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ABSTRACT

From 30 November to 2 December, 1994, The Regional Office for Europe of the
World Health Organization (WHO/EURQ) held a meeting on strengthening matermal
and child health and family planning (MCH/FP) in the Central Asian Republics,
Kazakhstan, and Azerbaijan (CARAK). The meeting was attended by 28 participants
from each of the six countries. They presented papers on a range of subjects
including: reproductive health and family planning, nurturing the girl child, and the
health of mothers and children in Azerbaijan, Kazakhstan, Kyrgystan, Tajikistan,
Turkmenistan, and Uzbekistan. They recommended that a joint WHO/United Nations
Family Planning Association (UNFPA) proposal for funding be developed for a five
year, six country project to reduce maternal, perinatal, and neonatal mortality, and to
improve the practice of child spacing through the use of family planning methods.

Project partners should create a network of health providers and consumers for
perinatal and neonatal health and family planning. This network should be supported
by policies, legislation, guidelines, documentation, practices, and teaching/leaming
packages. The partners should produce a valid, relizble, information data base of
quality indicators and measures as a basis for monitoring and evaluating the project's
development, implementation, and outcomes. A cadre of health personnel should be
trained in diagnosis, risk assessment, early treatment and care practices, teaching and
management methods, and evaluation techniques. These efforts are needed in order to
replicate and extend the project in other areas. Local regional, and national media
coverage should be provided through targeted messages to heighten public awareness
of the needs of girl children, women, and men during the childbearing and early
childrearing periods. Links should be established with primary and secondary
schools, universities, and training institutions to ensured the integration of content and
methads into the curriculum.
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'SUMMARY REPORT

"Each time a baby girl is born, she presents 2 new
opportuntty to invest in women's health and in the health of
the next gencration. A girl who grows up healthy,
confident, and strong has a much better chance of a safe
motherhood..." (Safe Motherhood Newsletter, Issue 6: p. 5,
Tuly-October 1991).

N ————

Months before the 15,000 delegates assembled in China for the World Conference on
Women, plans were underway to launch a major programme to strengthen maternal
and child health and family planning (MCH/FP) in the Central Asian Republics
(CAR), Kazakhstan, and Azerbaijan (CARAK). From 30 November to 2 December,
1994, the Regional Office for Burope of the World Health Organization in
collaboration with the International Planned Parenthood Federation (WHO/EURQO)
held a meeting in CARAK which gathered international and national leaders in the
field, including 28 leading obstetricians and pediatricians from the 5ix countries, and
representatives of UNICEF, UNFPA, UNDF, USAID, and the GTZ.

Professor Shafkat Karimov, Minister of Health of Uzbekistan and Dr Jo Asvall,
Regional Director of WHO/EURQ described the complex issues the group faced in
tackling the rising levels of maternal and infant mortality and morbidity in the region.
They indicated that many efforts have been made to establish the need for
intervention, and that the participants should use the meeting to develop a conerete,
planning document for implementation among the six participating countries.

Mr K. Malik, United Nations Development Programme (UNDP) indicated UNDF'y
commitment to the effort and to providing coordination and cooperation of a possible
project in MCH,

-Dr Assia Brandrup-Lukanow, Regional Advisor for Sexuality and Family Planning
(SFP) and Coordinator for SFP and the Health of Women and Children (WCH),
WHOQ/EURO, reviewed the scope and purpose of the meeting and the format for the
sessions,

Y
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WHO Resolution WHA47.2 on Maternal and child health and family planning:
Quality of care served as part of the framework for the meeting. In 1994, the World
Health Assembly adopted this resolution "to give priority to assessing and improving
the quality of care of women and children in district-based health systems, as part of a
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global approach to family health.” This Resolution states that "reduced maternal death
and increased maternal safety is one of the priorities for the Region”. The Vienna
Statement on Investing in Women's Health in the Countries of Central and Eastern
Europe (February 1994) was also used.

In January 1994, the WHO/UNICEF Joint Committee on health policy stressed that
"1994, as the International Year of the Family, provides an opportunity to underscore
the importance of the joint efforts of UNICEF and WHO to promote and protect the
health and welfare of mothers and children.”

The participants agreed that several additional policies and principles would guide the
development of a proposed project. These include: Quality of Care, and the Safe
Motherhood Initiative, Baby-friendly Hospitals, the UNICEF policy on Gender
Equality and Empowerment of Girls and Women, the UN Convention on the
Elimination of A}l Forms of Discrimination against Women, the Thilisi Declaration,
and the Conventions on the Rights of the Child. In addition, the participants
considered the recommendations of the WHO Consensus Conference on Appropriate
Technology for Birth, Consensus Conference on Perinatal Health Policy and
Technology for Prenatal Care.

B TR T
rposes and objectives.

........... [ emterctt
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The purposes were to:
1. further promote a favourable political climate for national and international
collaboration to effect a successful programme in strengthening MCH/FP in the
sub-region of CAR and in Azerbaijan

2. elaborate a mutually acceptable plan to develop and promote MCH/FP in the
CARAK.
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The objectives were to:

1. describe the key MCEUFP issues in the participating countries within a public
health context

2. analyze information on the situation and dynamics of the status of MCH/FP in
the CARAK on other factors related to emerging negative trends, and the latest
positive experiences

3, join forces in finding more effective ways of promoting health and reducing
maternal and infant morbidity and mortality by applying the principles of the
WHO Safe Motherhood Initiative

4, define the tasks and the main steps for the elaboration of national plans of action
to strengthen maternal and child health services

5. develop the roles and responsibilities of international organizations, WHQ in
patticular, and the modes of collaboration in partnership with the Member States
in achieving the goals.

e
ki i

sireontent of the Meeting
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Dr Mark Tsechkovski, Director, Disease Prevention and Quality of Care,
WHO/EUROQ, presented the keynote position paper on the health of the mother and
child. He underscored the themes developed by Drs. Karimov and Asvall relaied to
the need for action, accountability, and the urgency of a comprehensive approach to
save women and children's lives and to promote choice and responsibility in family
planning,

The country representatives presented situation analyses describing the gravity of the
situation and the factors associated with maternal death, including haemorrhage,
sepsis, and, in some places, the complications of indoeced abortions. The participants
also examined the current approaches to treating and managing toxaemia. They
reviewed the physiological and psychosocial needs of the young girl to complete the
expected developmental tasks for adulthoed and motherhood, and described the
importance of nurturing the young girl for personal development and responsible
adulthood and parenthood. Presenters also outlined the criteria for a supportive
environment during pregnancy, delivery, and during the period after birth. Promoeting
mother baby relationships in a friendly environment, they noted, are psychologically
important and improve the infant's chances of survival.

The participants noted that pregnancy and birth services should meet European
‘standards. Presenters indicated that for women, the support of family members during
the birth experience should be fostered; for newborns, breast-feeding, elimination of

swaddling and proximity to the mother are seen as essential. Changes are needed to
reduce the high levels of poverty, unemployment and poor nutritional statns, and to
improve housing and sanitary conditions. For some countries, help was urgently
needed for mothers and infants living under the conditions of war, Changes the health
sector can influence directly include improving the delivery of services, and changing
the knowledge, attitudes, and skills of health providers and families.
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The introduction of technology, the practice of bottle feeding, and the use of abortion
as a primary means of contraception have created many challenges and risks for
mothers and infants. Preventive services for young people are needed which focus on
nurturing the gitl child, human sexuality, and informed choice of family planning
methods. Based on the above deseription of the challenges to reduce maternal
mortality and morbidity and to foster family planning setvices, the following were
developed:”

‘Recommendations

1. The participants decided that they should launch a joint, five year six country
project with the participation of WHO/EURQ, UNFPA, UNDP, and other agencies.

2. The staff in the WCH Unit in WHO/EURO should prepare a proposal document
for cooperation and funding based on the recommendations of the meeting,

3. The proposal compenents should include: policy basis, framework, partners,
structure, content, elements, working methods, evaluation model and design, resource
requirements, personnel, public and consumer involvement, media

4, The principles that would inform the project planning process would be those of
the European Regional Strategy and Targets, and the criteria of sustainability,
replicability, and absomptive capacity.

The summary of the participants deliberations are summarized in the detasled
recommendations.
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Implementing the ICPD

‘Plan of Action in Central ‘
Asian Republics and
Kazakhstan (CARAK)

Squaring up to a demographic crisis in
Uzbekistan

i By Dr Shafkat Karimov
Minister of Health
b Republic of Uzbekistan

R
4 2T ntroduction
The ancient land of Uzbekistan has given birth to some of the world's greatest
thinkers, scientists, and military leaders, people such as Athoresnt, Abouhairom
Berouni, Alifaghani, Ali Farobi, Ulukbeck, Nackjbandt, Navoi and many others. The
land is also the soil that produced the brilliant physician of old times, Abou Ali Tben
Sina, and visionary architects whose works adorn citles like Samarkand, Bukara, and
Hivee.

Uzbekistan is rich in many assets including its natural resources, and is endowed with
fertile land and massive rivers. Today however, this Republic of 20 million people i3
in the throes of a demographic erists. Uzbekistan faces many demographic challenges
in the near future. Qver the past ten years, the birth rate has been stable at around 30
per 1,000 population, and this has led to an annual population increase of 2.5%. If
this growth rate stays the same, the population of Uzbekistan will have increased by
50% by the year 2,015 to some 33 million people, a huge leap for any nation.

These rapid demographic shifts will carry social, economic, and political implications
for the country and for the political fabric of the nation. Those of us in the health
sector and in other parts of government have become aware of the importance of a
balanced, scientifically-based population policy, which will include measures to
regulate the population growth.

Uzbekistan is already showing the signs of a demographic crisis today, characterized
by a rising level of infant and maternal mortality, a worsening of the general health
status of the population, and a shorter life expectancy. This crisis is being played out
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against an already difficult social and ecological background. The drying up of the
Aral sea is but one factor in the steady decline of both the quality and standard of
living in the country.

In his book, Uzbekistan, individual model of the transition to market economy, the
President of the Republic, LA, Kanimov highlights the demographic problem when he
writes: "The economic problems in the context of the demographic situation bring to
light the need for clear solutions to social problems. In Uzbekistan, we have today
one of the lowest standards of living. In 1990, 70% of the population of Uzbekistan
lived below the poverty line, whereas in Russia and Ukraine, only 30% of the
population found themselves in the same predicament.”

Thus, I suggest that if we do not take measures to control negative factors, we will
have an increase of between 50 and 100% in maternal and infant mortality. I also
suggest that the low health index of women of reproductive age and the spread of
various extra-genital diseases are the main causes of the crisis. Frequent births by
women suffering from extra-genital diseases, reduced child spacing, and giving birth
at either too early or too advanced an age have all led to high infant morbidity and
mortality. Not only do these influences endanger the health of the women, they affect
the material and moral state of the family and the economy of the society as a whole.

