based on her or his own experiences.

A conscious effort has to be made to use participatory
methods to genuinely enable people to grow in awareness,
maturity and self-reliance, and not to control them. Any tool is
only as good as the person using it and the use to which it is
put. (See Annex 3 for more discussion on facilitating
participatory sessions.)

Planning your course

The curriculum

The curriculum consists of six teaching modules, and one
opening and one closing module, to be covered in a three-
week training course. (See Annex 4 for model timetables.)

The Foundation Modules are:
Gender

Social determinants

Rights.

The Application Modules are:
Evidence

Policy

Health systems.

No module deals specifically with a particular reproductive
health topic. But across the modules, specific aspects of
reproductive health have been addressed, rather than
population groups such as adolescents, older women, refugees
and migrant women. However, since adolescence is a crucial
time for developing a sexual identity, learning about one’s
body, sexuality and pregnancy, and because of the special

INTRODUCTION
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sexual and reproductive health needs in this period of one’s life,
this population group is specifically addressed in a number of
sessions.

The reproductive health topics addressed are:
maternal mortality and morbidity
contraceptive technologies

abortion

HIV/AIDS

STls and RTls

cervical cancer

sexuality

violence against women

infertility.

Each of these topics is addressed in at least one module. For
example, violence against women is primarily covered in the
Social Determinants Module, abortion in the Policy and Rights
Modules, HIV/AIDS in the Rights Module, maternal health and
contraceptive technologies in the Evidence Module, cervical
cancer in the Health Systems Module, and so on. When
planning your training course, course organizers will probably
need to modify the list of topics according to local priorities,
and alter the sessions accordingly.

It is not always possible to include all the priority repro-
ductive health topics in the six modules. We therefore suggest
including in the course schedule special sessions and guest
lectures on current debates in reproductive health of relevance to
the country or region where the course is held. Some of the
current debates that have been addressed in courses to date are:
medical methods of abortion, disability adjusted life years
(DALYs) and their use in policy decisions, male involvement in
reproductive health, and injectable contraceptives.

The facilitating team

Each of the modules requires its facilitators to have consider-
able expertise in the subject area, an understanding of gender
and rights, and a willingness to use participatory methods. For
best results, the course requires a team of facilitators of at least

INTRODUCTION
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three or four people, both women and men, from a mix of
disciplines such as economics, gender studies, law, medicine
and public health, and who have an understanding of gender
and rights and participatory methods of training.

Teamwork is called for, with all facilitators meeting at
least once before the course and discussing how their
respective modules and sessions are linked.

While resource persons have a role to play in running
specific sessions, as do guest lecturers for the current debates
sessions, this course cannot be run solely by experts who drop
in and out and are only familiar with the few sessions they run.

There needs to be an overall course co-ordinator who will
ensure that links between modules and between sessions are
clarified and that there is continuity and harmony in the concepts
presented and view points expressed by facilitators.

Assessment

In South Africa, where this course was first piloted, it was (and
continues to be) run as a formally assessed course, at the end
of which qualifying participants receive a certificate of
competence from the University of the Witwatersrand.
However, not all courses run in the regional sites were formally
assessed and graded for certification.

In this curriculum, each of the Application Modules
includes an application exercise to be completed by
participants, on which facilitators provide detailed feedback.
These application exercises may be marked or graded in case of
formal certification requirements. Detailed criteria for assessing
these exercises are provided in the relevant session descriptions
(see Session 7, Evidence Module; Session 5, Policy Module and
Session 6, Health Systems Module).

Each of the application exercises may be allocated equal
weightage, say 30 per cent each. Ten per cent marks may be
awarded for class participation (alternately, five per cent each
may be awarded for regularity in attendance and for class
participation). In the South Africa course, each participant is
allotted one session in which she or he has to present the
“Main points for closing the session” and is graded by the
facilitator. The course also required that in order to be awarded
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the certificate of competence, a participant has to score a
minimum mark of 50 per cent in each of the six modules, in
accordance with the requirements of the University which
awarded the certificate of competence. Clearly, this require-
ment will vary depending on which institution or university is
running the course.

It would be useful to have the course assessed by the
participants. A course evaluation form to be filled on the last
day of the course is provided in Annex 5.

How to use the manual

The module brief

Each module starts with a module brief, which describes the
objectives of the module as a whole (“What participants will
get out of the module”), presents the conceptual framework
for the module and the content of the sessions (“The thinking
behind the module”), illustrates how the sessions are linked to
each other (“Structure of the module”), and presents in tabular
form the objectives, format and duration of all the sessions
(“Module outline”). Use these parts of the module brief in the
introduction session for each module, and in the summary and
consolidation at the end.

The descriptions of the sessions

After the module brief are the descriptions of the sessions, with
activities presented in the sequence in which they are expected
to happen. The session descriptions contain:

what participants should get out of the session

time

materials (handouts and other accessories)

a list of readings for the facilitator

a list of readings for participants

how to run the session

activities and steps

main points for closing the session

lecture notes for the facilitator

handouts.

INTRODUCTION
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There are step-by-step guidelines on the kind of questions to
ask participants and the usual responses (based on past
experience), and on how to direct the process towards
achieving the session’s objectives. Some sessions provide a
choice of activities. Some require that you prepare something
in advance. This is clearly indicated under “Prior preparation”
at the beginning of the session.

Overheads

Where it is appropriate to use overheads this is indicated with
the symbol indicated here in the margin. The text, tables or
diagrams to be presented as overheads are usually included in
the session description, but overheads may sometimes have to
be prepared from the lecture notes for the facilitator or the
handouts. In addition, the facilitator may find it useful to
present as overheads the sections “What to cover in the
discussion” and “Main points for closing the session”.

Handouts

The handouts are provided as illustrations. The case studies or
exercises in them may or may not be suitable for your target
group, and you are expected to modify them. Moreover, data
and information provided will have to be updated.

Lecture notes

Lecture notes for the facilitator are provided for sessions
which involve longer inputs. These contain outlines of
lectures and illustrative case studies that may be adapted to
suit your target audience.

Readings and the course files

The list of readings for facilitators for each session contains a
range of publications and articles which formed the basis for
the content of the session. They are meant to help the
facilitator prepare for the session. Readings for participants are
meant to be included in the course files distributed to
participants at the beginning of the course (see Opening
Module, Session 2, Step 3). Course organizers must make
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sure that the requisite copyright permissions are sought
for photocopying published articles.

The course files are to be prepared by the course organizers in
advance and are to be distributed to participants when they fill
out their registration forms on the opening day of the course.
The course files will contain:

Readings for participants

Course time-table

Logistical and administrative details concerning the course (see
Session 2, Opening Module, p.22)

Module briefs of the three Foundation and the three Appli-
cation Modules.

Evaluation of this manual

This manual has evolved over five years, being tested and tried
in different places. Our hope is that it will continue to evolve
through use and adaptation by groups and institutions in
different settings. As you use this manual, you will undoubtedly
find elements you think can be improved, and others that work
well. We encourage you to take a few minutes to fill out the
evaluation form at the very end of the book, and return it to
us. You may also send comments through the WHO
Department of Reproductive Health and Research email:
rhrpublications@who.int.

INTRODUCTION
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s Module outline
Time:
Objectives Format of 5 hours and
Participants will: activities 30 minutes
3 Welcome and @ begin to feel relaxed with each other Participatory 1 hr 30 mins
ﬁ introduction ® be introduced to each other and to the facilitators exercises
3 Administrative and ~ @ know something about the history and background of ~ Input session 30 mins
g logistical matters the course
@ be informed about administrative and logistical
matters
3 Agroup contract @ discuss expectations and anxieties Group work 1 hr 45 mins
@ @ discuss their contributions to the course followed by
@ reach consensus on ground rules that will govern the  consolidation in the
entire course and commit to these ground rules whole group
@ set up working groups to facilitate group processes
during the course
3 Overall framework @ be clear about the objectives, content and framework ~ Group work 1 hr 5 mins
@ of the course of the course
@ understand how the course addresses barriers to the Discussion and 40 mins
achievement of reproductive and sexual rights and input

health as defined by the Programme of Action of
the International Conference on Population and
Development (ICPD) in Cairo, and the Platform for
Action of the Fourth World Conference on Women
(FWCW) in Beijing
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OPENING MODULE

Module brief

What participants should get out of the Opening Module

Participants will:

be introduced to other participants and to key facilitators

be oriented to administrative and logistical issues

have an opportunity to express their expectations of and anxieties
about the course

reach consensus on the ground rules that participants and facilitators
will observe

be introduced to the background, history, objectives, content and
overall framework of the course

understand how the course addresses barriers to the achievement of
reproductive and sexual rights and health as defined by the
Programme of Action of the International Conference on Population
and Development (ICPD) in Cairo, and the Platform for Action of the
Fourth World Conference on Women (FWCW) in Beijing.

The thinking behind the module

Getting to know each other and the course

This module is scheduled for the first part of the opening day, and is to
be followed by the first session of the Gender Module. Its purpose is to
help participants get to know and feel at ease with each other, and to
orient them to the course content and methodology.

Ground rules for an enabling learning environment

There are four sessions. The first aims to welcome and introduce
participants and facilitators and to break the ice. This second is a brief
orientation to the background and history of the course, and to
administrative and logistical details. The third session offers participants
an opportunity to discuss their expectations and any anxieties they may
have. Based on these, participants and facilitators develop a group
contract which sets out the ground rules that will facilitate an enabling
learning environment. The fourth session introduces participants to the
objectives, content and overall framework of the course.
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SESSION

Welcome and introductions

What participants should get out of the session

1 hr
30 mins

Participants will:

begin to feel relaxed with each other
be introduced to each other and to the key facilitators.

1 hour and 30 minutes

Materials

cards and pens, one for each participant

pins and bulletin board for putting up cards
cardboard name stands, one for each participant
flip chart or overheads

How to run the session

1 hr
30 mins

Activity:

How introductions are done tends to vary in different cultures and in
different places; you should choose a process which is suitable for your
group. Steps 2 and 3 are an example of a way to do introductions which
is participatory and engaging. The activity for this session also serves as
an ice-breaker, helping participants to relax and to get to know one
another beyond their names and formal job titles. In addition, it sets the
tone for the participatory learning methodologies used throughout the
course. (There are more examples of ice-breakers in Annex 3.)

Getting to know each other

Step 1:
Facilitator’s
welcome

Step 2:
Which animal
am I?

Welcome participants and introduce yourself. Explain the introduction
activity you have chosen.

Give each participant crayons and a card on which they should draw the
animal that best represents who they are. Ask them to think about why
this animal represents them.

Also ask participants to write the name they wish to be addressed
by during the course on the cardboard name stand in front of them.
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Step 3: Ask participants to take turns to:
Who am | and
where do | come e introduce themselves by their name, their country, the job they do,
from? and the organization they work for

o show the animal they drew and explain why it represents who
they are

e say what tasks, responsibilities or concerns they have left behind
when coming to this course

® say what they expect from the course.

Welcome and introductions ‘ -

Step 4: As participants speak, write down on a flip chart or on overheads the
Expectations expectations that participants have voiced and explain that expectations
will be discussed at length in Session 3.

Put the pictures of animals up on the walls.

Step 5: Between this session and Session 3, go back to the expectations that

Types of you put on the flip chart or overheads and categorize them. Code (with

expectations different colours or symbols, for example) the categories. Some of the
categories of expectation that usually emerge are:

e new information and skills

group dynamics and learning processes

e applying the information and skills gained on the course when back in
the workplace.

Keep these flip charts or overheads. You will use them again when you
revisit expectations in the Closing Module on the last day of the course.

Session developed by Makhosazana Xaba
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SESSION

Administrative and logistical matters

What participants should get out of the session

O )
30 mins

Participants will:

know something about the history and background of the course
be informed about administration and logistics.

30 minutes

Materials

The following handouts are not included in the training manual. The
facilitator must prepare them.

e map of the city marked with the place/s where participants are staying
and other places such as banks, places to eat, a pharmacy, and so on
e information on administrative and logistical details such as per diems,
using the fax, phone, e-mail and photocopying facilities, relevant phone
numbers and contact details, and so on
e information on recreational activities and sight-seeing
e details of assessment and grading (as relevant to your course)
How to run the session
This is an input session explaining the details of the course.
Activity: Orienting ourselves
Step 1:  Give a brief input on the history and background of the course, who it
What is this is aimed at, and what the overall aims of the course are, drawing on Part
7 mins course all 1: “Introduction”. You will deal with the specific objectives of the course
about? in Session 4.
Step 2: Give information on logistics and administrative matters. You may
O Let’s make sure include issues such as:
i the course runs
smoothly e who to talk to for which need: ideally, introduce the people

responsible for logistics



Step 3
The course files

Step 4:

How will
participants be
assessed?
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e the resource room: what is available there (computers, printers,
photocopier, telephone, fax, e-mail, paper, additional readings),
where it is and how it should be used

e per diem and sponsorship where applicable

e the physical location of the course venue in relation to other
amenities like banks, travel agencies, restaurants, entertainment,
and so on

e any special health or diet requirements of participants.

The first day is often disrupted if participants need to change money and
banks have limited opening hours. It is best to schedule time on the
opening day for banking and attending to other administrative matters.
You may prepare and include in the course file handouts and maps with
essential details. This will help save time.

Go over the content of the course files with participants. They will
contain the readings, module briefs of the foundation and application
modules, the course timetable, information on assessment and grading
(see below) and logistical and administrative information as required.
Remember to point out on the timetable events that are not content-
related, like time scheduled for a photo session, and social events such
as dinners and sightseeing trips.

Explain the various methods that will be used to assess participants.
Some guidelines are presented in “Assessment of the course” on p.12
of Part 1. These have to be adapted to suit your course. On the
timetable, point out the days when you will give an assignment for
grading. Prepare a handout if possible, summarising the methods of
assessment and marking schemes, and include this in the course file.

Session developed by Barbara Klugman
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2
@)
7))
7
w
m A group contract
What participants should get out of the session
Participants will:
e discuss their expectations of and anxieties about the course
e discuss their contributions to the course
e® reach consensus on the ground rules that will govern the whole course
and commit themselves to these ground rules
O e set up working groups to facilitate group processes during the course.

1 hr
45 mins

1 hour and 45 minutes

Materials
e flip charts
@ 5 or 6 sets of 3 cards in 2 different colours
® pens.

How to run the session

This session provides an opportunity for participants to discuss their
expectations of and anxieties about the course (which they stated in
Session 1) and to evolve a group contract. There is just one activity,
divided into five steps.

What is a group contract?

The group contract is an agreement that a group reaches on how to
behave, what to expect, and how to respond to one another during the
course. It is important for adult learners to define their own rules and to
do this through discussion and consensus building. Three weeks is a
long time for a group of people to live and work closely together, and
interpersonal relationships and group dynamics play an important role in
making the learning environment positive or obstructive. This session’s
activity attempts to help participants anticipate and plan how to deal
with issues of group dynamics and interpersonal relationships.
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el Activity: Ensuring good group dynamics

A group contract ‘ w
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Step 1: Divide the group into four or five small groups with an equal number of
Divide into  participants in each. Give two sets of colour-coded cards to each group.
5 mins small groups

Step 2:  Ask the groups to discuss and prioritize the following:

Prioritize
3040 anxieties and e three major anxieties about the course
contributions to e how participants can contribute to facilitating a good group process.
good group

dynamics Point out that individuals should offer contributions to making the
group work well that they themselves can commit to, rather than
suggesting what might be nice for someone else to contribute.
Each group writes their major three anxieties on three separate
cards. They then do the same for the three most important contributions
to good group dynamics which they feel everyone ought to observe.

Discussion present to the whole group the three anxieties and three contributions
they have prioritized. They stick their cards to the wall or white board in
front of the whole group. When everyone has made their presentations,
engage the whole group in a discussion on each of these, beginning
with the anxieties.

O Step 3: When all the small groups have completed Step 2, ask each group to

What to cover in  Anxieties
the discussion Some anxieties are healthy and easy to live with, for example about
whether participants will be good enough and get their certificates of
competence. Identify anxieties that fall into this category and tell
participants that these are natural to have.

Begin to develop a list of rules through the discussion of some of
the anxieties, such as “I will be attacked for my ideas”. Clarify that it is
important to challenge the idea but not the person, and write this down
as part of the list to be considered for the group contract.

When dealing with anxieties such as “l will not be heard,” ask
participants “How will the group know you are not being heard?”. This
will help participants see that they have an individual responsibility for
making the group aware of their specific needs.

Another anxiety that many participants express is whether what
they say will remain confidential. The group then has to agree to respect
confidentiality.

Some of the men may be anxious that the programme may entail
a fair amount of “male bashing”. The group would then have to
agree that it will not encourage an anti-male attitude in participants
and facilitators.

Move suggestions for dealing with this and similar anxieties to a list
of contributions. Some examples of contributions emerging from the
discussion of anxieties are: taking personal responsibility for active
participation, and being sensitive to the difficulties that those who do
not have English as their first language may experience.
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Step 4:
The group
contract

Contributions

Some of the contributions that the participants bring up, such as taking
responsibility to speak up in the group, will be related to the anxieties
they expressed. During the presentations of contributions it is important
to get a personal commitment from the group for ensuring that certain
things happen. For example, while everyone may agree that time-
keeping is important, not everyone will be willing to be the time-keeper.
On the other hand, some contributions, like “Do not interrupt while
others are talking”, need everyone’s commitment.

Expectations
This part of the discussion is based on the expectations that participants
expressed in Session 1 and which you have subsequently categorized.

Go over the list of expectations with participants and explain where
and how in the programme each of these will be met. The facilitator of
this session must be familiar with the course content and methodologies
as well as the timetable.

As with the anxieties, fulfilling some expectations depends more on
the participants than on the facilitators. For example, “Learning from
each others’ experiences”.

Think through in advance the kinds of questions that are likely to
emerge in this discussion.

Some expectations are not likely to be met. These may be about
the content of the course, or extra-curricula activities. It is your
responsibility to clarify which expectations the course cannot meet and
to explain that it is not usually possible to meet all the expectations of a
diverse group. But it may well be possible to accommodate some
expectations — for example, a visit to a local non-governmental
organization — even if these were not originally planned.

Use the solutions to anxieties and contributions to a good group process
that the participants have proposed to evolve ground rules for the
course. List these on a flip chart as they emerge and are agreed upon.
Once all the ground rules have been agreed upon, put the flip charts
up on one of the walls. They must stay up until the end of the course.

Example of a group contract

We agree during this course to:

e keep time

® respect one another’s contributions to the group and in
particular not to interrupt other participants

support one another when the need arises

interrogate the idea and not the person

share our experiences

turn off our cell phones during sessions

speak out when we do not understand, feel unheard, disagree
with or are hurt by what someone said

observe rules of confidentiality in the sessions and in small groups.
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5 mins

Step 5:
Taking
responsibility
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Working groups or committees often need to be set up to make sure
that the group contract is observed. Ask the group to set up two or
more committees to:

ensure that the group contract is observed

provide weekly feedback to the course organizers about the progress of
the course

take responsibility for participants’ welfare, organize recreational
activities and so on.

Session developed by Makhosazana Xaba
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SESSION

Overall framework of the course

Overall framework of the course ‘ D

What participants should get out of the session

Participants will:

e® be clear about the objectives, content and framework of the course
e understand how the course addresses barriers to achieving
reproductive and sexual rights and health as defined by the
Programme of Action of the International Conference on Population
and Development (ICPD) in Cairo in 1994, and the Platform for Action
O of the Fourth World Conference on Women (FWCW) in Beijing in 1995.

1 hr
45 mins

1 hour and 45 minutes

Materials

e Handout: “Definitions”

e 6 flip charts mounted on the wall facing the participants

marker pens

e overhead: based on “What does this training curriculum offer ?” on p.6
of the Introduction

Readings for facilitators

1. United Nations Population Fund. Programme of Action of the International
Conference on Population and Development, Cairo, 5-13 September 1994. New
York, United Nations, 1996 (UN Doc. A/CONF.171/13).

2. United Nations. Platform for Action of the Fourth World Conference on
Women, Beijing, 4-15 September 1995. New York, United Nations, 1996 (UN Doc.
A/CONF.177/20).

3. The introduction to this manual (Part 1) which gives details of the background
to the course and its structure and content.
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How to run the session

The facilitator of this session has to be familiar with the structure and
content of all the modules of the course, and the links between them.

There are two activities. In the first, you introduce participants to
the definitions of reproductive and sexual rights and health as outlined
in the Programme of Action of the ICPD, and the Platform for Action of
the FWCW. Participants read the definitions and list barriers to the
achievement of these in their own countries. They then work in groups
to make a list of major shared barriers. In the second activity, you show
how this course addresses these barriers and enables participants to
acquire the conceptual tools to deal with them. This activity ends with a
presentation using overheads of the structure of the course and its
specific objectives.

Overall framework of the course ‘

: ~ Activity 1: Barriers to achieving reproductive and sexual rights
> mins and health
Step 1:  Ask if participants are aware of, have participated in, or know their own
International country’s involvement in the International Conference on Population
adid declarations and and Development (ICPD) held in Cairo in 1994, and the Programme of

programmes of Action that came out of it.

action Talk about how the ICPD shaped the international community’s
understanding of the interlinkages between population and
development, and promoted the concepts of sexual and reproductive
rights and health. Note that most countries of the world supported the
ICPD's Programme of Action. Find out before you start this session if any
of the participants’ countries did not support any part of it and the
reasons why. Share what you have found out.

Then ask if they all know about the Fourth World Conference on
Women (FWCW) held in Beijing in 1995. Talk about how that
conference, in addition to restating the ICPD position on reproductive
rights and sexual and reproductive health, asserted women’'s human
right to control their sexuality.

Discuss how international conference declarations and
programmes of action are agreed on by consensus and therefore
become the lowest common denominator of agreement between
countries. Implementing these agreements should be the minimum we
expect of our countries. However, very often these commitments are
very far from where our countries actually are in terms of both policy
and services. Stress that their usefulness, as laid out later in the Policy
Module (Module 5), comes from global participation in them, and that
we can maximize the promises without being trapped by the processes.
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Step 2:
Definitions

Step 3:
Barriers in
different
countries

Step 4:

Common
barriers

Activity 2:

Hand out the definitions of reproductive health, sexual health,
reproductive rights and sexual rights reproduced in the handout:
"Definitions”. You may note that the language of sexual rights is not
used in the FWCW (Beijing) document, but that people in the field talk
about this paragraph as “the sexual rights paragraph” because it is
about applying human rights to the area of sexuality (paragraphs 7.2
and 7.3 of the ICPD document and paragraph 96 of the FWCW
document).

Read the paragraphs aloud or ask a different participant to
volunteer to read each paragraph.

Ask each person to read the paragraphs individually and to list barriers
and factors that make it difficult for their country to achieve
reproductive and sexual rights and health.

Divide participants into groups. Ask them to share their lists with each
other to collectively come to an agreement on the major barriers and to
write these down.

The course structure

iO

15 mins

Step 1:
Grouping the
barriers

Step 2:
The modules

Get each group to report back on the list of major barriers to sexual and
reproductive rights and health they have come up with. Explain that this
should be quick and not involve too much discussion; this is the first day
of the course and a general orientation to the issues rather than an in-
depth discussion. As each group presents its list, write each issue on one
of the six flip charts put up on the wall, depending on which of the six
modules of the course will be addressing the issue. You may put it on
more than one flip chart if the issue is addressed in several modules. By
the end of the group reports, the issues raised will have been organized
by module topic. (But you have not at this stage actually named the
modules on the flip charts.)

Tell participants that the course aims to help them to work out how they
might contribute towards promoting sexual and reproductive rights
and/or improving sexual and reproductive health services by addressing
the very barriers that they have identified.

Go to the first flip chart. This list will be of barriers to the
implementation of sexual and reproductive health and rights which are
related to gender relations. Some examples include: women’s low status
and how this affects women'’s ability to make choices about motherhood,
and family planning being targeted mainly at women. Explain that these
issues will be looked at in the first module, which is on gender. The Gender
Module establishes the links between gender inequalities and sexual and
reproductive rights and health, and provides the tools for analysing the
extent to which health policies and programmes are gendered.
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Then go to the next list, which will be of issues related to the social
determinants of health and illness, such as poverty, structural
adjustment programmes, the lack of basic infrastructure like transport to
get to health services, and so on. Explain that these are all issues related
to social determinants (or ask the group to characterize this list) and go
on to explain what the Social Determinants Module aims to do.

Go through each list of issues in the same way until you have
covered all the modules.

Point out how much information this activity generated and that
participants actually had most of the information they needed.

Overall framework of the course ‘

Step 3: Put up the objectives and the main features of the course as an
O Content and overhead transparency. (See Introduction: “What does this training
Ehiid methodologies curriculum offer ?” for details.)

After your input on the content of the course, discuss the methodologies.
(See Annex 3: “ldeas for facilitating participatory sessions” for details.)

