WORLD HEALTH ORGANIZATION

REGIONAL OFFICE FOR EUROPE

WELTGESUNDHEITSORGANISATION

REGIONALBURO FUR EUROPA

LCE/USR 603/501
UNEDITER
ENGLISH ONLY

POSITIVE AFFROACHES TO PROMOTING WOMEN'S HEALTH
by

Sheryl Rugek
Department of Social and Behaviaral Sciences

University of Califoruia
San Francisco, CA 94143

UsA
and

Jessica Hill
Health Promotion Diractorate
Health Services Promotion Branch
Haalth and Welfare Canada
Canada

ORGANISATION MONDIALE DE LA SANTE
BUREAU REGIONAL DE L'EUROPE

BCEMHPHAR OFTAHHIALUHA 3OPABOOXFAHEHHA
EBPONENCKOE PETHOHANLHOE EIOPO

1985




Note

The issue of this documant does not comstitute
formal publication. It should not be reviewed,
abatracted, quoted or translated without the
agreement of the World Health Organization Regional
Office for Europe. Authors alone are responsibile
for views expressed in signed articles.




6.

CONTENTS

Women's health: a growing social issue . . . . . . .

l.1 Background and purposSe . ., . + & & & & = » & &

1.2 Why positive health education muat be sex—specific or
importance of a gender analysis to heailth educatien .

Pasitive approaches to women's health . . . . . . ..

2.1 Towards a holistic social model of women's health
2.2 Trends in healrh education and promotion . . . .
2.3 The mandate of health education and promotion . .

The life-comtext of women's health . .+ v & & & = & o

Social forces which affect women's experience
theﬂlthandWE]-lbﬂing R T T T T T

4.1 The age distribution of populaticns . . . . . . .
4.2 Changing family Structures . . . + o o« + 2 = « 4
4.3 Economic development . + + « o 4 4 5 v + v = o o

Health issues asoéisted with women's life experience .
5.1 Sexuality . . . e e e e e e e e e e e
3.2 Reproduction « o + 4« 4 - w 5 s 1 o5 8 8 5 4 s 4 s
3.3 Women's family roles . . ., . . . .. .. ...,
5.4 Production L T T T
3.5 Quality of life and quality of care . + « + « .

-

Redefining the knowledge base for promating women's health

6.1

6.2 Clinical knowledge . . v & & v + 4 & a 4 = = » &
6.3 Experiental knowledge . . « - - « 4 & 4 4 s o+ . s
6.4 Supressed and devalued knowledge . & o « « 4+ & 4
6.5 Research needs for expanding the knowledge base .

Central concepts for promoting women's health . . . .

Epidemiological knowledge . & v & « 2 2 « « 4+ 5 = = o

»1 Increasing women's self-determinatiom . . . . . . . .

7
7.2 Reprising women's values te transform social zelations
7

»3 Incorporating a political analysis ., . . . . ..

Strategies for health education and promotion for women

8.1 Designing and providing health information . . . .
8.2 Facilitating popular education and

conacigousness—reising . . - 4 4 o 4 & 4 4 4 4 . .
8.3 Supporting communiry development and organizing .
8.4 GBtimulating regulatory action . + o & 4 & 4 4 4
8.5 Promoting change through legislative and

Judicial measUTES & 4 - - 4 4 ok v ok e e w s e s
Implications for planning . . + 4 v + = & 4 5 v s o » =

Referenﬂﬁﬂ.--.--.---..-..----...

Lak B B3

L

| O h O e n

D oul 00 03~

10
11
11
11
12
12
13
13
13
13

14







ICE/HER 603/s01
§4736L
page 1

1. Women's health: a growing social issue

1.1 Baekground and purpose

The World Health Organization and other intermational and pnational organizations and
government bedies are increasingly responsive o the particular heslth needs of women. This paper
reflects issues and ideas about women's health which appeared as dominant themes at the WHO
Conference on Women and ¥ealth held in Edinburgh, United Kingdom, in May 1983. The themes
themselves have appedred in virtually every conference on women and health held in Europe and North
Americs gver the past decade (see Amnnex 1 for a list of afficially spongored national and
international meetings whiech reflect these concerus).

These themes reprasant a vision of women's health which has emerged from the women's healthn
movement throughout Europe and North America over the psst 15 years. This movement consists of
women who participate in hundreds of women's self-help health groupe, health elinic¢s, health rights
arganizations and groups which write and publish timely health information for women (ISIS, 1930;
Boston Women's Heslth Book Collective, 1976; Doyal, 1983; Freemam, 1982; Kickbuach, 1978;

Rugek, 1978; Eleiber and Light, 1978; Rodenstein, 1980; Women's Health Informacion Centre,
1483), For example, one of the best known groups, the Boaten Women's Health Book Collective, in
the United States, has sold over two milliom copies of the U3 edition of their enormously popular
health manual, Qur bodies, ourselves.

The book is now available in 14 foreign editions, including Dutch, French, German, Italian,
Spanish and Swedish (Boston Women's Health Book Collective, 1976). Other well-known groups include
the Dispensaire des Femue in Geneva, Switzerland, which operates a women's ¢linic providing
humanistic care designed to meet the needs of both patieats and health workers {Gramoni and
Chipier, 1983) snd Feministisches Frauen Gesundheits Zentrum in West Berlin which offers self-help
health courses and publicizes information om hazavdous drugs. The purpose of this paper is to show
how the views om women's health, which are reflected in the presentations, discussions and
recommendations at Edinburgh and in women's health sctivities irp communities, are the foundation
for a poaitive approach to women's health education and promotion worldwide. Here, we articulate
these ideas into & comceptual framework and action strategy to illustrate what health education and
promotion must rest on o meet women's health needs. The positive approach we propose ia a
contribution of the World Health Organization to the United Mations Decade for Women., As such, it
is intended re stimulate discussions and provide guidance for developing and assessing ougoing
activities designed to meet the gozl of health for all by the year 2000.

1.2 Why positive health education must be sex—specific or the importance of a gender analysis to
health education

Traditionally, health promotion and education has been ¢riticized for focusing entizely on
individusl behaviour and "lifestyle” issues. The social model of health (Kickbusch, 1981), which
identified rhe significance of social support, social acticom and broader notions of health,
provided 2 more complete model of health and allows for the development of more effective health
promotion strategies. What we propose here extends and elaborates the social model of health,
focusing on the centrality of sex and gender in all aspects of health, illness, caring and curing.
We argue that the underlying gender systems, which are socially and politically constructed, afiect
women's biological and psychological life experience in fundamental ways. We emphasize this
because, to develep positive, meaningful approaches to promoting women's health and experience of
wellbeing, it is essential to understand the overall context of women's social and biplogical life
exparience.