We know that when women are under 20 or over 35 years of age, they carry a high
risk of perinatal mortality and risk chromosomal and other abnormalities in their
offspring. It is clear that children should be born during the optimal period for a
worman, i.e. between the ages of 20 and 29. Today, however, we have many women
who give birth under the age of 20 and who only stop reproducing after the age of 35.

g ?wFJM“R*PW‘\S?WWMWFWNWWWWWNWN‘@ SR

iscouraging early marriage.

In Uzbekistan, according to sociological research, 45.1% of women marry below the
age of 20 and the first child is usually born in the first year of marriage. The interval
between marriage and the first child is therefore often very short. Some 37.4% of
married women under 20 have children, 20.3% have 1 child, 15.7% have 2, and 1 4%
have 3 children before they are 20 years old.

Age at marriage not only influences population growth but also the nation's economy
since a woman between the ages of 18 and 25 who is not preoccupied by her family
and children, has a higher productivity for society. Measures to discourage early
marriages ean only be suecessful if they are designed with social, ¢conomic,
psychological and physical characteristics in mind. We must develop the desire
among our young people to achieve certain social and economic goals before getting
married. We have to increase the value of independence, autonomy, education,
position in society, and career development in their eyes, especially among girls, and
we, the Goverament, have to invest in education. The establishment of a healthy
family has to be one, but not the only priority, in the eyes of our citizens, We have to
raise the conscience of young people and alert them to their responsibility towards the
State, because the heatth of the Nation is of utrost value.

“To address this challenge, five central pillars are essential for a viable demographic
policy. These are: (1) reorienting all social institutions so that large families are no
longer perceived as necessary for social security; (2) strengthening of the nuclear,
two-generation rather than three-generation family (3) reducing and ultimately
removing the economic motives of giving birth; (4) encouraging families to have no
more than an average of three to four children; and, (5) using the mass media to
change the attitudes of the people,

The importance of attitude change has been the introduction of one of the first

medals to be instituted in the new Uzbekistan. It is called Soglom Avied Utshun,
presented to citizens who have given outstanding service to maternal and child care,
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ecological improvement, physical education, or for active patiicipation in the
development of charity organizations for children. In addition, a special international
nan-governmental fund has been established to improve the health of future
generations.

{Programme reinforce

i

The Ministry of Health in Uzbekistan has several achievements concerning women's
health. The current national programme continues. a policy first established in
February 1991, when the Government began a regional scheme entitled "Urgent
measures to improve the health of women of fertile age: The 1991-1992 programme.”
In 1993, the Ministry of Health began working with seven other Ministries as well as
NGOs to implement the programme which aims to: improve the health of women of
reproductive age, prevent unwanted pregnancies, decrease the namber of abortions,
and promote early diagnosis and prevention of congenital malformations. Public
centers for dealing with child and adolescent gynecology, as well as the prevention of
obstetric hemorrhage and extra-genital diseases have been established to support
these aims.

In addition, and just as important, we are carrying out regular public opinion surveys
on attitudes towards different aspects of maternal and child health protection and
towards family and marriage. The findings of these studies will inform the
development of health policy related to maternal and child health, Sociological
research allows us to constantly have our finger on the pulse of the most important
demographic processes occurring in our ociety. It is this precise knowledge of public
opinion which allows us to establish priorities in the Governmental programme of
maternal and child health.

Part of this programme includes the training of general practitioners and medical
students. Further, contraceptive services are now available in all obstetrics and
gynecology centres as well as in women's polyclinics. According to the last
soctological survey, 53% of women and 48% of men positively responded to the use
of contraceptives. Of all social-demographic groups, women aged betweern 30 and 39
are the highest users of contraceptives. And since these women are close to or already
in an age group with a higher risk of pregnancy, the high use of contraceptives can
only be a positive development.

But the fact that every fifth woman under 20 hag hardly any information at all on
contraceptives or other means of preventing unwanted pregnancies presents an open
field for a great deal of activity. The most frequently used contraceptive in
Uzbekistan is the IUD which 30% of women use. Hormonal contraceptives have
proved less acceptable. Many women and men still rely on traditional, but not very
effective methads. In this context, we think that the introduction of a long-acting
contraceptive would be positive, because it does not require constant attention.

The quality of maternal and ¢hild care available in polyclinics and in obstetric
‘serviees has also improved. By merging women's consultations with polyclinical
functions - which has significantly improved their diagnostic potential - the
opportunity to use preventive measures has increased considerably.

Thanks to the financial support from the Government, food is now given free of
charge to pregnant women, to women with many children, and to poor families. All
pregnant woinen are given vitamin tablets, and pregnant women with anacmia are
provided free treatment. Free treatment has also been established for women suffering
from extra-genital diseases.
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Further, we have managed to improve antenatal care. We have also introduced a
rooming-in policy in the obstetric wards, as well as early breast-feeding, instead of
artificial milk. This has been done by integrating internal medicine, obstetrics,
gynecology and pediatric services into a single center,
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The Ministry of Health in Uzbekistan is now using a computer system to conduct
maternal mortality audits. This system provides daily information on the maternal
martality situation, and thus allows us to take appropriate measures . The system of
monitoring of women of reproductive age, especially of the high-risk groups has been
functioning better and better.

As a result of these measures, we have managed to decrease maternal mortality from
73.2 per 100,000 live births in 1990, to 42.4 in 1993, This means the lives of many
women were saved. Apart from this, we have observed a decrease in the number of
births, younger age at first contraceptive use, and a decrease in abortions by 2.5%
when compared to the abortion rates in 1988,

The butk of preparatory work has now been done to enable an enlargement of the
family planning programme, and the population, we believe, has been sensitized to
the importance of family planning.

The Ministry of Health will continue and reinforce its work in educating and
informing all groups of the population, especially young people, on how to
adequately prepare for family life, the optimal age of marriage, and the importance of
judiciously spacing births. Qur Government continues to work on contraceptive
methods in cooperation with WHO and with pharmaceutical companies like
Schering, Upjohn, and Organon. Uzbekistan is even on the verge of producing its
own oral hormonal contraceptives.

In order to raise the public consciousness towards health we are using television and
radio programmes as well as producing booklets, posters, and brochures, popular
scientific books, and other literature.

Since it is essential to inform every adolescent of risks which can influence the health,
especially of future mothers, we believe it 15 negessary to carry out medical and
gynaecological examinations of all schoolgirls at least twice a year.

ngﬁ
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Let me conelude by inviting both my Uzbekistan colleagues and those of you from
other countries to try and find ways and means of involving Central Asian men more
actively in family planning. We must induce the so-called stronger half of hurnanity to

“earry the burden of family planning equally with women, We must develop the desire

among our young people to achieve certain social and economic goals before getting

‘married. We have to increase the value of independence, autonomy, education,

position in society, and career development in their eyes, especially among girls.
Finally, and most importantly, we in Government, have to invest in education.
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The Health and Well-
“being of Mothers and
Children in the CARAK

No Greater Regional Challenge

Dr Jo Asvall, Regional Director
Regional Office for Europe
World Health Organization

e e

We are extremely honoured and impressed by the gesture of Your Excellencies in
coming here to open the meeting and honouring us with your presence, a gesture
which shows the strong commitment that the highest leadership of this country gives
to the bealth of its children and mothers.

This 1s a meeting of extraordinary importance, at an extraordinary point in the
historical development of the people here in Central Asia. For the last two years, the
political, economie, social, cultural and managerial changes that have swept over this
tegion, have brought in their wake countless problems, inflicting much suffering on
the part of the populations and, in some instances, even leading to armed conflicts
with large-scale tragedies. However, it is also a time of extraordinary opportunity to
move societies forward - if we have the imagination to think afresh, the courage to
break away from traditional thinking, the skill to build new coalitions of people,
professionals, governments and international organizations, and the ability to share a
clear vision of where we want to go and which road we want to take to get there!

I am very grateful indeed for having been given the opportunity to be here and
represent WHO in this event, which aims at bringing together not only the knowledge
of the problems of the health of mothers and children but the search for the best ways
of improving the situation. Equally as important, we hope that this meeting will build
understanding and friendship between us and thereby lay the basis for working
“together in a much more systematic fashion. This i3 not only necessary because our
efforts can be mutually supportive and thereby more effective; but also because it is
essential that we, different professionals, government representatives and
international organizations, dernonstrate the same seriousness and solidarity of action
among ourselves, as we hope to foster in the communities and health care systems
that we are trying to halp.

None of us would be sitting here today, if it were not for Dr Karimov, the Minister of
Health of 1Jzbekistan! It was he who, during my visit to Tashkent in 1993, took me
aside, looked me sternly in the eye and said "If WHO wants to do something for
Uzbekistan, you must do something for our mothers and children! Why don't we
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organize an international meeting in Tashkent to make a serious analysis of all the
factors that are involved, bringing together all the countries of this region with
international agencies, and see what we really need to do?"

Here we are today, a year later, to fulfill his dreams - which are also the dreams of the
other countries here present, of WHO, USAID, UNFFPA, UNDP, and the UNICEF
Integrated Office here in Tashkent.

I would like to take this occasion to thank Dr Karimov and all his collaborators in the
Ministry warmly for their help in organizing the meeting, to the government for
welcoming us, and to UNFPA and UNICEF for working with the WHO staff in the
very extensive preparations that have been undertaken to make it possible for us to
have such a fundamental review as we are now about to embark on.

What are the problems that face us ? When we look at the countries of the Central
Asian Republics today, they occupy an intermediate position. With an average
lifespan at birth of close to 68 years, the group of 5 Central Asian Republics and
Azerbaijan still have a long way to go to match Iceland where a child born can look
forward to a life that is 11 years longer, 1.e. some 79 years, This is due to many
factors and affects the different parts of the lifespan. However, it is particularly
important for children and mothers; with infant mortality rates between
approximately 25-45, a new born child in this part of the world has a 6-9 times higher
risk of dying during the first year of life, compared to leeland.

The reasons for this are complex but changes can be made and the possibility exists
amofg your current resources to do this. We know that pregnancy ¢an be a risky
gvent in this part of the world and if we look at, for instance, data submitted to WHO
recently from official focal points nominated by Ministries of Health for this purpose,
the situation does not look good at all. If we compare, for instance, the average for stx
NIS, a pregnant woman has a very much higher risk of eclampsia than women in
central and western Europe however, there are also large differences among the NIS.
These findings certainly point to the need for a much better management of pregnancy
than at pregent.

If we look at the situation during delivery, data available to WHO indicate that
intrapartum death is very much higher in the NIS than in western Europe and there is
also a higher perinatal mortality, which certainly points to a need for taking a serious
look at the quality of obstetrical services.

Use of blood transfusions is high compared to practice in some other countries, which
again points to the need for a very close look at clinical practice.

On the other hand, surgical interventions during deliveries, forceps and vacuum
extractions, are lower than in many other countries. This ¢an be a blessing in disguise
as it is a good starting point for preventing the unnecessarily high use of medical
‘interventions in deliveries, a major problem in $ome western countries.