Main points for closing this session

The issues are interrelated

Many issues that participants have identified could have been placed in
a number of different modules. This is because the barriers to the
achievement of sexual and reproductive rights and health are
interrelated.

The modules are interconnected
The six modules into which the course is organized are interconnected,
and each module attempts to build on the earlier ones.

Conceptual tools and how to use them

The course is not organized into reproductive health topics (like
maternal health, and reproductive tract infections) but into Foundation
and Application Modules. The Foundation Modules provide the
conceptual tools. The Application Modules provide the skills for applying
these tools to transforming policy making and the planning and
implementation of health services, to achieve sexual and reproductive
health and rights. Almost all of the cases and examples used in the
modules are reproductive and sexual health issues.

Applying the course in different work situations

The course is intended to support participants in their own work
situations. This may mean, in the case of health service managers,
enabling them to take action to promote sexual or reproductive rights,
or to improve the quality of the health services they manage. For
participants from the donor community, the course will help ensure that
their programme funding promotes sexual and reproductive rights and



OPENING MODULE

Overall framework of the course ‘ D

32 ‘ WHO Training Curriculum: Gender and Rights in Reproductive Health

the development of high quality reproductive health services within
primary health care services. Participants engaged in advocacy will
acquire the tools to identify the barriers to policy change and the best
possible strategies for advocating for policies.

Communication and planning skills

The course also aims to build participants’ confidence and skills to
communicate about reproductive and sexual rights and health to
present coherent arguments on the issues, and to plan interventions
which they will be able to implement in their workplaces.

Session developed by Barbara Klugman
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Definitions

Overall framework of the course ‘

Reproductive rights

“...reproductive rights embrace certain human rights that are already
recognised in national laws, international human rights documents and
other consensus documents. These rights rest on the recognition of the basic
right of all couples and individuals to decide freely and responsibly the
number, spacing and timing of their children and to have the information
and means to do so, and the right to attain the highest standard of sexual
and reproductive health. It also includes their right to make decisions
concerning reproduction free of discrimination, coercion and violence, as
expressed in human rights documents. In the exercise of this right, they
should take into account the needs of their living and future children and
their responsibilities towards the community. The promotion of the
responsible exercise of these rights for all people should be the fundamental
basis for government - and community-supported policies and programmes
in the area of reproductive health, including family planning. As part of their
commitment, full attention should be given to the promotion of mutually
respectful and equitable gender relations and particularly to meeting the
educational and service needs of adolescents to enable them to deal in a
positive and responsible way with their sexuality. Reproductive health
eludes many of the world’s people because of such factors as: inadequate
levels of knowledge about human sexuality and inappropriate or poor-
quality reproductive health information and services; the prevalence of
high-risk sexual behaviour; discriminatory social practices; negative
attitudes towards women and girls; and the limited power many women
and girls have over their sexual and reproductive lives. Adolescents are
particularly vulnerable because of their lack of information and access to
relevant services in most countries. Older women and men have distinct
reproductive and sexual health issues which are often inadequately
addressed.”

Paragraph 7.3 of: United Nations Population Fund. Programme of Action of the
International Conference on Population and Development, Cairo, 5-13 September
1994. New York, United Nations, 1996 (UN Doc. A/CONF.171/13) and repeated in
paragraph 95 of: United Nations. Platform for Action of the Fourth World
Conference on Women, Beijing, 4-15 September 1995. New York, United Nations,
1996 (UN Doc. A/CONF.177/20).
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Sexual rights

“The human rights of women include their right to have control over and
decide freely and responsibly on matters related to their sexuality, including
sexual and reproductive health, free of coercion, discrimination and
violence. Equal relationships between women and men in matters of sexual
relations and reproduction, including full respect for the integrity of the
person, require mutual respect, consent and shared responsibility for sexual
behaviour and its consequences.”

Paragraph 96 of: United Nations. Platform for Action of the Fourth World
Conference on Women, Beijing, 4-15 September 1995. New York, United Nations,
1996 (UN Doc. A/CONF.177/20).

Reproductive health

“Reproductive health is a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity, in all matters
relating to the reproductive system and to its functions and processes.
Reproductive health therefore implies that people are able to have a
satisfying and safe sex life and that they have the capability to reproduce
and the freedom to decide if, when and how often to do so. Implicit in this
last condition are the right of men and women to be informed and to have
access to safe, effective, affordable and acceptable methods of family
planning of their choice, as well as other methods of their choice for
regulation of fertility which are not against the law, and the right of access
to appropriate health-care services that will enable women to go safely
through pregnancy and childbirth and provide couples with the best chance
of having a healthy infant. In line with the above definition of reproductive
health, reproductive health care is defined as the constellation of methods,
techniques and services that contribute to reproductive health and well
being by preventing and solving reproductive health problems. It also
includes sexual health, the purpose of which is the enhancement of life and
personal relations, and not merely counselling and care related to
reproduction and sexually transmitted diseases.”

Paragraph 7.2 of: United Nations Population Fund. Programme of Action of the
International Conference on Population and Development, Cairo, 5-13 September
1994. New York, United Nations, 1996 (UN Doc. A/CONF.171/13) and repeated in
paragraph 94 of: the Platform for Action of the Fourth World Conference on
Women (United Nations 1995). United Nations. Platform for Action of the Fourth
World Conference on Women, Beijing, 4-15 September 1995. New York, United
Nations, 1996 (UN Doc. A/CONF.177/20).






Structure of the Gender Module

1 The social construction of gender 2 Concepts and tools for gender analysis

Introduces the definitions of sex and gender, gender
equity, equality and discrimination. Helps develop a
common understanding of how gender is constructed,
maintained, and reinforced.

Defines gender analysis, and presents different rationales,
and tools and concepts for analysing gender.

Gender-based inequalities: the
evidence

Helps participants to become aware of how norms and
values about gender roles are related to gender-based
inequalities in workloads, and to unequal access to
education, access to and control over economic and social
resources and access to power. Familiarizes participants
with evidence from international (and national) data sets
on gender-based inequalities.

Mainstreaming gender equality in
institutions

Introduces the concept of “gender mainstreaming” and
the tools for gender analysis of institutions. Introduces
participants to a range of actions and strategies for
gender mainstreaming.

5 Linking gender and health

Participants learn how to apply the tools of gender analysis
to specific health conditions, to understand how gender
impacts on health status and on access to health care.
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Module brief

What participants should get out of the Gender Module

Participants will:

be familiar with the conceptual differences between sex and gender,
and develop a common understanding about how gender is
constructed, maintained, and reinforced

become aware of the common areas and the variations in the
construction of gender in different social and cultural contexts
understand and apply concepts and tools for gender analysis, including
tools for gender mainstreaming

become aware of how norms and values about gender roles are
related to gender-based inequalities in workloads and to unequal
access to education, access to and control over economic and social
resources, and access to power

examine and interpret evidence from international (and national) data
sets on gender-based inequalities in education, and in economic,
social, and political status

learn how to apply the tools of gender analysis to specific health
conditions and understand how gender impacts on health.

The thinking behind the module

Gender as a social construct

Starting with participants’ own life experiences, this module introduces
them to the concept of gender as a social construct. The module looks
at how gender as a social construct attributes different roles and
responsibilities to females and males, and gives them unequal access to
resources and power. You introduce tools to help participants
understand the mechanisms that underlie and contribute to gender-
based differences, and apply these tools to health issues to see how
gender impacts on health. The Gender Module lays the basis for
understanding the themes of the three application modules: how
gender issues permeate health information; evidence used for making
decisions in the health sector; health policies; and planning and
implementing health programmes.

Session 1 helps participants develop an understanding about
how gender is constructed, maintained and reinforced. It also
clarifies terms like gender equality, gender equity and gender-based
discrimination. The session starts from participants’ life experiences of
how they have been socialized into playing gender roles. You then lead

MODULE
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them to discover that the gendered roles they play as adults are a result
of messages they have learned and internalized since childhood. Further,
they begin to see the roles that the family, school, religious institutions,
work organizations, media and other social institutions play in
constructing what men and women do in society. By reflecting on their
own experiences, they begin to understand that the social construction
of gender can also be determined by race, class, caste, age, marital
status and so on.

(We suggest that you schedule the first session of the Gender
Module for the opening day of the course, following on from the
Opening Module. The other gender sessions will take another full day.)

In Session 2, participants revisit the concepts of gender and sex
and do an exercise to clarify the differences between the two
concepts. Gender differences are sometimes confused with biology: for
example when we assume that women are better suited for the caring
professions such as nursing and child-minding, because they are
naturally made that way. This session also introduces some basic
concepts and tools for analysing gender: the gender-based division of
labour; gender roles and norms; access to and control over resources;
and access to decision making and power.

Session 3 illustrates how the gender-based division of labour is
far from a simple sharing of responsibilities, and is at the root of
women being under-valued and their low status in society. You
introduce participants to international (and/or national) data sets that
show how gender differences are transformed into gender-based
inequalities in the way resources and power are distributed. Participants
then apply the gender concepts they have learnt in the previous sessions
to interpret these data sets.

Session 4 introduces the concept of gender mainstreaming.
Gender inequality is imbedded in many institutions in society, including
health institutions. If society does not value women's input, social
institutions are unlikely to do so either. If society does not give women
access to decision-making, social institutions will not either. Likewise, if
society does not value women's health, health institutions probably
won't either. It is also important to analyse whether and how health
institutions reinforce gender inequalities actively and explicitly, or more
passively, by omission.

This session aims to help participants become sensitive to how the
skills, information and tools that you have introduced them to during
the course can help them in gender mainstreaming their own health
institutions, as well as the health programmes they run, fund or use.

Session 5 helps make the links between gender and health. Using
the case study of a health condition affecting both women and men,
participants unravel the differentials between males and females in
health status, health seeking behaviour and health outcomes arising
from biological and gender differences.
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Objectives Format of Time: 2
Participants will: activities 9.5 hours
Introductory Introduction to the @ be acquainted with module structure, objectives and Input 15 mins
session Gender Module content
H The social @ be introduced to the definitions of sex and gender Individual work 15 mins
@ construction of ® develop a common understanding of how gender is
gender constructed, maintained, and reinforced; and of the Work in pairs 15 mins
meanings of gender equity, gender equality and
gender discrimination
@ become aware of the common areas and differences Whole group 1 hr 30 mins
in the construction of gender in different social and discussion
cultural contexts
H Concepts and tools @ internalize the conceptual differences between sex Individual work 10 mins
w
i for gender analysis and gender
@ learn tools and concepts for gender analysis Whole group 1 hr
discussion and
summary
Input and discussion 30 mins
3 Gender-based @ become aware of the ways in which norms and values  Group activity 1 hr
ﬁ inequalities: the about gender roles are related to gender-based
evidence inequalities in workloads and to inequalities in access ~ Whole group 1 hr 15 mins
to education, access to and control over economic and  discussion
social resources and access to power
® |earn to examine and interpret evidence from
international (and national) data sets on gender-based
inequalities in education, economic and political status
54 Mainstreaming @ be introduced to the concept of gender Input 1 hr 30 mins
A . . . .
i gender equality in mainstreaming
institutions @ become aware of the steps and changes required for
achieving gender equality within their organizations
3 Linking gender and @ learn to apply the tools of gender analysis to specific Input 20 mins
w
i health health conditions, and to understand how gender
impacts on health status Group work 30 mins
Whole group 50 mins
discussion and
summary
Concluding  Module summary @ have a consolidated overview of tools and concepts Input 10 mins

session

introduced in the module, and the links between them
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Introduction to the Gender Module

What participants should get out of the session

You will introduce participants to the module’s structure, contents and
objectives.

15 minutes

How to run the session

This is an input session.
Introduce the module using overheads of:
“What participants should get out of the Gender Module”

“Structure of the Gender Module”
“Module outline”.
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5
What participants should get out of the session E
Participants will: E:
e understand the definitions of sex and gender =
e develop a common understanding of how gender is constructed,
maintained and reinforced, and understand the meanings of gender
equity, gender equality and gender discrimination
e become aware of the common areas and differences in the
O construction of gender in different social and cultural contexts.
2 hrs about 2 hours
Materials
e marker pens
e at least 3 flip charts divided into 5 columns labelled like this:
Age People involved Place What the incident Feelings associated

was about with the incident

e overhead or flip chart: “Sex and gender”, on p.43
e overhead or flip chart: “Gender equality, gender equity and gender
discrimination”, on p.43

Readings for the facilitator

1. Oakley A. Sex, gender and society, reprint. Bath, Pitman Press, 1982.

2. United Nations Division for the Advancement of Women/ Office of the High
Commissioner for Human Rights/United Nations Development Fund for Women.
Background paper prepared for the DAW/ OHCHR/UNIFEM Expert Group Meeting
on Gender and Racial Discrimination (Zagreb, 21- 24 November 2000). New York,
United Nations, 2000.

3. United Nations Division for the Advancement of Women/ Office of the High
Commissioner for Human Rights/United Nations Development Fund for Women.
Report of the Expert Group Meeting on Gender and Racial Discrimination, Zagreb,
Croatia. Available online at: www.un.org/womenwatch/daw/csw/genrac/report.htm
(Date accessed: February 2001).
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How to run the session

The social construction of gender ‘ N ‘ Session

Activity 1:

This session consists of two activities. In the first, each participant writes
down her or his first experience of realizing that he or she was different
from members of the opposite sex. Participants then share these
experiences in pairs. The second activity is a discussion with the whole
group and an input from the facilitator.

Going back to childhood

Step 1:
O Individual work

15 mins

O Step 2:

il  Sharing in pairs

O

1 hr

Ask participants to think as far back as possible in their lives and to write
down their first experience of realizing that they were different from
members of the opposite sex and/or expected to behave differently and
treated differently from members of the opposite sex.

In one or two paragraphs they should try to record:

how old they were

who was involved

where the incident took place

what the incident was about

how they felt about it

how other aspects of their identity (race, religious identity, nationality,
ethnicity, caste) came into play in this incident.

Participants then share their stories in pairs.

30 mins Activity 2: Exploring sex, gender and socialization

Step 1:  Put up the flip charts you have made. Ask one of the pairs to volunteer
O Report-backs to to report on each others’ stories to the whole group. Write the essential
20 mins the group  details under the specific columns.

There may not be enough time for all pairs to report back. Ask for
examples that involve different actors and different places. For example,
if the first pair reported about something that happened at home and
involved family members, ask for volunteers who have a school-based
incident to describe, and so on.

When participants have stories about physical/biological
differences, for example when they mention the differences in genitalia
and menstruation, encourage them to also give other examples that are
not about physical features but about expected behaviour.
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Step 2: This is an appropriate moment to introduce the definitions of sex and

Your input: gender. Draw participants’ attention to the fact that differences

introducing sex between boys and girls are not just those related to their anatomy and

and gender physiology. Boys and girls are taught to dress differently, behave
differently, carry out different tasks, and so on.

MODULE

Put up an already prepared flip chart or overhead transparency with
these definitions of sex and gender.

n Sex and gender

Sex is the biological difference between males and females.

The social construction of gender ‘ —_ ‘ Session

Gender refers to the economic, social and cultural attributes and
opportunities associated with being male or female in a particular
social setting at a particular point in time.

Following this, introduce the terms gender equality, gender equity and
gender discrimination on more flip charts or overheads. This is to help
participants develop a common vocabulary for describing the various
elements of gender-based differences.

n Gender equality, gender equity and gender discrimination

e® Gender equality means equal treatment of women and men
in laws and policies, and equal access to resources and services
within families, communities and society at large.

® Gender equity means fairness and justice in the distribution
of benefits and responsibilities between women and men. It
often requires women-specific programmes and policies to end
existing inequalities.

® Gender discrimination refers to any distinction, exclusion or
restriction made on the basis of socially constructed gender
roles and norms which prevents a person from enjoying full
human rights.

Step 3: Go through each column in the flip chart you have filled in, and start
Group discussion:  a discussion.
>0 min® personal
experiences

What to cover in  Age
the discussion The youngest age is usually interesting to note as it highlights how early
socialization begins. The usual range is 5 to 10 years.
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The people involved

Family members, peers, teachers and people in educational and religious
institutions are usually the first to introduce a child to appropriate codes
of gendered behaviour.

Place

This often corresponds with the kinds of people involved. The home or
family for example, at play, in school or in church for peers and teachers
and adults in general.

What the incident was about
Usually this includes:

Division of labour: the kind of household chores that girls are
expected to do compared to boys; girls work inside the home and
boys outside; girls work for others in the home, for example cooking,
washing dishes, cleaning the house and washing clothes; boys are sent
out on errands; girls do things for boys like serving food, cleaning up
after them and doing their washing; boys in some cultures are asked
to escort girls in public.

Dress codes: across cultures, girls and boys are expected to be
dressed differently right from the moment they are born. These
differences may vary across cultures and societies.

Physical segregation of boys and girls: in many cultures, especially
in Asia, physical segregation starts at an early age. Common
experiences often include being told not to play with members of the
opposite sex, or not to get involved in any activity that will bring one
into physical contact with people of the opposite sex.

The kinds of games girls and boys play: girls are not encouraged
to play games like football, which involve vigorous physical activity and
physical contact with each other; boys are often not allowed to play
with dolls or play as homemakers. Boys who do not engage in rough
physical games are thought to be “sissies”.

Emotional responses: girls and boys are expected to respond
differently to the same stimulus; while it is acceptable for girls to cry, it
is seen as a weakness in boys.

Intellectual responses: there is an expectation that girls are not to
talk back or express their opinions. This is often mentioned in relation
to school and how teachers pay more attention to boys because they
expect more of boys. In one training programme, a participant from
Japan told the story of how, when she obtained the highest marks in
class, her teacher called her and asked her to agree that instead he
would give the highest marks to the boy who was really second. He
explained that it would not be good for the boy to come second and
the boys would not treat the girl well if she did better than them.

Class, caste, ethnic and other differences

Explore how differences across class, caste, ethnicity and nationality
affect how girls and boys are expected to behave. For example, the
physical segregation of boys and girls may not be as strict in other parts
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of the world as it is in some countries of South and West Asia. There
may be differences in the division of tasks by sex across different classes:
girls from poorer social backgrounds are usually expected to shoulder
many household responsibilities, and boys are expected to earn money;
while girls and boys from richer households may have a very protected
upbringing without responsibilities.

MODULE

Women and men’s different responses to the activity

This activity may cause stress and tears among some women in the
group who are reminded of very painful experiences. They may feel
angry that they did not have their eyes open about what was really
happening to them. Some women have taken this opportunity to give
examples of how they themselves have been perpetuating the
oppression and abuse of women, and they get upset when they discover
how trapped they have been.

In some groups, women express negative feelings about the
specific incident: feelings of resentment, anger, disappointment,
frustration, confusion, rejection, isolation, and loneliness and inferiority.

Men, on the other hand, have often expressed positive feelings:
feeling superior, feeling like a man, feeling powerful and respected. Some
men however may express that they feel burdened by the fact that they are
expected to be the breadwinners in their households, or by the expectation
that they should be strong and never break down in adverse circumstances.

Men can also feel insecure or defensive especially if they are a
minority in the group. A lot depends also on the tone of the facilitator.
Stereotyping all males as a problem, or blaming men for the problems
faced by women is unfair and counter-productive.

The social construction of gender ‘ —_ ‘ Session

Wrapping up
Ask participants how they felt doing the exercise, and deal sensitively
with the emotions that may come out.

A common question that arises during this discussion is: why do
women oppress other women? Or: isn't it women who are mainly
responsible for oppressing other women?

Do not avoid the question, but make comparisons with other forms
of oppression like racism, and caste and class discrimination. Explain that
it is common for some individuals within the oppressed groups to deal
with their frustrations of being oppressed and discriminated against by
reinforcing the views of the oppressor group.

Women often do not themselves have resources and power. They
derive their power through their relationship with men, which places
women who are dependent on the same men (for example, mother-in-
law and daughter-in-law) in competition with each other.

Note that caste, class, race, ethnicity and gender-based discrimination
can often work together to oppress women of various groups.

Explain that what is under discussion is a world view, an ideology
that views men as inherently superior to women. This ideology, called
“patriarchy”, can be upheld and perpetuated by both women and men.
Give examples of workers oppressing other workers and ask the group
to come up with other examples.
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Step 4:
O Group discussion:
30 mins

institutions of
gender
socialization

The social construction of gender ‘ N ‘ Session

What to cover in
the discussion

Move the discussion beyond personal childhood experiences and
individual incidents to institutional norms, practices, structures and
resource allocation patterns.

Encourage a discussion by asking the following questions:

e® To which institutions did the people who introduced you to or rein-
forced gender norms belong? What are the norms and practices of
these institutions? Who do these norms and practices privilege?

e \Were you given reasons about why you were supposed to behave
in a particular manner?

e Did you challenge that? Do you know others who challenged it? If
yes, what happened? If not, why not?

The social institutions which introduce and reinforce gender norms

Behind the people who introduce and reinforce gender norms are a
range of social institutions: the family, religious institutions,
communities, schools, the media, and the state. Of these, the family, the
media and religion play a major role from very early on in a person's life.

The rules and practices of these institutions are perceived to be
unchangeable. In many instances girls and boys receive no explanations
about why they ought to behave in a particular way. If reasons are given
at all, they generally include cultural and religious motivations.

Some participants may say that the reason they did not challenge
certain ideas was because they accepted that culture and religion could not
to be questioned. If this happens in your group it is important to point out
that culture changes all the time, that it is defined by people and redefined
constantly. Give relevant examples or ask the group to give examples.

When children have challenged certain ideas they have been
discouraged, scolded and sometimes punished. Later in life those who
dare to do things differently often get labelled, isolated and constantly
reminded of how different they are.

The circular reasoning behind gender role stereotyping

Point out also the circular reasoning involved in gender role
stereotyping. Boys and girls are systematically taught to do or not do
certain things, or not behave in certain ways, and then we assert that
“Men are not good at managing the household or taking care of
babies,” or that “Women cannot handle crises.” It seems unreasonable
that after prescribing that girls/women and boys/men perform different
roles, society perceives females as less valuable than males.

The difficulty in challenging society’s gender norms and practices

The threat of socially condoned aggression and even violence hangs
over those who dare to challenge accepted norms and codes of
behaviour — for example, women who go out alone at nights; or gay
people. In some cultures, women do not have the support of the
families they were born into to help them get away from the violence
they may face in their marital homes. Point out how this violence or
aggression may also be amplified or affected by race, ethnicity, national
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status, etc., so even if in general women are oppressed by gender roles,
particular women will have different abilities to seek remedies.

It is easier for women and men to conform to socially prescribed
gender roles than deal with the consequences of non-conformity. The
repercussions are either too difficult to deal with or do not seem to be
worth the social costs involved.

A country’s laws and policies may formalize gender norms

Gender norms have often been formalized in law and policy. For example,
laws of inheritance often favour males, and marriage and divorce laws in
many countries treat women as subordinate to men. Most countries do
not have or do not enforce existing laws that could address domestic
violence, and rape within marriage is rarely identified as a crime.
Encourage participants to share examples from their own countries. Note
the important difference between policies that could be used to undo
gender-based inequality but are not used, and the actual lack of laws to
provide remedies, or laws that serve to perpetuate gender inequality.

Main points for closing this session

Gender roles are learnt

Gender roles are not natural roles: boys and girls are systematically taught
to be different from each other. Socialization into gender roles begins
early in life. This includes learning to be different in terms of, for example:

appearance and dress
activities and pastimes
behaviour

emotions that we show
responsibilities
intellectual pursuits.

Gender roles are learnt and therefore can be unlearnt. They are not
unchangeable.

The role of the family, other social institutions and women themselves

Gender roles are taught and reinforced by various social institutions: the
family, the school, religious institutions, the workplace, society as
represented by peers and neighbours, to mention a few. Women play as
significant a role as men in socializing girls and boys into their gender roles.

Society generally values women less than men

Society prescribes specific roles for girls and boys, women and men, but
values them differently. In almost all societies girls and women are
valued less than boys and men. This unequal value is the source of
discrimination and oppression for women and accounts for the inferior
status given to women in society.

The social construction of gender ‘ —_ ‘ Session

MODULE
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It is difficult to put pressure on the family to change

The family is one of the most important social institutions which upholds
and reinforces gender-based inequalities. And yet, the fact that the
family belongs to the private sphere (compared to public sphere
institutions like the workplace, schools and state institutions) has helped
to keep what happens inside the family isolated from the forces of
change and policy pressure towards gender equality.

Sticking to gender roles is ensured through a spectrum of
controlling behaviour. This may range from simple approval/disapproval
to social ostracism and socially condoned aggression and even violence
(like the honour killing of women who marry against the family’s wishes
in some societies). Others’ non-interference in what happens within a
household, giving absolute power to a household’s male head, is one of
the most powerful tools for maintaining gender inequalities.

Gender-based inequality is often written in laws and policies

Gender-based inequality is systematically legitimized and institution-
alized through laws and policies. This makes the task of challenging and
breaking out of gender roles extremely difficult.

