569273

HIGHLIGHTS
ON WOMEN’S HEALTH
IN EUROPE

World Health Organization
Regional Office for Europe
Sexuality and Family Planning
Health of Women and Children







Highlights on Women’s Health: Europe

This document was funded by WHO Regional Office for Europe and UNFPA,
Division of Women and Development.

This document is based on individual country reports supplied to the WHO-
Regional Office for Europe in response to a questionnaire focusing on women’s
health issues. The Women’s Health Profile questionnaire was developed by Mirvet
Shabanah (Technical Officer, ESI Unit WHO-EURO) with the support of Isabel
Yordi and Mary Bussell and discussed during the country coordinator’s meeting
on 21-22 May 1993 in Copenhagen, and at the meeting Women’s Health Counts,
February 1994 in Vienna.

The country reports were interpreted by Sherri Clark with the assistance of Dale
Shields and Kristin Kalla. This summary was compiled by Patty Owen and

Dr. Assia Brandrup-Lukanow, Regional Adviser for Sexuality and Family
Planning.

The authors appreciate the support of staff and consultants of the WHO Regional
Office for Europe, in particular Johannes Frederiksen and Shirley Harelle in lay-
out and editing, and Dorte Jepsen in collecting background material.

World Health Organization
Regional Office for Europe
Sexuality and Family planning unit
8, Scherfigsvej
DK-2100 Copenhagen
Denmark

Telephone: +4539 17 14 26
Telefax: +45 3917 18 50

Electronic mail: ABR@who.dk

Page 11



EUR/ICP/FMLY 94 01/PB02

TARGET 8

HEALTH FOR WOMEN

By the year 2000, there should be sustained and continuing improvement in the health of all women.

Keywords

WOMEN’S HEALTH

HEALTH SURVEYS
REPRODUCTION

MATERNAL HEALTH SERVICES
CONTRACEPTION

ABORTION

ACQUIRED IMMUNODEFICIENCY SYNDROME
SOCIAL SECURITY

EUROPE

CCEE

NIS

ESTONIA

LATVIA

LITHUANIA

All rights in this document are reserved by the WHO Regional Office for Europe. The document may nevertheless be freely
reviewed, abstracted, reproduced or translated into any other language, but not for sale or for use in conjunction with commercial
purposes. Any views expressed by named authors are solely the responsibility of those authors. The Regional Office would
appreciate receiving three copies of any translation.




Highlights on Women’s Health: Europe

Contents

ForeWord .............................................. \'

Introduction ............eeeeeeeeeeeeeeeeeeeeeenennnnns 1
Noteson Data .........ccoeuuvvennn..... 4

Country Profiles
ALBANIA. ..o 5 Latvia. ..., 55
AImenia......oooveeeeeeeeeeeeeeeeneesnennnn, 8 LAthUANIa oo 58
AUSHIA cooooan, 11 1Y £ L 61
Azerbaijan..............coovvveeenn... 13 Republic of Moldova.................. 64
Belarus........ccoomvinriiiernne, 15 NOIWAY «.ceovereereeereeesresreseess e, 67
Bulgaria ..o, 18 Poland...........cccceoovvmvvenereannnn 69
Croatia ........ccocecevvrereieeeren, 21 POrtugal ..., 7
Czech Republic..........cc.neee.., 24 Romania.........coooevevevvvvveenn.. 73
Denmark .....oocooevvvvveenvveeannn, 27 Russian Federation...................... 76
Estonia .......cooocoeeveeveeneeeeennvann, 29 San Marino........meeeeeoeoon, 79
Finland.......ccooovvormnimns 32 SIoVaKia.........ocrerrrrererrrersee. 81
Georgia ......cccovevvneiunnirnircrranns 35 SIOVENa.........oooeeeeeeeerrersran 84
Germany .........ccoorirrciinnen. 38 Sweden ......ooovevevveeevreeeeaennn, 87
GIeeCe ...uvvvnevveneiereieeeeeeeeerereens 40 Switzerland..........ooooeooooon, 90
Hungary ..o, 42 Tajikistan..............coeewrerrrnnnn... 93
Ireland........cccoooverereerrcrienn. 44 TUIKEY .o eeresereeeesee, 95
Israel ..oooeeeeveeeeeeeeeeeeeeee 47 Turkmenistan ...........ooooooovoonn.. 97
Kazakhstan..............cccounevenen, 49 UKLRINE ..., 99
Kyrgyzstan...........ccocvvvevennnnes 52 UzbekKistan..........o.ooeveveeeevnnnn 102

Page III




Highlights on Women’s Health: Europe

Page IV



Highlights on Women’s Health: Europe

Foreword

The past decade has witnessed an increased concentration on women’s issues, the
role of women in development and women’s health. Development assistance
programmes are specifically targeting women including women’s education and
reproductive health issues. However, in many countries of the world, women’s
health is still not a priority for policy makers and when it is put on the agenda, this
is usually in the context of Maternal and Child Health. There are a few
programmes that have addressed women’s health in a life span approach covering
the period leading up to the reproductive years as well as the post-reproductive
period. In most regions of the world, the elderly woman does not receive particular
attention from the health services and since women generally have less access to
economic resources than men, many old women, especially when living alone, are
subject to conditions of extreme poverty.

During their reproductive years, women receive attention primarily as potential
mothers in antenatal care or obstetrics programmes. Little attention is paid,
however, to programmes of screening and prevention of breast and cervical cancer
or to environmental health issues affecting women, issues of mental health and
issues of health at the work site. Many women in the world constitute the bulk of
the labour force in unqualified labour, working in the fields and factories, often
under hazardous conditions such as exposure to chemical products or other
hazardous substances, radiation, and excessive working hours at a relatively low
pay compared to men.

With regard to the availability of family planning services, globally, this is still
mainly limited to women living in urban areas and/or women having the material
resources to access modern methods of family planning. It is estimated that world-
wide, 300 million couples who expressed a need for family planning assistance are
not provided with these services. Consequently, abortion remains a frequently use
method of fertility regulation. In countries where abortion is legal and on request,
and contraceptives are rarely to be found, women have to resort to frequent
abortions during their reproductive life. This is the case particularly in the
countries of the Former Soviet Union and Central and Eastern Europe. The
consequences of repeated abortions even if done under clinical and relatively safe
conditions are still not know to the medical community. In countries where
abortion is illegal and contraceptive services are limited, women frequently have
to resort to clandestine abortions. The mortality rates from these are high and, due
to the illegal character of the operation, complete data are not available on the
epidemiology of concealed abortions.

With regard to the quality of obstetric services, many countries suffer from lack of
funds and consequently lack of safe modern equipment and essential drugs to treat
obstetric complications. As a consequence, obstetric haemorrhage is still the major
cause of maternal mortality in most of the poor countries of the world.
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The rise of the AIDS-epidemic has brought to our attention the risk of sexually
transmitted diseases and HIV infection particularly affecting women, both married
an unmarried, in all parts of the world. The situation in Africa is only one extreme
example of this, however, many European countries, too have observed rises in
HIV infection and other sexually transmitted diseases, such as chlamydia
infections for which the proper diagnostic instruments are still rare and expensive.

Finally, the issue of women’s mental health comes last in the health system of all
countries. Yet, data indicate that, compared to men, women are much more
frequently affected by depression, that suicide attempts and self-inflicted injury
are more frequent among women, and that women are the prime users of over-the-
counter anti-depressive drugs. Models of preventive mental health care still
require development and sophistication.

The issue of violence against women, both outside and inside the family, remains
a white area on the map of epidemiological knowledge. Official data regarding
violence frequently comes from police registers and only rarely from health
institutions, where the results of violence are classified as the consequences of
accidents. Subsequently,. intervention strategies are not fully developed. In many
countries, women’s NGOs have now begun to take on the role of collecting data
on violence against women as well as providing sheltered houses, training and
information of health professionals and police, and social and psychological
support to those affected.

In the European Region, we have attempted to fill the gap of knowledge
concerning Women’s Health by conducting a region-wide survey on Women’s
Health issues. This project began in 1993 with the collection of data in eleven pilot
countries of central and eastern Europe and the Newly Independent States. In
February 1994, the results of this first phase were presented at the Vienna
conference ‘Women’s Health Counts’, which brought together policy makers
from the whole European region. The conference recommendation that other
countries should join in the initiative, was followed by further twenty-seven
Member States. The results of the nation-wide surveys of nearly forty European
countries are summarised in this document. The countries are presented in
alphabetical order, and not grouped by sub-regions, because when evaluating and
comparing the data provided by countries, there are more similarities than
differences across the sub-regions. Some countries are more advanced than others
with respect to social policies or health services for women, yet the main concerns
highlighted show that there is a need to invest more financial, research, and human
resources in women’s health in all countries.