Neonatal mortality is also higher than in the west, indicating a need to look very
closely at the practices on how babies are taken care of after delivery. In this context,
professional organizations, health care institutions and health care personnel in
Zeneral need to be challenged to join the common practices of “rooming in”, where
mother 2nd baby remain together during the critical period immediately after birth,
and where hospitals become “baby friendly” to support sound breastfeeding practices
and the active involvement of fathers.
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Adding to this situation is the extraordinary problem that multiple pregnancies and
frequent abortions present in this part of the world. Let us be honest, there are few
areas in the world where there has been such a total lack of family planning
programmes in the past and where, still today, it is normal to see not only 1 but many
abortions in the reproductive life of 2 woman, and where 6 or more children per
family is a common finding, We know that such a number of abortions represent
serious threats to the health and well-being of women, who have to cope with
tremendous practical problems in feeding and caring for many children. They labour
under conditions where the purchasing power of families has at least been halved
during the last years. This situation can simply no longer be allowed to continue!

Finally, an issue on which we have little epidemiclogical evidence at the moment is
the question of physical abuse and violence against women. What we do know is that
when one started looking at this issue is west European countries surprisingly high
figures of wife-besting and other forms of abuse of women have been found to be a
bigger problem than previously thought. There is, therefore, strong reason for looking
into this situation in order to obtain factual evidence as to the size and nature of this
problem and what may be done to alleviate it.

The health of children is under a serious threat in this part of the world. Infant and
child mortality are high and we do not have to look far to find the reasons. A high
number of acute respiratory infections, diphtheria, polio, measles, pertussis, typhoid,
and other diarrhoeal diseases and accidents claim countless lives that could have been
saved through simple, available prevention. Some of the causes are found in the lack
of the most fundamental, basic requirements for a healthy life, such ag the availability
of drinking water and good sanitation facilities. Today less than half the rural
population in this part of the world has access to safe water supplies, and sanitary
facilities are widely deficient with open latrines and untreated sewage discharged into
waterways, even in some urban areas.

Finally, also for children the question of physical abuse is an important concern. As
was the case for abuse of women, the question of abuse of children was, for a Tong
time, grossly under-estimated in western European countries. Today we know betier;
the beating of children and even sexual abuse of them is a more important problem
than was previously thought, before any specific studies had been made to analyse the
situation. Again this would seem an area that would require special study in this part
of the world to see what the size of the problem may be. This is important as
considerable progress hag been made with regard to how such problems can be more
effectively dealt with.

What can we do about it7 Can we do anything at all, or do we just have to sit and wait
for the economic sitbation to improve? Yes, we can do a lot, and we ¢an even do a lot
‘with simnple approaches that are within reach of the resources that can be mobilized
- through reasonable afforts.

“The first thing we must do is to take some very fundamental, basic decisions on what
our main strategies should be, The problems are so many, resources are few, that if
we do not have a clear idea of the basic strategies to which we will give priority and
concentrate our efforts, we will get nowhere. This is easier said than done because
here, quite naturally, people have extraordinary expectations. The fundamental
political changes that have taken place in recent years have opened up to the person in
the street the realization of the fact that his situation is not as rosy as he was
previously told, and not as appealing when compared to others in Europe. The picture
is one where sophisticated medieal technology with shiny instruments and wonder
drugs are painted as the easy panacea to solve all problems. This picture is not only
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ineorrect, but a very counter-productive image to present as the aim for the future
health care system in any country - not only the Central Asian countries!

Today almost every country in western Europe, as well as the United States, is
dissatisfied with its heaith care systems. The reason is that they have been developed
blindly with an ever-increasing reliance on high technology and hospital care. Until
now, there has been far too little concern for the quality that they produces, both in
terms of improved health for patients and in terms of the cost efficiency of the ever-
increasing number of hospital beds, specialized physicians and uncritically used
equipment and unnecessary pharmaceuticals. As a consequence, many countries that
previously did not interfere much, have recently started to take strong corrective
measures to influence clinical practice. They want to cut the over-use of services
through a much more critical evaluation of the true value of many of the technological
interventions in health care. This need for a critical attitude to current practices
applies very much to the health services for women and children too, patticularly in
regard to pregnancy and delivery.

|

et

What are some of elements of importance in the strategies that we should choose to
change the present situation ?

1. There must be a serious commitment, a true commitment, that the most important
of all is what happens at ground level, in the local communities. Thus, primary health
care must have the first priority in changes of the health care system in this part of the
world - as in all other regions ! Through this primary health care must be effectively
delivered the model health care programmes for mothers and children that WHO and
UNICEF have developed over the years, for example, breastfeeding and child
nutrition, AR, SFP, CDD, EPI, etc. - as well as the more general curative and
preventive services,

2. Such primary health care must, however, also be supported by an effective
hospital sector, but here the past preoccupation with quantity must yield to different
perceptions. What is needed in this part of the world is probably fewer physicians,
fewer hospital beds, more and better-trained nurses, better quality of care and a
hospital service whose role clearly is to be a support to a family health oriented
primary health care - not a substitute for it !

3. While curing sick and injured people must be a basic concern for the health care
system, society as a whole must give a much higher priority to preventing disease and
injury from occurring in the first place! Thus, promoting more healthy lifestyles for
the population, creating a more healthy environment and protecting individuals
through vaccinations and other actions, that aim at preventing disease (or identify it at
an early stage) must have the first, not the last, priority in the health care programmes
that governments now make. This is 2 fundamental issue in this part of the world
where, in the past, 2 much too narrow focus, and

4. Too low priority has been given to promote health and prevent disease and
‘injury. This must now change! However, changes should be undertaken gradually
and with care so as not to destroy the good points which were part of the health
service. The rational structure of a regionalized hospital system and a health care
systern that ensured access to health care every citizen on an equal basis, have been
tremendously important qualities. Today, countries in this part of the world should do
all they can not to lose those in the coming battles for quick and profound changes in
economic systems !

For such fundamental, wide ranging changes to occur, strong political and
professional leadership is indispensable, and a clear vision must be given to the whole
country as to the best way forward.
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At the European level, for more than 10 years now, the 50 Member States, using
WHO as the Secretariat, have worked hard and consistently to determine the
guidelines for health policy and programme development in European countrics
today, as we face the 20th century and look towards a new millentum. The result is
the European Health For All policy and its 38 targets, which were first adopted in
1984 and updated in 1991, to take into account the experiences in implementing the
policy during the first six years of its adoption. This policy draws up a very concrete
and broad agenda for every country in the region. Approaches were used to determine
the ways in which each country might analyse its own health problems, draw up more
efficient strategies and programmes to deal with them, and organize countries
differently. This was done in order to bring a much more effective and concerted
action among many different partners in countries. In this way health development
can become a broad social movement that takes advantage of all the formidable
resources that today are not invelved in its work,

Drawing up such national health for all policies and using them as a way to pull
together the health services, other sectors, the govemment, non-governmental
organizations, and national and international institutions should now be very high on
the list of government priorities in this part of the world. It was also one of the key
recommendations when countries east and west and all major donors met in
Switzerland a year ago to discuss what eould be done to make international
coopetation in health in central and eastern European countries/Newly Independent
States more effective than it has been until now. Unfortunately, so far, only one of the
six countries present has even started to undertake such a development - while the
large majority of countrieg in western Europe now already have their own national
health for all policies or are currently in the process of making them. This is a major
challenge to all the governments in this region !

' PriontiesinHealthCare " 70
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What are the fundamental issues in primary health care 7 A year ago, at the invitation
of the Government of Kazakhstan, WHQ, in cooperation with UNICEF, organized an
international conference that looked at the worldwide experience of the first 13 years
of the 1978 Alma Ata Declaration on Primary Health Care. Many interesting
conclusions resulted from this conference, the most fundamental being that pnmary
health care still has the same key importance ag it had 15 years ago and must also
today be the very foundation upon which any national health care system is built !

One interesting and important lesson emerged from comparing the situation in a
highly developed welfare state - Norway - with that of an African village in Uganda.
It became clear that in Norway virtually all the classical problems of primary health
care that could be solved through well-organized medical, nursing, and institutional
services had been resolved - which was far from the case in Uganda. However, in
Norway, new and difficult health problems had emerged. These problems related to
soctetal stress due to unemployment, social loneliness, alienation, social tension - and
- the problems the traditional PHC services did not manage to tackle well. In such
problems, however, the African way of truly, actively mobilizing local communities
“for health seemed far superior to the Norwegian attempts which relied almost
exclusively on the work that physicians and nurses could do for not with the local
populations.

This simple observation has tremendous importance for the work we are going to
undertake here in the years to come! Primary health care cannot be an either/or of
these two approaches; it must be both! The organization of a well-designed, well-
functioning infrastructure of physicians, nurses, midwives, and social workers that
can provide professional health to individuals, families and loecal communities is
fundamental. However, this in itself will not be enough. In addition, we must mobilize
each family and local community by giving them the knowledge, influence and means
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to better protect their own health and deal more effectively with their own health
problems. Only in this way can we be successful !

This has been very convincingly demonstrated in the fundamental review that WHO's
Regional Office for Burope - together with the European branch of the International
Diabetes Federation - has undertaken with regard to how diabetes patients in Europe
are treated. Through this work, over the last eight years, we have shown that major
improvements can be obtained in serious health problems of diabetics - kidney
failure, blindness, amputations, infant mortality, congenital malformations - as well as
in hospitalization rates and cost of care of diabetics. Great progress has been made by
training physicians and nurses to be better able to advise patients on how they
themselves can learn to control their own diabetes, in their daily life, keeping their
blood sugar constantly at normal level.
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Therefore, a fundamental issue in primary health care must be a change in the
attitudes of governments and health professionals so as to recognize the importance of
empowering people. We must ensure that families and local communities possess
knowledge on health problems and receive the means and the influence to be more
active and effective partners in improving health. This also means that communities
must be given a voice in the decisions related to the development of health care at the
Iocal level. In this way, they feel themselves responsible and ¢an forge much closer
links to health care providers, and to the responsible administrators and politicians.
This simple fact still needs to be recognized by many in this part of the world as an
important factor in health development - and not a5 an ideological, unrealistic idea by
some impractical enthusiasts!

A second important intervention at primary health care level is the need for giving
much higher priority to the development of clean drinking water and modern
sanitation facilities for the whole population - not only in urban but also in rural areas.
This year's many instances of cholera in this part of the world, and the normal annual
pattern of a high number of diarthoeal diseases in children, are clear examples of the
need for 2 major upgrading of these services, as well as for an improvement of the
food safety programmes. Such improvement of basic drinking water and sanitation
facilities should now be a high priority for the major funding agencies and individual
donor countries that now open up their cooperation with the countries of this part of
the world,

Another important, but more difficult, change is the one needed in the population with
regard to family planning issues. In the CARAK. a clear asset of society is the
persistence of strong family values, values which are lacking in many countries
elsewhere, with disastrous consequences. Nevertheless, in spite of the strong family
values, there are indications that the women in this part of the world have, in a
number of respects, a weaker position in the family. One of the consequences of this
. is that family planning often is difficult to raise among couples. This certainly is a

- delicate issue that neads to be dealt with carefully by those having extensive
knowledge of local cultures. It is nevertheless an issue that has to be addressed
"directly and forcefully, since it deals with factors that are so crucial to the health of
the women in these countries.