Men are also constrained by the construction of masculinity

While gender-based differences disadvantage women much more than
men, men are also constrained by the construction of masculinity. There
may thus be men, too, who are concerned with redefining gender roles
and relations.

Fighting gender inequality is about challenging an ideology

The issue of gender inequality is far more complex than men being
against women or women having to fight men. It is about challenging
the ideology which rates men as superior to women (an ideology
which women as well as men may help perpetuate) and vests in them
greater power. And it is about challenging the institutions which
uphold these values.

Session developed by Makhosazana Xaba.
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What participants should get out of the session f
Participants will: g
e internalize the conceptual differences between sex and gender %
O e learn tools and concepts for gender analysis. 8

1 hr
40 mins

1 hour and 40 minutes

Materials
e Handout 1: “Statements on sex and gender”
e Handout 2: “Concepts and tools for gender analysis”
e overhead: “The social construction of sexuality”, on p.51
e overhead: “Summary of sex and gender”, on p.52
e overhead of Handout 2
e overhead: "Access to and control over resources” on p.53

Readings for the facilitator

1. Canadian International Development Agency. A handbook for social/gender
analysis. Ottawa, Coady International Institute, and CIDA, 1989.

2. Moffat L, Geadah Y and Stuart R. Two halves make a whole: balancing gender
relations in development. Ottawa, Canadian Council for International Co-
operation, MATCH International and Association Québécoise des Organismes de
Coopération Internationale, 1991.

How to run the session

This session consists of two activities. In the first, each participant is
given statements which they have to label as sex or gender. Then the
whole group discusses participants' responses, and you provide a
summary of the differences between sex and gender. By looking closely
at some of the statements, you can also use this discussion to lead into
concepts like the gender-based division of labour, and gender roles and
norms. The second activity is an input on commonly used concepts and
tools for gender analysis.
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O

1 hr

10 mins Activity 1:

Sex or gender?

Step 1:
O Individual work

10 mins

Concepts and tools for gender analysis ‘ N ‘ Session

Step 2:

O Whole group
45 mins discussion
°

[ J

Each participant is given Handout 1 containing statements that refer to
the differences between men and women, some the result of sex and
others the result of gender. Ask participants to write the letter G next to
those they think refer to gender and the letter S to those they think refer
to sex.

Call out each statement from Handout 1 and ask participants to say
whether the statement refers to a biological difference: sex, or a socially
constructed difference: gender.

The statements that refer to gender differences offer a lot of
possibilities for discussion that could lead on to the concepts for gender
analysis. Call out statements in sub-groups, starting with all those that
refer to sex. These are statements number 1, 4 and 7. Then go over the
gender statements as follows:

Statements 2, 6 and 8 introduce the concept of the gender-based division
of labour

The gender-based division of labour is socially constructed; it varies
across societies and cultures; it has also varied over time.

Today, women's household and reproductive work is not being
counted in the calculation of their contribution to the economy
(Statement 2).

Statement 3 is about gender roles and norms

This statement is about a child brought up as girl and then doing better
at school when he learns he is a boy. It leads to discussions on gender
roles and norms, and social expectations about what girls are supposed
to do compared to boys. Refer to the previous session, and reiterate the
powerful influence expectations have on the roles that women and men
adhere to.

Statement 5 is about sexuality and sexual behaviour

Statement 5 introduces for the first time socially constructed norms
about sexuality and sexual behaviour. This statement should be used to
start a discussion about the accepted norms of sexual behaviour. You
may note that the relationship between gender and sexuality is strong,
but much current work is finding that they are not identical systems of
control. Some of the examples that follow combine gender and
sexuality. One way to begin to disentangle this is to note the many
different ways that people in sexual relationships do not conform to
dominant identities associated with gender and sexuality, such as
“feminine lesbians”.

You may ask participants to identify other such beliefs about
women's and men’s sexuality --for example, that men’s sexual drive is
strong, and that when they are aroused they cannot control their
behaviour. (You may want to challenge participants to think about how
this functions in relation to gay men, or men who have sex with men,
who may act in ways that otherwise wholly conform to masculine
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stereotypes.) Let them explore the idea that women have to be
restrained, therefore, and not act in ways that could sexually provoke
men, like being alone with a man or dressing in a certain way.

Put up an overhead of the box below to introduce the idea that
sexuality is composed of many elements, not just physiological ones.

The social construction of sexuality

Source: Extracted from Dixon-Mueller R. The sexuality connection in
reproductive health. In: Zeidestein S, Moore K, eds. Learning about sexuality: a
practical beginning. New York, The Population Council and International
Women’s Health Coalition, 1995.

The social construction of sexuality refers to the process by which
sexual thoughts, behaviours, and conditions (for instance, virginity)
are interpreted and given cultural meaning. [1, 2]

It incorporates collective and individual beliefs about the nature
of the body, about what is considered erotic or offensive, and
about what and with whom it is appropriate or inappropriate for
men and women (according to their age and other characteristics)
to do or to say about sexuality.

In some cultures, ideologies of sexuality stress female
resistance, male aggression, and mutual antagonism in the sex act;
in others, they stress reciprocity and mutual pleasure. [3]

The social construction of sexuality recognizes that women'’s
and men’s bodies play a key role in their sexuality, but also looks
carefully at the specific historical and cultural contexts to gain an
understanding of how specific meanings and beliefs about
sexuality are generated, adopted, and adapted.

References

1. Ortner SB, Whitehead H, ed. Sexual meanings: the cultural
construction of gender and sexuality. Cambridge, Cambridge
University Press, 1981.

2. Vance CS. Anthropology rediscovers sexuality: a theoretical
comment. Social Science and Medicine, 1991: 33(8):875-884.

3. Standing H, Kisekka MN. Sexual behaviour in sub-Saharan
Africa: a review and annotated bibliography. London, Overseas
Development Administration, 1989.

Statements 9 and 10: Elements of both sex and gender

Participants may have divided responses to Statement 9 about violence
as natural male behaviour. Some may mark it as sex and others as
gender. Some may argue that males are biologically prone to aggressive
behaviour, while others could maintain that aggressive and violent
behaviour is learnt. While biology may have some role to play in male
aggression and risk-taking, the socialization of boys and the condoning
of male violence plays a major role.

Concepts and tools for gender analysis ‘ N ‘ Session
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Encourage male participants to share experiences of how they may have
been taught to be aggressive. Female participants may also want to
share incidents where they saw boys being encouraged to be aggressive.

Statement 10 has both sex and gender as underlying causes.
Women are more vulnerable to sexually transmitted diseases because of
their biology but also because the social construction of male sexuality
condones irresponsible sexual behaviour on the part of males, a gender
factor. (For further help with this discussion, refer to Handout 1 “But
why?” in Session 3 of the Health Systems Module.)

Step 3: Summarize the following points about sex and gender on an overhead.

O Summary
15 mins Summary of sex and gender

e Gender identifies the socially constructed characteristics that
have come to define male and female ways of being and
behaviour within specific historical and cultural contexts.
Gender also refers to the web of cultural symbols, norms,
institutional structures and internalized self-images, which
through a process of social construction defines what is meant
by "masculine" and "feminine".

@ Gender role socialization also prescribes what are appropriate
masculine and feminine sexual roles and behaviours. In many
cultures, female resistance, male aggression, and mutual
antagonism in the sex act is viewed as the norm.

@ Gender is a context-specific concept: gender relations vary
according to ethnic group, class, culture and so on. This
underlines the need to incorporate diversity when we analyse
gender.

® Gender relations have changed over time, because they are
nurtured by factors that change over time. This means that
current gender relations are not necessarily fixed, and can be
modified through interventions.

® Gender relationships are personal as well as political. Personal,
because the gender roles that we have taken on define who
we are, what we do and how we think of ourselves. Political,
because gender roles and norms are maintained and promoted
by social institutions. Challenging these means challenging the
way society is currently organized.

® People’s understanding of sexuality is culturally conditioned and
changes over time. The relationships between the constructs of
gender and sexuality are strong, but many theorists believe that
they are connected but not identical systems of meaning.

Concepts and tools for gender analysis ‘ N ‘ Session
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Activity 2: Tools and concepts for analysing gender

|
20 mins

Step 1: Distribute Handout 2 to participants and allow them about 10 minutes
Definitions to read it individually. It contains definitions of commonly used gender
concepts: the gender-based division of labour, gender roles and norms,

access to and control over resources, and power.

Step 2: Put up overhead transparencies of Handout 2 a few at a time, and see
larifying some if participants have any questions. For example, you may have to clarify
concepts the difference between access and control by using more than one
illustrative example. You may also put up an overhead of the diagram

below.

ACCESS TO AND CONTROL OVER

ECONOMIC INFOR-
INTERNAL POLITICAL
AND SOCIAL MATION/

RESOURCES RESOURCES
RESOURCES EDUCATION

POWER AND DECISION-MAKING

Many of these concepts have already been introduced earlier in this
session and in Session 1. The purpose of this activity is to highlight major
gender concepts, which will be used throughout the course, and to
ensure that participants have a common understanding of these.

Session developed by Makhosazana Xaba and Adelina Mwau

Concepts and tools for gender analysis ‘ N ‘ Session
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‘ Handout
Statements on sex and gender
Source: adapted from William S, Seed J, Mwau A. Oxfam gender training manual.
Oxford, Oxfam UK and Ireland, 1994.
Read the following statements. Write the letter S next to statements that
refer to sex differences and the letter G next to statements that refer to
gender differences.

1.  Women give birth to babies, men do not.

2. According to United Nations statistics, women do 67 per cent of the world's
work, yet their earnings for it amount to only 10 per cent of the world's
income.

3. In one case, when a child brought up as a girl learned that he was actually
a boy, his school marks improved dramatically.

4. Women suffer from pre-menstrual tension, men do not.

5. Sex is not as important for women as it is for men.

6. In ancient Egypt, men stayed at home and did weaving. Women handled
family business. Women inherited property and men did not.

7. Men's voices break at puberty, women's don't.

8. In astudy of 224 cultures, there were 5 in which men did all the cooking and
36 in which women did all the house building.

9. Men are naturally prone to violent behaviour.

10. Women are more vulnerable to STDs than men.



WHO Training Curriculum: Gender and Rights in Reproductive Health ‘ 55

‘ Handout
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Concepts and tools for gender analysis

1. The gender-based division of labour

In almost all societies, women and men perform different activities, although
the nature and range of these activities vary across classes and across
communities. They have also changed over time. Women are typically

Concepts and tools for gender analysis ‘ N ‘ Session

responsible for childcare and household work, but they also engage in
producing goods for household consumption or for the market. Men are
typically responsible for meeting the household's needs for food and resources.

2. Gender roles and norms

In all societies, males and females are expected to behave in ways that are
very different. They are socialized from early childhood to conform to
masculine and feminine roles and norms. They have to dress differently, play
different kinds of games, be interested in different issues and subjects and
have different emotional responses to situations. There is a tacit perception
that what males do is better and more valuable than what females do.

The impact of socially constructed gender roles is felt significantly in
the area of sexuality and sexual behaviour. Women are expected to make
themselves attractive to men, but be more passive, guarding their virginity,
never initiating sexual activity, and taking care to protect themselves from
the uncontrolled sexual desires of men. In some societies this is because
women are held to have lesser sexual drive than men. In other societies the
ways women are controlled are based on the idea that women have
uncontrollable sexual desires. Men are often expected to be virile and have
sexual desires that are uncontrollable once aroused, to take the initiative in
sexual activity, and to be, by nature, incapable of being monogamous.

3. Access to and control over resources

Women and men have unequal access to and control over resources. This
inequality disadvantages women. Gender-based inequalities in relation to
access to and control over resources exist within social classes, races or
castes. However, women and men of different races, classes and castes may
be differently unequal. For example, women from one social class could
have more power than men from a lower social class.

® Access is the ability to use a resource.
® Control is the ability to define and make decisions about the use of a resource.
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For example, women may have access to health services, but no control over
what services are available and when. Another common example is women
having access to an income or owning property, but having no control over
how the income is spent or how the property is used.

There are many different types of resources which women have less access
to, and less control over. These include:

Economic resources Social resources
) work ) community resources
° food ° social networks
) credit ) membership in social
° money organizations.
) social security, health
° insurance Information/education
) child care facilities ) inputs to be able to make
) housing decisions to modify or change
) facilities to carry out domestic a situation
tasks ° formal education
) transport ) non-formal education
] equipment ] opportunities to exchange
) health services information and opinions.
) technology and scientific
developments. Time
° hours of the day available to
Political resources use as they choose
) positions of leadership and ) flexible paid work hours.
access to decision-makers
) opportunities for Internal resources
communication, negotiation ) self esteem
and consensus building ° self confidence
) resources that help vindicate ) ability to express one’s own
rights, such as legal resources. interests.

Power and decision-making

Having greater access to and control over resources usually makes men more
powerful than women in any social group. This may be the power of
physical force, of knowledge and skills, of wealth and income, or the power
to make decisions because they are in a position of authority. Men often
have greater decision-making power over reproduction and sexuality.

Male power and control over resources and decisions is
institutionalized through the laws and policies of the state, and through the
rules and regulations of formal social institutions. Laws in many countries of
the world give men greater control over wealth and greater rights in
marriage and over children. For centuries religious institutions have denied
women the right to priesthood, and schools often insist that it is the father
of the child who is her or his legal guardian, not the mother.
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What participants should get out of the session 3
Participants will: g
3
e become aware of the ways in which norms and values about gender =
roles are related to gender-based inequalities in workloads and to 2
inequalities in access to education, access to and control over v
economic and social resources, and access to power
e learn to examine and interpret evidence from international (and
national) data sets on gender-based inequalities in education,
O economic and political status.

2 hrs
15 mins

2 hours and 15 minutes

Materials

e Handout 1: “Data about women, education and politics”
e Handout 2: “Data about the economic value of activities and time”

e overhead: “Women and girls are Kenya's breadwinners”, on p.60
overhead: “Women do 56 per cent of the work in Venezuela”, on p.60
e overhead: “More paid work doesn’t reduce unpaid work”, on p.61

Readings for the facilitator

1. Mosse JC. Half the world, half a chance: an introduction to gender and
development. Oxford, Oxfam, 1993.

2. United Nations Development Programme. Human development report 1995.
New York, Oxford University Press, 1996:29-115. Available online at:
www.undp.org/hdro/highlights/past.htm

3. World Bank. Engendering development through gender equality in rights,
resources, and voice. New York, Oxford University Press, 2001.

Readings for the participants

Reading 2.
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How to run the session

There are two activities in this session. The first is a small group activity.
You give participants a set of interrelated data tables on women's status
in relation to the status of men. There are some questions which they
have to answer in order to interpret these tables. Each group prepares a
group report. The second activity is a session with the whole group,
where each group presents its report. This is followed by a discussion
and input from you about how gender differences become structurally
entrenched and then transformed into gender-based inequalities.

Activity 1: Looking at the evidence

Gender-based inequalities — the evidence ‘ w ‘ Session

Step 1: Divide participants into four groups. Give two groups Handout 1, which
Handouts 1 contains a set of tables with gender-specific data from selected
and 2 developing and industrialized countries. The tables show women's and
men's participation in economic activities and contribution to the gross
domestic product (GDP). Give the remaining two groups Handout 2,
containing a set of tables which present gender-specific data on school
enrolment and political participation for different regions of the world.
You may choose to replace these data sets with national data sets
on the same subjects: economic participation and contribution to the
GDP and/or relative incomes of women and men, educational
attainment and political participation. If you do use the data sets from

these handouts, we advise you to update them.

Step 2: Go over the tables in each of the handouts and explain what the
Looking at the columns and rows represent. You will find explanations at the bottom of
10 mins tables each table.

Step 3: Participants work in their small groups in this session. One person from
Group work with the group will report back to the big group.

O

40 mins the tables
1hr
15 mins Activity 2: Analysing structural gender gaps

Step 1: Each of the four groups gives a seven minute presentation of their
Group responses to the questions on the data sets they were given. The two
presentations groups presenting on educational enrolment and political participation
should go first so that we begin with relatively simpler concepts,
examining the progress made in closing the gender gap in education
and contrasting this with the lack of progress in women's political

participation.
The groups presenting on work and economic contribution should
go next. This will allow us to look at how, despite educational

O

35 mins
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Step 2: attainment, the gender-based division of labour has led to women being
O Whole group excluded from economic and political decision-making. After all the
discussion presentations are finished, you can raise some issues for discussion.

MODULE

40 mins

What to cover in Draw on the participants’ presentations to highlight the following points.
the discussion

The gender gap in education
In developing countries, in relation to educational enrolment, the
gender gap in school enrolment has been halved between 1970 and
1990. In developing countries as a whole, female enrolment in primary
and secondary schools has been growing faster than male enrolment.
The latest figures from UNDP's Human development report 1999 show
female primary enrolment to be 94 per cent of male rates, and
secondary enrolment to be 83 per cent of male rates.

Gaps in enrolment are smaller than those in adult literacy rates.
This indicates a changing trend: among the older generation, far fewer
women than men were educated, while among the younger generation,
the proportion of girls enrolled in schools is relatively higher.

At the same time, it needs to be acknowledged that women are
still at a disadvantage in the area of education.

Gender-based inequalities — the evidence ‘ w ‘ Session

The gender gap in politics

Women are almost totally absent from the world's political arena.
Women, who constitute almost half the electorate, hold only 12 per
cent of the world's parliamentary seats and less than 6 per cent of the
seats in ministerial cabinets.

Women's involvement in market and non-market activities
In many societies women contribute much more to the total labour
output of a household than men.

Even in the few places where they contribute equally, women's
contribution to non-market activities is far greater than their
contribution to market activities, while the converse is true for men.

Many of the activities that consume women's time, like cooking,
child care and cleaning, are not considered to be work because they do
not involve earning an income. Women's time is therefore considered
less valuable than men's because men usually earn cash.

When women are involved in earning income for the family,
they generally continue to have all the additional responsibilities
within the home.

At this point you can bring in examples from different settings, using
overheads of the boxes below. You need to make the point that
irrespective of the nature of the economy — rural or urban, traditional
or modern, agrarian or industrial — women end up working a double
shift, and spend a significant proportion of their work time in non-
market activities.
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Women and girls are Kenya's breadwinners

Source: United Nations Development Programme. Human development report
1995. New York, Oxford University Press, 1996:92, Box 4.1.

Women in rural Kenya work on average about 56 hours a week,
and men only about 42 hours. Children between the ages of 8 and
16 also work many hours. If time spent for education is counted,
girls spend about 41 hours a week in economic activity, and boys
35 hours.

Women shoulder the heaviest burden in household work,
including firewood and water collection: 10 times the hours of
men. This carries over to girls, whose household work takes about
3.7 times the hours of boys.

Women in households that farm such cash crops as tea and
coffee work the most of any rural women — 62 total hours a week.
As Kenya's farming becomes more cash-oriented, women tend to
shoulder more work, not less.

Women do 56 per cent of the work in Venezuela

Source: United Nations Development Programme. Human development report
71995. New York, Oxford University Press, 1996:93, Box 4.2.

In Venezuela, women are a minority in the labour force, but they
work more total hours than men, according to a study of urban
time use by the central bank. Time is divided into five categories:
income-earning activities, household activities, personal care,
studying, and social activities and leisure.

Men have a distinct advantage over women in income earning
activities: 6 hours a day compared with only 2.25 for women. But
women's time in household work is a striking 11.5 multiple of
men's time. Men's overall advantage shows up in the 10 per cent
more time they enjoy in social activities and leisure.

In 1988, women and men spent 12.3 billion hours in work that
is counted to be of economic value: men 8.9 billion hours and
women, 3.4 billion. But if all working hours are counted, women
contribute 12.9 billion hours and men, 9.7 billion. So women do
56 per cent of Venezuela's work.
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n More paid work doesn't reduce unpaid work

Source: United Nations Development Programme. Human development report 1999.
New York, Oxford University Press, 1999:81, Box 3.3.

MODULE

In OECD (Organization for Economic Cooperation and
Development) countries men's contribution to unpaid work has
been increasing. But a woman who works full time still does a lot
of unpaid work. Once she has a child, she can expect to devote
3.3 more hours a day in unpaid household work. Married women
who are employed and have children under 15 carry the heaviest
work burden — almost 11 hours a day.

Bangladesh had one of the largest increases in the share of
women's participation in the labour force — from 5 per cent in
1965 to 42 per cent in 1995. This has been important for export
growth, with women as the main workers in the garment industry.
But women still spend many hours in unpaid work. A survey of
men and women in formal urban manufacturing activities shows
that women put in on an average 31 hours a week in unpaid work
— cooking, looking after children, collecting fuel, food and water.
They spend 56 hours in paid employment. Men spend an average
of 14 hours a week on unpaid activities such as house repair, and
53 hours on paid employment. Thus women in formal sector
employment work an average of 87 hours a week, compared to
men’s 67 hours a week.

Gender-based inequalities — the evidence ‘ w ‘ Session

Women do a disproportionate amount of non-market activities

This is the most significant point to grasp about the gender-based division
of labour — that it is unfair that women are engaged disproportionately
more in non-market activities. Why does this make a difference?

e \Women who are engaged in non-market activities do not have a cash
income, which becomes a serious limitation especially in a market
economy where goods and services have to be bought for cash. As a
result, women become dependent on men for economic resources and
all other resources that have to be paid for.

® There is a gender-based division of labour also in the workplace, with
some kinds of jobs thought to be more suitable for men, and others
for women. For example, nurses and pre-school teachers are usually
women, and miners are all men.

e Among women who work, not many women make it to senior
decision-making positions. This may be attributable to a combination
of factors: fewer women may have access to higher education and
training; even those who do may be constrained by their reproductive
role and responsibilities for household work; there may be gender
biases in the selection of persons to top positions, where women are
seen as not suitable for positions that require extensive travelling or
long hours of work.



MODULE

Gender-based inequalities — the evidence ‘ w ‘ Session

62 ‘ WHO Training Curriculum: Gender and Rights in Reproductive Health

® Because only work with exchange value is recognised in economic

terms, women's work becomes invisible. This is evident in the fact that
the per capita GDP for women is much lower than the per capita GDP
for men.

Main points for closing this session

Much of women’s work is invisible

The invisibility of women'’s work leads to the designing of development
policies and programmes based on the stereotype of the male
breadwinner and the woman homemaker. For example, income-
generation activities for women supplement the family income rather
than increasing women's employment opportunities, which would help
them earn a livelihood.

Women have less access to money and productive assets

Women's access to credit is limited when they do not have a cash
income, and this, in turn, limits their ability to invest in productive assets
that will produce more income. Women are not usually the owners of
property such as a house or farmland bought by a household through
the combined contribution of women's and men's labour, women
working within, and men, outside the home.

The gender-based division of labour is more than that — it is an
important factor underlying women's unequal access to and control
over resources.

Women lack political power and are not sufficiently represented in
parliaments

Women's lack of political power contributes further to the persistence
of policies that do not take into account gender-based inequalities, or
further consolidate them. (This is discussed in greater detail in the
Policy Module.)

Comparing gender differences in educational attainment with
gender differences in access to economic and political power, the gaps
in economic and political participation appear to be far more resistant to
change. It is clear, however, that “the limited numbers of educated and
capable women” can no longer be cited as a major barrier to women's
representation in economic and political decision-making.

Values and norms are at the core of persisting gender inequalities

Values and norms about male and female roles, the fact that women
look after children or that there are inadequate childcare facilities, and
the lack of recognition of women's economic role may lie at the core of
persisting gender inequalities in access to economic and political power.

Session developed by TK Sundari Ravindran and Jane Cottingham
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‘ Handout
Data about women, education
and politics

You have been given two tables. The first presents female literacy, primary
enrolment ratio and secondary enrolment ratio as a percentage of male
rates for three time points — 1970, 1990 and 1997 - for different regions of
the world. The second table presents gender-specific data on the number of
seats in parliament held by women as a proportion of the total for the years
1994 and 1999, and women's share at the ministerial level, for 1994.

Gender-based inequalities - the evidence ‘ w ‘ Session

Step1: @ Summarize the trends observable across the different regions in the
Trends in literacy bridging of the gender gap in literacy, and in primary and secondary
and education enrolment. (For example: in which region has the gap narrowed most,
and in which region least? How does the progress in literacy rates
compare with that in primary and secondary education?)
® What, in your opinion, are the factors underlying gender gaps in
primary and secondary school enrolment? Why are the gaps wider for
secondary enrolment compared to primary enrolment? And for literacy
rates compared to primary and secondary enrolment?
® What do you think are the consequences for women's status? And
men’s status?

Step2: @ Summarize the trends observable across the different regions over the
Trends in political two time points.
participation @ What are the factors underlying women's low level of political
participation? What are the consequences for women and men?

Step 3: What are the major differences you can see between the progress made in

The differences closing the gender gap in education compared to political participation?
between the two  Why are the trends in these two sectors so different?