Assia Brandrup-Lukanow
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Introduction

Being a woman in
Europe today

The typical European women is part of a female
majority in her country. She is most likely to be
better educated than her male counterpart, but she
is also more likely to be unemployed. When
employed she is more likely to work in the health,
education or service sector, but she is not likely to
be in a management or supervisory position. In
any position she will not be paid as much as a
man, on average 20%—-30% less. Nowhere in
Europe are women proportionately represented in
parliament; in Sweden women are 40% of
members of Parliament, in the Czech Republic
women are 8.5%, and in Greece it is 6%.

Because the European woman is likely to have
children, but fewer children than 30 years ago, she
will struggle to find child care so that she can
continue working full-time. She may, as in
Switzerland, be expected to fit work around varied
school schedules, school lunch hours spent at
home, and the care of small children because there
are so few places in créches and nursery schools.

A European woman expecting a baby can count on
paid maternity leave. A Swedish woman can
expect 450 days of parental leave with paid benefit
equal to 80% of her pay. A Bulgarian woman is
allowed 120 days for her first child and will
receive 100% of her basic salary while she is away
from her job. A Swiss woman cannot count on a
national maternity leave policy. She must depend
on the laws of her canton and the policy of her
employer.

Life expectancy at birth for women
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A European woman will live longer than her male
counterpart. Although in Azerbaijan she will live
longer, her life expectancy is still below the
European average. A Norwegian girl born today
can expect to live 83.3 years. A Russian girl born
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in 1993 could expect to reach the age of 72, which
is down from the 74.6 years she could have
expected in 1986. A European women, when she
retires, will probably live longer than her male
partner, but have poorer health and a smaller
pension. Her pension is based on her total income
earned over a lifetime, and she is more likely to
stay at home or accept a lower paid, part-time job
so that she can care for her children.

AIDS cases by age group and sex
Age 19931995
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Percent

Fewer women than men have HIV or AIDS,
but the number is growing as more women
become sex workers out of economic necessity
and cross borders, especially in eastern Europe.
The most likely diseases that European women
will die from are cancer or diseases of the
circulatory system. Breast cancer is the most
common cause of death by malignant neoplasm.
Cancer of the cervix causes many deaths. An Azeri
woman is more likely to die of respiratory disease
than cancer, even though respiratory disease is
preventable, and a Yugoslav women in the
Province of Kosovo and Methohija must guard
against intestinal infections which cause 32% of
all deaths from communicable disease and are part
of the 66 epidemics that have occurred there since
1991. A European woman is less likely to commit

suicide or die in an automobile accident then her
male counterpart, but she is more likely to suffer
from depression and turn increasingly to
psychotropic drugs.

Maternal mortality per 100 000

Malta
San Marino
Greece ||
Austria |]
Switzerland :]
Slovenia ||
Israe! | |
Sweden | |
Portugal | ]
Norway | |
Denmark | |
Ireland j
Germany | |
Croatia | |
Czech Republic | ]
Finland | |
Slovak Republic | |
Poland | ]
Hungary | |
Buigaria ||
Georgia | |
Belarus ||
Ukraine
Estonia
~ Azerbaijan
Armenia
Albania
Uzbekistan
Kyrgyzstan
Latvia
Lithuania
Russian Federation
Republic of Moldova
Kazahkstan
Turkmenistan
Romania
Tajikistan '
Turkey ) . . ]
0 3()I 60I 90' 12()l 150
SDR per 100 000

European women are most likely to have
access to gynaecological and obstetric care,
many countries providing ante-natal and post-
natal care without charge. However, there are
places where pregnancy is still a threat to
health; a Turkish woman is 12 times more
likely to die in childbirth than a woman in
Austria. Information concerning AIDS
prevention , as well as programmemes
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stressing the importance of regular breast and
pelvic examinations are becoming more
common as governments realise the
importance of prevention.

Ratio of abortions to live births
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Although the contraceptive prevalence rate is
high in western Europe with a wide range of
choices, an eastern European woman is less
likely to have access to a range of family
planning methods. Access to safe abortion is
available in both the Netherlands and the
Russian Federation, however, the abortion rate
is much higher in the latter because of the
shortage of alternatives. In Georgia and
Belarus abortion is the main method of fertility
regulation, as it is in the Russian Federation

where 214 abortions were performed per 100
births in 1993. Most European women have
access to safe abortion until the 12th week of
pregnancy, upon request. In some countries
abortion is restricted to medical or criminal
grounds, but these requests are not always
granted.

A European woman is less likely to have
leisure time than her male counterpart. Women
give more time to housework and childcare,
even if they are employed full-time. Swedish
women do twice to a third more housework
than Swedish men.

A European woman is faced with a violent
society. In Austria studies show that every
fifth Austrian woman has experienced violence
within an intimate relationship sometime
during her life, and that every other woman
knows someone who has been abused by a
partner.

The European woman has access to more
education, employment opportunities and
health facilities than at any time in the past,
however, there are still areas where she must
continue to push for equity. Equity in political
representation. Equity in salaries for equal
work. Equity in retirement age and pension
plans. Access is also a right that the European
woman must fight for. Access to child care
that will make full-time work a viable
possibility for more women. Access to
obstetric and gynaecological care. Access to
family planning methods and safe abortion.
Access to a safe working environment.

Whether these things will change depends on
the actions of the European woman, her
partner, her employer, her doctor, her
neighbour and the government of her country.

Sherri Clark
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Notes on data availability,
validity and comparability

Not all countries could provide gender-
disaggregated data. In addition, some countries
have only recently adopted international
standardised definitions of health indicators. The
comparability of data across countries is therefore
limited. This applies particularly to the indicators
of maternal and infant mortality.

The definition of maternal mortality was
different in the former USSR compared to the
WHO definition.

The former USSR definition indicated that a
woman's death during pregnancy and till 42 days
after termination was only acknowledged as
maternal mortality beginning with 28 weeks of
pregnancy. Also, there was a differentiation
between deaths occurring linked to pregnancy, and
deaths occurring during, but not because of,
pregnancy In WHO-terms, these would both be
"maternal deaths".

With the adoption of the WHO definition, which
indicates that a death which occurs at any time
while a woman is pregnant or within 42 days of
‘termination of the pregnancy, is a "maternal
death", irrespective of the duration and the site of
the pregnancy, countries in CCEE/NIS will see a
significant increase of maternal mortality.

The definition of infant mortality that was used
in the Republics of the former USSR included
only infants born alive after the 28th week of
pregnancy, whereas the WHO definition of infant
mortality also includes infants born alive
independently of the duration of gestation, who
die before the completion of one year of age. The
practiced differences of these two definitions
resulted in an underestimation of the actual rate of
infant mortality in the former USSR.

The WHO definition of a live birth is: "the
complete expulsion or extraction from its mother
of a product of conception, irrespective of the
duration of pregnancy, which, after such
separation, breathes or shows any other evidence
of life, such as beating of the heart, pulsation of
the umbilical cord, or definite movement of
voluntary muscles, whether or not the umbilical
cord has been cut or the placenta is attached; each
product of such a birth is considered live born".

The Human Development Index (HDI)
mentioned as one of the indicators in the data box
of each country, reflects a measure of development
that goes beyond per capita GNP.

The HDI is a contribution toward a better, more
comprehensive socio-economic measure of
national progress and will permit more instructive
and meaningful comparisons across countries. The
index offers an alternative to GNP value, because
it takes into account, not only monetary income
but also education measured in literacy years of
schooling and health, measured in terms of life
expectancy, and enables people and their
governments to evaluate progress over time, and to
determine priorities for policy intervention.

The HDI, although only five years old, has already
had a major impact on policy-making on human
development. So far, the HDI has been used in five
main ways:

To stimulate national political debate
To give priority to human development
To highlight disparities within countries
To open new avenues for analysis

To stimulate dialogue on aid policy

The HDI will remain subject to further
improvements, amongst others, the need for
gender-disparity-adjusted HDI. There are
significant differences within the overall HDI
score for any country between men and women.
Men generally fare better than women on almost
every socio-economic indicator. One way to
illustrate this difference is to adjust the HDI
ranking for gender disparities, expressing the
female value of each component as a percentage of
the male value.