As repards the health serviees infrastructure at primary health care level, the health
centres and "feldsher posts” are good assets which should be protected and further
developed. Parts of the infrastructure need adjustments, midwives and nurses often
are ot available in the amount required and also the scarcity of physicians is a
problem in some areas, while there is an abundance in others. . For all of them a
stronger focus on family health is required. New programmes should be developed
for the skills, services and information systems to support family health,
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In recent years, the immunization programmes have faltered, and we are suddenly
seeing the re-emetgence of diphtheria, outbreaks of poliomyelitis and tuberculosis
becoming a more scrious problem, ete. Some of these problems are due to
shortcomings in the design of immunization programmes, for instance, in accepting
too many side effects as reason for non-vaccination, Such deficiencies must be
overcome through a stricter adherence to the existing WHO technical guidelines.
Another serious problem in recent years, has been a deficiency in the availability of
vaceines, as the previous supply from Moscow became problematic due to econoric
and other reasons. However, ] am very pleased to.note that the recent successful
initiative of creating a "consortium" of major donors, WHO and UNICEF (to permit a
more coordinated support with regard to supply of vaccines to the NIS) should now
open up better possibilities for reliable planning of improved immunization
programmes in this part of the world.

As regards acute respiratory infections {and to some extent diarrhoeal disease
programmes), there seems to be a need for a strengthening of programme planning
and execution in a number of the countries, and this should be & high priority in the
strengthening of primary health care now. Likewise, strengthening of breastfeeding
programmes is a key priority, since this is of such fundamental importance to the
health of children and can be undertaken with so little investment!

Chie area which, unti] now, seems to have been largely forgotten is the question of
accidents and injury in children. This issue requires further study and development of
model programmes that can be tested in field conditions, using strategies that have
been developed with much success in western Europe; however, they must be adapted
to the cultural characteristics and available resources in the Central Asian Republics.

As regards the hospital component of maternal and child health programmes, the
question is not so much of quantity as of quality, True, in some areas, notably in
Kazakhstan, there are still areas where too many deliveries are taken care of cutside
of hospitals (which is perhaps not surprising, in view of the tremendous distances in
that country), What should be our priorities in this development 7 In my view,
common sense ! This means looking for sensible technologies that can give
measurable and proven improvements in the quality of care and in the utilization of
health care resources.

Some of these approaches are very simple and point to the need for overcoming old
working habits and prejudices among the clinical staff in obstetrical departments.
This relates, for example, to preventing hospital infections among babies,
strengthening their nutrition and improving their bonding through “rooming-in"
facilities, non-separation of mothers from their new-born babies, strong emphasis on
breastfeeding, ete. Other issues relate to the more technical aspects of health care
during pregnancy and after the birth.

Time does not permit me to go into a discussion on all the different medical and
~ technical issues related to this, but let me just mention a few examples on some of the
-common sense choices and solutions that countries now need to face:

1. Who should do the deliveries ? There is considerable evidence to show that some
of the best obstetrical practice come from hospitals where midwives take care of the
normal deliveries, while the obstetricians reserve their interventions for complicated
deliveries. There can be no doubt that midwives in general have more patience and
more

interpersonal skills and, therefore, are better suited to provide a sensible, good quality
service for normal deliveries. Tt is equally clear that, when complications occur, a
skilled obstetrician is necessary and they then should step in and take over. This
system is, however, not practised in a number of countries around the world; in some
there is no organized obstetrician back-up while, in others, obstetricians tend to do the

CARAK Proceedings page 15




large majority of deliveries. The latter seems invariably to lead to a high rate of
interventions, many of which would seem unnecessary.

As already mentioned, recent data submitted to WHO (covering three million
deliveries in Europe) clearly indicate that some of the best countries, such as Czech
Republic and Slovenia, combine a pood outcome - i.e: low in partu and perinatal
death rates - with a low rate of interventions (caesarian sections, use of
forcaps/vacuum extraction, etc.). In many other countries the rate of surgical
interventions during delivery seems to be far too high. The same goes for the use of
blood transfusions during deliveries (which also seems to be too high in this part of
the world).

2. All over the world there is a strong trend towards developing intensive care units
for premature babies. This has led to a steadily increasing rate of survival for such
babies, which certainly is a positive development. However, there are two important
issues to take into consideration in this context. As the use of high technology
increases - very sophisticated ineubators and highly-specialized nursing personnel and
physicians, prematures with less and less birthweight are helped to survive but, as a
consequence, mote and more of them will survive with serious handicaps for the rest
of their ives. Thus, there is clearly a limit where the success in survival rate must be
balanced by a similar gain in quality of life, and this is a very difficult issue that must
be faced openly.

3. Another issue is related to what should be the most sensible treatment of the less
premature, but still premature babies, For some years naw, we have seen a steadily
increasing experience with the so-called "Kangaroo method”. This clearly is an
extremely promising approach for selected premature babies, one that seems to give
bettar health and welfare to the children, lead to improved "bonding” with mothers
and fathers, and which permits a quicker moving back to the home of parents with
premature children. In spite of these observations, surprisingly little attention has
been given to this method - especially in the countries of this region where it seems to
be virtually unknown. No doubt a much more serious discussion should be
undertaken with regard to introducing this method on a wide scale, thas, both
improving health and reducing health care costs for this particular population group.

4. 3Similarly, a thorough analysis should be taken with regard to principles that
should be utilized in, for instance, mass screening of normal pregnancies with
ulirasound.

An important strategy in this development will be to change the whole concept of
management of the health care system in relation to maternal and child care so as to
make quality of care the key issue. Health care providers, public health
administrators and politicians, must now give much more attention to the outcomes of
their programmes with regard to the health of children and mothers. The World
Health Organization's Regional Office for Europe has worked intensely with such
questions of quality of care in recent years. I am pleased to inform you that we have
recently developed, in close cooperation with experts from more than thirty countries
in Europe, an internationally agreed upon set of 23 obstetrical quality of care
‘indicators developed for such purposes. These indicators were tested during 3
million deliveries in 1993 and are now accepted as relevant, feasible indicators which
all countries should start introducing. No doubt, as we continue this work, the
number of indicators will grow but the set which has already been approved will
continue to be the core of the internationally agreed upon set. Such indicators can be
used not only ta follow systematically the quality of care for individual providers,
institutions and countries, but also to permit an intercountry comparison. In WHO we
have already done such comparisons, and they show extremely interesting results ! As
already mentioned, it does, for instance, show that without doubt high quality delivery
care is fully compatible with a relatively low number of surgical interventions during
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delivery - a fundamental statement with wide repercussions for the overall design of
perinatal care programmes.

Thus, in summary, there is a need for a critical review of the clinical programmes to
be used during antenatal care, deliveries and postnatal care in this part of the world,
thus avoiding the uncritical overuse of technologies which have characterized the
development in many richer countries. In this way, the NIS cannot only make
substantial gains in the health care of children and mothers, within the resources that
will reasonably be made available for them in the coming years; you can also design
health care systems that will be better than those in western Europe 1.

In conclusion, where are we now 7

Firgt, ] believe there is no doubt today with regard to which approaches we should
take to strengthen the health of children and mothers, both in general! and in relation
to pregnancies and deliveries. The implications for the design of effective
programmes in primary health care and hospital care are clear. We now also have the
quality indicators which can be used to monitor and evaluate such programmes as a
way for more continuous quality development, both at clinical level and at
institutional and country levels.

Second, there is clearly still a lack of comprehensive policies and programmes that
can outline the design of these measures throughout each and every one of the
countrigs; programmes that also can redirect the available resources in more effective
ways and provide the necessary guidelines for professional actions and for training
for different categories of personnel. Designing national policies and programmes for
women's and child health must now be a high priority in the countries. In this
context, I am pleased we are in Uzbekistan, which recently has taken a strong
initiative to improve their programme for maternal and child health !

The financial situation in the countries concerned is clearly going to be problematic
for years to come. This could have serious repercussions for the availability of
vaceines, essential drugs and essential equipment - including basic investments in safe
drinking water and sanitation facilities. Within each country two things are needed: a
better overview of the qualitative needs

in each country, and a better priority within those countries in channeling resources
and self-help initiatives to overcome, for instance, basic sanitation improvements.

However, lat us be honest: there is also a need for a much better, more effective, more
integrated support from the international community to such developments ! I have
already mentioned the positive steps taken in providing a more integrated effort
among some major donors, WHO and UNICEF with regard to vaccines for the NIS.
We now need to undertake similar efforts with regard to essential drugs, basic
equipment and supplies, manpower training and similar efforts that can ensure a more
- visible, systematic and sensible help from WHOQ, UNICEF, the World Bank,
Burapean Community, NGOs and bilateral aid agencies for the countries concerned.

For this to take place, an improved "Clearing House" function on the need for such
assistance is necessary. WHO is currently well advanced in this work but much more
than a "Clearing House" function is needed ! I hope that out of this meeting will come
an agreement to make a new "consortinm” to draw together our resources in a joint
international and multinational effort for improved maternal and child health care in
the countries of central Asia.

The time has now come for a bold new initiative | We must put behind us the
jealousies, competition and lassitude of the past and join together in a new
partnership that can raise our aspirations higher. We must provide a sensible
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framework for an effective cooperation where each organization and donor agency
joins in a spirit of voluntary contribution, each with their own mandates and
resources, to work directly with the Central Asian Republics and Azerbaijan in order
to provide for a major improvement in the health of mothers and children, before the
year 2000 ! I hereby officially extend the invitation of WHO's Regional Office for
Europe to develop such a joint endeavour and commit our own technical and
information support. For this new "consortium” we would be pleased to provide the
Secretariat function, alone or in cooperation with any other organization that would
like to join in the effort. We are ready to discuss with any interested partners during
this meeting how we can proceed in practice. Now is the time to act !
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Introduetion i ST IS

Your Excellency the Minister of Health, Mr Chairman, Ladies and Gentlemen, over
the past one and half days, we have been covering topics concerning maternal
mortality, antenatal and obstetric care, and care of the girl child. This afternoon, our
topic is the practical and logistical aspects of family planning services. Family
planning is one factor that can contribute to better reproductive health and, just so
that we can agree on the definitions of what we are speaking about, I would like to
quote the WHO working definition of reproductive health as it was used in
preparation of the CAIRQ document:

“Reproductive health implies that people are able to have a responsible,
§t satisfying and safe sex life, and that they have the capability to reproduce and the
freedom to decide if, when, and how often to do so.