Table 1: Trends in gender gaps in educational status

Female adult literacy as Female primary net Female secondary net

percentage of male rate enrolment as percentage enrolment as percentage

of male ratio of male ratio

1970 1992 1997 1970 1992 1997 1970 1990 1997

All developing n.a.” 73 79 79 88 94 68 78 83
countries

Least developed n.a. 57 65 61 84 83 43 67 66
countries

Sub-Saharan Africa n.a. 66 75 72 85 85 60 72 76

Arab states 38 61 66 63 92 91 47 77 85

East Asia n.a. 80 83 87 96 100 76 79 88

(including China)

chart continues

MODULE
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Female adult literacy as
percentage of male rate

Female primary net
enrolment as percentage
of male ratio

Female secondary net
enrolment as percentage
of male ratio

1970 1992 1997 1970 1992 1997 1970 1990 1997
South-East Asia 72 90 91 90 97 99 74 95 95
and the Pacific
South Asia 40 55 59 60 75 86 43 60 70
(including India)
Latin America 91 97 98 101 98 98 91 98 101
and the Caribbean
Industrialized n.a. n.a. 100 n.a. n.a. 100 n.a. n.a. 100
countries
World n.a. n.a. n.a. n.a. n.a. n.a. n.a. n.a.

* n.a. = not available

Sources: Data for 1970, 1990 and 1992: United Nations Development Programme. Human development report 1995. New York, Oxford University Press, 1996:68, Table A2.6. Data for 1997:
United Nations Development Programme. Human development report 1999. New York, Oxford University Press, 1999:232, Table 25.

Some definitions

Female adult literacy as percentage of the male rate: The number of females who
are literate for every 100 males who are literate.

Female primary/secondary net enrolment as percentage of the male ratio: The number
of girl children of primary/secondary schooling age (usually 6-10 years for primary and
11-14 years for secondary schooling) who are enrolled in primary/secondary schools
for every 100 boys of primary/secondary schooling age enrolled in school.

Table 2: Trends in women's political participation

Seats in parliament held by women Ministerial seats held

(as percentage of total) by women

(as percentage of total)

1994 1999 1994

All developing countries 10 10 5
Least developed countries 6 9 5
Sub-Saharan Africa 8 11 6
Arab states 4 4 1
East Asia (including China) 19 5 6
South-East Asia and the Pacific 9 12 3
South Asia (including India) 5 6 3
Latin America and the Caribbean 10 15 8
Industrialized countries 12 19 8
World 10 12 6

Sources: Data for 1994: United Nations Development Programme. Human development report 1995. New York, Oxford University Press, 1996:62, Table A 2.4,. Data for 1999: United Nations
Development Programme. Human development report 1999. New York, Oxford University Press, 1999:145, Table 3.

Some definitions

Seats held in parliament as percentage of total: Of every 100 parliamentarians, the
number who are women.

Ministerial seats held by women as percentage of total: Of every 100 ministers, the
number who are women.
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Data about the economic value of
activities and time

Step 1:

The gender
differences
[ ]

[ ]

°

Step 2:
The consequences
for women

Step 3:
The consequences

You have been given three tables. The first presents gender-specific data on
the number of minutes of work per day. The second is about time allocated
for activities which have an economic value, for the purpose of calculating
GDP. The third table shows male and female representation in
administrative and managerial positions and GDP per capita.

Summarize the gender differences observable across countries and across
rural and urban areas (where applicable) in:

number of hours of work

time allocation

representation in senior decision-making jobs.

What, in your opinion, are the factors underlying each of these differences?
What are some of the consequences of these differences for women's and

men’s lives?

What are some of the reasons why women's GDP per capita is lower than
that of men's in all countries? What do you think are the consequences for

Gender-based inequalities - the evidence ‘ w ‘ Session

MODULE

of women’s lower women's and men’s status in society?

GDP per capita

Table 1: Work time in minutes per day

Year Females Males Females as
percentage
of males
SELECTED DEVELOPING COUNTRIES
Urban
Colombia 1983 399 356 112
Indonesia 1992 398 366 109
Kenya 1986 590 572 103
Nepal 1978 579 554 105
Venezuela 1983 440 416 106
Rural
Bangladesh 1990 545 496 110
Guatemala 1977 678 579 117

chart continues
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Year Females Males Females as
percentage
of males
Kenya 1988 676 500 135
Nepal: 1978 641 547 117
Highlands 1978 692 586 118
Mountains 1978 649 534 122
Rural hills 1978 583 520 112
Philippines 1975-77 546 452 121
National
Korea, Republic of 1990 488 480 102
SELECTED INDUSTRIALIZED COUNTRIES
National
Australia 1992 443 443 100
Austria 1992 438 393 1"
Canada 1992 429 430 100
Denmark 1987 449 458 98
Finland 1987/88 430 410 105
France 1985/86 429 388 111
Germany 1991/92 440 441 100
Israel 1991/92 375 377 99
Italy 1988/89 470 367 128
Netherlands 1987 377 345 109
Norway 1990/91 445 412 108
United Kingdom 1985 413 411 100
USA 1985 453 428 106

Source: United Nations Development Programme. Human development report 1999. New York, Oxford University Press, 1999:237, Table 27.

Some definitions (Table 1)

Work time: Time spent in carrying out all types of work within and outside the
house, remunerated or unremunerated.

Female work time as percentage of male: For every 100 minutes of work time
spent by men, the number of minutes of work time spent by women.
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Table 2: Percentage of total work time spent in market and non-market activities

Year Percentage of total work Percentage of total work
time spent in market time spent in non-market
activities activities
Females Males Females Males
SELECTED DEVELOPING COUNTRIES
Urban
Colombia 1983 24 77 76 23
Indonesia 1992 35 86 65 14
Kenya 1986 a1 79 59 21
Nepal 1978 25 67 75 33
Venezuela 1983 30 87 70 13
Rural
Bangladesh 1990 35 70 65 30
Guatemala 1977 37 84 63 16
Kenya 1988 42 76 58 24
Nepal: 1978 46 67 54 33
Highlands 1978 52 66 48 34
Mountains 1978 48 65 52 35
Rural hills 1978 37 70 63 30
Philippines 1975-77 29 84 71 16
National
Korea, Republic of 1990 34 56 66 44
SELECTED INDUSTRIALIZED COUNTRIES
National
Australia 1992 28 61 72 39
Austria 1992 31 71 69 29
Canada 1992 39 65 61 35
Denmark 1987 58 79 42 21
Finland 1987/88 39 64 61 36
France 1985/86 30 62 70 38
Germany 1991/92 30 61 70 39
Israel 1991/92 29 74 71 26
Italy 1988/89 22 77 78 23
Netherlands 1987 19 52 81 48
Norway 1990/91 38 64 62 36
United Kingdom 1985 37 68 63 32

USA 1985 37 63 63 37

Source: United Nations Development Programme. Human development report 1999. New York, Oxford University Press, 1999:237, Table 27.

Gender-based inequalities - the evidence ‘ w ‘ Session
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Some definitions (Table 2)

Market activities: Market activities are defined as activities leading to the production

of goods and services for the market, as well as in household production of goods

for the household’s own consumption. However, the production of services for

household consumption — cooking, fetching water and fuel, child care, care of the

sick and elderly — are considered to be non-market activities for the purposes of

measuring economic output.

The percentage of total work time spent in market/non-market activities: Of 100

minutes of total work time spent by a person, the number of minutes spent in

market activities/non-market activities.

Table 3: Women's participation in economic decision-making and women's real GDP per capita in PPP$,

1997, selected countries

Female administrators and managers
as percentage of total

Female GDP as a percentage of
male GDP per capita in PPP$

SELECTED DEVELOPING COUNTRIES

Bangladesh 4.9 58.11
Colombia 38.8 52.82
Guatemala 324 29.54
Indonesia 6.6 50.99
Kenya n.a. 74.16
Korea, Republic of 4.2 44.84
Nepal n.a. 54.15
Philippines 34.8 55.62
Venezuela 22.9 39.54
SELECTED INDUSTRIALIZED COUNTRIES

Australia 43.3 69.02
Austria 21.8 46.47
Canada 42.2 62.05
Denmark 20.0 71.13
Finland 26.6 58.95
France 9.4 63.30
Germany 26.6 64.63
Israel 19.2 51.60
Italy 53.8 44.47
Netherlands 16.8 51.95
Norway 30.6 74.29
United Kingdom 33.0 60.72
USA 44.3 67.96

*n.a. = not available

Sources: Female administrators as a percentage of total: United Nations Development Programme. Human development report 1999. New York, Oxford University Press, 1999:142, Table 3.
Female GDP as a percentage of male GDP per capita in PPP $: United Nations Development Programme. Human development report 1999. New York, Oxford University Press, 1999:139, Table 2.
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Some definitions (Table 3)
GDP or gross domestic product: The total output of goods and services for final use

MODULE

that are produced by an economy by both residents and non-residents, regardless of
the allocation to domestic and foreign claims. It does not include deductions for
depreciation of physical capital or depreciation and degradation of natural resources.
Non-market activities — which include cooking, processing food for own
consumption, fetching water and fuel, child care, care of the sick and elderly — are
not included as services in the calculation of GDP.

PPP$ or Purchasing Power Parity dollar: The number of units of a country's currency

required to purchase the same representative basket of goods and services (or a
similar basket of goods and services) that a United States dollar would buy in the
United States. When we use the PPP$ to measure a country's GDP, we do not apply
the dollar exchange rate applicable in the market, but an exchange rate that

Gender-based inequalities - the evidence ‘ w ‘ Session

measures how much of a country's currency is required to buy the same goods and
services as one US$ in the US. This makes GDPs across countries comparable to
each other.

Female administrators and managers as percentage of total: Of 100 administrators
and managers, the number who are women.

Female GDP as percentage of male GDP in PPP$: The number of dollars contributed
to the GDP by the female population of a country for every 100 PPP$ contributed by
its male population.
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Mainstreaming gender equality
in institutions

Mainstreaming gender equality in institutions ‘ D ‘ Session

What participants should get out of the session

Participants will:

e understand the concept of gender mainstreaming
e become aware of the steps and changes required for achieving gender
O equality within their organizations.
1 hr
30 mins 1 hour and 30 minutes
Materials
e Lecture notes for the facilitator: “Mainstreaming gender equality in
organizations”
e Handout 1: “Questions that will help you do a gender analysis of your
organization”
e Handout 2: “Ideas for actions for mainstreaming gender equality in
your organization”.
e overhead: main points of Part 1 of the lectures notes
e overhead: “Two important aspects of gender mainstreaming”, on p.71
e overhead: “How gender sensitive are an organization’s programmes?”,
on p.72
e overhead: Handout 2
e® blank overhead transparencies

Readings for the facilitator

1. Hadjipateras A. Putting gender policy into practice: lessons from ACORD.
Bridge, Issue 5: approaches to institutionalising gender. Available online at:
www.ids.ac.uk/bridge/dgb5.htm. (Date accessed: 2000).

2. Swedish International Development Cooperation Agency. Handbook for
mainstreaming a gender perspective in the health sector. Stockholm, Department
for Democracy and Social Development, Health Division, Swedish International
Development Cooperation Agency, 1997.

Readings for the participants

Reading 2.
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How to run the session
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From: AIDOS and the Women's Health Project. Reproductive health for
all: taking account of the power dynamics between men and women.
Johannesburg, University of the Witwatersrand, 2000.

This is an input session on the concept of gender mainstreaming,
and on the actions that an organization may take in order to mainstream
gender equality into its structures and programmes.

O

1hr

Mainstreaming gender equality in institutions ‘ D ‘ Session

30 mins Activity 1: Exploring gender mainstreaming

Step 1: Start with an introduction saying that the previous sessions showed how
Q Your input and a gender inequality is embedded in society's norms and values, rules and
mbilid group discussion systems. For this reason, it is also likely to be embedded within our

organizations and institutions.
Then ask participants where and in what contexts they have heard
the term “gender mainstreaming”, and what they understand it to mean.

After listening to the various responses, put up overheads containing
n the main points outlined in Part 1 of the “Lecture notes for the
facilitator”. These include:
e defining the concept of gender mainstreaming
two aspects of the mainstreaming strategy
e gender mainstreaming in relation to women-specific programmes: does
one preclude the other?

Clarify that mainstreaming gender is not a once-off task, but an ongoing
process. After talking about the two aspects of the gender main-
streaming strategy, put up an overhead of the text below, or hand it out on
a piece of paper, and give participants a few minutes to read through it.

n Two important aspects of mainstreaming gender equality

Gender mainstreaming is a strategy for gender equality. It requires:

@ equitable distribution by sex of the resources, opportunities
and benefits of the mainstream development process,

e including the interests, needs, experiences and visions of
women as well as men in defining development approaches,
policies and programmes and in determining the overall
development agenda.

A gender mainstreaming initiative does not preclude initiatives
specifically directed towards women. Such positive initiatives are
necessary and complementary to a gender mainstreaming strategy.
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Step 2:
O Examining the

15 mins gender
sensitivity of
organizations’
programmes

Mainstreaming gender equality in institutions ‘ D ‘ Session

After you have presented the rest of the overheads of Part 1 of the
lecture notes, ask participants to discuss how much they think gender
issues have been taken into account in their organizations' programmes
and activities. Get them to talk about the extent to which their
organizational structures pay attention to addressing gender
inequalities. Let them reflect on the realities of their workplaces in
relation to the two aspects of gender mainstreaming.

Overhead. How can an organization ensure gender mainstreaming in
the content of its programmes and interventions? This list of questions
offers a tool for examining programme content to evaluate its gender
sensitivity.

How gender-sensitive are an organization’s programmes?

® Does the programme design and planning take into account
the different roles and responsibilities of women and men, and
their differential access to and control over resources? The
differentials in their access to power and decision-making?

® Does the design and implementation strategy of the
programme try to challenge existing gender and social
relations?

e® Have the potentially different impacts of this programme on
women and men (and on different groups of women and men)
been considered?

® Has it been ensured that any part of the intervention will not
contribute to worsening the position of women (or of poorer
women in relation to wealthier women?)

e® Have gender specific indicators been identified and included
into the monitoring system for programme performance?

Get participants to give examples of programmes that have and have not
taken account of these issues. Some examples of not taking gender roles
into consideration or reinforcing traditional roles when designing health
programmes include: not scheduling services at times that are convenient to
women; treating women as having the sole responsibility for childcare and
thus targeting all child health related messages exclusively at them; assuming
women's time is expendable and requiring them to volunteer their time.

Participants may wonder how health programmes could help to
challenge gender norms, which are socially and culturally constructed.
Some ways health providers could try to do this include: not requiring
women to have their spouse's agreement before providing
contraceptive services; and involving men accompanying their wives in
discussions about child health, maternal health and contraception.

Help participants think through programme designs that may
worsen the positions of women in relation to men, or of poorer women
in relation to women who are better off. Get them to think of ways of
preventing this from happening.
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1T}
Step 3: Move on to the second aspect of gender mainstreaming: 5 §
O Mainstreaming mainstreaming gender in the structure and functioning of an g 8
Bl gender equality organization. Explain that very often, in trying to mainstream gender 4
inan equality in its programmes, an organization may come up against —
organization's obstacles and barriers within its own structure. An organization’s S
structure and  decision-making structures and processes and the distribution of E
functions power and authority within organizations need to change in ways that E
make it possible for gender sensitive programmes to be supported and 2
adequately resourced. %
n Distribute Handout 1 and put up an overhead you have made from it. ‘i
Ask participants to volunteer to respond to these questions as an §
illustration of how to use them. Some may want to carry out a gender %
analysis of their organization when they get back to work, using the 2
questions in Handout 1. It can be useful to have a discussion about how
best to do this: individually, or through specially constituted teams, or
through organizing a special workshop with interested colleagues
and/or decision-makers.
O Step 4: Distribute Handout 2 to participants and give them about five minutes
30 Action and to read through it and think through what needs to be done to
barriers mainstream gender equality in their organizations.
Then brainstorm action-ideas on how participants can go about
n mainstreaming gender equality in their organization's structure as well
as its programmes. Write these up on overheads or a flip chart and

display them. You may want to add the points made in Part 2 of the
lecture notes.

Discuss issues like the potential barriers to mainstreaming gender equality
in organizations, and give examples of some successful interventions.

Main points for closing this session

Gender inequality is embedded in social institutions

Gender inequality is embedded in many institutions in society. This is the
result of two factors. First, most institutions are controlled by men,
usually by particular groups of men (wealthy, educated, those who
inherit leadership, and so on). Over time, the institutional goals,
management styles, interpersonal relationships and so on become
consolidated. Whether women are in leadership positions or not, the
way of doing business has already been set.

Social institutions are a mirror of society
Second, institutions are microcosmic representations of the society in
which they are located, and reflect gender (and other) norms
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inherent therein. If society does not value women's input, social
institutions are unlikely to do so. If society does not give women
access to decision-making, social institutions will not do so either.
Likewise, if society does not value women's health, health
institutions are unlikely to.

The role of health institutions in reinforcing gender inequalities

It is important to analyse whether and how health institutions
reinforce gender inequalities by acts of commission or omission.
Once a gender analysis of any health institution has been carried out,
it will be possible to plan for action to mainstream gender equality
in that institution. Analyses should include the barriers to
mainstreaming, and a commitment to working with allies. (When we
talk about health institutions we mean all institutions concerned
with planning, implementing and evaluating health services, training
health staff and so on.)

Session developed by Barbara Klugman
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Part 1: Concepts and definitions

What gender mainstreaming is short for

The term “gender mainstreaming” is a short-hand way of referring to the
strategies and processes that can change the way that institutions operate
in relation to the power and privilege that is associated with things done by
and for men and women. We use the word “mainstream” to indicate that

Mainstreaming gender equality in institutions ‘ D ‘ Session

issues of gender inequality should be dealt with in every aspect of
organizational structure and programming, rather than as a separate, add-
on activity. In other words, gender inequality should be addressed in the
mainstream of organization and programming. The full phrase should be:
"mainstreaming attention to gender equalities in institutional structures
and their programming”.

Gender activities are often an afterthought

The need to mainstream gender is a reaction to what often happens in
organizations. In general, organizations have tended to carry on with
business as usual, and then address gender by adding on a few additional
activities that target women. In the gender mainstreaming approach, the
organization has to consider how the following aspects of an organization
may impact negatively on women, fail to address women, or may not
promote gender equality at all:

overall goals

rules for running the organization

the entire range of programmes and policies
allocation of resources

organizational structures, job description and staffing

monitoring and evaluation systems.

Two important aspects of mainstreaming gender equality

Two aspects of a mainstreaming strategy were emphasised in the Platform
for Action of the United Nations Fourth World Conference on Women in
Beijing. These are captured in Handout 1.

® First, for the content of development programmes, mainstreaming gender
requires that the resources, opportunities and benefits of the development
process be distributed equitably (to men and women). This requires the
integration of equality concerns into the analysis and formulation of
policies, programmes and projects, to ensure that these have a positive
impact on women and reduce gender inequalities. (This aspect of gender
mainstreaming will be dealt with in some detail in the context of health
policies and programmes in the fifth and sixth modules.)
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Part 2:

Second, for how an institution or organization works, the process needs to
ensure that women's interests, needs, experiences and visions contribute
to defining the approaches, policies and programmes and to determining
the overall development agenda. This means that institutional strategies
and mechanisms need to be devised which will enable women to formulate
and express their views and participate in decision-making at all levels.

Does gender mainstreaming imply that there should not be
separate programmes that target only women?

No. Given the depth of inequality facing women, it is sometimes necessary
to target women specifically to ensure a level playing field for women and
men over a period of time. For example, special educational, training or
health programmes may be necessary for women to overcome the negative
impact of gender inequality. Initiatives which specifically target women are
complementary to mainstreaming initiatives.

Action ideas for mainstreaming gender equality in an
organization

How can an organization go about mainstreaming gender equality in its
structure as well as its programmes and activities? This may require diverse
actions, including:

A formal gender analysis: in order to identify all the processes which need
to be addressed.

Developing a policy on mainstreaming gender equality in the organization:
to specify the goals of the policy, which activities will be undertaken in
particular to address strategic gender interests of staff and constituencies,
by when, who is responsible, what resources will be allocated, and how
the implementation of the policy will be monitored.

Staff education processes: to build staff's understanding that gender
inequality can result in violations of women's human rights, and has a
negative impact not only on women staff members, but on the
organization and its work overall.

Ensuring that female staff do not bear all the institutional responsibility
for mainstreaming gender equality: or only junior staff, but staff at all
levels and men and women equally.

Changing specific policies: hiring procedures which may discriminate
against married or unmarried women; policies which do not allow for
maternity leave for women or paternity leave for men; promotion policies
which assume that women may not be able to deal with certain types of
jobs or challenges (for example, those that require extensive travelling).
Mainstreaming gender equality and equity in job allocation, job
descriptions and performance evaluation systems: so that there is no
gender stereotyping.

Evolving gender specific indicators: for monitoring all programmes and
organizational functioning.

Enforcing existing policies: such as policies on sexual harassment in

the workplace.
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Changing procedures/practices where appropriate: such as the times at

MODULE

which meetings are held; the expectation that staff members put in hours
of work after the working day is over. These not only make it difficult for
women to participate effectively, but may also label women as not
committed to the same extent as men. Such practices also make it
impossible for men to share in domestic responsibilities when they wish
to. Conscious inclusion of women in interview committees and appraisal
committees even if they are not in leadership positions would be examples
of this kind of affirmative action.

Establishing a committee to manage the entire process: comprising of all
department heads and the chief functionary of the organization.
Allocating resources to support the entire process.

Mainstreaming gender equality in institutions ‘ D ‘ Session
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‘ Handout

Questions that will help you do a gender
analysis of your organization

Identify all the different positions in your organization's organogram.
Which of these positions do men fill? Which do women fill?

What is the proportional representation of women in decision-making
positions?

What are the rules and systems for decision-making processes? Are these
top-down or participatory?

Are there opportunities for non-management staff to take the initiative
and to contribute to key decisions?

Who has access to the organization's resources: for example, transport?
computers? telephones? contacts with political leaders and key social
figures? contacts with the media?

Who makes decisions about which people have access to resources?

Does the organization have mechanisms to actively encourage women's
participation at all levels?

Are there strategies to increase women's participation at decision-making
levels?

Does the organization have mechanisms to build staff capacity across the
organization for women and men to do a gender analysis at the policy,
programme and institutional levels? Is this capacity rewarded formally?
Does the organization have staff who will be able to design and carry out
programming that supports gender equality?

Are gender related responsibilities mainstreamed into job descriptions for
all staff? Is the performance evaluation system of staff gender sensitive?
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Ideas for actions for mainstreaming
gender equality in your organization

You may find the following key points from the “Beijing +5” [1] document
and the ICPD Programme of Action [2] useful in deciding on possible

actions for mainstreaming gender equality in your organization.

“Political will and commitment at all levels are crucial to ensure
mainstreaming of a gender perspective in the adoption and
implementation of comprehensive and action-oriented policies in all areas.

Mainstreaming gender equality in institutions ‘ D ‘ Session

Policy commitments are essential for further developing the necessary
framework, which ensures women's equal access to, and control over
economic and financial resources, training, services and institutions as well
as their participation in decision-making and management. Policy making
processes require the partnership of women and men at all levels. Men and
boys should also be actively involved and encouraged in all efforts to
achieve the goals of the Platform for Action and its implementation.” [1:49]

“Programme support to enhance women's opportunities, potential and
activities need to have a dual focus: on the one hand, programmes aimed at
meeting the basic as well as the specific needs of women for capacity
building, organizational development and empowerment; and on the other,
gender mainstreaming in all programme formulation and implementation
activities. It is particularly important to expand into new areas of program-
ming to advance gender equality in response to current challenges.” [1:53]

“Develop and use frameworks, guidelines and other practical tools and
indicators to accelerate gender mainstreaming, including gender-based
research, analytical tools and methodologies, training, case studies,
statistics and information.” [1: 116a]

“Promote and protect the rights of women workers and take action to remove
structural and legal barriers as well as stereotypical attitudes to gender equality
at work, addressing inter alia: gender bias in recruitment; working conditions;
occupational segregation and harassment; discrimination in social protection
benefits; women's occupational health and safety; unequal career oppor-
tunities and inadequate sharing, by men, of family responsibilities.” [1:118b]

“Governments and employers are urged to eliminate gender discrimination
in hiring, wages, benefits, training and job security with a view to
eliminating gender-based disparities in income.” [2:4.7]

“Government, international organizations and non-governmental
organizations should ensure that their personnel policies and practices
comply with the principle of equitable representation of both sexes,
especially at the managerial and policy-making levels ...” [2:4.8]
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Linking gender and health

What participants should get out of the session

Linking gender and health ‘ (0] ‘ Session

Participants will learn to apply the tools of gender analysis to specific
health conditions, and understand how gender impacts on health

O status.

1 hr
40 mins

1 hour and 40 minutes

The materials you will need

e Handout: “Sex, gender and tuberculosis”

e overhead: “The links between gender and health”, on p. 82

Readings for the facilitator

1. United Nations Population Fund. The state of world population 2000. New
York, UNFPA, 2000.

2. World Health Organization. Gender and health. Technical Paper. Geneva, WHO,
1998.

Readings for the participants

Reading 2.

