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1. Introduction

The WHO Regional Office for Europe and the Scottish Health Educstion Croup (SHEG) jointly
sponsored g three—dsy Cenference on Wemen and Health. It was attended by approximately
150 participants from over 30 countries in the European Regien and North America. They represented
a wide rvange of disciplines snd various positious in society from grassroots to ministries.

2. Scope and purpose

The Women and Hezlth Conference was a concrete manifestationm of the Regional Office’s
commitment td the United Natioms Decade for Women., There has been a growing avareness among
European Member States of the enormous part women play in maintaining the health care system,
through their caring work at heme, in the family, in the neighbourhood and in the health
professions as nurses, midwives, physicians, ete, The health services depend on the caring work of

women, and their skills and capacities, new mere than ever., TYet this development has naot been
matehed by women's participation in health care decision—making. This is particularly important as
cutbacks in health services will have varicus effects on women's existing work-load in their role
both as providers of health ecare and as users. Women's health may suffer if euts in health
services ipadvertently add to their existing work load.

The status of women's health in the heslth care system today is important to the discussion of
the WHO goal of health for all by the year 2000, Women are the majority of health care users but
there is little input about their needs into the health care system. This mskes the definitiom of
women's priorities and health problems ipadequate. Moreover, women have their own special erea of
health care — gynaecology and obstetrics — amd it is particularly relevant who defines and takes
the decisions about this strictly femsle concern. Further to this the increasing populatiom of
2ging wowen in Eurcpe raises particular questions, especially in eountries where the retirement age
has dropped and life expectaney has risem.

The purpose of the Conference was to create a dialogue smong people with different expertise
on issues of women and health in the European Regien, to report om what is being done and to
develop strategies for future action. The participants included policy-makers, researchers, health

educators and representatives from consumer groups and grassroots projects.

To create this dialegue the method of networking was used. The health education programme at
the Regional Office has used networking in much of its work: establishing lines of tommnication
among people with similar intevests and activities. Ia the planning stage, tweo newsletiers were
gent out amnouncing the Conference. They comtained a brief questieomnaire asking people involved ain
women and health aetivities to tell about themselves and their work. From the many responses, &
directory was compiled listing these activities and projeects by country, which was distributed at
the Conference. Since participatiom at the Conference was limited, thosa not zble to participars
were urged to arrange their own women and health comferences nationally or leeally. 1In fact, logal
Scottish women organized 2 women and health fair that immediately followed the Conference. Most
fonfersnce participants also had plans to disseminate information from the Conference. In an
evaluarion form distributed at the end of the Conference, the majority of participants said thac
they would share what they had learmed at the Conference with others by writing articles for
professional and other journals and by presenting written and eoral teports to their reference
Eroups -

3. Opening session

The Conference was opened by Dr J.E, Asvall, Director of Frogramme Management, on behalf of
the WHO Regional Director for Europe. The opening addresses were givenm by Dr J.E. Asvall and
Mr §.C. Mitchell, Director, SHEG. Dr J.J.A. Reid, Chief Medicsl Officer, Scottish Home and Health
Dapartment, then addressed the meeting. These speeches drew sttemtiem to how women and health has
become a priocrity at the international, national and loecal lavel, as a result of the discuszion
generated by the United Nations Decade for Wemen.

The keynote address was thenm given by Dr A. Oakley, =z research sociologist in the United
Kingdom. G&he began by looking at what questicns need to be asked and answered aboub women as users
and providers of health care. Wext she looked at the implications for women of the differances
between two concepts of health: health as a medical product gnd health as 3 social product.
Finally, she looked at the implications for health ¢are systems of these two comeapts of women.

Drawing on examples from literature, she focused on the medicalization of women's normal life
and bedily functions and looked at the effects of marriage and motherhood on women's health. In
conclusion she said:
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+---everyone has g stake in moving towards a more humane society where health and illness are
net split off from the rest of axperience, in whiech bodies are seen as connected to the
environment, and minds and emotioms are understood to shape the way bodies function; everyone
also has a stake in appreciating the limits of science and in understending rhe new
technologies of our brave new world. What we want is a brave new world not a defunct,
dispirited and depressing old one. What we want iz a world in which women who ask For change
are tsken serioualy,

4. Workshops

Through workshops the Conference provided an opportunity for small groups to work togethar and
share information on women and health, There wars over 50 workshaps in all,

To create e basis for further discussions, workshops on tha first day dealt with structures
affecting women and health, which were discussed from five points of view based on eight baeckground
papers (see Annaxes 2+% for summaries).