Sources of data

Table information is compiled from country
reports, WHO/Europe health for all database, and
United Nations Development Fund (UNDP):
Human Development Report 1994, New York,
1994. Sources for textual material are cited at the
end of each country profile.
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Albania

DATA
Population estimate 3.4 million (1994)
HDI value 0.714 (1992)
HDI rank 76 (1992)
GNP US$ no data available

% of workforce that is female

no data available

% of registered unemployed that is female

no data available

% of population that is female

50 (1992)

Life expectancy at birth

75.4 -females, 69.3 -males (1990)

Physician : population ratio

1:731 (1991)

Women of fertile age

819 717 aged 15-44 (1994)

Total fertility rate 3.0 per woman (1994)
Maternal mortality rate 40.6 per 100 000 live births (1994)
Infant mortality rate 32.9 per 1000 live births (1994)

Contraceptive methods used

Oral contraceptives , IUD, injectables,
condoms, local spermicides (1994)

Contraceptive prevalence rate

10% (1992)

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate

38.2 per 1000 women of fertile age (1994)

Abortion : birth-ratio

0.44:1 (1994)

Birth rate

23.0 per 1000 population (1994)

STD/AIDS rates

1 AIDS case has been reported as of
December 1994,

There is serious concern about the lack of
sterilization equipment, shortage of disposable
syringes, and the fact that all blood donors are
not tested for AIDS. There is no effective
health promotion or education aimed at
preventing STD.

Leading causes of female mortality

¢ diseases of the circulatory system
* diseases of the respiratory system
e malignant neoplasms (1992)

Social and Health Policy

Employment and social security

Pregnant women who are employed receive 35 days of maternity leave before
delivery and 330 days after delivery. During pre-delivery leave and for the first 150
days after delivery, the social security fund pays 80% of the salary. For the last 150
days the woman receives 50% of her salary. Special leave to take care of a sick child
is permitted and during that period 60% of the salary is paid.
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Health education

Radical changes have taken place recently in the approach and content of health
education in Albania with more emphasis now being placed on health promotion.
During the last five years health education activities have increasingly focused on
such issues as the prevention of AIDS and other STDs, family planning, and
smoking cessation. Main obstacles to these activities concern a lack of relevant
training and information among educators and a remaining influence of the previous
approach to health education.

Although formerly discussions regarding sexuality were taboo, today it is becoming
acceptable to have open discussions on sexuality and safe sex. Girls still do not have
easy access to information about contraception, however, so their main source of
information is from better-informed friends or family members.

The Government has placed sexual health and family planning education on the
curricula of secondary schools, for the 5th and 6th grades. The Albanian Family
Planning Association together with the International Planned Parenthood Federation
(IPPF) implemented teacher-training in September-October 1994, when the topics of
sexuality, sexually transmitted diseases and AIDS were addressed.

Health policy

The Albanian government has undertaken a national health plan focused on the
development of primary health care. The Ministry of Health is now in the midst of a
health care reform process supported by the World Bank and the European
Community. The programme for reform is based on a health policy document
adopted in April 1993 which reaffirmed primary health care as the foundation of
health care for all.

The major elements of the reform are:

(a) to improve the cost effectiveness and decentralization of medical services
(b) to rehabilitate health centres and repair health facilities

(c) to update the training of health care personnel

(d) to update existing equipment, and

(e) to introduce a new health financing system.

Some steps towards reform have already been taken, such as closing down small and
inefficient rural hospitals, reorganizing the University Hospital in Tirana and
introducing family planning services at a national level.

Main Areas of Concern

‘e There is a clear lack of information on women's health issues. Policy-makers
should prioritize the introduction of a statistics index that provides accurate data
reflecting the status of women's health.

e Although family planning programmemes are being implemented, abortion
remains the cause of 20% of maternal deaths. In 1994 maternal mortality was
40.6 per 100 000 live births, and the abortion rate was 38.2 per 1000 women of
fertile age. The maternal mortality rate related to abortion was 8.4 per 100 000
live births.

e Infant mortality is the fourth highest in the region. In 1990, 37% of these deaths
were caused by diseases of the respiratory system and approximately 9% by
gastrointestinal and infectious diseases.
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¢ The state of health and health care varies considerably between rural and urban
areas.

¢ In spite of the lack of available data, women's groups are reporting an increasing
number of cases of violence against women.

References

e Women’s Health Profile: Albania. Ministry of Health, Albania. September 1993.
Country report submitted by. the Country Coordinator for WHO-EURO’s
Women’s Health Initiative, Dr. Tatjana Harito, Ministry of Health, Albania
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Armenia

DATA

Population estimate 3.7 million (1994)

HDI value 0.801 (1992)

HDI rank 53 (1992)

GNP US$ 780 per capita (1992)

% of workforce that is female 48.6 (1993)

% of unemployed that is female  [61.6 (1994)

% of population that is female 51.5(1992)

Life expectancy at birth 75.0-females, 67.9- males (1992)
Physicians : population ratio 378.8 per 100 000 (1993)

Women of fertile age 0.935 million (aged 15—49) (1992)
Total fertility rate 2.6 per woman (1994)

Maternal mortality rate 38.5 per 100 000 live births (1990- 93)

Infant mortality rate

18.0 per 1000 live births (1994)

Contraceptive methods used

oral contraceptives, condoms and IUDs

Contraceptive prevalence rate

estimated under 10% (1991)

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate 29.6 per 1000 women of fertile age (1991)

Abortion : birth-ratio 0.36:1 (1992)

Birth rate 21 per 1000 population (1994,)

STD/AIDS rates 2 AIDS cases have been reported as of December 1994

A WHO study from 1990 and Yerevan study from 1991
indicate that there was a high prevalence of STD
(especially Chlamydia and gonorrhoea) among women
with infertility.

Leading causes of female
mortality

e diseases of the circulatory system
¢ malignant neoplasms
¢ diseases of the respiratory system (1992)

Social and Health Policy

Employment and social security

The Labour Code of Armenia stipulates equal pay for work of equal value for men
and women. However, the actual income of women is two-thirds that of men’s,
despite high employment rates. Women’s employment fields have traditionally
been health, education, languages and literature. Women also work in the sciences;
during the 1980’s a little over one-half of Armenian scientists were women.

Armenia has a policy for pregnant women and women with young children
designed to make it easier to have children and also keep their jobs. As a result,
night time work is limited for women, and night time, overtime work and business
trips are prohibited for pregnant women.

The firing or demotion of a pregnant women to a lower paid job is forbidden
without the woman's agreement. Women receive 140 day leave on full pay for the
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period before and after delivery. Women are then given an allowance until the
child is two, and after that a third year of unpaid holiday is available until the child
is three, but the woman can still retain her length of service with her employer.

In 1992 a law on state pensions was passed which established the retirement age
for women at 55, however, women with five or more children and women with
disabled children can retire at 50. Raising children is considered work experience.
If a woman has five years of work experience outside the home, and has paid
pension fees, each child adds three additional work years to her experience.
Women who are disabled and have work experience are entitled to pensions from
the age of 45.

However, due to the current economic situation and a large national deficit, the 2.5
million people eligible for social security benefits, including 350,000 elderly
women, 19,000 single mothers, over one million adolescents and 110,000
unemployed people, do not receive enough to cover basic commodities like food
and essential services.

Health education

For many years there were two main sources of health information to the public:
hygiene education staff in the health system and secondary schools in the
education system. However, present needs have outgrown these avenues. The
National Institute of Health in collaboration with the Ministry of Education is
developing a system of health education for different age groups and social
groups, conducting medical hygienic training, and developing and implementing
multistep educational programmemes providing knowledge of health basics.

Health policy

The Parliament of the Republic of Armenia ratified the International Convention
on Women's Rights on 9 June 1993.

‘Armenian Woman On the Edge of the 21st Century’ was the title of a conference
held in Yerevan in October 1994 where issues of equal rights for women, social
security, health protection and family planning were discussed. The Government is
working on a cohesive national policy to address issues related to women's health,
work and social and personal well-being. The Ministry of Health is also
developing a programme for promoting good health for women and children.
Components of this programme include ensuring proper nutrition for mothers and
children, and promoting women's reproductive health. ‘

Main Areas of Concern

e A shortage of fuel, food, transportation and medicine due to internal conflict
and a breakdown in trading relations with other former Soviet Republics have
created economic and social hardship for everyone, but is particularly affecting
women.

* Due to the economic crisis the social security system can no longer provide
assistance to those in need.

® There are fewer prenatal visits and, in general, fewer visits to physicians when
medical problems arise due to poor transportation and communication links.

e There have been cutbacks in family planning services and sexual health
counselling due to the economic crisis.
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e There has been a rise in the adolescent fertility rate and in abortions in young
women.