To do this, we briefly describe the life context of women's health by examining female
sexuality, reproduction, work in the family, work in the paid labour market, and quality of life
izzues. We alse consider how social forces and social changes affect all of these spheres of life
and, necessarily, the central health issues women themselves experience. Against this back-drop of
women's life and heaslth experiences, we examine broad trends in the field of health educatien and
promotion and note how the gender neutrality of concepts and appreaches now extant may obgcure
women's most salient health needs.

Since women's own definitions of health problems are not always the game as those which
professionals define as "important", we suggest ways in which the existing knowledge base for
health education must be redefined. Thus, we call for a critical assessment of epidemiological and
clinical knowledge, as well as the inclusion of experiential knowledge and women's own suppressed
and devalued knowledge to further develop health education and promotion programmes.
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Taking as 4 starting point a revised knowledge base, we then examine what women themselves
define as essential eritervia for positive health education and promotion efforrs; (1) increasing
wemen's self-determination; (2) reprising women's values to transform social relariens which
affeet health; ard (3) incorporating a politiecal analyais which leads to structural change in
gociety to promote health, Finally, we present general strategies for heslth education and
promotion which incorporate these key concepts. These strategies ~ (1) providing health
information; (2) facilitating popular education and consciousneas-raising; (3) supporting
conmunity development; (4) prometing regulatory actien; and (5) propoaing legislation and
judicial enforcement — can, of course, be used to generate a public health approach to health
education and promotion for all persons in society. For the purpose of this paper, we focus on the
importance of this approach to enhance women's health.

2. Pogitive approaches to women's health

2.1 Yowards a holistic social model of women's health

Worldwide, experts and lay peraons recogunize the limits of medicine in improving the health
status of populations (MeKeown, 1979; GCochrana, 19713y 1Illich, 1976). For women, the
medicalization of uniquely female biological life events from puberty through menopause is viewed
a8 egpecially problematic becayse it reduces women's sense of control, confidence and competence to
manage their own lives. Futthermore, there is seriocus questioning of the overall benefit to women
of medical interventions such as oral contraceptives, injectable contraceptives, intrauterine
devices (IUDs), high technology childbirth management, mood-altering drugs and some forms of
gynaecological surgery relative to their benefits defined either in terms of gignificant reductions

" in morbidicy and mortality or quality of life (Ruzek, 1978, 1933).

It ia recognized that a new balance must develop between rescurces spenf on curative medical

services and environmental changes and prevention gervices and sducation programues which prevent
disease and promote wellbeing for the totality of women's lives. A holistic social model of

health, assuring women adequate income to meet basic needs, providing societally funded child care

~and other services to reduce women's "double burden” of work and ecreating social institutions which
promeote rather than undermine mental and physical health are as salient as providing medical
services which are safe and effeective. What, then, is the role of health education and promotion
in improving women's health?

2.2 Trends in health education and promotion

Kickbuseh (1981} notes that in the WHO European Region, a social model of health education is
gaining prominence. The social model she describes represents a significant move away from an
individualistic orientation to health education and greater attention to the social context of
health. Traditionally, health promotion has been an sxtension of the biomedical model of health,
which focuses on individual efforts to modify health behavionr without incorporating an
understanding of the social and politieal context of people's health and the health care system,

Health premotien strategies have been developed with little atfention to the barriers to
health facing individuals in all societies. Employment, housing and occupational health hazards
are examples of factors which must be cousidered in health promotion programme development.

The social medel of health which Kickbusch describes emphasizes moving from health
preseription to health promotien, from individualistic behaviour modification to a systematic
public health approach, from a medical orientation to the recagnition of lay competence, and from
authoritarisn health education to supportive health education. Inherent in a social approach in
the gosal of reducing inequities in health which arise from all forms of social stratification, such
ag class and race. Too often, however, the health consequences of sex-gender ilnequalities remain
"invigible". The priorities and content of traditional health promotion programmes have oftaen
placed a further burden on women's lives by prescribing health behaviours which are unrealistic aud
in some inatances not designed to improve women's health but instead the health of the family.
Indeed, the sex-newtral language of health education and promotion literature obscures the fact
that women gnd men play very different roles in the prevention and treatment of disease. When we
bring this into foeus, we must confront issues relating to women's provision of unpaid care and to
professional dominance. o

Becsuse women are the primary care-givers in lay health systems, increasing racognition of lay
competence and increasing reliance on lay care potentially threatens to increase women's overall
burden of work in society. Schemes to reimburse women for their lay care-giving activities -

either threugh grants for small organizations or through providing individuals with direct payments
or credits towards retirement and other social bénefits - are slso problematic. Incorporating
informal caregiving into the formal syatem would likely be done at & very low level of gay, further

institutionalizing women's economic disadvantage and reducing opportunities for paid ‘work.
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An additional diffieulty which policy-makers must recognize is that, increasingly, women work
..in the paid labour force to support their families and are gimply not "available" te provide
extensive care-giving rto their families.

As lay competence gains recognitien, efforts must be made to prevent it from becoming
subsrdinated to formal medical autherity or it will become ap unpaid or poorly paid ancillary
service under the control of health care systems. We have much to learn yet about the actual
nature of caring and the ways in which professional training and centralized authority and
supervision in health servide institutions may undermine the qualities of particularism and
. flexibility which may be centrzl to effective caring. We need more research into the actual nature
of effeccive caring before we assume that "lay approaches" can be replicated on a large scale for
little money and produce good results. Efforts to expand health premotion and education activities
to ensure that they in fact meet the perceived needs of peraons whe will use them - not just the
needs "experts" declare exist — is a central issue, Lay-organized self-help approaches are
effective in large part because they address the felt needs of both the providers and receivers of
care — to provide is to receive, in part. To ignore this element is to return te the
authoritarian, proacriptive approach to health education which Kickbusch and others view as
anachrouistic in light of the efficacy of supportive approaches to health education. Teo ensure
. that supportive health education approaches evolve, women themselves must be the grchitects as well
. as the builders and users of health educatioun and prometion schemes.

2.3 The mandate of health education and promotion

Some of the health issues we raise clearly go beyond the bounds of what health educztion and
prometion per se can or should do. Improving women's health and wellbeing requires raising women's
status in soeiety, which in turn involves fundamental social, political, cultural and economic
. changes, Obviously, these are beyond the scope of health interventioms. Nometheless, we balieve
. that many of the positive health educatien and promotion efforts which could be undertaken would

have positive effects on women's health and, over time, contribute to their improved atatus in
socizsty, This positive health education is based on & medel of human behaviour which is embedded
in a social context. Thua, health behaviour is wost effectively changed when key elements of the
social context ave addressed. It ig our belief that the mandate of health education and prometion
clearly encompasses improving the social coutext. Indeed, this is a classic public health
approach. Here, we establish a social-¢ontextual framework for gusesaing women's health needs.