Implicit in this last condition are the rights of men and women to be informed of
and to have access to safe, effective, affordable, and acceptable methods of
fertility regulation of their choice, and the right of access to appropriate health
care services that will enable women to go safely through pregnancy and
childbirth and provide couples with the best chance of having 2 healthy infant”
(WHO/FHE/%4.1)

I would like to start from this definition concept and explore how these issues can be
translated into practical terms. The definition itself provides some guidance. The
‘precondition for responsible sexual behaviour is information, both on the
physiological processes of reproduction as well as on information on available
‘contraceptive methods and how 1o usa them. Some of this informaticn can be given
through school education, some of the information will be through the family, and
some can be provided through patient information leaflets or through the media and
health service providers.

Responsibility for this task cannot rest solely with a ministry of health or with health
service providers. It is a task which requires the cooperation of various sectors, in
particular the health, education, and social sectors as well as the media, Where it
exists, the private pharmaceutical and health sector also has an important role to play
in any national family planning/repraductive health programme,

CARAK Proceedings pags 19




If we take the definition on reproductive health, then the three principles underlined
in that definition are satisfaction, responsibility, and safety.

rogramme plannin
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The prerequisite for responsible, satisfying and safe sexual behaviour is sufficient
backeround information for the decisions that need to be taken by each individual.
How can this information be obtained?

The individual is in daily exchange of information with various formal and informal
individuals/institutions, Among these are the health service providers and
pharmacists, both of whom focus on the clinic aspect of contraception There are pre-
marital counselors, the health and sex education providers in schools and universities.
These focus on social and biomedical aspects of reproduction, family planning, and
contraception. In addition, there is a whole world of so called informal informers,
which include parents, grand parents and other relatives as well a3 the friends or
partners of the same age group (peers). The information provided by these groups is
less objective, more personal, and more imbedded into cultural, social, and religious
traditions.

The mass media are also important informars: depending on the type of media they
may be objective or they may also follow their own agendas or be the carriers of
certain preset messages. Community and religious leaders also have an important role
to play in that their commitment to family planning and reproductive health will be
reflected in a wider acceptance by the community as a whole and will make it easier
for individuals to use family planning services.

The fact that there are so many informers in this process means that when developing
a programme which aims at satisfactory and efficient level of information, all these
groups must be targeted and included in programme planning. This means that health
professionals must be trained in counseling and the provision of information in a way
which allows the client to chose between different options.

Pharmacists traditionally dispensing drugs preseribed by medical doctors may in
many cases, be the first contact of a person asking about contraceptives. Therefore,
pharmacists must be informed on the existence of different types of pills, condoms,
1UDs, and mechanical and chemical barrier contraceptives. In the United Kingdom, a
special curriculum module on contraceptive counseling was introduced into
pharmaceatical training,

Teachers must be trained not only in the physiological processes and biomedical
details but they also have to be taught a methodology with which to address issues of
partnership, sexuality, and intimacy in the classroom. Not all teachers are comfortable
with addressing such issues even if they are teachers of biology or anatomy. They
may require special training and feedback/supervision in this task. Even where sex
education is on the curriculum, children are told to read these chapters at home, so
issues are not really addressed in the classroom.

Journalists, as important providers of information, need to be given up-to-date facts
on the links between maternal morbidity and mortality, family planning, as well as
modern contraceptive technology and its effects and side-effects.

Peer leaders, i.e. leaders of youth or sport groups or young soldiers in the army can be
trained as information providers, Many young people are aware of the importance of
STD and AIDs prevention as well as of the prevention of unwanted pregnancies. In
many cases peer leaders may be more efficient in giving information since they are
perceived as having similar experiences and similar wishes and desires. The training
of peer leaders requires perhaps more time, input, and creativity regarding teaching
methods ag well as the type of information provided, Approaches with young people
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or "Youth to Youth” as providers of information throughout the world have proven
to be very efficient in disseminating information in attractive ways. Songs or theater
can be used to increase the acceptance of contraceptives, particularly condoms.

Religious and community leaders play an important role in informing the values of
society, It is therefore vital that they are involved in the preparation and the planning
of a programme from the very beginning. The support of the mayor of atown to a
family planning clinic or the support of the priest or Imam to a counseling centre will
have a significant impact on the acceptance of family planning through the
cornmunity. It is therefore necessary to provide religious and community leaders with
the basic facts on health consequences of early and frequent pregnancies, sexually
transmitted discases, and AIDS for a community.

The definition of reproductive health then takes us to the importance of accessibility
of family planning services. Accessibility implies that services should be available
close to the home and at different levels of health care, at the primary level, for
example, in villages and urban health centres, in polyclinics, and from general
practitioners (family doctors). At the secondary level, services are available In
hospitals, specialized health centres, polyclinics, and family planning centres. At the
tertiary level services are available at university hospitals and national and republican
hospitals.

Not all levels can provide the same types of services, The primary level can provide
counseling, barrier contraceptives such as condoms, spermicides, and caps and oral
contraceptives. At the secondary level, where further laboratary facilities are
available, the same methods can be applied but also injectables, implants such as
Norplant and, depending on the premises, simple surgical methods such as vasectomy
can be used. At tertiary centres more complex surgical procedures such as
laparoscopic sterilization and infertility diagnosis and treatment can be provided.
Also, the tertiary centres are well equipped to be collaborating centres within
networks of clinical research on new contraceptive technology.

R S

The next point in the definition is safety and efficacy of contraceptives. When we
think of the term safe in the context of contraception, we mean "providing protection
while having few side effects. Safety in this sense is not purely a propetty or a
characteristic of the contraceptive itself but depends also upon the interaction with the
user. This means we must take into consideration physical and psychological
problems and characteristics such as, for example, the age of the user, previous health
history, and previous gynecological history, all of which play an important role in the
recommendation of the type of contraceptive.

If we, as service providers, know that a user is not very reliable, then a progestogen
“only oral contraceptive pill which requires intake at about the same hour every day
may not be the optimal choice. Or, in another example, a contraceptive, such as an
TUL}, may be safe for a 35 year old women with three children who has already
achieved the desired family size. But it may not be the safest contraceptive for a 20
year old who does not yet have children and viee versa. This person may be best
served with a combined oral contraceptive.

B

The efficacy of contraceptives is traditionally measured in terms of protection from
unwanted pregnancy expressed in the failure rate of a contraceptive or the PEARL
index' which expresses the rate of (unplanned) pregnancies per women years of use,
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In view of the increasing rate of sexually transmitted diseases and AIDS, efficacy in
practical terms now also refers to protection from these diseases.

A contraceptive that may be efficient in terms of protection from pregrancy may not
be efficient in terms of protection from STDs. This is the case for example for
intrauterine devices. On the other hand, a contraceptive which may be highly
efficient in the protection from sexually transmitted diseases may not be as efficient in
protection from unwanted pregnancy. An example of this type of contraceptive is the
male condom. It is therefore important to take into consideration the sexual behaviour
of a client or patient when recommending the type of contraceptive to be used and
which will be most efficient in terms of the clients' needs.

Just like safety, efficacy is not solely a property of the contraceptive but also depends
highly on the reliability of the user. A contraceptive which may be highly efficient
when used correctly may not be efficient at all if used intermittently or haphazardly.

i wwm@:
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When setting up a national family planning programme, the issue of affordability of
contraceptives must be taken into consideration. There are some countries in which
contraceptives are free of charge, such as in the United Kinpdom. There are other
countries in which contraceptive prices are controlled by the government, as in
Albania. And there are countries in which there is a mixture of free provision of
contraceptives through the public health system, and of contraceptives which are not
price-contralled through the private system, i.e. through private phammacies, ete.

In any case, many countries and ingtitutions can no more afford to provide
contraceptives free of charge and to all population groups. It is important, however,
that the price of contraceptives must be such that they are not seen as a luxury items
by the population.

The ¢ost of regular contraceptive use should be lower than that of abortions. In many
countries today, abortions are free of charge or very cheap, while modern
contraceptives are very expensive when seen in terms of monthly income. This kind
of price policy encourages women to use abortion rather than contraception for
fertility regulation.

Though the purchase and supply of contraceptives by the Ministry of Health may
seem an expensive luxury when compared to emergency health needs, countries are
encouraged to caleulate the comparative cost and long-term consequences of frequent
abortions to the public health system.

The next issue raised in the definition is the acceptability of methods. This depends
‘upon social factors such as culture, values, and traditions or beliefs, individual factors
such as age, experience, and personal preferences of the user. It also depends on the
attitude and experience of the partner. In many cultures, for example, the use of male
condoms is not yet fully accepted.

The acceptability of a method also depends on contraceptive properties such as the
ease of use of a contraceptive and the perceived or real risk that is implied in using
the device. Finally, aceeptability depends upon the possibility of continued supply.
For example, if women know that a certain type of pill is available only sporadically
in the market, they are less likely to become pill users. Also, frequent changes in the
brands supplied do not encourage continuity of use.
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The issue of choice implies the existence of a method mix of contraceptives, that is,
the availability of hormonal, mechanical and chemnical barriets, and surgical methods.
Hormonal methods comprise orat contraceptives or pills, injectable contraceptives,
and implant contraceptives. Mechanical barrier contraceptives at present include male
condoms and female condems as well as diaphragms and caps. Chemical barrier
methods include spermicide tablets and foams or gel, and surgical methods comprise
male and fernale sterilization.

Deciding upon a method mix appropriate to a country, a programme, the traditions
and knowledge of the papulation, but also knowledge and training of the service
providers must be taken into account. The method mix offered should only include
those methexds with which service providers feel confident. When widening the
method mix, appropriate training should be provided, However, given the condition
of appropriately trained service providers, increasing the method mix also increages
the number of users.

Finally, when offering family planning services, we are not actually in our usual roles
as health service providers sitting opposite a sick person requiring healing/cure. The
client who comes for family planning advice is not sick, nor is s/he concerned about
diseases. Usually, clients are motivated by the concern of not becoming pregnant at
this very moment in time, or by not wanting to have any more children but still
wanting to engage in sexual activity, which is generally perceived as pleasant.

R

In most societies, it is still not easy for the clients or patients to address this topic by
themselves. Counseling therefore plays a vital role in addressing issues concerned
with intimacy. Rather than simply examining patients and making decisions on their
behalf, it is important to take time to listen to their situations, to ask questions
concerning sexual habits, and to inform on the availability, as well as on the different
ways of using contraceptives. One must ensure that the information given has been
understood, and that the clients are making an informed choice. The counselor should
also offer future help if any queries arise.

ounseling:

wmwwm: ey

Counseling is important when advising married women and eouples, but it is even
more important in the advice and in services for young people who may feel shy in
addressing tssues of sexuvality or who may not want to admit that they are engaging in
sexual activities but who are at the highest risk for sexually transmitted diseases,
AIDS, and unwanted pregnancy.

The next issue relates to problems of adolescent reproductive health. Unprotected
sexual relations may lead to unwanted pregnancy which may in turn, lead to forced

' marriage or no marmiage at all and social isolation. It may lead to the birth of
‘unwanted children who will then be poorly cared for or to induced abortion with the
associated health tisks of future infections, pelvic inflammatory disease, and possible
infertility as well as damage to the health of the mother. This is particularly so, since
young girls are more prone to hide their pregnancy at first, and then come for a lae
abortion, with a higher health rigsk, On the other hand, unprotected sexual relations
can lead to sexually transmitted diseases, infertility, HIV, infection, and death.