How to run the session

There are three activities. The first is your input on the links between
gender and health. In the second activity, participants work in small
groups to examine how gender impacts on health, using the case of a
specific health condition common to women and men. This is followed
by report-backs to the big group and a general discussion.
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Activity 1: The links between gender and health

Introduce the session with a brief input, using an overhead of the
box below.

n The links between gender and health

e \Women and men differ in relation to the physical spaces they
occupy, the tasks and activities they perform and the people
they interact with.

® In almost all cultures and settings around the world, and across
social groups, women have less access to and control over
resources than most men, and are denied equal access to
facilities like education and training. However, what it is to be a
man or a woman varies across cultures, races and classes. It is
important to unpack the concepts "women" and "men" and
be clear about which groups of women and men we are
referring to.

® Gender-based differences in access to and control over resources,
in power and decision-making, and in roles and responsibilities,
have implications for women's and men's health status. They
result in: differential risks and vulnerabilities to infections and
health conditions; different perceptions of health needs and
appropriate forms of treatment; differential access to health
services; different consequences or outcomes from disease; and
differing social consequences as a result of ill health.

® Gender may influence health status in the following ways:

- exposure, risk or vulnerability

- nature, severity and frequency of health problems
- ways in which symptoms are perceived

- health seeking behaviour

- access to health services

- ability to follow advised treatment

- long term social and health consequences.

Linking gender and health ‘ Ul ‘ Session

Ask participants to think of some examples of how gender influences
each of the aspects listed on the overhead.
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Sex, gender and tuberculosis

Divide the group into four or five small groups. Give each participant a
copy of the handout. Each member of the group reads individually. The
handout included here looks at gender issues in tuberculosis. You may
choose to use another example of a health condition which is common
to both sexes but which affects them differently.

Each small group then discusses its responses to the questions, and one
person records these for reporting back to the big group.

Report-backs and discussion

Activity 2:

Step 1:
Reading
10 mins individually

Step 2:
Group
20 mins discussions
Activity 3:

Step 1:
O Report-backs

Step 2:
O Discussion
20 mins

What to cover in
the discussion

Each group reports back to the big group (six or seven minutes per
group). Allow questions when all the presentations have been made,
not after each one. Note down any substantive issue or question raised,
and bring this up in the big group discussion in Step 2.

Facilitate a discussion with the whole group and end the activity by
drawing out the main points.

Keep the focus on gender

It is likely that a number of questions will be related to the specific
health condition referred to in the handout. It would be best to avoid
going into details about these, and keep the focus on gender.

Interrogate the evidence

Go through each of the discussion questions and summarize the ways
in which sex and gender play a role in it. For example: what does the
evidence tell us about women's and men's vulnerability to tuberculosis?
That tuberculosis is found to be more prevalent among men, especially
in the adult age groups. However, this may not mean that women are
less vulnerable. The diagnostic tests used, the nature of the data on
prevalence — all these may result in under-reporting of women. The
evidence is inconclusive.

Health seeking behaviour
Do we expect differences in health seeking behaviour between men
and women? Why? How does gender play a role in this? And so on.

Referring back to Session 2: How do the concepts impact differently on
male and female health?

[t may be useful now to refer back to the gender concepts introduced
in Session 2: the gender-based division of labour, gender roles and
norms, access to and control over resources, and power. Go over each
of these and elicit responses about how they may impact differentially
on the health of males and females. You may start with tuberculosis for

Linking gender and health ‘ Ul ‘ Session
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discussion, but this is the time to broaden the discussion to a more
general level and consider how the differences in women and men's
health are not merely the result of their biological differences but also
because of socially constructed gender differences.

Poor women working with firewood stoves are, for example, at a
higher risk of respiratory problems because of the gender-based
division of labour which makes cooking women's responsibility. It is
men rather than women whose jobs involve driving, including long-
distance hauling with sleep deprivation and so on, making men more
vulnerable to traffic accidents. Women's limited access to information
may mean that they are not able to recognize symptoms which indicate
an infection or health problem. Women may not have the time,
because of their double work day, to seek timely care for health
problems. On the other hand, men's full time jobs outside the home
may make it difficult for them to take leave for a clinical consultation.

Main points for closing this session

Gender factors and biological differences impact on women's and men’s
health status

Gender factors interact with biological differences between women
and men to impact on their health status.

Women and men may be exposed to differential risks of
contracting a health problem because of gender-based division of
labour, or because of gender roles and norms.

Women and men may also have varying perceptions of what
represents ill health, and what needs to be done about it.

Access to resources
Women often have more limited access to resources than men, which
are necessary for good health.

Even when they have adequate access, women may have no
authority to make decisions. This contributes to further ill health or
their inability to adequately treat their conditions.

The health sector upholds society’s gender rules and norms

The health sector mirrors society in its views and expectations of
women and men. For instance, health education messages are mostly
addressed to women, because they are seen as responsible for the
health of family members. Women are supposed to be accepting of
authority and not question the health provider's views and decisions. In
many settings, the health sector assumes that all men and women are
heterosexual, married and monogamous, and anyone who does not
conform to this pattern is viewed with disapproval. The health sector,
in other words, is another social institution which upholds gender roles
and norms.
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A gender analysis of health institutions is necessary
A gender analysis of health institutions is not only necessary to identify
actions for mainstreaming gender equality within an institution, but is

also a pre-condition for eliminating gender-based inequalities resulting
from health programmes.
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Handout

Sex, gender and tuberculosis

Read the following extract carefully and then discuss with members of your
group responses to the questions given below.

From: World Health Organization. Gender and tuberculosis. An information sheet.
Geneva, WHO, 2001.

Gender and tuberculosis

Globally, 8.4 million people are estimated to develop tuberculosis (TB) each
year, and nearly 2 million deaths result from the disease. Overall, one-third
of the world's population is currently infected with the tuberculosis bacillus,
over 90 per cent of them in developing countries.

It is the poorest people from the poorest countries who are most
affected by tuberculosis. Not only are they more vulnerable to the disease
because of their living and working conditions, they are also plunged
deeper into poverty as a consequence of tuberculosis. A person with TB
loses, on average, 20-30 per cent of annual household income due to illness.

The situation warrants urgent action to curb the epidemic. Examining
the gender dimensions of TB is important for overcoming barriers to
effective prevention, coverage and treatment of tuberculosis.

Tuberculosis incidence and prevalence is higher in adult males than in
adult females. In most settings, tuberculosis incidence rates are higher for
males at all ages except in childhood, when they are higher in females.
Studies have reported that sex differentials in prevalence rates begin to
appear between 10 and 16 years of age, and remain higher for males than
females thereafter. The reasons for the higher male prevalence and
incidence are poorly understood, and need further research to identify
associated risk factors.

Reported incidence rates for tuberculosis may under-represent females
Standard screening norms may cause more women than men with
tuberculosis to be missed. Women appear to be less likely than men to
present with symptoms of cough or sputum production, or test positive for
tubercle bacilli on sputum microscopy.

Lower rates of notification may also be a consequence of a smaller
proportion of women than men with tuberculosis visiting a health facility
and/or submitting sputum specimens for testing.

There are sex differences in the development and outcome of tuberculosis
Once infected with TB, women of reproductive age are more susceptible to
fall sick than men of the same age, and also to die from it. Evidence on the
contribution of pregnancy to these differences is inconclusive.
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HIV is contributing to sex differentials in risk of tuberculosis in young people
HIV weakens the immune system, and a person who is HIV positive and infected
with TB is much more likely to develop active disease than a person similarly
infected but HIV negative. Since young women are at a greater risk of HIV
infection than men in the same age group, in parts of Africa where incidence of
HIV is high, there are more young women notified with TB than young men.

Tuberculosis in pregnancy enhances the risk of a poor pregnancy outcome
Case-control studies from Mexico and India report that pulmonary

Linking gender and health ‘ Ul ‘ Session

tuberculosis in the mother increases risk of prematurity and low birth
weight in neonates two-fold, and the risk of perinatal deaths between three
and six-fold.

In pregnant women with a late diagnosis of pulmonary tuberculosis,
obstetric morbidity is increased four-fold, according to a recent review on
tuberculosis and pregnancy. The review also reported enhanced risk of
miscarriage, toxaemia and intrapartum complications.

Genital tuberculosis frequently leads to infertility in women

Tuberculosis of the genitourinary tract is often difficult to diagnose in both
women and men. It is however, a rare condition in men. On the other hand, one
in eight women with pulmonary tuberculosis may also have genital tubercu-
losis, as suggested by studies from India and Turkey. Genital tuberculosis is an
important cause of infertility in many developing countries, with far-reaching
consequences to their lives and their wellbeing. In India, genital TB was the
cause of tubal damage in nearly 40% of women experiencing tubal infertility.

Social and economic consequences of tuberculosis varies by gender
Because of gender differences in the division of labour and in roles and
responsibilities, tuberculosis affects women and men differently. In one
study, women patients reported inability to spend time on childcare, and
difficulty in carrying out household chores because of the deterioration in
their physical condition. Male patients reported distress because of loss of
income and inability to contribute adequately to household expenditure.

Social isolation because of stigma associated with tuberculosis affects
both sexes. But the consequences may be harsher for women and girls.
Women patients from Pakistan were at risk of divorce or marital break-
down, while in India, women with tuberculosis were concerned about
rejection by husbands and harassment by in-laws and reduced chances of
marriage, if single, while male patients were concerned principally with loss
of income and economic hardship.

Despite early care-seeking, women have a longer period of delay

before diagnosis

Studies to-date report either no gender differences, or a greater delay for
men in the time lapse between onset of symptoms and the patient's first
contact with a health care provider. However, women had a longer delay
before tuberculosis was diagnosed because

They often sought care from a private practitioner or a less qualified
professional, and waited for the treatment to take effect before going

to the hospital
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They did not go to the hospitals where TB treatment was available,
because of the distances to be covered and restrictions on their physical
mobility

Fewer women presenting with chest symptoms were referred for sputum
examination by doctors

It took the doctors longer to diagnose women with tuberculosis than men,
perhaps because they did not present with what is considered ‘typical’
symptoms: prolonged cough with expectoration.

Men are more likely not to complete treatment

Studies report that while men are better able to access TB treatment from a
DOTS facility, the need to earn a livelihood also acts as a barrier to
completing treatment. Women, on the other hand, have greater difficulty
reaching an appropriate facility, but those that do, usually complete
treatment.

Questions for discussion in small groups

Your response may be based on the reading above, but need not be
restricted to it. Feel free to draw on your experiences and previous
knowledge of these issues when answering the following questions.

Are there different risk factors for women and men?

Do the roles that society prescribes for women and men account for
differences in the risk factors?

What are the barriers/obstacles to obtaining treatment for the condition?
Are the barriers different for women and men?

Are there differences for women and men in the severity of consequences?
What do you think accounts for these differences?

Are there different responses from the health sector?

Are there different responses from society at large?
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What participants should get out of the session

Participants will have a consolidated overview of the tools and concepts
introduced in the Gender Module, and of the links between them.

10 minutes

How to run the session

This is a one activity input session.

What your input should cover

Review the main points made in the Module brief and put up your
n overhead: “Structure of the module”.

Highlight the tools and concepts

the distinction between sex and gender

the gender-based division of labour, tasks and activities

roles and norms concerning masculinity and femininity

access to and control over resources

power and decision-making

gender mainstreaming.

Applying the tools and concepts

Remind participants that they used these concepts to carry out a gender
analysis of their organizations and to identify actions needed for
promoting gender equality at the organizational level. Remind them that
this is an exercise that needs to be done in all health institutions — those
directly delivering health services, those training health personnel,
institutions responsible for planning, policy making and resource
allocation, institutions involved in producing drugs and equipment, and
so on. The tools and concepts for gender analysis were then applied to
a specific health issue to analyse how gender impacts on various
dimensions of health.

Introduce the next two modules

The next two modules will provide further analytical concepts and tools,
related to determinants of health, and rights. The concepts introduced
in these three foundation modules will be revisited throughout the
course to examine how to address gender issues in health information,
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health policies and programmes. For example, while the concept of
gender mainstreaming was introduced in the first module, the
information and skills necessary to initiate action for gender
mainstreaming will be provided in the application modules on evidence,
policy and health systems.



Module 2: Social determinants




Structure of the Social Determinants Module

1 Determinants of health and illness

lllustrates that health is more than a medical issue, and
introduces the concept of social determinants of health,
including gender as one of these determinants.

2 Inequalities and inequities in health

Reinforces the concepts introduced in the earlier session,
and illustrates how inequities in health by gender, class,
race (or any other social category) are the result of
differences in social roles and norms across these groups,
as well as unequal access to power and resources.

A multi-level framework for
understanding the social determinants
of health

Promotes understanding of the various levels — individual,
household, community, national/provincial and inter-
national — at which health determinants, including gender,
operate, and of the interrelationship between these. Also
helps better understanding of the structural factors
underlying the impact or success of policies and
programmes designed to address these problems.

Exploring the links between gender
4 and other determinants of health

Introduces another layer of complexity: disentangles at
each level of analysis the factors influencing women'’s
health which relate to women'’s social situation as a
member of a given class, race or ethnic group, and those
that relate to their gender position in relation to men
within the same social group. Challenges participants to
begin thinking about how this analysis can shape and
inform policies and interventions.
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Module brief

What participants should get out of the Social
Determinants Module

Participants will:

be aware that health is more than a medical issue, and be familiar
with the concept of social determinants of health

be able to identify gender as one of these determinants, and be aware
that it is affected by and interacts with other determinants

have an understanding of the various levels at which health
determinants operate, and the interrelationship between these
distinguish between the factors affecting women’s health:

- that are common to women and men of a specific social group (for
example, rural/urban, poor/rich)

- that arise from women's biological differences from men

- that are related to gender-based differentials

and understand how these may all be interrelated

acquire the skills to apply the social determinants and gender
framework to understand the structural factors underlying the impact
of health policies and interventions

understand that this knowledge can be applied to shape and inform
health policies and interventions.

The thinking behind the module

Health is a social issue

The approach to gender issues in health that has been adopted in the
course as a whole, and in this module, is guided by the view that health
is not simply a medical issue based on natural and biological factors and
medical interventions. Health is a social issue. Where and how we live,
what we do, whom we interact with, and the nature of these
interactions and relationships — all these affect our health. Thus, health
is a product of the interaction between our biology and the physical,
socio-cultural and political environment in which we live and act.

The Social Determinants Module places gender in the context of
other social determinants of health, and shows the links between
gender and other health determinants.

The Gender Module showed that women and men have different
roles and responsibilities and different social realities, and that this is not
only because of biological differences but also because of socially
determined gender norms. Women and men have different
responsibilities, and differential access to and control over resources.
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Consequently, women’s health needs, their health seeking behaviour
and their access to health services are likely to differ substantially from
those of men, thus contributing to gender differentials in health status.

Session 1 introduces the concept of social determinants of health
through two group exercises. It argues that a social determinants
framework, when based on a gendered understanding of the world,
requires that we take gender into account as an important determinant
of health.

Session 2, based on readings on inequities in health, builds on
these concepts to show that inequities in health across social
groups are largely a consequence of unequal access to power and
resources. This session discusses the concepts of health equity and
health equality. Equity is not the same as equality: it is a commitment to
increase the equality of opportunity in health and human development
for the groups in society which have suffered discrimination. Unequal
access to power and resources creates conditions that put some people
at a higher risk of ill health and limit their access to health care within
and outside the home, creating inequities in health status. The session
locates gender inequities in health in the context of inequities related to
other social determinants of health. It shows how gender is affected by
other social determinants and how it interacts with them.

| SN MODULE
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Session 3 is a participatory exercise which aims to help
participants understand the various levels at which health
determinants (including gender) operate, and of the
interrelationship between these. Factors affecting health are also
influenced by the local, national and global environments. A
community’s access to resources is related to the wealth of a country as
well as to the community’s relative power in the national context.
Similarly, international forces — like a slump in the export prices of
agricultural commodities — may cause widespread unemployment in a
local community. This in turn would affect the resources available to a
household and to its women, thus having an impact on their health.
Health sector reforms that some countries have initiated — in particular
introducing user charges and privatizing health services — also have a
bearing on the health of women and men.

Session 4 introduces another layer of complexity for analysing
the factors which influence health.

It helps participants see the need to understand

e factors that relate to women’s and men’s social situation: their class,
race, ethnicity or position in the social hierarchy as member of a
community, which may be common to women and men

e factors that relate to the biological differences between women
and men
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Time: About
Objectives Format of 9 hours and
Participants will: activities 30 minutes
Introductory Introduction to the @ be acquainted with module objectives and contents Input 10 mins
session Social Determinants
Module
w
H Determinants of ® be aware that health is more than a medical issue, Individual/small 20 mins 2'
ﬁ 1 health and illness and familiar with the concept of social determinants group work CE’
of health
Big group discussion 40 mins E
T
Small group work 45 mins § 2
£
Big group discussion 15 mins E
g Inequalities and @ understand the factors underlying inequities in health ~ Individual work Outside course -
ﬁ 2 inequities in health status by gender and other social determinants of reading essential hours
health (such as race, class, ethnicity and place of literature
residence)
@ locate inequities in health by gender within the Work in groups 40 mins
context of inequities related to other social
determinants of health, and discern how gender Big group 1 hr 50 mins
interacts with and is affected by other social discussion and
determinants of health summing up
3 A multi-level ® have an understanding of the various levels at which Small group work 40 mins
@ 3 framework for determinants of health operate (international,
understanding the national, community, household, individual) Participatory big 1 hr 50 mins
social determinants @ gain insights into the structural factors underlying the  group exercise
of health impact of policies and programmes
3 Exploring the links @ distinguish between factors affecting women’s health ~ Big group 1 hr 15 mins
ﬁ 4 between gender that are common to women and men of a specific participatory
and other social group (e.g. rural/urban, poor/rich); that arise exercise
determinants of from women’s biological differences from men; and 45 mins
health that are related to gender-based differentials in roles Plenary discussion
and norms; access to and control over resources and
in power between women and men within the same
social group
e distinguish amongst the above three categories the
different levels of at which the determinants operate
@ acquire the skills to apply a gender and social
determinants framework to shape and inform policies
and interventions
Concluding  Module summary @ have a consolidated overview of tools and concepts Input 15 mins

session

introduced in the module, and their linkages
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e factors that relate to women’s status in relation to men because of
gender, particularly in relation to power and control over resources.

Sessions 3 and 4 both contribute to a more nuanced under-
standing of the determinants of health, and provide essential
tools for the design of interventions and policies. For example, the
interventions needed to address women’s health problems which arise
from their poverty (social situation), may be very different from those
needed to address the problems arising from their relative lack of power
in relation to men in their own households. Similarly, appreciating the
complex interaction of international and national, and community,
household and individual factors in determining gender differentials in
health status, helps us understand why a policy or programme might
succeed or fail to make an impact.
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Introduction to the Social
Determinants Module

What participants should get out of the session

You will introduce participants to the module’s structure, content and
objectives.
10 mins 10 minutes

How to run the session

‘ [ (SN MODULE
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This is an input session.
n Introduce the module using overheads from the Module brief:
e “What participants should get out of the Social Determinants Module”

“Structure of the Social Determinants Module”
e “Module outline”.
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SESSION

Determinants of health and illness

What participants should get out of the session

Participants will:

‘ SN MODULE

@ Dbe aware of health as more than a medical issue
e be familiar with the concept of the social determinants of health

and illness.
2 hrs 2 hours

Materials

SOCIAL
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e Handout 1: “A modern parable”
e Handout 2: “Poem”

e handout or flip chart: “Questions for discussion: what makes a person

healthy?”, on p.99
e flip charts and pens

Readings for the facilitator and the participants

1. Blaxter M. Health and lifestyles. London, Tavistock-Routledge, 1990: chapter 3
"What is health?".

2. McKeown T. The modern rise of population. London, Edward Arnold, 1976:
chapter 5 “The medical contribution”.

How to run the session

This session consists of three activities. The first is a small group
discussion or individual work on determinants of health and illness,
followed by a discussion in the big group. In the second activity,
participants read a story in small groups and write down their responses
to questions. These responses are then discussed in the whole group.
The third activity is the reading of a poem which looks at the connection
between poverty and illhealth.
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Activity 1: Discussing the determinants of health and illness

Looking at the or on a flip chart. Make it clear that there are no right or wrong answers.

questions for
discussion Questions for discussion: what makes a person healthy?

O Step 1: Present participants with the questions in the box, either as a handout
5 mins

What is a healthy person like?

What are some of the factors which contribute to good health?

What are some of the factors which contribute to ill health?

Of the factors listed in questions 2 and 3, which are social and

which are biological?

5. Are there differences in health status across different social
groups? If yes, what are they, and what are some of the
reasons for these differences?

6. What are the differences, if any, between the social and

biological causes of ill health?

| [ (SN MODULE
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Step 2: Participants may work individually or in groups (depending on the size

Write down of your group). They must write down their responses on a piece of

15 mins responses paper if they are working individually or on a flip chart if they are
working in a group.

Step 3: After participants have written down their responses facilitate a

Whole group discussion in the whole group. This is not a report-back session;

a0 mins discussion participants respond to the questions as you raise them. The first two

guestions could be taken together for discussion, the third and fourth
together, and the fifth and sixth one at a time.

What to cover in  Questions 1 and 2: Defining health
the discussion Responses to the first question usually start off with the obvious — a
healthy person has no infections - and usually include: a healthy person
does not feel tired all the time and has no lingering aches and pains; a
healthy person is relaxed, positive, happy; and so on.

Answers to the next question, on what makes for good health,
usually overlap with those to the first, and range from having one’s basic
needs for food, clothing and shelter met, having access to basic
amenities such as water supply and sanitation, and living in a pollution-
free and clean environment, to living in pleasant surroundings, being
productive, creative and useful, relaxed and happy, and feeling positive
and supported.

Use the responses to both these questions to help participants
arrive at an agreement on what is meant by health. More often than
not, the definition they arrive at is similar to the WHO definition of
health as “not merely the absence of disease but a state of complete
physical, mental and social well-being”.
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Questions 3 and 4: Exploring the social causes

Questions 3 and 4 are intended to elicit responses that look beyond the
obvious physical and biological causes of ill health. The responses usually
range from: living in an unhealthy environment, crowded and poor
quality housing, malnutrition, congenital problems, poverty and lack of
education, to diseases related to lifestyles — stress, smoking and
substance abuse, lack of exercise, eating junk food and so on. Armed
conflicts and wars, forced migration and natural calamities are also
sometimes mentioned.

‘ SN MODULE

Question 5: Different social groups have different health status

The discussion on this question should elicit and examine the factors
underlying observed differentials in health status by: place of residence
(rural/urban); socio-economic status group; race/caste/ethnicity/religion;
and sex. This includes differentials in risks and vulnerability, in
perceptions about health, health seeking behaviour, access to health
services, responses of the health provider, and long term social and
health consequences. For example: Why are rural infant mortality rates
higher than urban rates in most countries? Is it poverty, lack of
education, poorer environment, or lack of access to health services? And
why do we take for granted that poor people would suffer higher
mortality rates? In what ways does poverty make it difficult for a person
to be healthy? Remind participants of the various dimensions of health
they looked at in Session 5 of the Gender Module.

SOCIAL
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Question 6: The social causes of illness are different from the biological causes
While the biological causes of ill health may not always be preventable,
the social causes can be confronted and modified by policy and
programme interventions. However, these two sets of causes cannot
easily be separated. A child with a low birth rate may be born in a rich or
a poor household. But this is more likely to happen in a poor household
because of the poor nutritional status of the mother, or infections, lack
of antenatal care, and so on. Further, the survival chances of a baby with
a low birth weight would differ significantly depending on the
household’s resource base. Policy interventions could be designed both to
prevent low birth weight from avoidable causes and to improve the
survival chances of babies born in under-resourced environments.

Important points to highlight

e Health is a socially constructed reality: a product of the physical and
social environment in which we live and act.

e Differences in people’s health status, including gender differences,
arise not only from biological differences but also from differentials in
social and economic status.

e Social determinants of illness can be confronted and modified by
policy interventions.
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This activity was modified by the Key Centre for Women's Health,
Melbourne, Australia, to focus on gender differentials in
determinants of health. Participants were divided into three groups
and given a slightly different set of questions based on those in the
box: "Questions for discussion: What makes a person healthy?" on
p.00. The first group was asked to answer questions about the
healthy adult/person, the second about the healthy man and the
third about the healthy woman.

While many characteristics of a healthy man and a healthy
woman (as described by participants) were similar, there were also
some striking differences. For example, a healthy man was
considered to be someone who could shoulder responsibilities and
had energy to do his job, while a healthy woman was described as
someone who was able to do household work and take good care
of her skin.

The discussion highlighted the underlying values behind these
descriptions: assumptions about women’s and men’s roles and
activities, and expectations that a woman should be beautiful and have
a nice skin while a man should be strong. These were related back to
the discussions on gender roles and norms in the Gender Module.