3. The life context of women's health

The view which emerges from the Edinburgh conference, other national and international
meetings and the growing literature on women is that health encompasses all areas of life. While
all of women's life experiences are interrelated and have an effect upon each other, for conceptual
clarity it is useful to describe women's health concerns within four primary spheres of life.

Women's lives are embedded in the interrelated spheres of (1) sexuality; (2) reproduction;
(3) the family and the socialization of children; and (4) econemic productiom (Mitchell, 1971).
In each of these spheres, the social and cultural organization of activities have particular
effects on women's biological and sociopsychological salves. All of these spheres of life are
affected by broad social and political forces and systems of social stratification: age, race and
social class. Thus, the quality of women's Lives and their experience of health and illness result
from their entire life context. Changes in one sphera of life affect women's health in other
spheres. Clearly, life changes oftem have both positive and negative health consequences. Thus,
for example, some woman who enter paid work may suffer less than women working in the home from
depression associated with social isolation but are increasingly at risk of other forms of ill
health from industrial hazards, eccupational stress-related disorders and poor nutrition which
results from inadequate time to shop and prepare food.

Here, we consider how certain social forces affect women's health status and identify some
gsalient health issues in each life sphere. We also discuss quality of life and qualicy of care
iggsues which croaswcut all spheres of life. Our intention is not to provide a comprehensive
picture of women's health needs, but rather te provide a conceptual framework within which we c¢an
gee how women's health is fundamentally shaped by social forces and social relationships. This

perspective must be understeod clearly because it has profound implications for health education
and promotion strategies.

b, Secial forces which affect women's experiencé of health and wellbeing

Three social forces whieh have profound implications for the health stétus and experience of
wellbeing for women are the age distribution.of populations, chauging family structures and levels
of economic development. Here, we briefly cpnsider thése social forces and idemtify séme of the
major health implications asseciated with each. S R o
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4.1 The age distribution of populations

Recent demographic ahifts in both developing and developed nations have profound implicaticns
for women's health. In many developad countries, life expectancy after the age of 65 years has
risen copgiderably. CGCoupled with stable or slightly declining birth rates, the increased life
expectancy results in an ever growing proportion of the population being elderly. Worldwide United
Nations projections, based on current demographic trends, show that by the year 2000, the
industrialized nations will all face planning health services for increasingly elderly populations
which require more medical and at home health care (United Nations, 1982).

Analyses of these demographic shifts in the United States reveal that in 1960, persons aged
63 years or over comprised 9.1% of the populatiomn. By 1980, this group comstituted 11.1%, and by
2000 it is estimated it will comprise 13,2% of the population. Because of significant sex
differences in life expectancy, women are disproportionately found in the age population.
Projections suggest that, by the year 2000, there will be 21.8 million elderly women comparad to
4.4 million elderly men im the United States, The sex difference is especially notable in those
aged 75 years or over - the papulation wost in need of medical services and nurging home care {Rice
and Feldman, 1983).

In the elderly population, chronic conditions are of great significance, and the care of the
elderly who are ne longer completely self-sufficient is increasingly required. For elderly women,
conditions such as chronic arcthritis, rheumatism, Alzheimer's disease and cstecporesis will
increase the need for in home social services and self-care as well as inatitutional care.

Because women's pensaions are typically lower than men's, elderly women more often live in
poverty and have inadequate resocurces to meet their health and welfare needs. In some countriea,
women are less likely fo have adequate health insurance covermge than mpen,

In developing countries which continue to have lower life expectancy than developed countries,
improvements in rates of infant and childhood morrality will alas rasult in an increase in the
proportion of the dependent population under the age of 14 years. In these countries, women'a
control over their life experience is affected by the ability of societies to increase the food
supply rapidly enough to prevent maternsl and c¢hild worbidity and mortality from malnutrition.
Whare cultural practices limit women's access teo food, strategies must be developed to increase
women's caloric and nutritional intake.

4.2 Changing family structures

Changes in family composition and size have major implications for women's health. The
extended family and nuclear family are increasingly replaced by family units which consist of
(1} mothers and dependent children; {2) groups of unrelated adults; and (3) single adult
households. The first pattern, mother—children households, is a major factor in the "feminization
of poverty". An increasing number of single-person households consist of elderly women, a large
proportion of whom are poor, We need to upderstand the sctual contribation of various forms of
sacial guppert to health and wellbeing and determine how and in what ways neighbours, friends and
others can fulfil the functions previously provided by family end tighter-knit communities.

New strategies are needed Co provide both social and econowmic support Lo maintain the health
and wellbeing of women in these increasingly common life circumstances. Implicit in the call for
new stvategies 1s the need to address the underlying issue of women's disadvantaged gocial and
economic status combined with cultural expectations regarding men's compared to women's
responsibility for c¢child-tearing aund child support and care-giving in old age.

Social and cultural forces also affect the range of years in which childbearing and
child-rearing are prominent features of women's lives, In developed countries, delayed

childbearing is increasingly practised among highly educated women. This pattern may pose an array
of health benafits and hazards to women and their children. Because delayed childbearing typically
follews leng-term use of contraceptives, problems of infertility associated with oral
contraceptives and IUDS are growing. Because older first-time mothers are typically well sducated
and economically secure, batter nmutrition and care during pregnancy may provide for better
pregnancy ocutcomes. The inecidence of some birth defects such as Down's syndrome, however,
increases with maternal and paternal age.

In some segments of developed countries, there are also increases in the rates of reenage
pregnancy - aspecially in young (under the age of 16 years) teenage girls. Health problems for
beth mothers and babies need to be examined carefully, Greater atrention must be directed to
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determining what people themselvas (as contrasted to medical personnel) define as acceptable and
unacceptable risks in preventing pregndancy, protecting fertility, and in giving birth at different
stages of the life c¢ycle. It is only in relation to these ?erceptions of risik that appropriate and
effective health education and promotion efforts can be designed.

4.3 Economic development

Women's roles in economic production are changing rapidly in both developed and developing
countries. An inereaasing proportion of the paid labour force is female im all countries and the
proportion of women with young children who hold paid positioms is increasing. Women are clustered
in the lower paying and less stable sectors of rhe economy, leading to cycles of unemployment and
low pay, both of which are known to have negative health effects.