The main obstacles to adolescent health are the lack of knowledge about their own
development and information about how to get help. When they do access the help
available, it is often not designed for young people. Rather, it is tailored to the needs
of married couples or mothers. Most often services are not linked within or across the
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sectors as they are usually services offered exclusively within the health system. If
they are offered, they do not typically include counseling in the social or school
systeme. Family planning contraceptive advice is usually not offered in school health
services, Health providers are not trained sufficiently in adolescent development nor
are they trained specifically on how to communicate with adolescents on these issues.

Finaliy, at the policy level, there are few countries, (with the exception of some
countries in Latin America) which have explicitly included adolescent health
‘programmes within their health policies. If they do exist, they are usually not
implemented consistently. One or two specialized centers for young people may be
available in a country's capitol, but no further centers throughout the country.

. Addressingmen

Wit

Another group that is frequently forgotten in the establishment of family planning/
reproductive health services are men, particularly unmarried men. Surveys and
research on attitudes towards family planning tend to focus on women, and clinical
research generally concentrates on female methods. Services need to be set up in such
a way that men too will feel comfortable using them. Information for users of
contraceptives should address men's as much as women’s questions. Male
involvement initiatives need not detract from women's services; rather, the goal is to
forge a partnership, in which men’s' role in reproduction and sexual behaviour is
acknowledged and men’s' responsibility enforced.

w TR i U

¢umpre Ensn.'e programmes

It is only the establishment of a comprehensive system which takes into account the
various aspects of reproductive health services with quality antenatal and obstetric
services, which have been presented by the previous speakers that will contribute
towards wanted and safe pregnancy and childbirth, and thus reduce maternal mortality
and morbidity as well as infant mortality.

BB

SR
To summarize, family planning programmes should include:

Information programmes

Provision of contraceptives

Training of service providers

Infrastrocture

Continuous development and adaptation of services in order to meet the
needs of specific target groups such as men and adolescents.

o B

Before closing, I would like to mention the IPPF, which is the largest international
NGO in family planning with 140 member organizations worldwide. Unfortunately,
- .Ms Lyn Thomas, Director of the European Region Bureau of IPPF, whom many of
" you know, has not been able to come to this meeting. However, she has given
_generous support to this conference. On her behalf, I would like to draw your
attention to the Strategic Plan of IPPF, Vision 2000, which summarizes the main
issues at stake and has been agreed upon by all the member agsociations.
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I would like to close with the Charter of the Rights of the Client that has been agreed
upon by the 140 member associations of IPPF, and has been translated into Russian
by the Russian Family Planning Association, because I feel that this summarizes very
well the issues addressed previously. The Charter of the Rights of the Client include:
information, access, choice, safety, privacy, confidentiality, dignity, comfort,
continuity, and, opinion.

Thank you very much for your attention.
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It is the year 2000. You have just returned from a business journey. You enter your
home town, weary from the flight, and you see a huge ¢rowd gathered in the town
centre. You get out of the taxi and stand on the hill overlooking the scene. No one can
se€ you, but you can s¢e and hear everything. There are flags flying, music playing,
and several speakers ready to address the cheerful erowd. You see people, some in
Tocal costumes, some dressed as musicians, Families take up the large space in the
middle of the square, They are equally cheerful but somewhat reserved, as if they
must first hear the results of the presentations before fully joining in.

A speaker approaches the microphone, You recognize him as the highest official. He
announces that the region has made great strides in achieving health targets
established in 1994 at a WHO meeting on the health of mothers and infants and
family planning. He tells about one health worker who was key in developing a vision

for the health of the mother and child within the family, and, for achieving smashing
successes. As he describes this leader, you realize that he is talking about you. He of
.course doesn't know you are standing on the hill. He thinks you are away and will,
unfortunately, be unable to receive the accolades in person. He continues to describe
your achievements to the cheers of the crowd.

You stand stunned. You wait for his words. What will he say about you? About your
colleagues in Tashkent? You remember the meeting well, for it forced you to ask
yourself many questions. You felt at the time that you were doing work on behalf of
the little gister you cared for as a child, for the daughter you raised, the woman you
married, the granddaughter you read to. What sort of childhood and womanhood did
you see for their future? How could those times and memories be preserved as
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wonderful periods in their lives, as periods of unmatched strength, as important as
vitamins, micronutrients, and iron folate?

The families in the front begin to shuffle uncomfortably. What did you have in store
for them, particularly for the women and children? After all, you thought, you were
just an ordinary health worker; what kind of influence could one person have? What
did you know about women and their needs? Afier the WHO meeting back in 1994,
you remembered thinking many times: Do we know the kind of future women and
girls wish for? What do they want from their family, their relatives, their community,
their country?

After Tashkent, they would ask, "did yon meet with women and girls, listen to them,
and work with them to redefine the vision? How did you help them take control of the
vision, and of their own futures?" Without question, they know they are the families
of transition. They know that their futures will be very different from the families of
just five years ago. How does one capture the best of the past and promote a positive
philosophy for the future? One beginning might sound something like this...

i

philasophy of girlhood and womanhood
For children, the present congtitutes the most important time of all. To be free tobe a

child is to be free to do the work of the child, and that work is play. Children’s work is
to live within the family, to develop in several ways. Intellectually, children must
become, in Piaget's terms, “conerete operational thinkers”, capable of manipulating
concrete things-- maps, stones, dolls, numbers, tools, plants, models of life-sized
atoms and molecules. They must do these things in order to move to the next step: to
develop “formal operational thinking”. In short, to learn to think as an adult woman.
These abilities enable the girl to describe, understand relationships, and nltimately
generalize from the concrete to the abstract.

Emotionally, childhood is the time for developing, in Erickson's terms, a sense of
industry rather than lifa long feelings of self-doubt, the psycho social failure of this
period. This s the time to learn about the slope of a hillside and the slope in 2
geometric figure. To learn about rhythm in songs, words, and literature; to play with
things, ideas, and emotions. To play in order to test, To try, to fail, to try again, to
absorb, to integrate, finally, to make learning one's own. To express oneself in words
and in writing. To think right brain and left brain. To learn about science, the arts, and
the humnanities. To enjoy all the rights and privileges by virtue of simply being—a
little girl,

Intuitively, the girls in the crowd know that they have things to do. They must
accomplish the tasks of childhood before they can tackle the challenges of adulthood,
Intuitively, you know that all futures are built on solid foundations. You know that the
skills gained during these precious years will hold girls in good stead as women and
maybe, should they choose, as wives and mothers.

As girls becomes adolescents, psychologists tell us, they must develop a sense of
Aindividuality, and later, the ability to be intimate with another. These tasks are
necessary $0 that the woman can attach her emotions to the family of procreation and,
in a sense, give up her family of origin. Unless these developmental tasks are
accomplished, their abilities are impaired ag they take on adult roles, including that of
wife and mother, and as contributing members of society.

With formal operational thinking, the woman will be able to understand how a fetus
grows in her body, and the relationship between what she eats, dninks, and smokes
and the health of her unborn child. She will be able to understand her body's own
reproductive ways, She will understand how repeated, unprotected sexual experiences
can lead to infections which compromise her chances to conceive a child. With
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developed language, and interpersonal and emotional skills, the woman can
participate in the primary and most meaningful human conversation ever to take
place—-the first meeting between a mother and infant during breast-feeding. This
experience, psychologists tells us, is paramount, as the mother indeed IS the world 10
a newborn infant.

After establishing symbiosis and peace with a world that can be trusted, a good
relationship with one’s father helps the infant to understand order, classifications, and
a grounding in kind, but firm autherity. Then, the gitl is ready to take on (and take in)
the family, with its culture, habits, smells, mysticism, seerets, and sense of continuity.
With accepting siblings and extended family, the young child learns to give and take,
skills essential in playing with friends, classmates, working professionals, and later,
with international colleagues. The I to thou, as the philosopher Martin Buber has it,
extends from me, to thee, to the world. If we are careful and do the right things, the I
will begin with a healthy girl and the thou will culminate in a healthy women with the
capacity to relate meaningfully to the world. In a sense, the effort we put in to
nurturing the young girl is effort well spent on a world we all hope to inhabit.

What then did you learn about the childhood and womanhood which will come
around but onee? What were their hopes and aspirations, and what did they think of
the commitments you made during the WHO Tashkent meeting?

T

The Tashkent meeting began with numbers. The painful-to-listen-to numbers. You
knew they were coming, but it was difficult to listen, These were not numbers about
sorne country far away. These numbers were about your children, your family. These
wete straight, no-nonsense numbers. They spoke to everyone in the meeting; they
reminded you that the situation for women was still grim. Too many mothers and
infants died. WHOQ presented us with a benchmark, 2 number we could use. Infant
mortality, they said, should be no higher than 15 deaths per 1,000 live births, and for
every 100,000 live births, no more than 15 maternal deaths. The organization meant
business. As early as 1993, WHO held an Expert Committee on Maternal and Child
Health in Geneva and underscored the critical importance of these issues as a basis
for all future developrment. For the Third International Conference on Population and
Development in Cairo in 1994, WHO clearly staked out its priority: making
motherhood safe and improving infants’ chances for healthy lives.

ok
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How then, you asked, could so many mothers die? In some places in the CARAK,
women aged 15 to 19 had a maternal mortality rate twice as high as women aged 20
to 24. For girls under 15 the risk was three to five times higher. For you, reducing the
number of maternal deaths would be no small challenge, at least in this part of the
world. Here, high fertility and anaemia persisted. Severe anaemia, fortunately rare in
your Region, constituted a considerable risk factor in maternal mortality, increasing
the risk of dying from 5 to 15 times as well as increasing the risk of low birth weight.
To reduce the risk of anaemia during pregnancy, delivery, and lactation, adolescent
‘girls and women of fertile age would need 2 higher dietary iron intake of some 20 to
30 percent.

As in other parts of the world, women in the CARAK often became pregnant
sometimes before they understood what their own sexuoality was all about, and before
they were prepared mentally to take on another human being. Their conditions
worsened with poverty, poor housing, and poor nutrition. The treads in maternal
mortality were generally declining in Evrope but, unfortunately, increasing in the
CARAK., While you heard the numbers, you wanted a better grasp of the issues. Right
then, you committed yourself to working for a comprehensive registration systetn in
order to monitor and compare patterns and trends of treatment, care, and outcomes.
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Your mind returned to the people of the Tashkent meeting. International and regional
representatives, all grappled with these issues. All were determined to benefit from
the research of the past ten years. WHO statistics indicated there had been a moderate
(from 7 to 6%) decline in the incidence rate of low (below 2,500 Grams) birth weight
infants in the European region during the 1980's. You also learned that considerable
research was in process worldwide on low birth weight. Not only was it a highly
sensitive indicator of maternal health, it also served as an important predictor of the
risk of infant death and illness.