References

e Women's Health Profile: Armenia. Armenian Ministry of Health, Armenian
Union of Family Assistance and Armenian Family Health Association. Yerevan.
1994, Country report submitted by the Country Coordinator for Women’s Health
Initiative, Dr. Karine Saribekian, Ministry of Health of the Republic of Armenia.
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Austria

DATA

Population estimate

7.9 million (1993)

HDI value 0.92 (1992)
HDI rank 12 (1992)
GNP US$ 22 380 per capita (1992)

% of workforce that is female

no data available

% of unemployed that is female

no data available

% of population that is female

51.5(1993)

Life expectancy at birth

79.5- female, 72.9-male (1992)

Physicians : population

558.6 per 100 000 population (1992)

Women of fertile age

2 million (aged 15-49) (1993)

Total fertility rate

1.6 per woman (1992)

Maternal mortality rate

4.2 per 100 000 live births (1993)

Infant mortality rate

7.53 per 1000 live births (1992)

Contraceptive methods used

oral contraceptives, condoms, IUDs, sterilisation (1993)

Contraceptive prevalence rate

no data available

Availability of abortion

upon request up to 12 weeks of pregnancy; exceptions
beyond this period made for minors and medical
reasons

Abortion rate no data available
Abortion : birth-ratio no data available
Birth rate 12.09 per 1000 population (1992)
STD/AIDS rates no data available

Leading causes of female
mortality

e diseases of the circulatory system
e malignant neoplasms
e external causes (1992)

Social and Health Policy

Employment and social security

The present legal retirement age is 60 years of age for women and 65 for men,
however, women's retirement age will be adjusted to that of men. The average age
for women to retire is 57.6 years and for men, 58.3 years. In 1993 the average
pension for a woman was 6700 Austrian schillings, and for a man it was 12 700.
Forty per cent (40%) of all Austrian women above the age of 60 do not receive a

pension of their own.

Based on these circumstances, nursing benefits, over and above pension benefits,
were introduced to help elderly people pay for nursing care or to ensure continued
income for family members who are nursing an elderly person. In 1993 the
nursing supplement took effect. There are seven levels of nursing benefits from
2500-20 000 Austrian schillings per month. Only the Netherlands has a similar

nursing benefit.
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Health policy

The Platform against Family Violence was started by the Ludwig Boltzmann
Institute (LBI) in 1993 and financed by the Ministry of Family Affairs. The
purpose is to connect existing institutions and establish further training
programmemes for police, parents and teachers. In 1994 the group released a
strategy to address the issues surrounding domestic violence.

Main Areas of Concern

o Breast cancer is the most frequent cause of cancer among Austrian women. It
causes 22% of cancer morbidity and 17% of cancer mortality among women.

e Recent studies in Austria reveal that domestic violence is the most frequent
form of violence experienced by women in the country. Ninety per cent (90%)
of all murder victims in Austria are women and children. Austrian studies
presume that every fifth to tenth woman is abused by her intimate partner.
There is no policy concerning violence against women for the police to follow,
however, training courses have begun for policewomen and men.

e In 1992, 300 women could not be admitted to a shelter for battered women
because of a shortage of space.

e Forty per cent (40%) of all Austrian women above the age of 60 do not receive
their own pension.

e Elderly women are not seen as a group with special interests and needs There
are no political organizations representing elderly people.

References

Women’s Health Profile: Austria. Ludwig Boltzmann Institute for Health Psychology of
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Health Initiative, Dr. Beate Wimmer-Puchinger, Ludwig Boltzmann-Institut fur
Gesundheitssoziologie der Frau.
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Azerbaijan

DATA

Population estimate 7.364 million (1994)
HDI value 0.730 (1992)

HDI rank 71 (1992)

GNP US$ 870 per capita (1992)
% of workforce that is female 44.5 (1993)

% of unemployed that is female no data available

% of population that is female 51(1993)

Life expectancy at birth

73.9-females, 65.3-males (1994)

Physician : population

20 ObGyn per 100 000 population (1993)

Women of fertile age

1.878 million (aged 15-49) (1994)

Total fertility rate

2.7 per woman (1994)

Maternal mortality rate

34.4 per 100 000 live births (1993)

Infant mortality rate

25 per 1000 live births (1994)

Contraceptive methods used

IUDs, condoms

Contraceptive prevalence rate

7% (1994)

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate 239 per 1000 women of fertile age (1993)
Abortion : birth-ratio 2.3:1 (1993)

Birth rate 26 per 1000 population (1994)

STD/AIDS rates 1 AIDS case reported as of December 1994

Leading causes of female
mortality as % of total female
mortality

¢ diseases of the circulatory system (25%)
e respiratory diseases (20%)
¢ malignant neoplasms (10%) (1993)

Social and Health Policy

Employment and social security

Maternity benefits are available for pregnant women and women with small
children. Women who are employed or students can receive a pre-natal allowance
after the 30th week of pregnancy. There is maternity leave, up to 140 days if there
are complications. There is a family allowance, which is 60% of the minimum
wage, for working women who have a child under 18 months. There is a child care
allowance for a child up to the age of 3, and an allowance for children under the
age of 14. For families with disabled children there is an allowance until the child
is 16. -

If a woman over the age of 55 has worked 20 years or more she is entitled to a
pension.

Health education

Health education and information programmemes, particularly in the area of
family planning are not well developed. A recently introduced Ministry of Health
programme of “Family Planning” is responsible for guiding sexual education
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efforts and improving the knowledge of health professionals and teachers in the
areas of family planning and reproductive health.

Main Areas of Concern

There is a lack of information and an absence of statistical indicators on
women's health.

Women’s life expectancy in Azerbaijan is almost 4 years below the European
average.

The standardized mortality rates for females (0-64) from diseases of the
circulatory system and cerebrovascular diseases are among the highest in the
European region.

Female mortality for diseases of the respiratory system in Azerbaijan (67 per
100 000 women) are significantly above the European average for women of 37
per 100 000 population. (1992 data)

The maternal mortality rate in 1990 was 9.3 per 100 000. It has now risen to
34.4 per 100 000 due to lack of drugs and equipment in pre-natal and obstetric
care.

References
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Page 14



Highlights on Women’s Health: Belarus

Belarus

DATA
Population estimate 10.3 million (1994)
HDI value 0.847 (1992)
HDI rank 40 (1992)
GNP US$ 2910 per capita (1992)
% of workforce that is female 51 (1992)
% of unemployed that is female |65 (1993)
% of population that is female 53 (1992)

Life expectancy at birth

74.6-females, 63.8-males (1993)

Physician : population

356.1 physicians per 100 000 population (1990)
22 ObGyn per 100 000 population (1990)

Women of fertile age

2.261 million (ages 15-44) (1992)

Total fertility rate

1.7 per woman (1994)

Maternal mortality rate

21.3 per 100 000 live births (1992)

Infant mortality rate

12 per 1000 live births (1994)

Contraceptive methods used

Most use IUDs; less use oral contraceptives

Contraceptive prevalence rate

30% (1992)

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate 85.9 per 1000 women of fertile age (1992)
Abortion : birth-ratio 1.64:1 (1992)

Birth rate 12 per 1000 population (1994)

STD/AIDS rates 11 AIDS cases reported as of December 1994

Leading causes of female
mortality as % of total female
mortality

e diseases of the circulatory system (49%)
¢ malignant neoplasms (16%)
¢ external causes (10%) (1991)

Social and Health Policy

Employment and social security

The most critical problem for working women during the transition to a market-
based economy was their mass dismissal by employers as a result of the structural
reorganization of the economy (conversion of the defense industry, decrease of
production output, liquidation of enterprises, and reduction of workplaces).
Benefits available for families and maternity support include:

¢ birth allowance (for working women, women studying, and families)

* allowance for care of a child up to age 3 (120% of minimum wage/monthly)

¢ allowance for children aged 3-16

e allowance for AIDS-affected children aged up to 16, and
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e amonthly increase of 25% of the specified childcare allowance is given to single
women.

The policy of state family support has traditionally been aimed only at women
because the raising of children is still seen as their domain and responsibility. This
policy is gradually changing, however, and fathers or other family members are
being allowed to benefit from family and maternity state support. Leave from work
to care for a sick child, for example, is now granted not only to the mother but to the
father or other family members.

According to the law on pensions from 1992, old-age pensions are granted to people
employed under a contract, people engaged in the arts, entrepreneurs, priests,
clergymen, and people occupied with farming. Old-age pensions are given to women
over 55, with a minimum service of 20 years. Earlier pensions can be given to
women working in difficult labour conditions as well as to those raising 5 children or
more under the age of 8. The minimum pension is equal to 100% of the minimum
wage rate. Since women's wages are lower than men's, the average pension for
women is therefore lower as well. Disability pensions and survivor pensions also
exist.