Historically, women's participation in paid employment has been asgociated with decreased
levels of fartility. The shift to paid employment is also asseeiated with migration from rural to
urban settings, where environmental supports and impediments to health are quite different.
Various forms of migration - be it frem rural to wrban areas or from one country to another ~
require women to adapt to many condirions which affect their health. Women whe are culturally
displaced or transported have particular needs for health information and education which women
growing up in the country of their parents are more likely to have acquired informally in the
family and through schools and other institutioms,

5. Health issues associated with women'sa life experience

Women's roles, as mentiomed earlier, im sexuality, repreduction, rhe family and eaconcmic
production are all affected by the social forces we have described., Here, we seek to identify
critical health issues for women which ave specifically sssociated with each of these aspects of
women's lives and also with quality of life and quality of care which cross-cut all spheres of
women's livea,

5.1 Sexuality

Women are viewed as sexual objects in many societies, and their sexual funetion is often
defined in terms of male gratification. New definitions of female sexuality are emerging which
reflect a valuation of women's own experience of their sexuality. Creating a positive experience
of sexuality is complicated by the fact that violence against women in all secieties invelves
various forms of sexuwal assault - through rape, imcest and sexwal harassment in public as well as
in private spheres. Eliminating all forms of sexual abuse and ensuring that women have contrel of
their sexuality are cemtral to promoting women's experience of nealth and wellbeing. Ensuriog
disabled women and women who are otherwise stigmatized, such as aged women, opportunities for
sexuzl expression is also essential. Accepting the rights of the elderly and handicapped women o
a satisfying sexual life may require substantial attitudinal changes.

Little research has been done on normal sexological changes in aging women., It is gemerally
accepted that women experienmce little serious less of sexual capacity due to age alone. Those
changes that do occur (mainly in the shape, flexibility and lubrification of the vagina) can
usually be traded directly to lowered levels of the hormone estrogen during and after mencpause.

In the past, women who had severe problems were usually treated with estrogem, but this practice is
now being questioned because of concern about estrogen's side effeers.

A society's laws, attitudes snd prejudice to homosexuality to a grealb extent prevent lesbian
women from leading a good sexwal life in freedom from guilt, shame and fear. Furthermore, a
society without visible homosexuality — which is common in the western world today - offers neo
possibilities for social and sexual identification for a homosexual persom.

5.2 Regroduction

Women's childbearing funetion is a major factor in wemen's health regardless of whether a
woman chooses fo bear children ar not. Reproduction and reproductive porential affect women's
physical and mental health in numerous ways. Women's preference for bearing or not bearing
children is socially and culturally conditioned and is not simply an individual "choice"., A
woman's perscnal preference for bearing many, few or no children is provlematic if it contradiets
sociocultural expectarions. Women who do not fulfil sociocultural expectations about ¢hildbearing
(either by choice or because of socizl or biological impediments) may experience comsidarable
pasychological disturbance. Coercive and authoritarian health education approaches to family
planning can result from either pro-matalist or amti-natalist policies.
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Women in all societies are concerned about preventing and termigating unwanted pregnancies.
The availability, safety and efficacy of contraceprive drugs and devices and abortion procedures
are major health issues. Preventing loss of reproductive potential or the ability to reproduce
healthy offspring are growing concerns as women are exposad to new environmental toxins. Some
contraceptive drugs and devices are known to impair reproductive capacity in g small proportien of
women, especially if used for long periocds.

Childbirth practices vary tremendously from society to society, and weomen's definitions of
what is desirable vary considerably within countries as well as between countries. Reproduction ia
increasingly medicalized and professionalized, a trend which many women would like ko reverse. Tha
safety, efficacy and cost-benefit of high technology interventions, such as electronic foetal
monitoring and Caesarean aection, are increasingly questioned (Banta and Thacker, 1979; Young,
1982)). At the same time, maternal and infant mortality remain too high in many countries,
especially among dissdvantaged groups who receive inadequate nutrition, prenatal, delivary and
pestpartum care.

Manipulative reproductive techuologies, ranging frem smniocentasis to in viktro fertilization,
reise new opportunifies and hazards to women's health. Beyond the technical issues of direct
health risks and benefits, there are fundamental questions sbout allecating scarce resources to
develop technologies with limited marginal utility and/or which are too costly for wide
dissemination. Inereasing reliance on these technologies to produce "perfect children" also raises
moral and ethical dilemmas for women, their families and health care providers,

Disabled women are particularly disturbed by the implications of policies whigh channel
resources to preventing persoms such as themselves from being born rather than providing resources
and social support to enhance their health and wellbeing.

3.3 Women's family roles

The central health issues related to women's role in the family arise out of the goeietal
devaluation of wowen's roles and unrecognized hazards associated with unpaid work. Social and
economic rewards and support must be afforded to women who engage in the essential human activiries
of child-rearing, caring for the sick, preparing food, and providing soeial and psycholegical
support Lo austain the family, When these functions are assigned exclusively ra women,
particulaxly in societies organized around small nuclear familias or units congisting of mothers
and children or single adults, women may bacome gocially isolated and particularly subject to
depressive disorders. In some countries, it is evident that the state's intention to support and
strengthen families doea not translate into policies which are, in fact, supportive to women and
children. When women engage in poorly paid work outside the home without adequate c¢hild care and
domestic aseistance, fatigue and depression from the "double burden" of work im beth arenas may
result. The long-term ¢ousequences of the "double burden" for women's physical and mental health
are not yet adequately understood. More attentionm also needs to be directed rowards reducing
health risks assoeiated with activities such as the use of household chemicsls, lifting and
carrying and aceidents ranging from stove burns to falls on wet floors,

5.4 Production

As wouen enter the paid labour force, they are moat typically recruited into low-paying jobs
characterized by instability, part-time employment and faw opportunities for advancement.

The sex segration of most labour forces means that the occupational hazards women face are
often different from those experienced by men, Because of historical concarn over protecting
women's fertility and preventing foetal damage, protective legislation is a typical strategy te
maintain health. BSuch legislation must be re-examined to ensure that it does not bar women from
access to befter paying jobs and that removal from hazardous worksites does not reduce women's
economic status. Greater concern needs to be directed towards preventing sperm damage in malss and
preventing transfar of toxiec materials te children aund other family members. As women move into
economic production outside the home, sexual harassment and assauilt in the workplace or while
travelling to and from work must also be recognized as hazards which require intervention to
prevent.

3.5 Quality of life and quality of care

The quality of women's lives is affected by scructural, cultural apnd gociopsychological
factors. Rather than viewing health behaviour as the result of individual "chojes," it is
nacesgary to underatsnd and address the social conditions and government policies which shape these
¢hoices and health problems. Brown's The social origing of depression, for example, illustrates
the importance of life events and structural factors, such as paverty, as determinants of
depression, an incressingly common heslth problem for women.
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Soeietal gender expectations are often not conducive to women's heslth. For health promotion
efforts to be successful, they must take into account and challenge the sex role expectarions
smbedded in secial institutions as well as the individual.