Gestation and intrauterine growth rates, the speaker reminded you, influence birth
weight. For example, a short gestation or retarded intrauterine growth can have an
important effect on foetal and neonatal mortality, and is associated with low birth
weight. These factors vary according to the health and nutritional status of the woman
before conception, to the degree of energy demands placed on the mother during
pregnancy, and to the growth, energy, and nutritional demands of the foetus and the
placenta at different stapges of pestation. The major factors associated with low birth
weight include the pre-pregnancy height and weight of the mother, weight gained
during pregnancy, infections, anaemia, parity, and smoking.

At this point in the presentation you wondered how on earth any society could afford
to put its resources in high technology and ignore the intellectual, physical, and social
needs of its young girls and women? Where were their priorities, you wondered? It
was as if you had been g0 busy chopping down the trees that you didn't hear the
foreman yelling: “wrong forest.” Measures to proiect and keep safe girlhood and
womanhood had to be the ultimate iIn a country's Investment,

More statistics were yet to come. In 1994, you knew you had a long way to g0 a3
infant mortality in Europe ranged from 5 to & per 1,000 live births in Scandinavian
and western European countries. In the CARAK, for every infant bom, 40 died.
Although 20 years was cited as the estimated time it would take to achieve an infant
maottality below 10 per OO live births, you now had a target: to reach the European
rate. You also realized you had a rationale for action. If you could not keep children
alive, you knew mothers would not control their fertility, If you could not keep
women healthy during the pregnancy and periods before and after birth, you would
put at risk infants' growth, their development, and their ability to resist infectious and
chronic diseases, and the degenerative conditions of adulthood.

S

You were reminded that perinatal and neonatal mortality rates fall slower than the
overall infant mortality rate. As the postneonatal (1 to 11 months) death rate falls, the
remaining mortality is concentrated in the early weeks of life and contributes
substantially to the first year mortality, No question. These were complicated
"bundled” statistics and sorting out and addressing the factors involved would indeed

"take some effort, and the collaboration of many sectors of the region. This was
‘because any anticipated drop in infant mortality in the CARAK would most likely
oceur in the postneonatal period where the causes of death were mainly of a
socioeconomic and environmental nature. Nevertheless, great strides could be made
to improve the rates at which infant mortality declined by providing readily accessible
quality health care.

Half of the babies who die during their first month of life do 50 because they weigh
too little or because they are born too early. Some of these deaths could have been
prevented, you learned, if the health services for women were adequate. You knew
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that the CARAX had more than adequate numbers of health personnel, Now you
knew that the quality of the services had to be reviewed.

The presentations in Tashkent told you nothing new. They simply confirmed what
you knew all along. By 1994, norms and standards for routine, preventive, and
promotive maternal and child health procedures were fairly well established in most
European public health systems. The research confirmed that lives cold be saved if
you could prevent birth asphyxia, and keep an infant warm and clean. Simple to note,
obviously not so simple to implement.

Establishing protocols for assessing clinical routines and outcomes during the
perinatal period were a more recent development. Babies died and were ill during this
period because they were born too carly, weighed too little, had difficulty breathing,
wete infected, and had neonatal tetanus, birth injuries and congenital malformations.
Most of these causes were and are preventable without advanced technology. You
saw that much research supported changes in the social factors that affected women's
health, and in efforts directed at improving the health system and the expertise of
health providers. Although popular, costly selective investments in clinical practices
showed only very limited outcomes in public health statistical terms.

{55 Growing and developing babies ]
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You remembered that the women in the audience listened especially intently to the
speaker. You could hear a pin drop. The mothers could hardly believe their ears.
They realized that they knew what the experts knew. Everyone knew what helped
babies grow and develop! Breast-feeding, they were sure, was a sound and natural
start for infant health. They knew that breast-feeding exclusively was recommended
during the first four 1o six months and continuing thereafter with appropriate
complementary food. Breast feeding would also help the mother. It would reduce the
chances of bleeding in the days after the birth and would help the mother feel closer
to her baby. Breast-feeding is economical and helps to prevent diarthoea and other
infectious diseases. The women were told that if they breast fed they would not have a
menstrual period, and would not get pregnant,

"Of course,” the women in the crowd thought. "Of course we should have breast fed!
But how?" In 1994, they believed that their milk had dried up because of the pollution
and because of stress. They were given little bottles in the hospital and told that
mother's milk was best. Feeling guilty, they took the bottles home and weaned their
babies as soon as they could. Who could afford to bay 42 little bottles 2 week on an
average weekly wage in the CARAK? You knew these things happened and realized
that the WHO/UNICEF programme on Baby-friendly Hospitals had to be initiated at
home.

‘What many of the mothers with their little samples of bottled milk were not told was
that during the first two months, their maternal antibodies were adequate to protect
their babies from common infections. If the family lived in a crowded, poor
environment these messages were even more important. Their nurses had to be taught
that swaddling was harmful as the baby could not breathe well, and respiratory
infections resulted, Not only could respiratory diseases and diarrhoeal diseases be
reduced, the incidence of meningococcal meningitis could be lowered. You would
propose Jaunching safe motherhood and perinatal intervention progtammes to prevent
these conditions as you learned of the success these interventions had clsewhere.
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reventing impairments and disabilii

Screening for birth defects, early diagnoses and caring for children with disabilities
and handicaps, you learned, were key functions of the child health services, and
health providers had to be trained to intervene early to limit impairments and
dizabilities, Getting nurses, physiotherapists, and physicians to empower the family to
cope and manage the disability was another matter. Helping families to recognize
early on a child whe has difficulty learning or adjusting would be an equally daunting

, challenge. Even some of the most crippling disabilities give few outward signs or
sytptems. Living with disability was a task with which the family needed support.
Counseling for disability was not simply conversation. And the skills of counseling
would require congiderable development.

Investing in women's health you concluded, would be of enormous benefit for
everyone. As the family assumed greater and greater responsibility for its own health,
the mother required considerable knowledge and competence. She had to be sure that
the full complement of immunizations were completed, In 1994, the list had expanded
and included: diphtheria, pertussis, tetanus, measles, tuberculosis and poliomyelitis.
She had to understand basic germ theory or at least know the steps she should take to
keep the baby clean and free of infection. She needed to know when and how to wean
her infant, and the nutrition required for its growth and development. It was the
mother who taught the children about their health and accident prevention. She
needed to know the currently acceptable measures to prevent sudden infant death
syndrome ($ID8), of positioning the infant on its back and preventing overheating.
She needed to know what mental, physical, and social developmental tasks her baby
should attain, and how to play with the baby to stimulate leaming and social
development.

That was 2 talt order. Clearly, the early life of the mother has a great deal to do with
the early life of her infant. For the infant, it could be a matter of life or death. If the
mother herself is a child, or immature, or uninformed, or unhealthy, her children, girls
and boys, will be deprived of the best chances for optimal growth.

A SRR ) ‘%\% i
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During the Tashkent meeting, you realized you had a great deal more to learn. The
agenda was full. They suggested that you profit from the latest research, select the
best minds you could find for your health team, and intervene in areas where the
chances for success were the greatest and where, for the smallest input, maximum
benefits would resuit,

During the discussions, panels and working groups, you and your colleagues debated
the many issues raised. You listened carefully to the speakers, You read the foreigners
documents. You worked hard. Yet, you realized that outsiders could not possibly
“know the cultural and traditional patterns you and your colleagues knew intuitively.
‘Reducing illness and death in mothers and infants in the CARAK would have to be
done in your way, and appropriate 10 your community and the good sense of the
peaple. These are difficult things to do when the culture itself is undergoing rapid
change. But now you had to act.

On the last page of the meeting evaluation, you wrote what you would do when the
meeting was over. You drafted and redrafted your recommendations. You put them to
paper and committed yourself to them. You were bone tired but proud of your
accomplishments.
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As your mind returned to the festivities, the afternoon sun broke through threatening
clouds. The women began to applaud, and the young girls shouted and began
chanting: Yes. Yes. Yes. You were pleased with the progress you and your team
made. Those recommendations seemed revolutionary in 1994, Now, despite all the
transition and all the resistances, they seemed familiar, even comfortable. The most
important people, the women and girls, were satisfied. So were you. You walked
away from the hiil slowly and deliberately. The sun shone on your back, and its
warmth felt good. You turned for one last look at the crowd in the middie of the
square. Not a bad day. Not a bad day for just an ordinary health worker from the
CARAK.

Approaches to Adolescent Health and Development: Principles for Success A Joint
World Health Organization/International Youth Foundation Meeting. WHO
International Youth Foundation, Geneva, 20-22 November 1991, p. 13.
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Katrina closed the door softly and returned to her chair. She sat back and surveyed
the rows of empty desks and coat racks beyond them in the back of the room. She
liked the quiet. It felt like soft, violet-colored velvet. She listened to the sounds from
the garden, and in the distance she could hear the children as they stumbled into the
classroom. Tt seemed like vesterday. Now they were gone. Time, it seemed, was a
constant companion. Children ¢changing before your eyes made you aware of time
somehow running out before everything could be done. How could she possibly have
them learn all that they needed to know? Sometimes it was just overwhelming. How
could she know what she had to teach them? Change was so rapid.

Katrina walked to the window. S0 much had happened in the past five ycars. She
wanted to know more abott new methods for teaching, what psychology had to say
about childhood, about growing up as a little girl in these complicated times.
Everything was changing, even the school. New expectations of teachers. New
expectations of parents. Just last month, two midwives from the hospital met with her.
They wanted to work with her to teach the little girls about their changing bodies and
how to care for them. They wanted Katrina to learn these things so SHE could be sure

“the principles were integrated into the other Jessons. They also wanted Katrina to
work with the parents so the principles could be applied at home. Could she do this?
"How? It was such an exciting idea. But, she told them, she would have to do so
research so that she could be better prepared to take on this task.

Katrina found herself thinking about the midwives proposal. She became almost
obsessed with her craving for new information. She heard that an international
meeting was being held on mothers and children. She simply had to attend, Although
it was for health workers, she knew that knowledge about children was important for
teachers as well.

CARAK Proceedings page 33




Katrina went to the meeting hal! and talked with 2 woman named Heideh who was
setting up the meeting, Heideh, bless her, somehow made Katrina's attendance
possible. With a notebook in hand, Katrina took her geat a5 an observer. She was
fascinated by what she learned,

First, they talked about having goals. Something more than just dreams about the
future. They meant to have a road map so you knew where you were going and you
knew when you got there, Without a destination, any road will do. Given the short
time for childhood, we must choose the roads, our methods, with care.