The main points that this activity highlighted were:

e gender roles and norms are important social determinants of
health and illness

@ gender norms lead to different assumptions about what good
health means for men and women.

Activity 2: “A modern parable”
This activity aims to consolidate what participants learnt in the previous
activity and explore social determinants of health in greater depth.
Step 1: If you did the earlier activity in groups, this one could continue in the
O Reading and same groups. If not, divide participants into groups of no more than eight
20 mins discussion in  members each. Each group reads Handout 1: “A modern parable” and
groups then discusses the questions and writes their responses on a flip chart.
Step 2:  Ask each group to put up its flip chart on the wall. Participants have five
Reading each minutes to walk around and read them.
others’

responses
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Step 3: Start the discussion with these two questions:
O Whole group
20 mins

discussion e \What do you think is the “machinery” that causes ill health in
present-day society?
e What is needed, then, to prevent ill health?

What to cover in  Exploring the machinery of ill health

the discussion [t is important to go beyond the narrow picture in the story. Very often,
the responses to the two questions in the handout are about the need
for better training for the workers and greater safety. But start
guestioning whether the machinery itself is a given, something that
cannot be changed. This will bring to the surface the values that
underlie the decisions in the story: Is it okay to trade worker safety off
against increased production? Is it okay to settle for a lower level of
production if this would ensure worker safety? Does it make sense to
increase production when it also increases the level and scale of
investment required to deal with the injuries that result? Why not slower
machinery and a first aid centre, rather than high productivity machines
which create the need for a high tech hospital and at the same time
seriously compromise workers’ well being?

‘ SN MODULE
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Putting profits before people

The parallel with present-day society may be much more difficult to elicit
from participants. The machinery that causes ill health is a way of life
that puts profits before people. What is seen and promoted as
development often causes a great deal of damage to people’s health.
Ask participants to give examples of this from their settings:
environmental pollution, the use of chemical fertilizers and pesticides to
increase food production, a way of life that contributes to the
breakdown of social support networks, and so on. These factors have
differential impacts on different social groups, and within these, women
and men are affected differentially.

Preventing ill health
Preventing ill health involves questioning many things that we have
taken as given: the accumulation of wealth as development; the
widening gaps between the rich and the poor; the provision of
medication and drugs to treat health problems that are caused by
social inequalities.

What the health care system now does is the same as providing
first aid to the seriously injured workers of the factory in the modern
parable without questioning why such hazardous machinery was being
used in the first place, who benefited from it, why it was that the
workers were expected to take responsibility to learn to use the
machines more safely, and whether the machinery could be replaced.

Important points to highlight

e Social causes of illness, such as poverty and lack of access to health
services, are not given; they are the result of a way of life that puts profits
before people and vests power in some while denying it to others.
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e Social causes of ill health are related to issues of social justice and

Activity 3:

equity. They are, therefore, not inevitable but can be changed if there
is political will.

A poem to consolidate

This activity is meant to reinforce the message about the social causes of
illness. Ask one of the participants to volunteer to read Handout 2, the
poem by Berthold Brecht. It is not necessary to discuss or debate the poem.

Session developed by TK Sundari Ravindran
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%‘ Handout
A modern parable
Read the story and discuss the questions in your group. Write your group's
responses on a flip chart.
® What, in your opinion, is the message the story is trying to convey?
® What parallels can you draw between this modern parable and present-

day society’s approach to the health problems of the population?

From: Wilkinson A. It’s not fair. London, Christian Aid, 1985:72.

There was once a factory which employed thousands of people. Its
production line was a miracle of modern engineering, turning out
thousands of machines every day. The factory had a high accident rate.
The complicated machinery of the production line took little account of
human error, forgetfulness, or ignorance. Day after day men and women
came out of it with squashed fingers, cuts, and bruises. Sometimes a man
would lose an arm or leg. Occasionally someone was electrocuted or
crushed to death.

Enlightened people began to see that something needed to be done.
First on the scene were the churches. An enterprising minister organized a
small first aid tent outside the factory gate. Soon, with the backing of the
Council of Churches, it grew into a properly built clinic, able to give first aid
to quite serious cases, and to treat minor injuries. The town council became
interested together with local bodies like the Chamber of Trade and the
Rotary Club. The clinic grew into a small hospital, with modern equipment,
an operating theatre, and a full time staff of doctors and nurses. Several
lives were saved. Finally the factory management, seeing the good that
was being done, and wishing to prove itself enlightened, gave the hospital
its official backing, with unrestricted access to the factory, a small annual
grant, and an ambulance to transport serious cases from workshop to
hospital ward.

But year-by-year, as production increased, the accident rate continued
to rise. More and more men and women were hurt or maimed. And, in spite
of everything the hospital could do, more and more people died from the
injuries they received.

Only then did some people begin to ask if it was enough to treat
people’s injuries, while leaving untouched the machinery that caused them.
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‘ Handout

Poem

A Worker's Speech To A Doctor

We know what makes us ill
When we are ill, we are told

‘ SN MODULE

That it's you who will heal us.
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For ten years, we are told

You learned healing in fine schools
Built at the people’s expense

And to get your knowledge

Spent a fortune.

So you must be able to heal

Determinants of health and illness ‘ —_ ‘ Session

Are you able to heal?

When we come to you

Our rags are torn off us

And you listen all over our naked body

As to the cause of our illness

One glance at our rags would

Tell you more. It is the same cause that wears
Our bodies and our clothes.

The pain in our shoulder comes
You say, from the damp; and this is also the reason
So tell us; where does the damp come from?

Too much work and too little food
Makes us feeble and thin

Your prescription says;

Put on more weight

You might as well tell a bulrush
Not to get wet.

How much time can you give us?
We see: one carpet in your flat costs
The fees you earn from

Five thousand consultations.

You’ll no doubt say

You are innocent. The damp patch

On the wall of our flats

Tells the same story. Berthold Brecht
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Inequalities and inequities in health

What participants should get out of the session

Participants will:

e understand the factors underlying gender inequalities and inequities in
health status as well as other social determinants of health (like race,
class, ethnicity and place of residence)

e locate gender inequities in health in the context of inequities related to
other social determinants of health, and see how gender interacts with
other social determinants of health and is affected by them.

2 hours and 30 minutes
Prior preparation

e Readings are to be distributed to participants on the afternoon before
this session is run. See instructions under Activity 1 on p.107.
Materials

e Handout: “How to report back on the readings”

Readings for the facilitator

General 1. Kreiger N. Embodying inequality: a review of concepts, measures, and methods
for studying health consequences of discrimination. International Journal of Health
Services, 1999, 29(2):295-352.

Gender 2. Arber S. Comparing inequalities in women's and men's health: Britain in the

1990s. Social Science and Medicine, 1997; 44(6):773-87.

3. Doyal L. What makes women sick: gender and the political economy of health.
London, Macmillan, 1995:chapters 1 and 2.

4. Macran S, Clarke L, Joshi H. Women's health: dimensions and differentials.
Social Science and Medicine, 1996, 42(9):1203-1216.

5. Young R. The household context for women's health care decisions: impacts of
UK policy changes. Social Science and Medicine, 1996, 42(6):949-963.
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6. Davey-Smith G, Bartley M and Blane David. The Black report on socio-economic
inequalities in health 10 years on. British Medical Journal, 1990, 301:373-377.

7. Kaplan GA et al. Inequality in income and mortality in the United States:
analysis of mortality and potential pathways. British Medical Journal, 1996,
312:999-1003.

8. Marmot MG, Kogevinas M, Elston MA. Social/economic status and disease.
Annual Review of Public Health, 1987, 8:111-135.

9. Rahkonen O, Lahelma E, and Huuhka M. Past or present? Childhood living
conditions and current socio-economic status as determinants of adult health.
Social Science and Medicine, 1997, 44(3):327-336.

10. Kaplan GA. People and places: contrasting perspectives on the association
between social class and health. International Journal of Health Services, 1996,
26(3):507-519.

11. Lillie-Blanton M, Laveist T. Race/ethnicity, the social environment and health.
Social Science and Medicine, 1996, 43(1):83-91.

12. Verheij RA. Explaining urban-rural variations in health: a review of interaction
between individual and the environment. Social Science and Medicine, 1996,
42(6):923-935.

Readings for participants

Readings 3, 4, 6, 8, 11 and12.

How to run the session

Activity 1:

There are three activities in this session. In the first, participants read an
article on social inequities in health individually over an evening, out of
class hours. The second is a group activity in which participants discuss
the main findings of their articles in groups, and prepare a group report.
The third is a whole group discussion based on the group reports.

Preparation for reading

This activity has to be introduced to participants the day before this
session takes place, usually on the day on which the Gender Module
is being run.

Divide participants into six groups and give each group a key basic
reading on inequalities and inequities in health. You may choose from
the list of readings above or draw on other readings. At least two groups
have to read articles on gender-based inequities, two on inequities by

Inequalities and inequities in health ‘ N ‘ Session
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social class/income group, and two on inequities arising from other
social determinants such as race/ethnicity, or place of residence.

Ask participants to read their articles individually during the
evening, outside class hours.

)

2 hrs

ED Gt Activity 2: Reporting on the readings

| SN MODULE

Step 1: This activity is for the day after participants have read the articles.
Preparing a Those who read the same article work together to prepare a
d0mins group report written group report. The handout explains how.
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Step 2: Each of the six groups presents a summary report of their readings to the
Presenting whole group. They are each allowed seven minutes, with between three
= group reports and five minutes after the presentation for clarification. Note down any
issue that needs substantive discussion and bring it up in the whole
group discussion which follows.

OMiO
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Step 3: Social factors affect many aspects of health
Whole group Summarize the main points made in the presentations, drawing
Somins discussion attention to the ways in which social class, race/ethnicity or gender may
influence many dimensions of health, ranging from risk and
What to cover in vulnerability, to health seeking behaviour, access to health services, and
the discussion long term health and social consequences.
For example, living in a low income settlement with poor housing
conditions and sanitation may expose people to a higher risk of tuberculosis.
The absence of any accessible health facilities may make it difficult for an
infected person to initiate treatment. Further, because she or he is from a
low income group, the person may be unable to afford treatment.
Make links with points made in the gender and health session
[Session 5] of the Gender Module, and elicit responses from participants
to extend the discussion to include other social determinants.

iO

Inequity and inequality
The discussion then moves on to the distinctions between
differences and inequality on the one hand, and inequity on the
other. In public health, the concept of health inequity is often used
to describe inequalities in health that are perceived to be unfair. This
concept arises from the recognition that there are bound to be
differences in the health status of individuals, and for a number of
reasons, many of these random or biological and hence unavoidable.
But when the health indicators for one group are observed to be
consistently lower than those for another group, and this group does
not have the same access to many of the social and material
conditions and other resources necessary for healthy living, then we
may call this health inequity.

Equity — the absence of particularly unfair differences, is different
from equality — the absence of differences in general. The use of the
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concept of health equity may appear to be in conflict with health
equality, as viewed from a human rights perspective. Pursuing equity in
health means trying to reduce social disadvantages or their health
effects among disadvantaged groups; it thus requires selectively
focusing on disadvantaged groups, which may be seen as giving them
preferential — and therefore unequal — treatment.

From a human rights perspective, equality — and equal protection
for groups and individuals in law — is a crucial concept. However,
equality and non-discrimination do not mean identical treatment in
every instance. International human rights law recognizes positive
discrimination in favour of socially disadvantaged groups in order to
ensure genuine equality in practice.

Thus, while equity is not the same as equality, it is a commitment to
increase the equality of opportunity for health and human development
for groups within a society who have suffered discrimination, and in this
sense it corresponds very closely with important elements of the human
rights framework, introduced in the Rights Module.

Is there a difference between gender and other social determinants of health?
Yes. One difference is that gender-based inequities interact with
inequities by social class, race, caste or ethnicity, so that women may
face additional disadvantages compared to men from the same social
stratum or group. Further, the construction of gender varies across race,
class, caste, ethnicity and so on. We cannot look at gender relations in
isolation. A second, more important difference is that there is often a
tendency to confuse gender-based inequities in health status with those
arising from biological differences.

Main points for closing this session

Inequities in health arise largely from differentials in social and economic
status, and differential access to power and resources. This is also true
of gender-based inequities in health.

Gender-based inequities in health co-exist and interact with
inequities related to other social determinants, placing women at an
additional disadvantage.

Session developed by TK Sundari Ravindran

‘ [ (SN MODULE

SOCIAL

Inequalities and inequities in health ‘ N ‘ Session
DETERMINANTS



110 ‘ WHO Training Curriculum: Gender and Rights in Reproductive Health

‘ Handout

How to report back on the readings

Your group has been given an article on inequalities in health. Read the
article yourself, and then as a group discuss the main findings and prepare
a brief written presentation of no more than seven minutes. Nominate one

‘ [ \SH MODULE

of the group members to report back to the big group.

SOCIAL

DETERMINANTS

The presentation should:

® start with a brief introduction to the paper: title, author(s), whether it is a
research study, a review article, or chapters from a book

® outline the main thesis or argument in no more than five or six lines: What
is the paper about? What is it telling us about how social class,
race/ethnicity or gender influences health status?

Inequalities and inequities in health ‘ N ‘ Session

® describe how the article builds the arguments towards the main thesis.

It is not necessary to cover every point made in the paper, or paraphrase it
page by page. Just pull out the main threads. Present a few (no more than
three) tables or graphs if these will contribute substantially to illustrating
the arguments.

Conclude with your own reactions to the paper. Did you find the
paper useful? In what ways? Are there some points you do not quite agree
with? Why?
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A multi-level framework for

understanding the social determinants
of health

What participants should get out of the session

Participants will:

e have an understanding of the various levels at which determinants of
health operate (international, national, community, household,
individual, and so on)

® gain insights into the structural factors underlying the impact of health
policies and programmes.

2 hours and 30 minutes
Materials

e overhead: “The various levels of determinants”, on p.112

e several sets of cards in five different colours, at least A5 size

e twine, cellophane tape and a large display board or wall where the

display can stay up for the whole course

Readings for the facilitator

1. Arber S. Class, paid employment and family roles: making sense of structural
disadvantage, gender and health status. Social Science and Medicine, 1991,
32:425-436.

2. Cooper DE, et al. The impact of development policies on health: a review of the
literature. Geneva, World Health Organization, 1990: chapters 2 and 7.

3. Dyches H, Rushing B. International stratification and the health of women: an

empirical comparison of alternative models of world-system position. Social
Science and Medicine, 1996, 43:1063-1072.

Readings for participants

Readings 2 and 3.
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How to run the session

O

This session begins with a small group activity to identify the social
determinants of health operating at various levels, followed by a whole
group activity in which the multi-level framework is constructed with
inputs from the various groups and yourself.

40 mins Activity 1: Building a framework for analysis

Step 1: Start the session with a brief introduction to the activity.
O Looking at the
10 mins

various levels:
from the
international to
the individual

Overhead Put up the following table to illustrate what you mean by
determinants operating at various levels.

The various levels of determinants

Individual Household Community National International

biological or genetic; the social and level of development; size of the country; global economic

age; parity; birth order; economic status of the  rural or urban; stratified  population; level of scenario and dominant

education; employment; household within the or homogenous; having ~ development; type of economic ideologies;

decision-making power; community; the health resources or not;  governance; structure balance of power

marital status household's access to inheritance norms, of the health system; between various

resources norms for place of extent to which geo-political forces;
residence after marriage  dependent on the health sector reform;
global market; nature international human

of health policies and rights regime
contours of health
sector reform packages

30 mins

Step 2:
Exploring the
levels in groups

Ask participants for other examples of social determinants of health
operating at each of the levels.

Divide participants into about five groups. Ask each group to identify
factors that influence a person's health status that they consider
important, at each of the five levels. Each group is given cards of five
different colours, each colour corresponding to one of the levels.

They write each factor on a separate card of the appropriate colour for
the corresponding level. The cards and the writing should be large
enough for people to read when displayed on a board.
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1 hrs

>0 mins Activity 2: Constructing the multi-level framework

Step 1: You need a large display board or a blank wall where you can leave the
O Putting up the display undisturbed until the end of the course. Put up five column
20 mins

cards headings marked “individual”, “household”, “community”, “national”
and “international”.
Each group takes turns to display below the column headings their
five cards. One member of each group puts up the group’s cards.
Each group adds on new factors and does not repeat factors if they

w
-
=2
[a]
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have already been mentioned.
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Step 2:

The links
between the
factors

After all the groups have put up their cards, each group takes turns to
illustrate the links between factors at various levels.

Each group may be asked to work through just one factor, starting
from one of the levels and linking to others.

Example: Poor nutrition in a child

Consider the example of poor nutrition in a child. The child may be a
girl, or have a high birth order. This is a factor at the individual level. The
child may be born in a household with limited resources, located in a
community where the income from farming has fallen dramatically
because of a fall in prices of primary products internationally and the
government's lack of bargaining power in the international setting.

Example: National programmes

Starting at the national level, a national programme for improving
irrigation facilities through the construction of large dams would benefit
some communities and lead to the displacement of others. If the
community is poor and has little bargaining power, then it is not likely
to demand the implementation of a reasonable rehabilitation and
resettlement programme; to be a poor household in such a community
could mean loss of livelihood and living space and being reduced to
destitution. The women in the household would be the worst affected.

Recognizing diversity in the group

If the participants come from diverse backgrounds and work with
diverse groups (which would be the case in an international course) it
may be useful to discuss how the individual, household, community and
national/provincial factors vary in different country settings.

In order to make the links across factors at different levels
graphically, use string or twine and cellophane tape to connect cards
representing different level (see diagram opposite).

Often, each factor is connected to several others. Other members
of the group making the presentation are encouraged to identify as
many links as possible.

In the course conducted by the Women’s Health Project, South
Africa, health managers attending the course were often quick to
give ignorance as an important factor leading to a health
problem. For example, saying women were poorly nourished
because they were ignorant about balanced diets. This exercise
gave the facilitator an opportunity to challenge this notion, and
to draw attention to the neglect of the rights of these women —
the right to livelihood — as well as other factors that may also be
involved, such as the high cost of nutritious food, and women'’s
lack of land rights.

This part of the activity can become time consuming. Maintain a brisk
level of questioning and discussion, and ensure that making the links
across the different levels is completed within about 40-45 minutes so
that participants stay interested.
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Multilevel factors influencing low nutrition in a girl child in a developing country
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Important
points to
highlight

Step 3:
O Whole group
45 mins discussion

What to cover in
the discussion

A multi-level framework for understanding the social determinants of health ‘ w ‘ Session

Social determinants of health operate at various levels, from the
individual to the international.

Some of the determinants at the different levels are common
across countries and regions, while others vary.

There is a need to go beyond determinants at the individual and
household levels — beyond attributing poor health to being a woman or
being poor — to lack of education, living in a low income settlement
without access to basic amenities, poor access to health facilities and
SO on.

Underlying many of the factors at the individual and household
levels are larger political and economic forces. If we do not see the links
between these factors, which are easily discernible, and the structural
factors operating at the macro-level, we may end up blaming the victim,
or unable to effect any improvements in the health of certain population
groups. At the same time, the impact of international and national
forces — for example, structural adjustment programmes and health
sector reform — is governed by norms and practices at the community
and household level.

The five levels operate collectively, sometimes in the same direction,
at other times in contradictory directions — but often to the disadvantage
of marginalized groups.

At this point participants may feel daunted or defeated by the larger
forces at play. It is important to discuss how understanding the larger
forces can and should significantly help us design better and more
appropriate interventions.

Using an example: a high level of reproductive morbidity among women in
a given community

Consider the issue of a high level of reproductive morbidity among
women in a given community. A situation analysis may point to the
absence of reproductive health services. However, the reason for this
absence may in fact not be a lack of resources. The country's health
services may be influenced by donor funding policy (a factor at the
international level) which sees population control as the priority. If this is
the factor underlying the lack of reproductive health services, the
intervention needed may not be to mobilize more funds, but advocacy
and lobbying efforts at various levels, such as mobilizing international
opinion against the donor’s policy.

Looking at other scenarios

You could elicit and discuss similar examples from participants. For
example, a large proportion of pregnant women with a complication in
delivery not going to a health facility could be a question of
empowerment. If so, working with women in the community would
help. If, in addition, there are poor roads and no transport, the local
government would have to be involved in improving the road, the local
health centre may have to be lobbied for making a vehicle available, or
resources mobilized from elsewhere — for example, from a special
scheme of the federal government — for buying a vehicle. If, on the other
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hand, the main reason is the introduction of user fees for delivery
services following the World Bank's recommendations on health sector
financing, action may have to be undertaken at many levels: from a
community health fund for mothers-to-be, to national-level lobbying
and advocacy to focus public opinion on the adverse consequences of
the introduction of user fees.

The importance of understanding structural factors

There is another reason why it is important to understand the structural
factors influencing access to the conditions necessary for good health
and to health services. Say we are designing a nutrition education
programme in a province or at the national level, because of a research
finding that poor diet is an important contributor to malnutrition in
children. At about the same time, the government cuts its food subsidies
and staple foods are no longer available at subsidized prices for the
poor. The programme would immediately have to take into account that
nutrition education alone would not help, because food is now more
expensive. To be effective, the programme may have to be redesigned,
for example to include access to food at subsidized prices to those most
in need.

A quick look at rights

The next module, on rights, provides a framework and conceptual tools
for looking at the rights involved when a person suffers ill health, and
for designing interventions and proposing policy measures that aim not
only to prevent the neglect or violation of rights necessary for the
prevention of ill health, but also to enable the enjoyment of rights
essential for good health.

Main points for closing this session

Understanding the national and international factors that underpin the
individual and household factors influencing health is necessary for
designing appropriate and effective interventions.

Session developed by TK Sundari Ravindran.
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Exploring the links between gender and
other determinants of health

SESSION

What participants should get out of the session

MODULE

Participants will:

LY

e be able to distinguish between the factors affecting women’s health:

- that are common to women and men of a specific social group

- that arise from women's biological differences from men

- that are related to gender-based differences in roles and norms and
access to and control over resources, and the power relations between
women and men within the same social group

acquire the skills to apply the social determinants and gender

O framework to shape and inform health policies and interventions.
2 hrs

2 hours
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Materials

e overhead: “Miriam’s story”
e a ball of twine or wool, a pair of scissors

Exploring the links between gender and other determinants of health ‘ D ‘ Session
[ ]

How to run the session

This session consists of two activities. The first is a participatory exercise
known as “the spider’s web”. It involves reading out a case study of a
woman suffering from ill health and unravelling the factors that
contributed to it. The activity illustrates how so many factors are
intertwined, using the analogy of the spider's web. The second activity
is a whole group discussion to help participants understand both the
links and the differences between sex, gender and other social
determinants of health.
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The spider’s web

Step 1:
Divide the room

up

Step 2:
Your input

Step 3:
“Miriam's story”

The floor of the room is divided into five big squares or rectangles. One
half of the room is assigned to three factors that women have in common
with men of the same social group: economic, socio-cultural and political
factors. These are marked on the three squares or rectangles on the floor.
The other half of the room is divided into two squares or rectangles,
marked “sex” and “gender”, as shown in the diagram on p.121.

Explain that this session builds on the earlier session which looked at the
various social determinants of health and the different levels at which
they operate. It aims to show us how to distinguish between the
determinants that affect both women and men and those that
predominantly affect women’s health because of their biological and
gender-based differences from men. It also aims to examine the links
between these two kinds of determinants.

Put up an overhead of “Miriam's story” or use another case study
which has the potential for similar discussion.

When the course was run in Argentina, the case study used for the
spider’s web exercise was “How did Mrs X die?”, about a woman
who dies in childbirth. (World Health Organization. Education
material for teachers of midwifery. Foundation module: the
midwife in the community. Geneva, WHO, 1996:11-30.)

Miriam is 36 years old and the mother of six children. She grew up in a
village 400 kilometres away from the capital city of her country. She
stopped schooling after her second grade. Her parents were poor, and
the school was three kilometres. Away from the village. Her father
believed that educating a girl was like ‘watering the neighbour’s garden’.

When she was 12, Miriam was circumcised, as was the custom in
her tribe. At 16, she was married to a man three times her age. Her
father received a substantial lobola. The very next year, she gave birth
at home, to a baby boy. The baby was stillborn. The health centre was
10 kilometres away, and anyway, did not attend deliveries. Miriam
believed that the baby was born dead because of the repeated
beatings and kicks she had received all through her pregnancy.
Instead, she was blamed for not being able to bear a healthy baby.

Miriam’s husband considered it his right to have sex with her,
and regularly forced himself on her. Miriam did not want to get
pregnant again and again, but had little choice in the matter. She
had no time to go to the health clinic, and when she went
sometimes because her children were sick, she was hesitant to
broach the subject of contraception with the nurses.
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Facilitator:
Participant 1:
Facilitator:
Participant 2:

Her life with her husband was a long saga of violence. Miriam
struggled to keep body and soul together through her several
pregnancies and raising her children. She had to farm her small
plot of land to feed the children, because her husband never gave
her enough money. She approached the parish priest several times
for help. He always advised her to have faith in God and keep her
sacraments.