Tet to improve the overall status of women's lives, there may be zituartions or periods of time
when their health will be at risk or in confliet with the interests of athers - employers, spouses,
children and the manufacturers of health damaging subtances - and cultural expectations. ¥From this
perspective, one would be interested in eliminating advertising which portrays women negatively and
eliminating products which are hammful to women's health and szeek to reduce Fha sfrain stemming

- from inadequate child care, blocked occupational wobility and social marketing which portrays
physical beauty as a commodity. Policies which promote women's equality in sociefy would be
healrh-enhancing.

Wemen's health also involves the experience of chronic conditions in everyday life throughout
the life cycle., Routine problems, such as vaginal infeetioms, bladder infections, premenstrual
tengion, arthritic and rheumatoid conditions, muscular-skelers] problems, headaches and
osteoporosis, all have significant consequences for women's experience of health. Western medicine
has not defined these chromic disorders as "seriocus” problems, and fewer resources sre available £
manzge them than more “acute" conditioms. Similarly, most physicians pay inadequate attention te
the physical, psychological and sexual consequances of gynaecological surgery or maatectomy -
defining only the technical aspects of aurgery as significant healrh matters. A redefinition of
what constifutes conditions worthy of serious iuntervention is called for by women themselves.

6. Redefining the knowledge base for promoting women's health -

For organizations to set priorities for health education and promotion programmes, some
reference is usually made to a knowledge base for assigning priority. Histovically in the health
field, clinical medical experts and scientists were viewed as the only parsons who needed to be
involved in defining the parameters and content of this kanowledge base. Ia recent years,
incrassing sttention has focused on the need for lay knowledge as well as knowledge of lay concerns.

Professional and lay persons do not always share the same definitions of what constitutes an
"important™ health problem. MNor is there agreement on when lay as ¢ompared to professional
treatment for health problems is most appropriate or effective. The differsnce batween lay and
professional pergpectives are not uniform either, but differ between and within countries depending
vn political and economic conditions as well as the relative level of education of both providers
and lay persona,

Publie health officials, professional providers and lay persons base their definitions of
problems im part on different knowledge bases: epidemiologiecal, clinical and experiential. Here,
we discuss these knowledge bases and what we conceive of as women's suppressed and devalued
knowledge.

6.1 Epidemiological knowledge

Public health officials typically rely heavily on ¢epldemiclogical data for defining health
problems and setting priorities for interventions. The fundamental premise of this approach is
that interventions are ealled for when the condition is "significant", i.e. causes considerable
excess mortality or severe morbidity and affects large populations.

Public health approaches in developed countries increasingly focus op reducing mortality and
certain forms of wmorbidiry which affect peopla's ability to Carry out their economic roles.
Because women in many countries spend considerable years in childbearing, child-rearing and unpaid
communtity work, definitions of problems im terms of preventing days lost from paid work are ner
adequate,

In gome countries, ineressing attention is directed at formalized “cost-effectiveness" or
"eost-henefit” formulations in policy arenas. Because thege analyses are typically based on
maximizing "saved” wages and lifetime prejected (discounted) earnings of peopie by preventing
disease in "target populations", women and children are de facto "low priority” populations. Such
approaches favour expenditures to prevent, for example, coronary heart disease in upper-income men
and give low pricrity, for example, to nutrition programmes for Preguant women or the elderly who
have "little economic value"., Neither WHO nor any responsible publiec organization or government
can endorse getting programme priorities om the basis of formulse which institutionalize the
disadvantaged economic status of women in the paid labour force and the unrecognized economic
contribution of women's unpaid work in the family and community.
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Care muat also be taken to interpretf epidemiclogical data with caution where sex differences
suggest women are &€ an '"sdvantage" in terms of overall health status. Although in developed
countries women typically live longer than men, women may actually have a greater burden of ill
health over the life cycle than do men. In elderly populaticns, women survive to experience the
diseases of sging and chromic disabilities — often witheut the support of = living spouse to assist
in their care. Because not all disease is "preventable" or “curable”, we need to know more about
the needs of such women for supportive health educational programmes.

New definitions of significant health problems, especially problems related to chronic illness
and mentsl health, must emerge within the epidemiological framework. Fox axample, women's
experience of violence (rape, assault, domestic violence, war) and aexperience of economic
insecurity (low wages, high unemployment, threat of loss of income through diveorece, widewhood,
spousal disability) need to be inveatigated as major sources of mental and physical ill health for
womsn. If we knew more about the distribution of these experiences of impaired wellbeing, we might
alter our perception of the relative importamce of the so-called Yeiller diseasea’™, such as cancer
and heart disesse. A new epidemiology of violence and of chronic impairments of averyday life
might suggest new priorities for allocating resources for preventive care and supportive services.
In the framework of this new epidemiology, "healthy lifestyles" would no longer focus on individual
“rigk factor reduction" to prevent heart disease and cancer.

Instead, we might focus our efforts on c¢reating and gustaining social and envirgnmental
conditions which prevent or reduce occupational stress, sexual harassment, rape gnd economic
insecurity through an array of sociopelitical interventioms. These could range from stringent
regulation of sociopsychalogical working couditions to surer punishment of rapists and other
perpetrators of violence and provision of restitution for victims of violence.

Most Fundamentally, we would have to ask what economic, social and paychological condicions
foster violence and seek to change these underlying conditioms. In the case of chronic )
impairments, we need to know how widespread the limitations and disabilities are and what might be
done to maximize women's ability to maintain their health and wellbeing on a day-to-day basis given
the probability that the limitation will continue.

6.2 Clinical knowledge

Creater emphasis is often placed on complex wedical technologies and "aliniecally interesting
diseases™ in medical education than on conditions which are epidemiologically aignificant or which
raflect patienta’ own concerns. Physicians trained in major medieal centres often experience
disillusionment upon entering practice where the great majority of medical complaints are routine,
not life-threatening and require minimal technological interventien. In this milieu, certain

health conditions which patients regard as impertant are disregarded by clinicians as "trivial".

Thus, for example, surgeons typically concern themselves with the healing of tissue after a
mastectemy for breast cancer, whereas women themselves may be as ¢oncerned with how the
disfigurement affects their feelings of sexual attractiveness, thair ability to hold a job, the
probability of dying or having a daughter develop the disease. Drawing on clinical and
epidemiological knowledge which focuses on the biomedical aspects of disease, professional health
aducation efforts typically ewphasize disease prevention and detection rather than the caring
support required to assist people te live comforrably with disruptive incidences or disabling
conditions. The content of health education is often restricted to providing just enough

. information about the disease and the treatment regimen in order to comvince patients to take the
‘preseribed medication, refrain from obviously damaging behaviour and return for follow-up visics.
. Such efforts may serve mora to promote medical control over patients’ lives than to promote
wellbaing.