Health education

Although modern contraceptive methods have been promoted since 1987,
knowledge about them is rather limited. Little has been done so far to educate either
the general public or health professionals about family planning in the broader sense.
Family and marriage centres throughout the country focus on solving infertility
problems more than promoting contraceptive issues. There is no family life or sex
education for young people. Family planning is not even included in the medical
school curriculum. Sex education is envisaged within the Government's prevention
programme of AIDS for 1993-1995.

Main Areas of Concern

e There is a clear lack of information on women's health issues. Policy-makers
should introduce a statistical index that would provide accurate data on the status
of women's health. Information is needed in the following areas: morbidity;
disability; lifestyle risk factors such as smoking, alcohol and drug abuse; women
and violence; prostitution; mental health; the impact of environmental problems
on women's health; and occupational diseases.

e Women's issues seem to be a low priority on the reform agenda. A specific health
policy for women does not yet exist in Belarus. Health professionals, educators,
and policy-makers need to be made aware of women's health needs.

¢ Surveys focusing on women's health should be undertaken particularly health
problems related to the Chernobyl accident

e The health care system focuses mainly on women's reproductive functions. The
needs of adolescent, middle-aged and elderly women are not given the same
emphasis.

e There is a wide gap between the number of women in the labor force and their
political participation and representation in economic and political leadership
positions.
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Bulgaria

DATA
Population estimate 8.459 million (1994)
HDI value 0.815 (1992)
HDI rank 48 (1992)
GNP US$ 1330 per capita (1992)
% of workforce that is female 48 (1992)

% of unemployed that is female 50 (1992)

% of population that is female 51 (1993)

Life expectancy at birth 74.80- female, 67.80-male (1992)

Physician : population 298.5 physicians per 100 000 population
19 ObGyn per 100 000 population (1993)

Women of fertile age 2.051 million (age 15-49) (1990)

Total fertility rate 1.5 per woman (1994)

Maternal mortality rate 20 per 100 000 live births (1993)

Infant mortality rate 15.9 per 1000 live births (1994)

Contraceptive methods used IUDs, oral contraceptives (1992)

Contraceptive prevalence rate 22% (1992)

Availability of abortion upon request up to 12 weeks of pregnancy

(In 1991 the Ministry of Health imposed a tax on
abortion services, based on the woman’s income.
Exceptions include cases of rape, women under 18 or
when medically necessitated)

Abortion rate 21.2 per 1000 women aged 15-49 (1993)

Abortion : birth-ratio 1.44:1 (1991)

Birth rate 10.5 per 1000 population (1993)

STD/AIDS rates 32 AIDS cases have been reported as of December
1994

Leading causes of female o diseases of the circulatory system (67 %)

mortality as % of total female e malignant neoplasms (13%)

mortality e respiratory diseases (% not provided) (1992)

Social and Health Policy

Employment and social security

Women have the right to paid leave for pregnancy and delivery. For the first child
leave is 120 calendar days, for the second, 150 days, for the third, 180 days, and
for any others, 120 days. Forty-five days of leave can be taken before delivery.

The mother receives 100% of her basic salary while on maternity leave. Minimum
pay while on maternity leave cannot be below the national minimum wage.

Women can begin receiving a pension at 55 years of age in Bulgaria. Men can
begin at 60.

Health education
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Seventy schools are involved in a health education programme that includes
information on basic health practices, AIDS, and drug abuse prevention. Printed
materials distributed throughout the country provide information on safe sex,
AIDS, sexually transmitted diseases, unwanted pregnancy, contraception and
abortion. The Bulgarian Family Planning Association takes part in this
programme.

Brochures, badges, leaflets and posters have been used to make Bulgarians aware
of the health issues related to everyday life--the need for good nutrition and
physical activity, safe and healthy sexual practices, and stress reduction. Several
preventative programmemes have been developed and implemented throughout
the country: a "healthy schools" project, health education and health promotion in
hospitals.

Health policy

Recent health reforms have been designed to better organize the health service and
more effectively utilize material and human resources. The Labour Code has been
amended to reflect new labour safety precautions and improved working
conditions for some categories of workers: pregnant women, and women with
young children who are employed in hazardous industries.

The Ministry of Health has a strategy for meeting the needs of women and
children in the coming decades which includes:

¢ the development of intensive care units for pregnant women, young mothers,
newborns and infants

e improvement of the quality of clinical genetics prophylactics and immuno-
prophylactics

e the introduction of more advanced indicators for assessing the work of
preventive care

e diagnostics and medical treatment in health care establishments for mothers
and children, and

e the introduction of a family planning programme on a national level.

Main Areas of Concern

e The Bulgarian economy is performing badly, and this is reflected in higher
death rates, lower birth rates and less preventative and primary health services
reaching the public.

e The disposal of industrial and agricultural waste is not regulated by a national
body. The dumping of hazardous waste is left to the discretion of the producers
of the waste.

e Abortion is used as the primary method of fertility regulation, mainly because
of a shortage or unavailability of other methods.

e There is a rise in premature births due to early marriage, heavy smoking, poor
nutrition and poor knowledge of contraception and sexual health.
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o The maternal mortality rate in Bulgaria is among the highest in Europe. In the
past 5 years, Sweden, Switzerland and the Netherlands have registered
maternal mortality indices some 2-8 times lower than Bulgaria.
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Croatia

DATA

Population estimate 4.8 million (1994)
GNP USS$ (1992) 3175% (1994)

% of workforce that is female 43 (1993)

% of unemployed that is female 55 (1993)

% of population that is female 52 (1991)

Life expectancy at birth

75-female, 65.6-male (1991)

Physician : population

197.40 per 100 000 population (1992)

Women of fertile age

1.149 million (aged 15—44) (1991)

Total fertility rate

1.4 per woman (1994)

Maternal mortality rate

10 per 100 000 live births (1993)

Infant mortality rate

11.1 per 1000 live births (1994)

Contraceptive methods used

75.8 % oral contraceptives
15.7 % 1UD
8.5% other

Contraceptive prevalence rate

no national data available

Availability of abortion

upon request up to 10 weeks of pregnancy; beyond 10
weeks has to be approved by a medical commission.
Access is limited to hospitals with obstetrics and
gynaecology departments.

Abortion rate 27.2 per 1000 women of fertile age (1993)
Abortion : birth-ratio 0.65:1 (1993)

Birth rate 10 per 1000 population (1994)

STD/AIDS rates 74 AIDS cases have been reported as of December

1994

Leading causes of female
mortality

Cardiovascular diseases (57.3%), neoplasms (17.4%),
injuries and poisonings (6.5%)

Social and Health Policy

Employment and social security

The Constitution provides for the financial and legal protection of women in their
relationship with childbirth, maternity and child rights, family rights, marriage and
common-law marriage and employment benefits.

If the employment of an insured women is terminated while pregnant, during
maternity or on adopter's leave she is entitled to paid sickness allowance until the use
of the right expires. Sickness allowance amounts to 100% of the salary.

The labour law provides for maternity leave of 180 days during pregnancy, delivery
and care of the child. In the case of premature birth, maternity leave is prolonged. On
the basis of a report by an authorized doctor, a worker may take maternity leave 45
days before delivery and must take a leave of at least 28 days before delivery.
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After the expiration of maternity leave, one of the parents is entitled to work half-
time or use additional maternity leave until the child reaches the age of one year. The
father is entitled to maternity leave instead of the mother if he cares for the child,
under the condition that the mother works full-time.

All types of maternity leave are included in the years of service applied to pension
insurance. After maternity leave, or additional maternity leave or adopter's leave, the
person is entitled to return to the same work place or another work place
corresponding to his or her qualifications. The mother has the right not to work until
the child reaches three and during that time her rights acquired at work are frozen.

Sick leave amounts to 100% of salary due to complications of pregnancy or delivery,
and for all types of parental leave associated with birth or adoption. Parents also
receive assistance in purchasing a layette, paid for from the national budget.

Women over 60 and men over 65 are entitled to the National Welfare Fund's
permanent financial aid if they are unable to live unassisted. The Red Cross and the
Caritas Organization will deliver food to elderly persons' homes on request.

Health education

An example of Croatia's health promotion activities is the cancer awareness
programme that is carried out by the Primary Health Care Service. School children
are taught the behaviours that will help prevent cancer, and the possible signs for
certain types of cancer. Another programme is teaching women about risk factors
related to breast cancer, and self-examination techniques. There are similar
programmemes for cervical cancer and cancer of the colon and rectum.