Epidemiological: the importance of reputable and relisble datz and the difficulties in
guantifying women's experiences snd access to medical care were stressed,

Demographic: some of the demegraphic factors that have an effect on the health of women were

reviewad, One example was the progressive aging of the population, another was the decline in
childbearing in the European Region.

Cultural: the importance was strTessed of including the cultural dimension in an overall
historiecal, economic and political analysis of women and health. A close look was takenm at the
dimension of continuity and change.

Politiecal, social and economics the position of women and vulnersble groups within society
and how women make use of professional health care in Europe were analysed.

Health service structures: the ways in which the organization of health systemy affect the
equality of acecess to services were analvsed. Also discussed were the digerepancies betwaen the
services that women themselves felt they needed and those that were actually provided.

Worksheps on the second day were concerned with specific health issues, such as women and
medicalization, fertility comtrol, alcohel and drug abuse, sexuality, vislence and women,
employment, mental health, disabilities, and aging. ’

On rhe third day werkshops developed plams for the future including new approaches iu health
promotion/education activities, Positive approaches to health and appropriazte lifestyles were

emphasizaed.

3.  Workshop discussiens

In this section there will be a summary of the 10 major concerns identified in the various
warkshops. Underlying the discussions was the basic assumption that health is not exclusively g
medical issue bur ig interrelated with the broader issues of environment, housing, transport
facilities, working condirioms, sanitation, etc. Health services should therefore take inta
consideration the social and political sspects of health as well as the effects of different
cultural backgrounds on women's health.

5.1 WUemen's work

Women's increased participatien in the psid labour market has not been met by a decrease in
their housework and family responsibiliries, Women still nearly always have the sola
responsibility for housework, even when employed full-time. The perpetuation of the double role of
women as both homemskers and werkers is having ill-affects on women's health. The traditiomal view
in some cultures of women as housewives iguores the reality of women's livas.

The housework and private care that women carry out have been and continue to be largely
unpaid labour threughout the European Region. Although housework represents a large proportion of
the tetal work performed in most European countries, it does not appear in natienal labour and
health statistics. S&ince official dats do not reflect the true work-load of women, the
consequeénces for women of reducing services in the health sector cannot accurately be estimated.

The characteristics of housework are long hours, a high rate of zccidents and isolation.
These are well knewn tisks for women's physical and mental heslth. Housework 13 not imeludad on
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1ists of work hazards or among trisk facters of pregnancy, nor iz it considered in maternity
protection legislation or other legislative policies. Preventive measures and strategiaes rarely
imelude the hazards and stress of housework. Consequently, little resaarch takes into sccount the
affact of housework on women's health. Women at the Conferance emphasized the need to make
heusework visible ro society.

Health professionals have the important task of recognizing and spreading a more accurate view
of women's work, For instance, one of the workshops poted that in spite of the existence of
legislation on maternity protecticn aspects, no progress can be achieved until there is a real
gharing between women and men of domestic and family responsibilities. Men cam play an imporrant
preventive role in the health of their wives and children by assuming housework and child-care
responsibiliries.

Another theme of several of the workshops was low pay and poverty, aspecially among migrant
women (but also ameng older snd disabled women). The man of the family may be well off, but the
woman and children canm be poor if the man cemtrols the resources. Even when a woman is earning
money, it is usually &t the lowest pay scales. In additien, women often receive lower pay rhan
men, for the same work (this pay gap is even more eXtreme for migrant, older or disshled women) -

Tn conclusien we csn say that women's work (both paid and unpaid) is essential to socisty but if is
often mot taken seriously in official statistics., Women as individuals have little opportunity to
change this situationm. Women have to work outside the home to support themselves and their
families, and they have to work inside the home because who else will do this work that is
essential tg the survival of the family?

5.2 Provision of lay care

Studies show that most health care is provided by lay people, privately at home and in the
neighbourhood, and mainly by women. There is an increasing tremd towards new sacial forms of
health care, i.e. people are forming self-help groups to provide mutual support and aid for others
(and their families) with similar health problems. The fact that these people actively participate
in finding solutions to their own (ot their fomiliss') health problems has been very baneficial,
Many examples were given of the suecess of the salf-help/self-care movement, particularly the
women's health movement.

In some Member States profassiomal health services and mutual aid groups are beginning te wotk
together. This is being doue by sharing knowledge and devising more effactive ways of
disseminating infermation that helps the patient to make informed ¢choices about health care
services. This cooperation is spreading the latest informatiom om caring and coping with chromic
conditioms and is giving enormous benefits to the chromically ill.