We do not wish to suggest that it is the proper role of clinical medicipe to provide all the
care, support anpd assistance needed by persons adapting to disease. There is ample evidence that
lay persons whe share the disease experience are better able Ehan professional experts to provide
the care, support and sharing of strategies for managing everyday life. What ia lacking, then, in
the clinical knowledge and training is a recognition of the importance of providing patients with
support and assisting them to locate the most suitable community resources.

6,3 Experiential knowledge

In recent years, increasing emphasis has been placed on experiential knowledge as 2 basgia for
health education. The lay aelf-help movement highlighta the centrality of experiential knowledge
for defining, praventing and managing health problems. A central tenet of lay galf-help groups is
that persons who have experienced a health problem have an understanding of that condition which
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. those without it do not fully comprehend. For women, experiential knowledge includes the meaning

snd management of routine hedlth matters, chromic conditions and threats to health. Experiential
knowledge also alerts us to health problems which may be highly significant for women's experience
of wellbeing but which have been largely ignored by clinicians or epidemioclogists. For example,
routine urinary tract and vaginal infections may be experienced as having a negative impact on
health and wellbeing far beyond their currently defined clinical or epidemiological "significance".

Central to the women's vision of health which emerged in western Europe and North America over

'the past 15 years is the premise that the individual is or can become knowledgeable abour her own

body. In contrast, the professionsl medical assumption is that women are largely not reliable to
interpret signs or symptoms adequately or to provide care for her own health conditions. Women's
belief in the health competence of the individual is bolstered by the experience in community—hased
health projects where, with access to health information and encouragement to pay attention to
one's body, individual women can Tecognize potential health problems at an early stage and seek
appropriate care - lay or profeasional, Optimism about the efficacy of individuals caring for
themselvas rests on the availability of underatandable health information, services, opportunities
and resources to engage in self-care and mutual aid, which may not yet exist in some countries oT
for some segments of the population. HMore research is needed on the limits as well as the

possibilities of experiential knowledge as a guide to appropriate health edugatien and prometion
activities. However, this is not yet viewed as a research priority in most countries.

Examiuned in the light of health promotion phileaophy, the experiential approach suggests that,
given adequate inforwation, knowledge and skills as well as supportive envirommental conditioms,
individusls will be likely to “choose" health-promoting behaviour. This is in contrast to
prescriptive approaches to health education and promotion programmes and the social control that is
likely to be invoked on those who £ail to 'choose" healthy behaviours or lifestyles. We emphasize
that many "unhealthy choices" as currently defined must be viewed in their wider social context -
the social conditions under which health-damaging "choices" reflect efforts at stress management, a

.. desire to comform to peer group norms or a minimal expression of power in the context of lives

characterized by isolation, alienation or excegaive atrain. From an experiential perspective, we
must also ssk if some risk reduction campaigns and screening programmes have a negative impact on
health by increasing women's fear of cancer and some of the other so-called "killer diseases'". We
need to expand our experiential knowledge base to include assessments of the gsocial and
paychological cousequences of increased awareness of risk factors and prevention approaches ranging
from changes in diet to changes in individual behaviour designed to prevent rape. We need to ask
if there are "tipping points" in health informatien beyond which individuals experience everything

.they do zs so "risky" that it is beat to ignore all such advice - or even take up especially

hazardous activities or behaviours. The experience of probable death from nuclear war, for
example, must be explored as a factor which undermines motivating people to reduce ordinary risks
in everyday life,

Ovarall, our experiential knowledge base is least well develeped and recognized. We believe
thet the expansion of this knowledge base i essential te the long—term development of priorities
for health promotiom and educatien programmes £or women. While rhis knowledge base is being
axpanded, we could profitably focus on conditioms or behaviours which sre already recognized as
health—damaging or threatening to women.

Because health education efforts are often most effective when recipients already perceive
themselves at risk of damsge or in need of preventing something they wish to prevent, we might
foens on areas such gs contraceptive and abortion information and aceess, childbirth education, and
geeupational health and safety education, for instance the proper use of video display terminals or
toxic chemicals. All of these are health issues which women have identified as prierities for
themselves.

6.4 Suppressed and devalued knowledge

An additional knowledge base for health educatiom and promotion for women iz women's own

 suppressed and devalued health knowledge. Women's folk practices and aysteme of caring, such as

lay midwifery, have been igmored or directly suppressed by medical authorities in many countries.
Daspite active efforts to suppress such practices, they coentinue - because they are experienced as
effective and enhasncing of wellbeing (Houd and Qakley, 1983). Women's knowledge of caring — a
¢oncept which we discuss in more detail in subsequent gections ~ must become part of the
fundamental knowledge base on which health education and promotion programmes are built.

although many widely disseminated medical practices, especially in the field of obstetrics and
gynaecology, have never been shewn to be safe and effective, women's traditional health-caring
activities are attacked on the grounds that they do not test on a "scientific knowledge base". We
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believe that health educators and promoters must question this logic and give serious eonaideration
to women's approaches to care. An obvious parallel might be made between westarn medicine's
devaluation of women's practices and the devaluation of traditional eastern healing practices, such
as acupuncture, which in recent years have gained recognition.

We must learn that much of what is valuable for healch and healing does neot fit the dominant
paradigm of western scientific medicine, which is oriented towards an exclusively biomedical
definition of diaease and intervention.

6.5 Regearch needs for expanding the knowladge base

To create a knowledge base adequate for meating women's health needs, we must transform the
value orientation, methods and social organization of research.

Taplied in our discusaion of the knowledge base for heamlth education and promotion is a
reordering of research priorities and questions. We need epidemiclogy to identify the distribution
of chronic disorders and personally experienced ill health or impaired wellbeing. We need to
research how users aa well as health providers or scientists define tha safety and efficacy of
drugs, medical davices and tachnologies. We need to research systematically the affecta of
nurturing and caring on experienced wellbeing as well as on conventional morbidity and mortaliry
outcomes. We alay need to research how informal care-giving is performed in all societies in ways
which explicitly address the sex of both care~givers and care-receivers and the implications of
gender for both the delivery and receipt of health—promoting activities. To do this, qualitative
as well as quantitative methodologies must be used or we will fail to discover the actual meaning
and consequences of health and illneas for women.