Of all the sessions, the panel on nurturing the girl child seemed the most important to
her. There, Katrina realized that so much of the preparation for womanhood began
early, in the body of that woman's mother. One's mother determined not only one's
genetic make up, but how one felt about the world, about one's body, about one's
ability to learn and work. Katrina learned these things and the following,

philosophy &
The words of Dr Tsechkavski were repeated as they were 50 critical to-an
understanding of the needs of the girl child. He said: for children, the present
constitutes the most important time of all. To be free to be a child is to be free to do
the work of the child, and that work is play. Children's work is to live within the
family, to develop in several ways. Intellectually, children must become, concrete
operational thinkers, capable of manipulating concrete things— maps, stones, dolls,
numbers, tools, plants, models of life-sized atoms and molecules. They must do these
things in order to move to the next step: to develop formal operational thinking. In
short, to learn to think as an adult woman, These abilities enable the girl to
understand and describe relationships, and ultimately generalize from the concrete to
the abstract.

Emotionally, childhood is the time for developing a sense of industry rather than life
long feelings of self-doubt, the psychosocial failure of this period. This is the time to
learn about the slope of a hillside and the slope in a geometric figure. To learn about
rhythm in songs, words, and literature; to play with things, ideas, and emotions. To
play in order to test. To try, to fail, to try again, to absorb, to integrate, finally, to
make learning one’s own. To express oneself in words and in writing. To think right
brain and left brain_ To learn about science, the arts, and the humanities, To enjoy all
the rights and privileges by virtue of simply being—a little girl.

Children must accomplish the tasks of childhood before they can tackle the challenges
of adulthood. Intuitively, you know that all futures are build on solid foundations.
You know that the skills gained during these precious years will hold girls in good
stead as women and maybe, should they choose, as wives and mothers.

As girls becomes adolescents, Dr Tsechkovski reminded us, they must develop a
sense of individuality, and later, the ability to be intimate with another, These tasks
- are,necessary $o that the woman can attach her emotions to the family of procreation
and, in a sense, give up her family of origin. Unless these developmental tasks are
‘accomplished, their abilities are impaired as they take on adult roles, including that of
wife and mother, and as contributing members of society.

With “formal operational thinking” the woman will be able to understand how a fetus
grows in her body, and the relationship between what she eats, drinks, and smokes
and the health of her unborn child. She will be able to understand her body's own
reproductive ways. She will understand how repeated, unprotected sexual experiences
can lead to infections which compromise her chances to conceive a child. With
developed language and interpersonal and emotional skills, the woman can participate
in the primary and most meaningful human conversation ever to take place--the first
meeting between a mother and infant during breast-feeding. This experience,
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psychologists tells us, is paramount, as the mother indeed 15 the world to a newborn
infant,

Aftter establishing symbiosis and peace with a world that can be trusted, a good
relationship with one's father belps the infant to understand order, classifications, and
a grounding in kind, but firm authority. Then the girl is ready to take on (and take in)
the family, with its culture, habits, smells, mysticism, secrets, and sense of continuity.
With accepting siblings and extended family, the young gisl learns to give and take,
skills essential in playing with friends, classmates, working professionals, and later,
with international colleagues. The "I" to "thou", as the philosopher Martin Buber has
it, extends from me, to thee, to the world., If we are careful and do the right things,
the "I" will begin with a healthy girl and the "thou” will culminate in a healthy women
with the capacity to relate meaningfully to the world. In a sense, the effort we put in
to nurturing the young girt is effort well spent on a world we all hope to inhabit.

Although she had been a teacher for ten years, Katrina never thought of the
connection between teaching, learning, health, being 2 mother, and having a baby.
She also realized that health workers have much to do as they had to sort out a good
deal of data, some of which they had yet to collect. She listened intently.

R Sl M T G ik
ielessons of Tashkentiic i

The greatest need the health sector had was for tools to do their work. They needed a
compass to guide them in where they were, where others were. Comparative data,
benchmarks, they called them. Much of the information available placed all the
countries in the former Soviet Union in the same category, ignoring enormous
regional variations, and more recently, the effects of the changes taking place in
individual countries. Thus, data was often reported in general terms or reported for
countries not within the CARAK. In addition, data was not usually aggregated by sex
which would have told you how the girls compared with the boys of the same age.
Often, urban and rural data was aggregated which prevented comparative analysis of
often large differences.

Health providers in the CARAK worried about the environmental conditions which
girl children shared with other children, and with adults. Children like all other people
she knew experience the same environment pollutants, but in all likelihood, the
effects are more devastating. In addition, during the years since 1990, while infectious
diseases among children in central and eastern Europe decreased (with the exception
of the USSR) there was a marked increase in the number of environmentaily induced
diseases, especially respiratory diseases, cancers and congenital malformation. In
addition injuries related to accidents increased as well,

"The major issues of nutrition in eastern Europe were of concern to the panelists. A
diet prevailed of unbalanced micro-nutri¢nts, and insufficient nutrition among low
income groups who also practiced a low rate of breastfeeding were the norm. What
would be the effects of these early imbalances and insufficiencies? The prediction
was that women would pay a heavy price due to cardiovascular disease and in
shortened life expectancies.

One comprehensive review of ethnographic studies on nutrition found that although
sex differential diets can occur in any situation of scarcity at any level of social
complexity, it was far more intense in agrarian than in hunting and gathering
societies. Despite the fact that the CARAK could no longer be characterized in this
way, the patterns persist, and studies suggest that discriminatory feeding of females
starts right from childhood (6). Studies throughout the world provide overwhelming
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evidence of differential feeding relating to differential nutritional status between boys
and girls in societies that greatly favour boys over girls. In traditional societies for
example, the small amount of food available is unequally distributed; the son gets the
larger share and the daughters are practically starved. Hence frequent epidemics take
a heavier toll on girls than on boys.

Katrina never thought of herself in this way. Is this a conspiracy of men against
women? Boys against girls? Mothers against their daughters? Had women themselves
been co-opted into discriminating against their own offspring? Were these bad people
consciously bent on harming their own girl children? Hardly. Katrina realized that she
had been so socialized into these patterns that she promoted and sustained them
without even thinking about them. In some places she learned, mothers even provided
preferential treatment for their boy children during wellness and during illness. But
was all this preferential treatment necessary?

Female babies worldwide are heartier than boys, as male infants have an inherently
greater vulnerability than female infants for many causes of death. In general, female
infants and girls are less susceptible to infections and malnutrition than male infants.
Consequently, male mortality in childhood is higher than female mortality. In
countries where the social status of women is very low, the lack of care received by
girls and women is so great that this environmental disadvantage far outweighs their
genetic advantages of lower susceptibility to infections and malnutrition. Differential
feeding, poor nutritional status, hard work, and inappropriate, late care during
sickness lead to excess female mortality in childhood, an indictor that suggests
serious external influences against the normal biological advantages with which
nature has endowed the female. Thus, when we see more males than females
surviving at birth and during the first years of life, a marker has appeared which
indicates that the general health conditions in the population as a whole are lacking.
Katrina remembered well the fatigue in some of the children, even in the morning.
Some of it, she was sure, was their home environment.

SrET R

While she understood that children need to socialize, she also understood that quiet
spaces and time were important to all people. Girls need privacy too, Katrina thought,
for thinking and for proper development, as serious housing shortages mean poor
hygiene and the impact of negative psychological and cognitive effects on children.
Some attribute the increasing rates of divorce, alecholism, and delinquency to the
crowded conditions facing many countries in eastern Europe. These issues were
complex. Katrina realized that teachers like herself and health providers would have
to work together to put them before the parliament. But there were so many other
concerns she had as well. Sometimes the little girls did not come to school. Where
were they? Often they missed important lessons,

‘Although data was not available, Katrina worried about the hours of the day young
girls spent in the work force doing manual labour on the farms and in the factories.
These hours represented time away from the essentia) tasks they had to master as
children. That much she knew. What she didn't realize was that in some places in
eastern Europe, women worked in harmful and heavy manual jobs, and in many
places jobs failed to meet labour protection norms. These manual jobs were and still
are harmful to pregnancy, and are related to the incidence of spontanecus abortion
and premature and low weight babies. If a girl baby survives, she requires
considerable support to help her develop like her brothers to maintain the hardiness
with which she should have been born, This was information she would have to talk
over with other teachers, and with the parents, There was more to learn here.
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Globally, women do two-thirds of the world’s work and earn one twentieth of the
world's money. International indicators tell an interesting story. In one country, a girl
of 12 gets up at 3:00 in the morning, walks two kilometers for water, makes breakfast,
dresses siblings, cleans the family home, cooks meals, works in the fields and rises
the next morning to begin again. In the same country, a young man walks to the
military installation and stands guard for eight hours. In the international index, he ig
employed. In the international index, she is unemployed. Thus, the shadow work that
girls and women do is not counted as labour in many countries. Yet, try and run the
country without it. Try telling these girls they are not working.

Katrina listened intently to one panel member. Everyone seemed particularly intent on
her words. She said that by being told they were lesser human beings when compared
to men, little girls' confidence in and views of themselves were affected, in a major
way. These views affected their health and well-being. Somehow she knew this all
along, but how gratifying to hear these perceptions acknowledged! They knew too, it
wasn't her imagination. Katrina thought immediately of her pupils' mothers. They
worked at menial jobs and tried to make room for increasingly longer and longer
days. Sometimes the girls would remark about their mothers and how tired they were.
Were my students brought into the world for someone else's benefit? she wondered.
To produce children, take care of men, and work in the factory--all at the same tirme?
How did they feel about that kind of future?

The panel members raised many rhetorical questions, They asked: is it possible that
girls, like theit male counterparts, wished to be respected for what they know, for
what they are? Is it possible that they too could be scen as intelligent, competent, and
strong? Is it possible that strength and power are feminine traits as well as masculine
ones. Try going through birth without power, they said. Try managing 2 full-time job
and five children without strength. Why on earth shouldn't women be big and strong?
To feel competent and strong and beautiful arc part of the human condition. To feel
0.K. To feel right about one's body. To believe you belong and are not a left over, the
one too many, the wrong sex, the one with the wrong skills.

Katrina was overwhelmed. Although she had not put the ideas into words, she had
thought of the questions and the paradoxes of gir] children many times, as she
watched her students and her own children, and as she thought about her relationship
with her husband. Does he really WANT a strong, competent wife with 2 sense of
who she is? What does that do to him, and his needs? Will he be in the same powerful
position if I am different? Or will it be a relief to him to have a strong partner?

As Katrina raced through her mental question bank, the panel continued. How does
the world feel about this surge of women power in the world? When the Nairobi
forward-looking strategies were written and when women of the world united behind
them, someone asked, who will till the fields? Who will do the work? How can these
seemingly weak creatures do all these things requiring so much intelligence and
strength? It is a paradox. In many places, women do all the cleaning, work in the
fields and factories, manage the family finances, produce and raise the children, and
yet are not capable of speaking for the family or having a say in major family
‘decisions.

"If girls are so valuable”, Katrina said to the man next to her, "why does the world
favour sons?” If girls represent the continuity of the race, then why are they so
neglected and under what conditions do these patterns change?" Many countries have
sayings and ritvals about having a girl child. One goes like this: to have a daughter is
like watering the neighbour’s tree; nurturing something whose profits will accrue to
someone else. Thus, a mentality of scarcity prevails rather than a vicious will to hurt
one's gitl child. Whether or not the intent is casual or deliberate, the damage is
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