Healthy sexuality is another topic that is part of a national education effort. The HIV
prevention programme targets youth, teachers, parents, homosexual and bisexual
persons, intravenous drug users and prostitutes. This educational effort is provided
by health care services, schools, social services and NGOs.

Initially police were required to inform prostitutes caught in police raids of the place
and time of the nearest HIV/AIDS public information lecture. This has met with so
much interest by the prostitutes that they are now informed of these lectures without
an accompanying police raid. These lectures end with a voluntary and confidential
HIV blood test.

Health policy

The Law on Health Care embodies the principle of comprehensiveness, continuity,
and accessibility to primary health care. Each citizen is allowed to choose his or her
physician and dentist. The right to primary health care covers general practice, care
while at school, sanitary and epidemiological protection, dental care, emergency
medical care, occupational medicine, pharmaceutical and primary health care for
women and children.

Women are provided with preventive, curative and rehabilitative health care in
connection with family planning, pregnancy, delivery, maternity and early detection
of cancer.

The Law on Safety at Work protects women in regard to their biological and
reproductive functions. Regulations allow for the protection of pregnant women and
mothers. This means that a women may be temporarily transferred to an appropriate
job while retaining her salary during pregnancy and breastfeeding. There are a
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number of restrictions on jobs that women can do while pregnant, many include
prohibition from working with hazardous chemicals.

Main Areas of Concern

e The war has damaged or destroyed a significant part of Croatia's health care
facilities.

¢ Due to the war, women in rural areas have had to take on the heavy farm work
that is traditionally done by men.

¢ Rural women have limited access to specialized health facilities.

e A growing proportion of the population is over 65 and women are
disproportionately represented in this age group.

e While the smoking rates among women appear to be declining, studies have
shown 25% of women aged 30 years and older smoke.
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Czech Republic

DATA

Population estimate 10.3 million (1994)
HDI value 0.872 (1992)

HDI rank 27 (1992)

GNP US$ 2440 per capita (1992)
% of workforce that is female 46 (1994)

% of unemployed that is female 56 (1994)

% of population that is female 51(1993)

Life expectancy at birth

76.3-females, 68.5-males (1992)

Physicians : population ratio

no data available

Women of fertile age

2.64 million age 15-49 (1993)

Total fertility rate

1.7 per woman (1994)

Maternal mortality rate

10 per 100 000 live births (1992)

Infant mortality rate

8.5 per 1000 live births (1994)

Contraceptive methods used

(women aged 15-44) (1994)
18.7% oral contraceptives
16% condom
10.17% 1UD
19% withdrawal
2% rhythm
2% female sterilization
41% none

Contraceptive prevalence rate

38% (1994)

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate 41.5 per 1000 age 15-44 (1992)

Abortion : birth-ratio 0.77:1 (1992)

Birth rate 12 per 1000 population (1994)

STD/AIDS rates e In 1992, 222 cases of syphilis and 4 584 cases of

gonorrhea were reported

59 AIDS cases reported as of December 1994

Leading causes of female
mortality

malignant neoplasms
external causes (1992)

diseases of the circulatory system

Social and Health Policy

Employment and social security
Women are entitled to a number of benefits related to maternity and childcare.

These benefits include:

e twenty-eight (28) to 37 weeks of maternity leave with 69% of their base wage
(a pregnant woman is assured of this even though she may have employment
that would have expired during her leave)
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e allowance at time of delivery

e parental benefit until the child is three

» monthly allowance for each child according to child’s age

e time from work for up to 15 days to take care of a sick child

e certain types of work are prohibited for pregnant women and new mothers

e working a night shift requires the agreement of a pregnant woman and her
physician

e a woman can be shifted to another type of work while pregnant, caring for a
baby under nine months or if her health condition requires it, and

¢ an employer must give a woman breaks for breastfeeding, however, this
allowance is not frequently utilized.

A retirement pension is available to a woman depending on the number of years
that she has worked and the number of children that she has had. Childless women
can retire at 57. A woman with four or more children can retire at 53. A woman is
entitled to a pension 3 to 7 years earlier than a man who must wait until 60 to
retire, however, this is changing. The retirement age is being moved to 57-61 for
women and 62 for men. A retirement pension is 60% of the monthly wage. A
social pension is not guaranteed by law but can be awarded to a man or woman
over 65 who is unable to meet basic living requirements. The retirement pension
can be increased if the person needs constant care.

Health education

Health education is present throughout the school system. For grades one to four
of the primary level, the individual schools and teachers decide on the topics
covered. These topics are usually related to definitions of good health, body
constitution, hygiene and nutrition. Students in secondary level, grades five to
nine, learn about topics like healthy lifestyles and healthy sexuality which are
incorporated into classroom time.

Schools involved in the World Health Organization’s “Healthy Schools” project
place even greater emphasis on addressing health issues. The 94 schools that
participate in this programme cooperate with lecturers from the National Center of
Health Promotion. These schools are required to include civics, human biology
and family life education in grades at the secondary level.

The Ministry of Health and the Ministry of Education, Youth and Physical Culture
are developing a comprehensive sexual education programme for schools
throughout the Czech Republic. The new curriculum will be for children 11 to 15
years old. A new civics textbook for this age group gives human sexuality
importance equal to other aspects of human life.

There are also local efforts to educate adults on aspects of healthy living. The
course usually provides information on healthy nutrition and cooking, relaxation
methods, smoking cessation, the consequences of excessive coffee or alcohol
consumption and how to lose weight.
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A number of organizations especially for women have been created to address
various aspects of life in the changing Czech Republic. These centers provide such
services as health education, financial support in case of divorce or a child being
hospitalized and advice on the benefits of breastfeeding.

Health policy

There is a specific health order that outlines the services that must be provided by
health institutions for women. The Ministry of Health is developing a programme
that will provide routine screening for malignant neoplasms of the cervix and
breasts within a pre-natal programme to reduce maternal mortality.

Public debate on health issues centers around family planning and abortions. Most
Czech citizens take a liberal stance, disagreeing with the church on limiting
modern methods of contraception. A number of health issues are subject to public
discussion, including a safe environment, prevention of cancer and hormone
replacement treatment during menopause.

Main Areas of Concern

e A woman who is raped is held responsible for her assault. There is no social or
institutional system to support women who have been assaulted.

e A rising divorce rate means that more women must be single parents and sole
wage earners for their families.

e Retirement pensions are not keeping pace with inflation.

o Drug abuse among women may be a serious health threat. It is estimated that the
number of drug dependent persons are four to five times higher than those
reported.

e Women'’s issues are not a priority in the current atmosphere of rapid social and
political change. There are few activities in the health and social services that
specifically address the needs of women.
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Denmark

DATA

Population estimate 5.2 million (1995)

HDI value 0.912 (1992)

HDI rank 15 (1992)

GNP US$ 26 000 per capita (1992)
% of workforce that is female 46.5 (1994)

% of unemployed that is female 50.8 (1994)

% of population that is female 50.7 (1995)

Life expectancy at birth

77.8-females, 72.5-males (1993)

Physicians : population ratio

279.39 per 100 000 population (1991)

Women of fertile age

1.3 million age 15-49 (1994)

Total fertility rate

1.75 per woman (1993)

Maternal mortality rate

7.38 per 100 000 live births (1992)

Infant mortality rate

5.4 per 1000 live births (1992)

Contraceptive methods used

Hormonal, condoms, IUD, sterilisation

Contraceptive prevalence rate

25% of women of fertile age use hormonal means

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate 14.3 per 1000 women age 15-49 (1993)
Abortion ; birth-ratio 0.27:1 (1993)

Birth rate 51.4 per 1000 population (1993)

STD/AIDS rates As of September 1994, 1 549 clinically diagnosed

AIDS cases had been reported in Denmark

Leading causes of female
mortality as % of total female
mortality

e ischaemic heart disease (21%)
e cerebrovascular disease (11%)
¢ malignant neoplasms (7.7%) (1993)

Social and Health Policy

Employment and social security

During the 1980s, Danish families with children lived under more difficult living
conditions than similar families in other Nordic countries. Greater unemployment
and less social benefits in connection with pregnancy, birth and children's illnesses

were some of the reasons.

Health education

Throughout the 1980s and 1990s a number of health promotion and disease
prevention activities were started at both the national and local levels. The Council
of Health Promotion Policy, established in 1990, is charged with monitoring
preventive health efforts throughout all Danish society. It also supervises and
evaluates public health preventive efforts and makes proposals regarding new health
promotion/disease prevention initiatives. The Council also recently identified and
prioritized five disease categories that deserve improved preventive efforts:
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accidents, cancer, heart disease, diseases of the musculature and the skeleton, and
mental illness. The Danish Council on Smoking and Health also has activities related
to informing people of the effects of smoking.