7. Central concepts for prowmoting women's heslth

Efforts to undertake positive hesglth education and promotion strategies for women must
incorporate three key concepts which women themselves identify as central to ensuring their
wellbeing: (1) increasing women's self~determination and self-definition of problems and
solurions; (2) reprising women's values to transform social relationships and health care
systems; and (3) incorporating a politieal analysis of health as it applies specifically to
women. All three of these concepts are central tenata of the contemporary women's health movement
in both Eurcpe and North America,

7.1 Increasing women's self-datermination

In order to support women's self-determinatiom, it is necessary Lo recognize that woman often
have been expected or required to pur the needs of their families before their own. For instance,
ta ensure that their childrer and partners have sufficient food, mothers may esat last and suffer
malnutrition. The tension between self-interest and familial end social responsibility is one
which must not be assigned to women alone but be shared by men and sociaty as a whole. Ensuring
women's self-determinstion by definition involves assuring women control over decisions to have or
net to have children, the fraquency with which they give birth, the conditions under which thay
give birth, and the merhods by which they limit their fertility. Self-determination alsc involves
protecting women's reproductive potential se that they are sble to bear children and to do so under
conditions which minimize environmental hazards. To assure this, women must ba inveolved in the
policy-making and research regarding all fertility-related matters.

Bimilarly, health promotion policy and progrummes must be examined to determine whether it ia,
in fact, women's health which is being supported. For example, considerable attention is being
paid to foetal health in the industrialized natioms. Strategies for protecting foetal health have
been based on limited scientific evidence of how critical fackora such as nutzrition, tebacco,
alcohol, the environment and social class affect the probability of having a healthy or impaired
baby. We actuslly know very little about the interaction of these health behaviours and social
factors. Yet health promotion programmes are being developed on the basis of very limited
evidence. There is algo inadequate attention to the context in which women make health decisions.
Messages to women are too often prescriptive and simplistic - women should net drimk if they are
thinking about becoming pregnent or are pregnant. Such slogans do uot accurately represent
scientific evidence and way, in fact, cauyse fear and anxiety about pregnancy outcomes which
undermine women's wellbeing.

Supportive health education programmes can play a major role in furthering self-dectermination
if information is based on the belief that women will make the bast decisions for themsslves within
their own life context, which includes a valuation of health relative to other life goals.
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Strategies to promote women's health must recognize the complexity of determining the configuration
of multiple risks to a person's health. Health promocion philosophy must incorporate a more
complex analysis of health needs and health risks from the perspective of women's lived

experience. An apalysis of health promotion policies on this basis is more likely co facilitate
gelf=detarmination and self-definition of health problems and sclutions than one basad only on

"medical and scientific risk factor concepts.

7.2 Reprising women's values to transform secial relations

Sharing, caring and nurturing have characterized women's roles in relation to other people in
their world. These values underlie what is increasingly referred to as social "support", a factor
in health which only recently has been acknowledged as significant. Sharing, caring and nurturing
have figured prominantly in women's self-help activities throughout the world. Indeed, these
aspects of self-help, while central, are oo often overlooked when efforts are made to evaluaca
them or incorporate them into service delivery systems.

Many countries, a.g. the Scandinavian countries, are becoming concerned about the erosion of
natural caring systems in communities such as extended families and an array of informal groups and
networks. Many of these systems traditionally comprise women. As women enter the paid labour
force in increasing numbers and as public and private institutions must take over providing
community services including care of the sick, sot¢iety 8 a whole muat address the need for
reallocating sharing and caring functions more equitably between men and women. We need to
identify, legitimize and find ways to develop the capacity for sharing, caring and nurturing in
both men and women. Persons who provide these essential elements in life, both informally without
pay and as part of formally defined jobs for which they are paid, must be given both secial
recognition and economic rewards. Society as a whole will benefit from men learning these skills
and assuming a greater vesponsibility for practising them. To make this a realicty, the entire
organization of work must be reshaped to facilitate men's participatiom in e¢hild care, care of the
elderly and care of the chronically ill.

We must seriously rethink rhe value systems which afford greater prestige to the manipulaticn
of objects and technologies than to the provision of human care which nurtures a seuse of wellbeing
in ways which are not yet fully understood in western, scieatific, rational terms.

Supportive health education and prometion (Kickbuseh 1981) is congistent with rhese values as
it incorporates providing informatiom and skills through self~help and mutual aid as well as
emphasizing the importance of suppert to effective decisiow-making. $elf-help within the women's
movement and other social movements has provided women with copportunities fo care for each other
and, through the receiving and giving, to gain new confidence and shkills.

7.3 lncorporating a political analysis

The women's movement has emphasized the importance of understanding the political, economic
and cultural forces which affect opportunities for health and the experience of health and
wellbeing for zll people. Thus, health is described as being simultaneously personal and

" politizal. From this perspective, the dynamies of race, class and gender stratification all affect

one's experience of health and must be taken into account to plan positive strategies to improve
women's health. Any strategy to educate women or promote women's health must take inte account all
of these realities to have truly positive effecta and avoid the '"victimblaming" message which is
too often embedded in health education aud promotion efforts.

Progremmes designed ou the basis of women's lived experience, including cultural, social and
economic dimensions, are wmore likely than nagrow prescriptive approaches to incerporate the
important element of human agency - the ability of women to aer on the world. This contributes to
empowering women and empowerment fundamentally ephances wellbeing.

B. Strategies for health education and prowetion of women

The gtrategies which we propose are to be considered in the context of community~based healch
promotion. The shift from a medical model of health to a holistic social modal of health is
implicit in the strateglies we suggest., Each of the concepts described above can be put inte action
creatively to promote women's health, using these general strategies;

- deszigning and providing health information;

- facilicating popular education and consciocusness-raising

- supporting community development and organizing;

- stimulating regulatory actioen;

- promoting change through legislative and judicial measures.
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Taken together, these strategies can bring about positive changes which reinforce one
another. A4 synergiatic effect can be facilitated working at different levels, from the individual,
the community end the nation or state. These atrategies and concepcs can, of course, be applied to
. improve the health of both men and wemen. Here, we focus on sex—specific approaches to underscore
the need for planning in sex-specific terms and with adequate knowledge of the gender system in any
society or subculture.

All of the strategies discussed have been used in a variety of countries and within a variety
of movements directed at social and political change. In this way, they have been demonatrated as
effective tools, which can now be applied ro healch prowotion.