One day her husband accused Miriam of ‘carrying on” with a
man in the village. He had seen Miriam laughing and chatting with
the man, he claimed. When she answered back, he hit her with
firewood repeatedly on her knees saying ‘you whore! | will break
your legs’. Miriam was badly injured; she thought she had a
fracture. For weeks she could not move out of the house. But she
did not have any money to hire transport to go to the health
centre. Unable to go to the market to trade, she had no income
and literally starved.

Miriam was terrified of further violence. She had had enough.
As soon as she could walk, she took her two youngest and left the
village. She now lives in a strange village, a refugee in her own
country, living in fear of being found by her husband and brought
back home.

Demonstrate how the spider’s web exercise works with one or two
examples.

Stand at the centre of the room with a ball of wool or twine. The
participants take turns to read the case study in parts, and after each
sentence or each couple of sentences, you call out, “But why?”

For example:

Miriam stopped schooling after her second grade. But why?
Her school was three kilometres away from the village.

But why?

The village was a poor one, far away from the capital city.

The person who gave this last answer has identified a reason that would
affect both boys and girls in Miriam's village. This factor could be
classified as economic — the backwardness of the village, or as political
— the village's lack of bargaining power to secure resources.

As soon as the participant identifies that the reason is that the
village is powerless, the facilitator asks “So how would you classify this
factor?” The participant may say “Economic”. As soon as he or she
says this, the person goes and stands in the square marked
“economic”. The facilitator, standing at the centre with the ball of
twine, holds one end of the twine, and throws the ball to the
participant standing in the “economic” square. You may probe further,
and ask “Can you classify it as any other factor?” And another
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participant may say “Political”. She or he would go and stand in the
“political” square, and the person standing in the “economic” square
would throw the ball to her or him, while holding on to the twine. Now
all three are linked by the twine.

There is another reason why Miriam stopped schooling — her father
did not think education was necessary for girls. This would get classified
as “gender”, and the ball would pass on from the person in the
“political” square to the person identifying this factor and occupying the
“gender” square.

And so on until by the end we are left with a complex spider’s web
of factors underlying the woman’s ill health.
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Step 4:
Cutting the web

Facilitator:

Participant:

Facilitator:
Participant:

Facilitator:

Participant:

Activity 2:

Keep up a brisk pace
The activity should be conducted at a brisk pace, with each “But why?”
following in quick succession, the factors classified and a new
participant coming into the web.

You should decide before the activity at which points you will
be stopping to probe “But why?” Restrict this to no more than 10 or
12 questions.

When the spider’s web is complete, challenge participants to find points
at which they can cut the web. What intervention could they make
which would make a difference to Miriam’s situation? This could happen
while the participants are still standing entangled in the web.

You could ask participants to respond from a specific vantage point

If you were a local activist, where would you cut the web?

| would intervene to help Miriam stand up to her husband's violence;
| would give her shelter in my house, and help her farm her land.

If you were the nurse at the local clinic, where would you cut the web?
| would be sensitive to signs and symptoms of battering in women who
come to my clinic. | would help them find shelter and social support
through a suitable agency.

If you were from the department of health of the national government,
where would you cut the web?

| would advocate for the setting up of one-stop centres within major
hospitals to help women affected by domestic violence.

And so on.

As each participant answers, cut her or him free. After three or four such
examples, participants return to their seats for debriefing and discussion.

Whole group discussion about how factors are linked

O

15 mins

Step 1:
Participants give
feedback

Encourage participants to start by sharing their feelings about the
exercise. How did they feel when they were entangled? How did it feel
to cut the web at specific points? What lessons do they draw from the
exercise? What do they think the entanglement signified?

Participants usually share their feeling of being hopelessly trapped
as the spider’s web was being constructed, and feeling that they would
never be able to unravel the problems. Cutting through some parts of
the web gives insights into possible actions that individuals or groups
can take — no matter how complicated a situation appears or at which
level a person is able to intervene: individual, community or national.



What to cover in
the discussion

Step 2:
A more general
discussion
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Where to start

Point out that the key to cutting the complex web may lie in starting
with the woman herself. This would create greater space for her to
reflect on her situation, interact with others and facilitate her
empowerment, helping her see that change is possible.

Draw attention to the fact that in the spider web exercise, many
gender factors were also classified also as socio-cultural, for example the
reason for Miriam's circumcision, or her early marriage. This point
should be brought up for discussion — that culture and tradition are not
gender neutral and may become tools for discrimination against
women. They are likely to be the parts of the spider's web that are the
most difficult to cut through.

Where is it appropriate to cut the web?

Economic, socio-cultural and political factors that affect women's health
are so intertwined with factors related to gender and sex that they seem
to mesh into one. While it is important to see these links, it is equally
important to separate them out analytically so that we can identify
where it is most feasible and appropriate to cut the web.

Move the discussion to a more general level.

Which factors affect women exclusively?
Explain that the spider web exercise identified some factors which
affected women predominantly or exclusively — for example female
circumcision, early marriage and battering. Other factors were common
to men and women in Miriam's community — for example the distance
from the school and the health centre.

It is important to analyse health issues in this way. Say women
in a community are suffering from iron-deficiency anaemia. This
may be because of something common to women and men -
hookworm infestation; or it may be caused by women's biological
difference from men — malaria infection during pregnancy; or it may
arise from gender differences — discrimination in food allocation
leading to malnutrition. Each of these causes calls for a completely
different intervention.

Unravelling sex, gender and other factors
Elicit other examples from participants of sex and gender factors — as
opposed to economic, socio-cultural and political factors — operating at
various levels, which may be responsible for a health condition or problem.
Unless one carries out an analysis to unravel gender and sex from
other factors underlying a problem, interventions may not address the
causes, and may in fact further undermine women's position. There are
many examples of such interventions: targeting women for health
education assuming that ignorance is the cause of their malnutrition;
not dealing with men and safe sex, but testing and treating women for
sexually transmitted infections; and so on.
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Step 3:
O Connecting the

10 mins multi-level
framework and
the present one

The social determinants perspective and the rights framework

Draw participants’ attention to the links between a social determinants
perspective and a rights framework (which is introduced in the next module)
in relation to health. Understanding the social causes underlying il health also
helps us identify the economic, socio-cultural, civil or political rights involved.
Violating or neglecting these may underlie the health problem. Addressing
these violations or neglect would create conditions that enable good health.

What is the connection between the multi-level framework introduced in
Session 3, and this one?
The division of the factors affecting health which are common to both
sexes and those that are specific to women, can be done for each of the
five levels of factors: individual, household, community, national and
international. For example, Miriam's father's attitude to the education of
girls is a gender factor operating at the household level. The absence of
a school in the community is an economic or political factor operating
at the community level, and so on.

One way of visualizing the connections between the two frameworks
is to see the five squares on the floor as the unpacking of each of the five
levels participants put up on the wall or board in the previous session.

Main points for closing the session

Exploring the links between gender and other determinants of health ‘ D ‘ Session

Distinguish between determinants affecting women and men, and sex and
gender factors
It is useful to distinguish between health determinants common to
women and men and those that are sex and gender related, because
each of these sets of factors require a different type of intervention.
The analysis of a health situation or a specific health problem
should explicitly consider the gender dimension and its links to other
determinants of the problem.
The designing of interventions should be based on such an analysis
and take into account the potential impact of these interventions on
gender power relations.

Health problems caused by multiple factors need a multi-pronged strategy
Often there are multiple factors causing a problem, and a multi-pronged
strategy is required to address these simultaneously.

A social determinants perspective forces us to look at the issue of rights
The analysis of a health situation from a social determinants perspective
also helps identify the rights which are being neglected or violated
which may be contributing to the health problem. Addressing these
rights violations or neglect also creates the necessary conditions for
addressing the health situation.

Session developed by TK Sundari Ravindran and Adelina Mwau
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Module summary

What participants should get out of the session

15 mins

Participants will:

By the end of this session, participants will have an overview of the
tools and concepts introduced in the Social Determinants Module, the
links between them, and the links between the tools introduced in the

Gender Module and the Social Determinants Module.

15 minutes

How to run the session

This is an input session.

What your input should cover

Overhead Go over the main points in the Module brief and review the
“Structure of the Social Determinants Module”.

Highlight the tools and concepts introduced in this module

gender as one of the social determinants of health, cross-cutting and
interacting with others such as race, class and ethnicity

the many levels at which social determinants of health, including
gender, operate

at each of the many levels, the distinction between factors which are
common to women and men, and those that are different for women
and men because of biological or gender factors.

Gender factors seldom operate alone

This module locates the distinction between sex and gender, and gender
concepts such as access to and control over resources and power and
decision-making, within the context of other social determinants of
health. This provides us with a more nuanced understanding of gender
as a determinant of health. Gender factors seldom operate alone or at
one level. There is a need to go beyond a simplistic analysis of health
problems using gender tools alone if we are to design policies and
interventions, or to unravel why a policy or programme succeeds or fails
to make an impact.

‘ SN MODULE

SOCIAL

Module summary ‘ Ul ‘ Session
DETERMINANTS



126 ‘ WHO Training Curriculum: Gender and Rights in Reproductive Health

Link up with the Rights Module

Throughout the module on social determinants, you have drawn
participants’ attention to the fact that the violation or neglect of rights
may underlie adverse health situations in many instances. The next
module, on rights, provides a framework and tools for moving towards
equity in health, paying specific attention to non-discrimination. It spells
out the norms and obligations of state and non-state actors. It also helps
plan and design interventions which go beyond simply meeting
perceived needs, but which include the active promotion and protection
of rights, which are essential for the sustained enjoyment of good health
by all members of society.

‘ SN MODULE

SOCIAL

DETERMINANTS
Module summary ‘ Ul ‘ Session
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Structure of the Rights Module

Human rights from a personal
perspective

SESSION

Illustrates that the promotion or violation of human
rights is relevant to everyone's life. And that the
realization of rights is necessary for achieving
reproductive and sexual health.

human rights in relation to
reproductive health

2 Introduction to international

SESSION

Introduces the relationship of reproductive health to
human rights. Familiarizes participants with concepts
and institutions related to the promotion,
monitoring, implementation and enforcement of the
human rights norms and standards relevant to
reproductive and sexual health.

SESSION

5 Working with sexual rights

Promotes understanding of the conceptual and
methodological approaches which help to shape and
define sexual rights, and their links with reproductive
rights. Provides participants with the opportunity to
consider approaches to implementing sexual rights
at various levels of intervention.

Balancing the burdens and benefits
of human rights in relation to

reproductive health policies and
programmes

Enables participants to recognize the implications of
the violation of rights or the promotion of rights in
the design and implementation of health policies and
programmes. Provides an approach for using this
analysis to arrive at more effective action.

Applying a rights framework to
reproductive and sexual health

issues

SESSION

Reinforces the concepts introduced in earlier sessions
through case study examples. Highlights various
ways in which the violation or promotion of rights
interacts with reproductive and sexual health, and
how awareness of this can help to shape and inform
policies and interventions.

Population policies and

4 reproductive rights

Introduces participants to the paradigm shift from
controlling population growth rates to recognizing
reproductive rights internationally since the
International Conference on Population Development
(ICPD) in Cairo in 1994 and the Fourth World
Conference on Women (FWCW) in Beijing in 1995.

Applies a rights framework to case studies of recent
population policies from specific countries.

Using international human rights to
translate government commitments
into action

2
=
0
[}
w
[0}

Concretely applies the international human rights
framework to reproductive and sexual health by
giving participants approaches to creating positive
change through incremental steps. Focuses on
actions at local, national and international levels.
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Module brief

What participants should get out of the Rights Module

Participants will:

be familiar with the basic concepts of rights, including reproductive
and sexual rights

understand how rights are defined in international human rights
documents, and how they are used by various actors (such as non-
governmental organizations, governments, the United Nations system)
at the international and national levels

learn about institutions which are promoting, monitoring,
implementing and enforcing human rights norms relevant to
reproductive and sexual health

be able to apply human rights concepts and a human rights
methodology to analyse reproductive health programmes,

policies and research

acquire the skills to conceptualize and apply a reproductive and sexual
rights framework to sexual and reproductive health issues.

The thinking behind the module

The need for a reproductive and sexual rights approach

This module is intended to provide participants with the knowledge and
skills they need to apply a human rights framework to analysing and
implementing policies and programmes related to reproductive and
sexual health. This includes an understanding of the content and nature
of reproductive and sexual rights, and the work of relevant institutions.
The module also provides concrete examples of the application of a
reproductive and sexual rights approach.

Drawing on the Gender and Social Determinants Modules, we look
at how human rights and a human rights framework can be used to
address the factors which impact on health status and the delivery of
health services. Implementing this approach should help to strengthen
local, national, regional and international partnerships concerned with
reproductive and sexual health.

The first session introduces the concept of rights. Through a group
exercise we examine the impact that participants believe the promotion
or violation of rights has had on their lives to demonstrate that the
realization of rights is necessary for reproductive and sexual health. This
exercise draws on participants’ personal experiences and then relates
these to internationally recognized human rights. Drawing out the

RIGHTS ‘ W R



MODULE

130 ‘ WHO Training Curriculum: Gender and Rights in Reproductive Health

gendered aspects of the experiences that participants share allows
discussion of the compounding effects of neglect or violation of rights,
such as the rights to non-discrimination, privacy and education. It also
highlights the fact that the violation or neglect of rights rarely occurs in
isolation and that the harmful effects often compound one another. We
look at the health consequences of the violation or neglect of rights, as
well as at the impact of the way reproductive health policies and
programmes are designed and implemented on the realization of rights.
This session aims to help participants understand that the discourse of
rights may be used very differently: for example when rights are used in
advocacy as opposed to when they are used to make policy. However, it
is possible to arrive at a shared understanding of the basic concepts.

Once this conceptual groundwork has been laid, the second
session introduces the principles and practice of promoting and
protecting human rights. The discussion is intended to highlight the
basics of human rights law, including core documents and key
institutions. We look at the obligations of governments under the
human rights documents as they are relevant to reproductive and sexual
health. This framework then sets the stage for a structured discussion of
reproductive rights. These are to be understood as those rights from the
international human rights documents which relate to an individual
woman'’s ability to make and effect decisions about her life, and which
impact on her reproductive and sexual health. Both the International
Conference on Population and Development (ICPD) in Cairo and the
Fourth World Conference on Women (FWCW) in Beijing recognized
reproductive rights as being integral to, and the foundation for, the
realization of sexual and reproductive health. This session is therefore
crucial in enabling participants to work with reproductive rights as they
are understood by governments and institutions of power. It will also
help to provide them with a critical tool in their efforts to make the
changes necessary for improving reproductive health.

The third session provides an opportunity to use human rights
concepts and methodology in relation to analysing and
improving a public health policy or programme. The exercise is
intended to familiarize participants with applying human rights to their
daily work. The session provides participants with the tools to work
towards integrating health and human rights concepts into policies and
programmes. The underlying premise is that those which respect
human rights are better and more effective. The example we use
concerns the mandatory HIV testing of sex workers, but the
methodology provided is intended to be useful in an analysis of any
reproductive health policy or programme.

The fourth session focuses on the national and international
ideological, political and methodological shifts that have taken
place in population policies since the Cairo and Beijing conference
processes. The session outlines the history of these processes at the
international level and provides national examples of related changes. It
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also discusses the changes that are still needed to operationalize the
commitments made by governments in Cairo and Beijing.

The fifth session introduces the concept of sexual rights. Participants
consider international and national efforts to define and implement sexual
rights, and compare and contrast sexual rights with reproductive rights. A
final exercise gives participants the opportunity to discuss how sexual
rights may be useful to their daily work. The fourth and fifth sessions give
participants the necessary analytical and methodological background for
implementing reproductive and sexual rights.

In the sixth and seventh sessions participants apply the concepts
and methods using concrete examples. Participants are challenged
to apply the analytical and methodological tools from earlier sessions to
begin to develop strategies for integrating human rights concerns into
their daily work. There are three options in the sixth session. Each is
intended to highlight how the promotion or violation of human rights
can interact with reproductive and sexual health, and how awareness of
this can help to shape interventions and actions. The seventh session
looks at efforts — at the international and national levels — to implement
reproductive and sexual rights in the years since the Cairo and Beijing
conference processes. It focuses on the range of actors, including NGOs
(non-governmental organizations), governments and the UN (United
Nations) system. It ends with approaches for determining useful actions
for the future. This session is geared to providing participants with an
approach to linking their work with other actions taking place in their
communities and around the world.

RIGHTS ‘ W R
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Objectives Format of Time: about
Participants will: activities 14 hours
Introduction to the @ be acquainted with module objectives and contents Input 15 mins
Rights Module
3 Human rights from @ become aware that the promotion or violation of rights ~ Small group work 25 mins.
ﬁ a personal is easily identifiable and relevant to everyone’s life
perspective @ understand that the realization of rights is necessary Big group discussion 50 mins
for reproductive and sexual health
3 Introduction to @ understand the relationship of reproductive rights to Participants' reading 2 hrs
@ international human rights and discussion in
human rights in @ become familiar with concepts and institutions the big group,
relation to relevant to the promotion, monitoring, supplemented by
reproductive health implementation and enforcement of human rights input from
norms and standards related to reproductive and facilitator
sexual health
3 Balancing the @ understand the impact that the promotion of rights or  Input 1 hr
ﬁ burdens and violation of rights can have on reproductive and
benefits of human sexual health
rights in relation to @ be able to use a public health and rights based Individual work and 1 hr 45 mins

reproductive and
sexual health
policies and
programmes

approach for identifying and solving problems

discussion in pairs
interspersed with
plenary discussion

SESSION

Population policies
and reproductive
rights

@ be familiar with the Cairo and Beijing conferences, and
how they are a product of women'’s struggle and have
reoriented the population and development discourse

@ recognize that policies are a site of struggle and that
the concepts of reproductive rights and health which
this course looks at are based on a human rights
approach concerned with empowering women,
gender equality, and equity in resource distribution

@ be able to apply a reproductive and sexual rights
framework to analyse population control policies

e understand how population control policies impact on
sexual and reproductive rights and services

Individual reading

Input

Discussion in big
group

Outside class
hours

1 hr

SESSION

Working with
sexual rights

® |earn about the evolving content of sexual rights and
the issues raised by the recognition of them

@ recognize that sexual rights are a requirement for the
achievement of both sexual health and gender equality

e understand the difference between reproductive rights
and sexual rights

@ be able to conceptualize practical interventions to
realize sexual rights at different levels (legislative,
health system, community)

Big group input and
discussion
Small group work

1 hr

45 minutes

SESSION

Applying a rights
framework to
reproductive and
sexual health
issues

@ apply the concepts introduced in earlier sessions to
examples which highlight various ways in which the
violation or promotion of rights interact with sexual
and reproductive health

@ become aware of how the understanding of these
interactions can help to shape policies and interventions

Small group work

Big group
discussion

1 hr 15 mins

1 hr
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Module outline (continued)

Objectives Format of Time:
Participants will: activities
3 Using international @ be familiar with a range of approaches to applying Small group work 20 mins
ﬁ 7 human rights to reproductive and sexual rights to the work they are
translate engaged in
government @ contextualize their work in relation to the range of Big group 40 mins
commitments into actors engaged in similar endeavours discussion
action
Individual work 10 mins
Sharing in big group 50 mins
Concluding  Using international @ have a consolidated overview of tools and concepts Input 15 mins
session human rights to introduced in the module, and their links
translate
government
commitments into
action

RIGHTS ‘ (3N MODULE
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Introduction to the Rights Module

What participants should get out of the session

You will introduce participants to the module’s structure, contents and
objectives.

15 minutes

How to run the session

This is an input session.
Introduce the module using overheads from the Module brief:
"What participants should get out of the Rights Module”

“Structure of the Rights Module”
“Module outline”.
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small groups

2
= i
" Human rights from a
w .
m personal perspective
What participants should get out of the session
Participants will:
® become aware that the promotion or violation of rights is easily
identifiable and relevant to everyone's life
e® understand that the realization of rights is necessary for reproductive
O and sexual health.
1hr
15 mins 1 hour and 15 minutes
Materials
e Handout: “Personal accounts of rights being violated”
e Handout of the Universal Declaration of Human Rights. This can be
downloaded from www.unhchr.ch/html/intlinst.htm
e flip chart or board for writing on
How to run the session
This session consists of two activities. The first is in small groups. The
second is a report-back and discussion in the whole group, where
participants should reach conclusions.
1 hr
15 mins Activity: Personal accounts of rights being violated
O Step 1: This first activity is to take place with no reference or access to any
T Working in  human rights document. Participants work in groups to identify

situations in which they feel a right was violated.

Divide participants into groups of five. Give each person the
handout “Personal accounts of rights being violated”, which describes
what they should do. Tell the groups that they have 20 minutes for their
discussion, and to make notes on the rights which they feel were
relevant to the stories they shared to report back to the whole group.

Human rights from a personal perspective ‘ - ‘ Session

RIGHTS ‘ W R
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Step 2:
Whole group
report-back

Step 3:
Discussion: How
the violation of

rights has
impacted on

reproductive and

sexual health

Step 4:

The Universal

Declaration of
Human Rights

Ask the first group to report on the rights that they considered
relevant to their group. Why did they see these as important? Note the
rights that are mentioned on the board or flip chart. When listing the
rights, put these in two separate columns: one for civil/political rights
and another for economic/social and cultural rights. Each group then
adds to the list rights that have not been mentioned yet. Put rights
which are not internationally recognised under the column category
to which it is most closely related. At this point, do not go into the
stories behind the rights.

Some of the rights that previous participants have raised include:

right to health

right to security

right to be treated equally

right to respect

right to emotional fulfilment

right to information

right to choice

right to dignity

right to earn an income and support a family
right to make decisions concerning one's life
right to education.

Ask participants to volunteer to share stories about what they consider
to be violations of rights which impacted on sexual and reproductive
health, or about the violation of reproductive and sexual rights.

Some examples that have come up include:

female genital mutilation

the right to be informed when one's partner tests positive for HIV
the right of health workers to be protected from HIV infection

the right to choose one's marriage partner, and not be forced into
an arranged marriage

the right to use a contraceptive method of one's own choice
without overt or covert coercion from the health system

e the right not to be discriminated against in the labour market
because of having children

Hand out copies of the Universal Declaration of Human Rights (UDHR).
Participants take five to seven minutes to read it individually. Tell them
to skip the preamble and to begin reading at Article 1.

Go over each of the rights listed on the board or flip chart and ask
participants to identify which article in the UDHR most closely addresses
it. If time is limited, choose only those rights which participants thought
impacted on reproductive and sexual health.

One point which is often raised, is whether something can be
considered a violation of rights even when it is legal within a country's
framework. Make it clear that the answer can be yes.
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Clarify that human rights standards are relevant to laws, policies
and practices. Governments have the primary obligation to promote and
protect rights, and they also draft the international standards.
Governments have an obligation to amend their national laws to be in
line with international human rights standards and to ensure that their
laws are not in violation of their international human rights obligations.
Those advocating for a change in legislation or procedures can use
international human rights norms to call attention to the gap between
the national law and the international standard, and thus hold
governments responsible for appropriately amending their laws.

In the South African course, some of the violations impacting on
reproductive and sexual health that participants identified included
female genital mutilation, being forced into an arranged marriage,
a woman being denied a job because she had small children, and
the difficulty poor women experienced in accessing health services.
They then reported female genital mutilation to be covered under
Article 3 of the UDHR, which is about the right to security of
person. The right to make decisions about one's marriage partner
was found to be covered in Article 16, which affirms that marriage
shall be entered into only with the free and full consent of
intending spouses. Discrimination in the labour market because of
having a child was interpreted as violation of the right to equality,
and related to articles 1 and 2 as well as Article 23. Article 21,
which affirms right of equal access to public services in one's
country, was seen as affirming poor women's equal access to
public health services.

Main points for closing the session

There are identifiable violations of rights and obstacles to enjoying
rights. Most of the rights protections for the issues we are concerned
with are covered in international human rights documents, but existing
standards need to evolve and be applied to new situations.

There are different interpretations of rights. But the provisions in
the UDHR are written in such a way that all of the concerns can be
covered. It is necessary to be clear about how rights language is being
used: for advocacy, to make policy, to hold governments accountable,
and so on.

Session developed by Sofia Gruskin

Human rights from a personal perspective ‘ - ‘ Session
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Handout

Personal accounts of rights
being violated

20 mins

You have 20 minutes to finish these tasks. Appoint one member of the
group to report back to the whole group.

Thinking back on your own life
Spend two minutes alone recalling one incident when you felt a right was
violated.

Sharing
Share your story with the rest of the group if you feel comfortable to.

Name the rights

At the end of each story, the person sharing should try to name which rights
she or he thinks were relevant to the story and in what ways. Write these
down. Group members are then free to suggest other rights which they feel
were relevant.