Main Areas of Concern

Danish women have a lower life expectancy at birth, 77.7 years, than most other
member countries of the Organization for Economic Cooperation and
Development (OECD).

Women continue to take on the role of main caregiver and household manager
while taking on the stress of full-time employment without sufficient social
support programmemes.

Women who have attained a high education level have a higher mortality rate
than women who have received less education.

Danish women have a higher incidence of tobacco-related deaths than women in
the EU or Norway and Sweden.

Female high-level professionals drink as much as men and more than other social
groups. Alcohol-related mortality grew by 100% for women from 1985 to 1990.
In general, per capita alcohol consumption is much greater in Denmark than in
neighboring countries.
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Estonia

DATA
Population 1.5 million (1994)
HDI value 0.867 (1992)
HDI rank 29 (1992)
GNP US$ 2750 per capita (1992)
% of workforce that is female 50 (1992)
% of unemployed that is female 49 (1993)
% of population that is female 53 (1992) ’
Life expectancy at birth 74-females, 62.6-males (1993)
Physicians : population 330.78 per 100 000 population (1993)
Women of fertile age 337 500 (aged 15—44) (1994)
Total fertility rate 1.5 per woman (1994)

Maternal mortality rate

32.7 per 100 000 live births (1992)

Infant mortality rate

13 per 1000 live births (1994)

Contraceptive methods used

Primarily IUDs

Contraceptive prevalence rate

26 % (1992)

Availability of abortion

upon request up to 12 weeks of pregnancy; up to
20 weeks for medical reasons

Abortion rate

66.3 per 1000 age 15-44 (1994)

Abortion : birth-ratio

1.49:1 (1994)

Birth rate

10 per 1000 population (1994)

STD/AIDS rates

3 AIDS cases have been reported as of December
1994. STD cases are increasing due to Estonia’s
greater exposure to other countries.

Leading causes of female
mortality

e diseases of the circulatory system
¢ malignant neoplasms
e accidents, injuries and poisonings (1992)

Social and Health Policy

Employment and social security

Most benefits provided to women are specifically for pregnant women and women
caring for small children and include:

* women receive 126 calendar days of maternity leave, 70 days before and 56 days
after delivery (compensation is 100% of the average salary preceding childbirth)

e if a couple or person adopt a child they are allowed 70 days leave

e achild receives a birth benefit of three month's salary
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e nursing leave is allowed for up to three years. The parent staying at home
receives half of a minimum salary until the child is one and a half years old, and a
third of a minimum salary after that until the child is three

e the employer is obligated to give a mother 14 calendar days leave for a child
under 14 if she requests it

¢ aman is allowed paternity leave during his wife's pregnancy and childbirth
e both working men and women are entitled to a pension upon retirement

e froml January 1994 the retirement age, when a person is entitled to a pension if
they have worked at least 15 years, raises annually by six months until 2003 when
women of 60 and men of 65 will be able to collect a pension

e people who have nursed disabled persons of a certain degree, a disabled child, or
a child up to three will have this time included in their length of service which is
applied to a pension, and

e a woman who is caring for a disabled child, or five or more children up to the age
of eight can begin to draw her pension five years early, if she has at least 10 years
of service.

Health education

In the early 1970s, lectures on sexual health were given in the schools by
obstetricians and gynaecologists. During the 1989/90 school year a health education
programme was introduced in several schools. The main principles of the
programme were:

¢ individual responsibility for good health

e awareness of health damaging behaviour

e ecarly detection of risk factors for preventing chronic diseases, and
e creation of conditions for a healthy lifestyle.

This programme was changed during the 1992/93 school year. In the 5th and 7th
forms children are taught personal hygiene, nutrition, safe sex, and the effects of
alcohol and tobacco. In the 10th form, lessons focus on disease prevention, first aid,
the effects of alcohol and tobacco consumption, mental health, intimate
relationships, safe sex and AIDS.

To prepare teachers for teaching reproductive health information in schools, Tartu
University and Tallinn Pedagogical University offer health education as a specialty.
However, there is a shortage of textbooks and other literature on reproductive health.

Health policy

A public policy for protecting women's health is non-existent. Non-governmental
organizations, societies, clubs and unions promote awareness of the provision of
work for all, equal pay for equal work, and health benefits for children and the
elderly, but there is little attention paid to a policy related directly to women's health.
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Pressure from such organizations can change things. In 1980 several organizations
called for opening maternity homes to visitors, allowing mothers and babies to stay
together after birth and allowing babies to nurse as soon as possible. The media was
involved in this campaign and the changes were made.

With this example in mind, organizations for the promotion of family planning, and
breastfeeding are being formed.

Main Areas of Concern

Awareness of cervical cancer is low, and few women visit clinics for a regular
examination.

There is a shortage of health education materials in schools because of a shortage
of authors on the subject who write in Estonian.

The supply of hormonal contraceptives is small, as are the number of varieties
available.

Estonia has a high abortion rate: there are over 1000 abortions for every 1000 live
births.

Northeast Estonia is heavily polluted and studies have shown that this seriously
affects the health of pregnant women.
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Finland

DATA

Population estimate 5.08 million (1994)

HDI value 0.91 (1992)

HDI rank 15 (1992)

GNP US$ 21 970 per capita (1992)

% of workforce that is female 49.3 (1994)

% of unemployed that is female |41.4 (1993)

% of population that is female 51.4 (1994). :

Life expectancy at birth

females-79.5, males-72.1 (1993)

Physicians : population

256.43 per 100 000 population (1992)

Women of fertile age

1.27 million (1993)

Total fertility rate

1.81 per woman (1993)

Maternal mortality rate

0.1 per 1000 mean female population (1993)

Infant mortality rate

5.16 per 1000 live births (1992)

Contraceptive methods used

oral contraceptives; IUD; condoms, spermicides,
sterilisation

Contraceptive prevalence rate

no data available

Availability of abortion

upon request up to 12 weeks of pregnancy

Abortion rate < 9 per 1000 women aged 15-49 (1993)

Abortion : birth-ratio 0.164:1

Birth rate 13.24 per 1000 population (1992)

STD/AIDS rates 627 HIV infections of which 57 had developed AIDS;

111 have died (1993)

Leading causes of female
mortality as % of total female
mortality

s diseases of the circulatory system (51%)
e malignant neoplasms (29%)
e respiratory diseases (7%) (1992)

Social and Health Policy

Employment and social security
Paid maternity/parental leave has been about 80% of former income, but this has

been lowered to 66% because of the poor national economic situation. The father can
share the last months of the maternity/parental leave, and he also has the right to six
to 12 days of paternity leave which can be taken at the time of his child's birth. The
total number of maternity, paternity or parental leave is 263 weekdays. The number
of fathers receiving paternity payments has increased. In 1979 only 12% of fathers
used their right to paternity leave. In 1991 this proportion increased to 45%.

The maternity allowance is paid for 105 workdays of which 30 to 50 days are taken
before the estimated date of birth. The remainder of the allowance is paid to the
mother or father, whoever is principally responsible for the child's care. An
additional 60 days is allowed for multiple births.

After the parental leave parents are entitled to child care leave from their jobs until
the child reaches the age of three. An employee returning from child care leave has
the right to return to her/his former duties or equivalent work. The average length of
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child care leave is 11.8 months for the women and 7.5 months for the men. About
15% of parents take child care leave until the child reached the age of three.

The official retirement age is the same for men and women: 65 years in the private
sectors and 63 in national and local government, as well as jobs in the Lutheran
church.

A large number of Finns start drawing a pension early, the average age being 58 to
59 years. In 1990 a higher proportion (45%) of 50 to 64 year old Finns received
various forms of early retirement pensions or disability pensions compared to the
same age group in the other Nordic countries . Denmark had the next highest
proportion with 28%. The high proportion of pensioners is not only due to health
problems of an aging population, but to the pension policy.

Early retirement schemes were created in the 1980s as a policy response to
unemployment and structural changes in the economy. In 1990 33% of women and
31% of men in the 60 to 64 age group were on unemployment pensions.
Unemployment pension may be paid to insured men and women between 60 and 65
years of age who have been unemployed a long time.

Health policy

The Finnish society organizes basic services to all subgroups of the population.
Social and health care services are based on a public service system. There are many
non-governmental institutions which fulfill the official social and health care
services, e.g., private services, social and health care societies and activities provided
by church, relatives and volunteers.