8.1 Designing and providing health information

Although in some countries there appears to be an overwhelming amount of heslth informationm,
there remains a need for poaitive health information for women which reflacts women's own
axparience of health end 1llness. The information muat be presented in forma which take inte
account the specific sociccultural conditions of women whe are the intended audience. Increased
attention must be directed towards using media, printed materials and personal presentations which
reflect the specific realities of social ¢laas, race, ethnicity and cultural values. Health
information iz particularly needed for women who are not literate and who experience a multitude of
barriers to achieving health., The most effective information presents concrete, positive ways Lo
achieve incremental change in health rather than simply stating an idesl ov emphasizing what ome
"should" or "should not" do. Developing effective health aducation and promotion material often
takes considerably more time than simplistic prescriptive material because the procesa raquires
attention to detail and consultation with groups and individuals who are knowledgeable about the
intended audience.

B.2 Facilitating populdr education and conscicusneas-raising

Consciousness-raising, as developed and practised by the women's movement, and the similar
process called "popular education” developed by Paule Friere in South America constitute powerful
strategies for promoting women's health. In the women's movement, women come together in small
groups to share their experiences and to affirm the cowmonality and differences in their livaa.
Thia process can break down women's physical and social isolation and can validate the importance
of each and every woman. Consciocusness-raising alse provides an opportunity to grasp the
collective reality of women's experience, In this context, health concerns are raised and explored
and may lead to women feeling more confident te act on their own behalf.

"Popular education" has been used in many countries throughout the world to faecilitate
literacy, better nutrition, health care and working conditions. Popular education relies on
facilitators to generate dialogue which alicita peeple's daily concerns. The learning that occure
is based on what people need and want to know in their sociopolitical context rather than what is
conaidered important teo know a prieori by "experts”,

Popular education goes oune step further than consciousness—raising by drawing on the
participants to dafine solutions to problems and then gct on them as & group. The emphasis on
collective decision—making and action gives participants a sense of power and respomsibiliry
(Nadeau, 1983).

‘The strength of the popular education method is that it festers cooperation, support and
sharing, all qualities with which women eaaily feel comfortable. Further, group decision-making

. and problem—solving encourage autonomy and self-determination (Nadeau, 1983). The role of the
health educator is one of facilitator rather than teacher. GShe {03&8 questions and provides a

structure for thes group to work in and yet she is a peer who will learn as much as the other

participants.

Popular educgtion can alse be used as a method for organizing women which can lead to broader
community-organizing initiatives. For example, health educators can facilitate the formation of
support and diseussion groups for women in workplaces to counsider the health effects of their
employment. The facilitator may also serve as a resource person who can make available information
on particular health risks and what others have done to reduce them. Such information may
stimulate grass roots organizing among participants. :
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8.3 Supperting community development and organizing

Health educators can engage in community develepment and organizing directiy and expliaitly or
indirectly through popular education and conaciousnegs-raising as just described. Some health
education and promotiem efforts require direct organizing. For example, efforta to establish food
co-ops of particular importance to pregnant women and nursing mothers might best be stimulated by
direct organizing. These efforts would, of course, invelve organizing women in the communily te

- define the problem in their own terms and develop solutions.

The health promeoter eould play a key role im identifying arenas in which negoriations in the
public andfor private sectors could be carried out. In the example given, the healch promoter
could take major respomsibility for locating food suppliers or companies which might be encouraged
to locate in an area to preduce and distribute a particular produet. Activities such as these can
alse provide new opportunities for women to enter economically productive roles to produce goods
and services which they actually need. An example might be developing infant and baby foods from
indigenous products to be consumed locally rather than relying oa the import of products whieh are
both expensive and difficult to use safely and appropriately, given local customs, levels of
sanitation and refrigeration and women's work schedules.

8.4 Srimulating regulatery action

Health educators can play significant roles in stimulating regulatory action which promotes

' women's health. Women's experience with many drugs and devices is that they are not adequately

informed of possible side effects or long-term health hazards. Women require this information in
order to make personal decisious about whether or not the benefits to them are great emough Lo
warrant seccepting the risks. Health educators and promoters can facilitate these opportunities by
actively engaging in efforts to develop guidelines and regulations for the testing of drugs and
devices, for including information on risks and hazards to users through many different channels
and for developing lists of acceptable drugs for use in healch services, group practices and
countries, BHealth promoters who are sensitive to the benefirs and risks which women themselves
experience with drugs and devices must be involved in all lavels of regulation and research which
are used to assess safety and efficacy.

Health educators and promotera can play similax roles in other areas by serving as consumer
representatives on health advisory committees at the local, regiomal, national and international

‘levels and by iovolving themselves in political activities as private citizens.

8.5 Promoting change through legislative and judicial measures

Because many health-damaging factors are euvirormentally based, health educators and prometers
must accept the mandate to involve themselves in efforts to reduce hazards through legislation and
legal means. BHealth promoters cannot leave health-prometing legislation or enforcement through the
courts to others. Through popular education and community ozganizing, health educators can
stimulate the growth of comstituencies to provide legislative bodies with research and publie
opinion which supports needed change. Organized groups cam also develop skills for menitering the
progress of legislatiou, influence the likelihood of such legislation being passed and emsure that,
where legal enforcement mechanisws are available, they are publicized and used. An obviocus area in
which such efforts would have an enormous influence on women's health is in the arvea af
tobaceo=related disease. Nascent antismoking groups in the community would benefit from financial
support and research support to facilicate their efforts. Health educators can also stimulate
legislative support for funding ecomomic research on strategies for shifting economics away from
tobacco production to the production of products which are health-premoting in both developing and
developed countries. S$trategies to do this can slso incorporate positive wechanisms for providing
women with new roles in economic production which have the potential to enhance theic health
through access to economic resources and social contact.

9. Summary and implications for planning

In this paper, we have avgued that the social medel of health can be elaborated by focusing on
the centrality of sex and gender im all aspects of health, illness, caring and curing. We extended
thia argument to assess the appropriateness, strengths and weaknesses of the knowledge bases om
which health education and promotion programmes for women aré or ¢ould be built. For plaaning
health programmes for women, we emphasize that the emtire context of women's secial and biological
life experience must be taken into aceount. From this perspective, the most appropriate knowledge
base is onme which blemds “objective" concepts of health with the subjective realities and meanings
women construct in their live experience. Finally, we presented key concepts for pesitive health
promotion sfforts from the perspective of women themselves and suggested ways in which planners and
policy—makers might use well established strategies to further these goals.
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For planners, seleeting priorities and designing poaitive programmes are best dome with the
active involvement of intended recipients of services. Women themgselves want to be brought inte
the planning process and not to rewsin the recipients of health promotion and education efforts.
How apnd in what ways this can be done most effectively can only be worked out in detail within the
apecific context of the setring in which the planning will be done. This paper is intended to
provide both the idess which will serve as a basis for discussion and planning and the Impetus to
undertake such efforta.
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