Develop a list

Start a list of rights from these contributions. Each person shares a story until
everyone who wants to speak has had a turn. As the list of rights grows, each
time a right is relevant to more than one person’s story put an X next to it.

If the group is large, try to restrict the stories to avoid repetition.

Look for systematic differences

Are there systematic differences in the violation of rights that different
members of your group have reported on? For example, by race, class and
sex? In other words, are women more at risk of experiencing a rights
violation and more likely to report violation of the right to non-
discrimination, compared to the others?

Generalizing to uncover further relevant rights

As a final step before returning to the big group, revisit the stories that related
to reproductive and sexual health. Go beyond the specific story to consider
additional rights you could add to the list if the group considered the issue in
general terms. For example, an incident relating to disrespectful treatment in a
health facility when a person came for treatment for a sexually transmitted
infection (STI) may have been identified as a violation of the right to respect.
However, if one considers the wider issue of prevention and treatment of
reproductive health problems, a number of rights may immediately appear
relevant. In human rights terms, these are some of the issues likely to be relevant:

the right not to be discriminated against
the right of access to health services
the right to information.
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Introduction to international human
rights in relation to reproductive health

What participants should get out of the session

Participants will:

understand the relationship between reproductive rights and human
rights

be familiar with concepts and institutions relevant to promoting,
monitoring, implementing and enforcing the human rights norms and
standards related to reproductive and sexual health.

About 2 hours

Materials

Handout provided in the manual

Handout 1: “International human rights in relation to reproductive
health.” This is meant to serve as an outline of key points and not as a
definitive summary. You may either reproduce it as it is, stressing this
point and elaborating on each of the points during the whole group
discussion. Or you could rework it, elaborating a bit more on each
section, or focus specifically on points you consider important for the
particular group.

Handouts to be prepared by the facilitator

Handout 2: The list of ratifications and reservations for all of the
human rights treaties by the countries represented in the participant
list. You can download this from: www.unhchr.ch/. Click on “treaties”,
choose the human rights treaty you are interested in presenting and
click on “status of ratifications”.

Handout 3: The box “United Nations conferences and women'’s human
rights”, on p.144

Handout 4: The box “Selected examples of reproductive rights”, on
p.145

copies of the various human rights documents mentioned in Handout
1, which can be downloaded from: www.unhchr.ch/html/intlinst.htm.
These include the Covenant on Civil and Political Rights, the Covenant
on Economic, Social and Cultural Rights, the Convention on the Rights
of the Child, and Convention on the Elimination of All form of
Discrimination against Women (CEDAW).

Introduction to international human rights in relation to reproductive health ‘ N ‘ Session
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Overheads

overhead of box: “Government obligations to protect, respect and
fulfil human rights”, on p.142

overhead of box: “United Nations conferences and women’s human
rights”, on p.144

overhead of box: “Selected examples of reproductive rights”, on p.145

Other materials
flip chart or board for writing on

Readings for the facilitator

1. Bilder R. An overview of international human rights law. In: Hannum H, ed.
Guide to international human rights practice, 2nd ed. Philadelphia, University of
Pennsylvania Press, 1992:3-18.

2. Bunch C. Women's rights as human rights: toward a revision of human rights.
Human Rights Quarterly, 1990, 12:486.

3. Eide A. Economic, social and cultural rights as human rights. In: Eide A, Krause
C, Rosas A, eds. Economic, social and cultural rights: a textbook. Dordrecht,
Martinus Nijhoff, 1995:1-40.

4. Hannum H. Implementing human rights: an overview of strategies and
procedures. In Hannum H, ed. Guide to international human rights practice, 2nd
ed. Philadelphia, University of Pennsylvania Press, 1992:19-38.

5. Sullivan D. The public/private distinction in international human rights law. In:
Peters J, Wolper A, eds. Women's rights—human rights: international feminist
perspectives. New York, Routledge, 1995:126-134.

6. United Nations Population Fund. Programme of action of the International

Conference on Population Development, Cairo, 5-13 September 1994. New York,
United Nations, 1996.

Readings for participants

Reading 2.

How to run the session

This session consists of reading and discussing Handout 1 together in
the whole group.
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Activity 1: International human rights and reproductive health

Step 1:  Start with a brief introduction to this session.
O Reading Part 1: In order for participants to be able to use reproductive rights in their
10 mins

The basics  daily work and to advance the protections they offer, they must understand
both the intrinsic opportunities and limits of the definitions that have been
internationally agreed upon. This session is intended to provide the basic
framework and structure of international human rights law as the basis for
applying reproductive rights to the rest of the work in this course.

Tell participants to read Handout 1 individually, and to stop for a
whole group discussion after they have read Part 1. Give them five to
seven minutes to read.

Step 2:  Ask one or more participants to summarize the main points in Part 1.
Q Summary and Once participants have worked with the basic concepts of human
15 mins discussion rights, engage them in a discussion concerning the human rights of

women specifically.

What to cover in  The public and private spheres

the discussion Ask participants whether they think women's human rights are different.
Why do they think a separate human rights convention focused on
discrimination against women was needed? Point out that the fact that
the modern human rights movement was created in the aftermath of
World War Il partly explains its public orientation and its limited ability to
monitor what goes on in the private sphere. Clarify the meaning of the
public and the private sphere and the implications for women's human
rights. Also note that women can and should claim rights under all the
treaties, and that the Convention on the Elimination of All form of
Discrimination against Women (CEDAW) is not their only or primary
source of rights. It spells out the meaning of discrimination which can
then also be used in other parts of the rights system to understand how
men and women face different obstacles to enjoying their rights.

RIGHTS ‘ W R

Men and women and human rights

Take one right from the UDHR and ask participants if they think the
violation of that right would be the same for women and for men. You may
take, for example, the right to information (Article 19), the right to security
of person (Article 3), the right to take part in the government of one's
country (Article 21) or the right to work (Article 23). Make the links to the
Gender Module, and specifically to evidence in Session 3 on women's
access to and control over resources and their political participation.

Take care not to make women’s rights appear as a separate claim,
so make sure that this section builds from a gender analysis to bring
appropriate attention to women’s realities. Highlight the fact that while
legally all human rights apply to women, in reality they often do not
because of gender based discrimination.

Introduction to international human rights in relation to reproductive health ‘ N ‘ Session

A systemic problem
Mention domestic violence and how the violation of human rights
includes the state’s action or inaction in an abusive situation. The systemic
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Step 3:
O Part 2:
20 mins Governments’

obligations

Introduction to international human rights in relation to reproductive health ‘ N ‘ Session

problem is the human rights issue, more than the individual act. Systemic
issues could include everything from whether there are education and
public awareness campaigns, investigations when domestic violence
occurs, a system that supports women who report a violation, shelters,
effective remedies, public knowledge of effective remedies, and so on.

Institutions also violate reproductive and sexual rights

Link this to the discussion on institutions and levels in the Social
Determinants Module, and highlight how reproductive rights and sexual
rights are violated by a variety of institutions: the household, organized
religion, the state, markets and international organizations. The
government is obliged not only to respect and fulfil the rights through
its policies, laws, and programmes, but also to prevent violations of
rights by non-state actors.

Participants read Part 2 of Handout 1 for the next five to seven minutes.
Ask a few participants to summarize the main points related to
international human rights law and to government obligations.

Put up the overhead on government obligations in relation to the right
to health, and discuss it.

Government obligations to respect, protect and fulfil

human rights

Example: the right to health

® Respecting the right means the state cannot violate the right
directly. A government violates its responsibility to respect the
right to health when it is immediately responsible for providing
medical care to certain populations, such as prisoners or the
military, and it arbitrarily decides to withhold that care.

® Protecting the right means the state has to prevent violations
of rights by non-state actors, and offer some sort of redress,
that people know about and can access, if a violation does
occur. This means the state would be responsible for making it
illegal for anyone (private or public practitioner, insurance
company) to automatically deny insurance or health care to
people on the basis of a health condition. It would be
responsible for making sure some system of redress exists and
that people know about it and can access it.

e Fulfilling the right means the state has to take all appropriate
measures — including but not limited to legislative,
administrative, budgetary and judicial measures — towards the
fulfilment of the right, including promoting the right in
question. A state could be found to be in violation of the right
to health if it failed to incrementally allocate sufficient
resources to meet the public health needs of all of the
communities within its borders.
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How have governments successfully respected, protected and fulfilled rights?
Get participants to give you examples of a government successfully
meeting its obligation to respect, protect or fulfil the right to
reproductive or sexual health, and examples of failures to do so. Some
positive examples include the provision of sex education to adolescents,
the implementation of a safe motherhood programme, or a family
planning programme that provides free and ready access to
contraceptive methods. State legislation against sexual harassment in
the workplace and against domestic violence against women are
positive examples of state action to prevent violation of sexual and
reproductive rights by non-state actors. Negative examples include
policies and laws that restrict the availability of abortions, the absence
of a policy on cervical cancer screening, and family planning
programmes that are only integrated with maternal and child health
services (thereby possibly excluding men).

Here is a quick, whole group exercise that demonstrates how rights
are interrelated:

both negative and positive steps are needed for all rights
the enjoyment of one right rests on the enjoyment of others.

The example below is of a woman’s right to choose the number and
spacing of her children and how she wants to do this (Article 16 of
CEDAW). You may choose any right related to reproductive or sexual health.

Draw a circle in the centre of a flip chart or board and write “A
woman'’s right to choose the number and spacing of her children and
how she wants to do this” in the circle.

Draw other circles around it and ask participants to suggest what
rights are useful or necessary to make this right real.

Then draw lines between these rights as they relate to each other. You
end up with a molecule-like figure.

Place factors that are not rights but necessary conditions on the outer
rim of the diagram.

Note the different actors that are required to make each of these
rights actionable.

Suggestions for related rights usually include: freedom of information,
laws protecting bodily integrity and freedom from forced sexual activity,
access to the benefits of scientific progress, and changes in cultural
attitudes that allow women to have fewer children.

Participants read Part 3 of Handout 1 for the next five to seven minutes.
Ask a few participants to summarize the main points related to standard
setting and monitoring mechanisms.

Find out from participants what they know about reproductive rights,
and about the paradigm shift following the Cairo conference. Tell them
that this will be dealt with in greater detail in Session 4.
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Then put up the following overhead, which you can also give out as
Handout 3. Go over the main points.

United Nations conferences and women's human rights

® Prior to the 1990s, there had been several UN conferences on
population but they did not have a focus on rights.

® There had also been several UN conferences on women, but
they had not focused on human rights, or on issues concerning
reproduction and sexuality.

® The first world Conference on Human Rights, which took place
in Tehran in the 1960s, made a mention of the right to
determine the number and spacing of one’s children.

® In 1993, the second world Conference on Human Rights,
which took place in Vienna, set the stage for what happened
first in Cairo and then in Beijing. It affirmed that women’s
rights are human rights; that the eradication of all forms of
discrimination on the basis of sex should be a priority for
governments; and, finally, that women have a right to the
enjoyment of the highest standard of physical and mental
health throughout the life cycle, and that this includes a right
to accessible, adequate health care and to a wide range of
family planning services.

e The first time a comprehensive framework for realizing repro-
ductive rights was set out at the international governmental
level was in Cairo in 1994. It emphasized the link between pop-
ulation and development, and meeting the needs of individuals.
This was a departure from the focus on abstract demographic
targets, and it affirmed the focus on reproductive rights.

Participants take about five to seven minutes to read through the fourth
and final part of Handout 1.

Participants summarize the main points

Once again, ask participants to summarize the main points. Ask them to
give some examples of what they consider to be reproductive and sexual
rights: the right to choose one's sexual partner, the right to freedom
from non-consensual sex, the right to choose whether one has children,
when and how many, the right to a safe maternity and safe abortion,
and so on.

Governments and a gender perspective

How would a gender perspective impact on governmental obligations
under the human rights treaties it has ratified? For example, governments
reporting under the Convention on the Rights of the Child may be required
to provide sex-specific data on children's health, and to put in place policies
and programmes that would enable girl children to enjoy the same rights
to health, education and social services under the convention as boys do.
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Governments and a reproductive and sexual rights perspective

What would a reproductive and sexual rights perspective bring to
government obligations under the human rights treaties it has ratified?
The box below gives many examples, which you can put up as
overheads and give out as Handout 4.

Go over the overhead.

Selected examples of reproductive rights

These rights can be used to protect and promote gender equality
in reproductive and sexual health.

The right to life: Traditionally understood to relate to freedom
from arbitrary deprivation of life. Now also includes the positive
obligation of the state in relation to, for example, maternal
mortality. Think of more than 515 000 women who die each year
in pregnancy and childbirth from avoidable complications.

Rights to bodily integrity and security of the person:
Traditionally understood to relate to actions concerning individuals in
the custody of the state. Now also includes understanding this right
as including security from sexual violence and assault at the hands of
a partner or others. As well as, for example, in relation to population
programmes that compel sterilization or abortion, or those that
physically prohibit women from receiving family planning services.

The right to privacy: Traditionally understood to refer to privacy
in relation to a person’s home and correspondence. Now also
includes some protections in relation to sexuality. In this regard,
the Human Rights Committee, the treaty body which monitors
governmental compliance with the International Covenant on Civil
and Political Rights, has stated, directly related to sexuality, that "it
is undisputed that sexuality is covered by the concept of privacy”
and that "moral issues are not exclusively a matter of national
concern in that they are subject to review for consistency with
international human rights instruments”.

The right to the benefits of scientific progress: Traditionally
understood to relate to technology transfers between countries of
the North and the South. Now, could also include, for example,
recognition that a woman'’s right to control her own reproduction
would obviously be enhanced by: access to microbicides, female
controlled methods of contraception, research into a greater range
of male contraceptives and access to safe abortion.

The right to seek, receive and impart information: Traditionally
understood only in relation to the media and a free press. Now also
in relation to how realization of this right is critical to reproductive
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health, for example with respect to reproductive decision making, a
woman’s ability to make fully informed choices, as well as her ability
to protect herself against sexual exploitation, abuse or infection.

The right to education: Traditionally understood only in relation to
literacy. Literacy is obviously critical to reproductive health, but also,
since sexuality is recognized as an element of the human personality,
education is essential to developing this aspect of oneself.

The right to health: Traditionally understood to refer to the right
of individuals to the highest attainable standard of physical and
mental health. Increasingly understood to mean that governments
must create conditions which assure for all the enjoyment of the
highest attainable standard of health, including facilities for the
treatment of illness and the rehabilitation of health. Occupational
and environmental health issues are also seen as being covered
under this right. This right also brings increased attention to
women’s health issues. For example, this interpretation would draw
attention to the almost complete lack of attention and resources
devoted to the early detection of cervical cancer by a number of
governments, or state controlled reproductive health programmes
that exist for some population groups but exclude certain
marginalized communities from their consideration and outreach.

The right to equality in marriage and divorce: Traditionally
understood to refer to the equal ability of women and men to
voluntarily enter into marriage and divorce. This right has been often
neglected and violated. This neglect or violation may be because it is
tolerated, acknowledged or even condoned by governments, or
because it remains insidiously hidden or deliberately ignored. As this
right is relevant to women's ability to control and make decisions
about their lives, its importance is beginning to be recognized by
people engaged in reproductive health work.

Non-discrimination: Traditionally understood to mean that all
people should be treated equally and given equal opportunity,
including assurance of equal protection under the law. The last 20
years have seen the development of the idea of substantive
equality, which notes that some distinctions are necessary to
promote rights for people who are differently situated — but that
all differences in treatment must be based on objective and
reasonable criteria and a goal which promotes rights. Therefore,
applying different approaches to girls and boys in reproductive and
sexual health policy and programme development must be based
on a valid recognition of gender related differentials. The influence
of prescribed gender roles and cultural norms when determining
the differentials should be minimized.
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Main points for closing this session

It is clear what governments have to do

Government obligations for promoting and protecting human rights
have been clearly spelled out. They must take certain steps and effect
particular results, even though the processes to do this may vary greatly.

Institutions and procedures are in place
Institutions and procedures which help to ensure monitoring and
accountability do exist.

Expanded accountability in the traditional framework

Reproductive rights are not new rights but have helped to push for
additional accountability under the traditional human rights framework
for issues that are relevant to reproductive and sexual health.

Be clear about how you are applying a right

Key provisions have been written in such a way that many sexual and
reproductive concerns can be covered. It is necessary to make it clear
whether you are applying a principle to a new set of facts and
advocating for that principle, or stating what is already formally
accepted in the system. Variations exist depending whether the rights
language is being used for: advocacy, to make policy, to hold
governments accountable, and so on.

Session developed by Sofia Gruskin
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‘ Handout
International human rights in relation to
reproductive health
This is an outline of key points and not a definitive summary.
Part 1: The basics of international human rights law, including

core documents, key institutions and how the human
rights of women fit in

International human rights law defines what governments can do to us,
cannot do to us, and should do for us. The implementation of international
human rights law relies in the first instance on the actions of governments
themselves, although monitoring systems exist.

The legal obligation for implementing human rights is focused on
governments, but all kinds of other actors have responsibilities for
promoting rights, such as corporations, individual health care providers,
and so on.

Human rights law is meant to be equally applicable to everyone, every-
where in the world, across all borders and across all cultures and religions.

Human rights are primarily about the relationship between the
individual and the state. International human rights law consists of the
obligations that governments have agreed on in order to be effective in
promoting and protecting the rights of individuals.

When governments fail in their obligations to, or when they
deliberately restrict rights without valid justification, they can be seen under
international law as being responsible for violating rights.

The modern human rights movement was created in the aftermath of
World War Il and focused on key abuses identified at the root of that
conflict. This partly explains its public orientation and the limits of its ability
to protect what takes place in the private sphere.

The key human rights document is the Universal Declaration of Human
Rights (UDHR). It is not a legally binding document; it represents the shared
aspirations of governments about what rights are, and why they should
exist for all people everywhere.

The two covenants, the International Covenant on Economic, Social
and the Cultural Rights and the International Covenant on Civil and Political
Rights, further clarify the rights set out in the UDHR. Unlike the UDHR, they
are legally binding documents on those countries which ratify them.

These three documents together are often called the International
Bill of Human Rights. Other human rights documents that have been
developed elaborate and in some cases move beyond these three. This
means that the Convention on the Elimination of All Forms of
Discrimination Against Women (CEDAW) or the Convention on the Rights
of the Child, which might seem particularly useful for work in reproductive
and sexual health, should not be read in isolation. The understanding of
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governmental obligations under the human rights treaties continues to
develop, so the interpretation of the rights contained in the International
Covenant on Civil and Political Rights is now much more sensitive to
gender equality than it was even a few years ago. Governments are
legally responsible for simultaneously complying with all their obligations
under all of the treaties they have ratified.

Rights considered to be more civil and political include rights such as
the right to life, to be free from torture, to vote, to information or to
association. Rights considered to be more economic, social and cultural
include such rights as the right to education, to work and to the highest
attainable standard of physical and mental health.

Human rights are used in a number of different ways by different
actors: as grounds for making policy and programme decisions; to analyse
what a government is or isn’t doing and to point out that the gaps may be
legally recognizable violations; and perhaps both informally and formally as
an advocacy tool. Some may primarily use the formal system of rights
(international treaties and their reflection in national law) and some may
primarily use the principles behind them (informal). Given these differences
it is always important to be clear how the rights language is being used and
for what purpose.

Governmental obligations under international human
rights law, including permissible limitations on rights

For every right, governments have three levels of obligation: they have to
respect the right, protect the right, and fulfil the right. To respect a right
means not to directly violate it. To protect the right means enacting laws
setting up mechanisms to prevent violation of the right by non-state actors.
To fulfil the right means to take active steps to put in place institutions and
procedures, including resource allocation, that will enable people to enjoy
the right.

Human rights machinery recognizes that resources and other
constraints can make it impossible for a government to fulfil all rights
immediately and completely. In practical terms, a commitment to the right
to health is going to require more than just passing a law. It will require
financial resources, trained personnel, facilities and, more than anything
else, a sustainable infrastructure. Therefore the realization of rights is
generally understood to be a matter of progressive realization, of making
steady progress towards a goal.

Enforcing the rights of individuals is supposed to take place in the first
instance at the national level, by governments.

If governments fail to or are unwilling to enforce the rights of
individuals, then the international system can be used to dialogue and
sometimes to critique the situation. It is important to recognize that much
rights work in health is about incorporating rights standards to strengthen
state practice, and is not only based on denouncing states for failures.

To determine whether a government is doing all it can to ensure that
rights are being realized, look first at the scope of the government’s
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Part 3:

obligations (respect, protect, fulfil), then at permissible limitations on those
rights. From there it is possible to begin to determine whether a violation
has occurred.

Governments can legitimately restrict most rights. This means most
rights are not absolute. Rights that can never be restricted, even if
justified as necessary for the public good, include the right to be free
from torture, slavery or servitude, the right to a fair trial, and the right to
freedom of thought.

Public health is a valid justification for restricting most rights, for
example state interference with freedom of movement when necessary to
impose quarantine or isolation at a particular time for a serious
communicable disease, such as Ebola fever. This is a restriction that may be
necessary for the public good and therefore could be considered
legitimate under international human rights law. The basic principles to
consider before rights can be legitimately restricted, like in the case above,
are spelt out in the Siracusa Principles. These principles are discussed in
detail in Session 3.

Monitoring rights at the international level through
human rights treaty bodies. Building political
commitments through the international conference
processes, such as Cairo and Beijing

Introduction to international human rights in relation to reproductive health ‘ N ‘ Session

Treaty bodies

Every UN human rights treaty has a treaty monitoring body called a
committee, which monitors the compliance of the states that have bound
themselves to the treaty legally (ratification). Ratification by a state of a UN
human rights treaty implies that they are willing to take part in the
monitoring process.

Whether and to what extent a government is in compliance with its
obligations under a particular treaty is monitored through a system of
regular reporting by the government to the Committee concerned.

These periodic reports by a government to these committees include
information on the steps it has taken to implement its obligations, any
difficulties it has had in doing so, and exactly how it has incorporated its
obligations into domestic law.

It is supposed to report on both law and practice.

The reports are potentially self-serving, but they are becoming more
and more effective. This is because treaty monitoring bodies are less and
less likely to accept them at face value. Treaty bodies also get information
from NGOs (non-governmental organizations), often in the form of
“shadow reports”, which they can use in questioning the official
government report. The work of NGOs is critical to this process.

Treaty bodies also issue “General Comments” and “General
Recommendations”, which can help to further elaborate their interpretation
of rights contained in the treaty. For example the treaty body that monitors
the Women’s Convention has elaborated recommendations on health,
violence against women and HIV/AIDS.
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International conferences - political commitments

The declarations and programmes of action of international conferences
such as those in Cairo and Beijing are key to moving the human rights
agenda forward because they help clarify and give content to certain rights
and clusters of rights, for example by getting international consensus at
government level on the notion of reproductive rights across a series of
international conferences beginning in Cairo.

While international conferences do not make new law, they are
important as they reflect the political commitments of governments at a
very high level. They are also important for bringing visibility to new issues.

These conference commitments are about government action and
about what should or should not be done at the national and international
level. They are about setting out not just a declaration of principles, but also
a programme of action, designed to be relevant to all policy and programme
work in reproductive health.

In addition, the treaty bodies have begun to use the commitments in
Cairo and Beijing around reproductive rights in their dialogues with
governments. This has helped to make governments more accountable for
the provisions in the documents.

How to think about reproductive health in the context
of human rights, and therefore about reproductive rights

Reproductive rights are not new rights. They relate to an individual
woman'’s or man's ability to control and make decisions about her or his
life which will impact on her or his reproductive and sexual health.
According to international consensus no new rights have been created.
Rather, the constellations of rights that together make up what we call
reproductive rights have been identified from within the existing human
rights documents.

Reproductive rights are understood to be entitled to protection for
their own sake, but also because they are essential as a precondition for the
ability to exercise other rights without discrimination.

Reproductive rights means considering governmental obligations
under the human rights documents in a whole new light. For example,
consider the rights to education, health and social services in relation all of
the well-known causes of maternal mortality. A government which fails to
provide education, health and social services to young women of
reproductive age, could well be found to be in violation of these rights now
recognized as part of reproductive rights. This is likely not to have been the
case before the Cairo conference.

Consider the additional elements of information that a gender
perspective and recognition of the existence of reproductive and sexual
rights would bring to governmental accountability under the human rights
treaties it has ratified. Think through the added dimensions that considering
a right from this perspective brings. For example, the right to bodily
integrity and security of the person was traditionally understood to relate
to actions concerning individuals in the custody of the state. But now it can
also be interpreted as security from sexual violence and assault at the hands
of one's intimate partner or others.
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Balancing the burdens and benefits of
human rights in relation to reproductive
and sexual health policies and programmes

What participants should get out of the session

Participants will:

e understand the impact that the promotion of rights or the violation of
rights can have on reproductive and sexual health

e® be able to use a public health and rights based approach for
identifying and solving problems.
2 hours 45 minutes
Materials

e Handout: “A case stu