In Finland, there are comprehensive laws on maternity and family planning services,
the abortion law is liberal, and the duty of municipalities to offer breast and cervical
cancer screening is stipulated by law. Women’s health, including reproductive
health, is specially protected by legislation. Otherwise there are no women-specific
health policies. There are public discussions on prostitution and violence on women,
but no health policy has yet been accepted.

Main Areas of Concern

e Although 72% of women aged 15 to 64 are in the labour force, they are paid only
three-quarters of men's wages.

¢ Hypertension is a common ailment in Finland for both women and men.

* Female mortality due to violent causes, not including suicide, is high in
comparison to the rest of Europe. This can probably be explained by national
drinking habits.

® Breast cancer constitutes 27% of all cancer cases among Finnish women. Most
cancers are more common in women living in urban areas than those living in
rural districts.

e Cancer of the cervix uteri is four times more common in the lowest social class
than in the highest.
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Georgia

DATA

Population estimate 5.5 million (1994)

HDI value 0.747 (1992)

HDI rank 66 (1992)

GNP US$ 850 per capita (1992)

% of workforce that is female 48 (1992)

% of unemployed that is female 50 (1992)

% of population that is female 52 (1992) :

Life expectancy at birth

76.5-females, 68.9-males (1991)

Physicians : population

538.02 physicians per 100 000 population
350 ObGyn per 100 000 population (1991)

Women of fertile age

1.34 million (aged 15-44) (1991)

Total fertility rate

2.2 per woman (1994)

Maternal mortality rate

20.5 per 100 000 live births (1990)

Infant mortality rate

16 per 1000 live births (1994)

Contraceptive methods used

Mainly IUDs

Contraceptive prevalence rate

19 % (1992)

Availability of abortion

upon request up to 12 weeks of pregnancy; 6 months
must elapse between consecutive abortions

Abortion rate

41.1 per 1000 women of fertile age (1992, including
"mini-abortions")

Abortion : birth-ratio

0.59:1 (1992)

Birth rate

17 per 1000 population (1994)

STD/AIDS rates

2 cases of AIDS as of December 1994, but HIV-AIDS
is seen as a serious potential problem: Georgia has one
of the highest frequencies of STDs in NIS, and can
meet only a small part of the demand for condoms.

Leading causes of female
mortality as % of total female
mortality

e diseases of the circulatory system (70.4%)
* malignant neoplasms (11.8%)
e diseases of the respiratory system (9.6%) (1990)

Social and Health Policy

Employment and social security

Georgia has an extensive social security system, including subsidies for basic
commodities, pensions, and unemployment benefits as well as a number of
allowances for single mothers and children. The law protects the rights of working
women with children. At the end of the 1980s a number of measures were carried out
in order to ensure maternal and child protection. A reduction in salary, refusal to pay
or dismissal of women during pregnancy or childcare of infants up to the age of three

was prohibited.

The Government allows pregnant working women 126 days (70 days prior and 56
days after delivery) leave paid at full salary. Nursing mothers are allowed to transfer
to an easier job if they so desire at their same salary. Working mothers are also
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allowed 14 child sick days, but are only paid a portion of their salary. Night,
overtime, and weekend work as well as business trips are prohibited for women with
children under the age of three.

Health education

Sexual health is not yet a part of health promotion activities. In 1991 a study carried
out by the Ministry of Health on STD and AIDS awareness among students in
Tbilisi, showed that only 50% of the students knew anything about STDs. It also
showed that radio and television are the main sources of information for youth. The
introduction of sex education and STD and AIDS prevention in schools was seen as
a priority by the students.

Health policy

From 1990 to 1992 the Government increased its expenditutes on health by 6%. The
sum allocated in 1990 for maternity and infant care accounts for 36% of the total
sum provided by the state for health care.

November 1987 marked an important step in the improvement of conditions for
women when the State promulgated "Major regulations in the development of
population health care and transformation of the USSR Health Care System in the
XII Five-Year Plan up to the year 2000". These new regulations made motherhood
and child care a major focus in health policy.

The policy relating to "Urgent measures to improve life conditions of women,
increasing motherhood and infant health care, stabilizing family life" (April 1990)

played a decisive role in establishing higher allowances for employed mothers.

Georgia is now immersed in a health reform process. The Government has expressed
its intent to:

e reorganize the health care system from the earlier centralized district approach

¢ introduce a health insurance scheme

e change physicians' remuneration, and

e move towards privatization gradually.

As in other republics, the reformers are faced with chronic underfunding, antiquated
and deteriorating facilities, inadequate supplies and outmoded equipment, poor

morale with few incentives for health care workers and general consumer
dissatisfaction.

Main Areas of Concern

o The gap between education and professional qualifications among women is
widening.

e Maternal mortality rate of 20.47 per 1000 live births is almost twice the European
average of 12 per 1000 live births (1990).

¢ Georgia has one of the highest frequencies of sexually transmitted diseases in the
republics and a low supply of condoms.
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* A high rate of cancer of the breast and cervix prevails, due mainly to a defective
screening system.

¢ Cases of violence against women are increasing but detailed statistics reflecting
this growing problem are lacking. Public debate and open discussion on this issue
should be encouraged.
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Germany

DATA

Population estimate 81.47 million (1993)
HDI value 0.92 (1992)

HDI rank 11 (1992)

GNP US$ 23 030 per capita (1992)
% of workforce that is female 41 (1992)

% of unemployed that is female |44 (1993)

% of population that is female 51.3 (1993)

Life expectancy at birth

78.9-females, 72.3-males (1992)

Physicians : population

312.41 per 100 000 (1992)

Women of fertile age

17.5 million aged 15-49 (1993)

Total fertility rate

1.3 per woman (1992)

Maternal mortality rate

8.67 per 100 000 live births (1992)

Infant mortality rate

6.88 per 1000 live births (1991)

Contraceptive methods used

oral contraceptives; condom, IUD, diaphragm,
sterilisation

Contraceptive prevalence rate

no data available

Availability of abortion

upon request up to 12 weeks of pregnancy (abortion is
legal during this period provided the woman has
attended counselling and complied with 3 day reflection
period)

Abortion rate no data available

Abortion : birth-ratio 146.6 per 1000 live births (1992)

Birth rate 10.34 per 1000 population (1991)

STD/AIDS rates 11 497 AIDS cases reported up to June 1994; 9.5% of

these were women. Of 64 124 diagnosed cases of HIV
infection, 15.9% were women. The highest risk
behavior is intravenous drug use.

Leading causes of female
mortality

e cardiovascular disease

¢ malignant neoplasms

¢ external causes such as accidents, poisonings and
suicide (1992)

Social and Health Policy

Employment and social security

The Maternity Protection Act contains provisions for the protection of both mother
and child. A child-raising allowance is paid until the child reaches two years old.
The allowance is dependent on income. Parents can also take leave to raise the
child until she or he reaches three years of age. From 1996 the Expectant Mother
and Family Allowance Act will augment the current provisions.

Employers offering 16 jobs or more must employ severely handicapped persons in
at least 6% of these jobs. In 1991 this would mean 1.34 million jobs, but in reality
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only 974 000 jobs were filled by severely handicapped persons. Experience has
shown that handicapped women are particularly affected by this shortage.

Existing law does not guarantee women any security in old age. Consequently,
women bear the risk of being without adequate social security in old age--because
of their partner, their marriage, or their assumption of the duties of bringing up
children or caring for others.

Health education

The Federal Centre for Health Education is responsible for developing ideas and
materials on sexuality.

Main Areas of Concern

e It is estimated that 30-40% of the approximately 160 000 persons dependent on
illegal drugs are women. Two-thirds of the approximately 800 000 people
dependent on medical drugs are estimated to be women.

e There is an estimated 60 000 anorexic women, 400 000 women who are
compulsive eaters, and 500 000 women suffering from bulimia.

¢ Women hold only 4% of professorships at universities, and only 5% at
polytechnics. Women are being forced out of the natural sciences and
engineering, and into social studies, the arts and education. At the
Technical University of Dresden the proportion of female students in the
natural sciences and engineering dropped since the collapse of the socialist
regime (comparison of figures from 1987 to 1993): chemistry enrolment
dropped from 68% to 26 %, mathematics dropped from 45% to 26%, and
computer science dropped from 47% to 3%.

* Women are involved in ninety-three per cent (93%) of all part-time
employment. Many women are forced to accept this type of work because child
care and nursing services are lacking, and women are unable to coordinate
family life and gainful employment.

® In Germany, violence against women such as battering, rape and sexual abuse
is only now being seriously addressed. However, there seems to be a public
perception that the purpose of homes and shelters for battered women is to
dispose of the consequences of battering and not to address the underlying
problems.
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