At the game time in some countries, professional associations are still struggling to prevent
self-help groups practising what they see as an illegal kind of medicine. In other countries,
doctors eacourage and promote only those mutual and self-help groups that might tend te remove from
their practices problem patients such 22 aleohelics, drug abusers, chronically disabled people &nd
depressed women. FParticipants warned against the dangers of integrating self help inte the medical
system in such 3 way rhat it is robbed of its special method of work which is the reason for its
JuCCess,

Many women at the Counference recoguized that self help/self care can be promoted as a way of
saving on health expenditure fwhich in some industrialized countries rapresents up to 10% of the
gToss uational product)., When official services for the young, sick, old and disabled are belng
eut bacl, women must not support efforts that relegate these caring functicms te the home to he
assumed by women as unpaid work, but rather promete new solutions for quality care not based on the
sarving role of women.

5.3 Medicalization of women's health needs

Madicalization cccurs when normal bioclogical functioms or secial issues are seen as medical
problems requiring mediecal solutioms. In one workshop it was pointed out that medicine is ome of
the most impertant ideological forces of society since it is ome of the key institutions that
defines what s "mormal" woman should be, This results in a shift of cemtrol from the individual to
the medieal profession. When this happens, for example in the case of childbirth, it means a
sapious loss of concrol aver and counfidence in women's own capacities and in their own bodies.

Medicalization has had unfortunate results for women especially in cases wheve daily coping
problems have been diagnosed as "osychological" or "psyehosematic” disorders. In many countrias
this has resulted in a high preseription rate of tranquillizers or mood-altaring drugs.
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Qften several complex factors are the causa of physical symptoms, but once energy goes intao
finding a2 medical solution the focus shifts and is often deflected from preventionm. An axample of
this teday is in vitro fertilizatiom. This freatment for infertility is the current vogue, while
little atrention is paid to preventing the causes of infertility such as pelvic inflammations
caused by IUDs and sexually transmitted dissases.

To prevent medicalization, health must be seen in the context of women's lives, This means
the recognition of facters that influence health, such as the double work-load, the cccupational
health hazards of housework, women's life cycles (menstruation, pragnancy, menopause) and the face

that the econcmic and secial conditions influencing women's lifestylas are very different from
thesa that affect men,

Workshops cautioned thar there is g tendency for medicslization te be experted from daveloped
to developing countries. They also peinted out that not all selutions te health preblems are
medical and that often a change in social conditiona (for example better housing) is 2 necessary
prerequisite.

5.4 Decision-making_in health care and health services

Workshop discussions kept coming back to the central issue of power and decision-making in
health care. Wemen have always been responsible for the care of others: what they want now ias to

make decisions abour this care. This includes deciszions sbout the standards of health care, the
pricrities to be given in health services, the curricula, the training of health profasaionals and

the ressarch in rhis field, It was felt strongly that medical services for women needed alsar
evaluation, 33 certain medical procedures wers tegarded as being followed often more for tha
convenience of professionals than for the health of women.

Establishing the legal framework for making decisioms is an impertant step, Apprepriate
legislation supporting maternity benefits and a breskdown of the sex-segregation in the labour
market are ways in which society can relieve the inereasing pressures on women's lives. Women
coming from countries with "progressive" legislation, hewaver, felt that legislarion alone is not
enough to change sex roles. For example, the provisien of paternity lesve in one Member Stare is
underused, In another Member $tate, women do not have maternity leave and can lose their job when
they become pregnant. It was emphasized that while legislarion i3z not eneugh, it is necessary in
supporting the chinges desired by wemen. For example, in Member States where gbortion is srill
illegal, women are forced to terminate uawanted pregancies by clandestine and often dangerous means.

3.5 The status of women ipm the health professiona

Although most health care providers are women, only 2 very tinmy proportion of women in the
health professions reach levels of important decision-making whers the prisrities in the health
care ayafem are 2ef, Examples were given of countries where wen hold almpst ali nursing management
positiens even though they represent ouly a small minority of nurses. On the other hand, even in
countrie¢s where women make up over g quarter of the madical profession, only 1% have positions of
decision-making and authority.

The roie and authority of midwives has been threatrsned in the past 50 years by many different
factors including the medicalization of birth, the inereasing professionalization by the medical
profession resulting in the rise of obsterrics as a specialty, and most recently the naw technology
that is being used in the screening of pregnant women and during the birth itsalf, These
developments have undermined snd de-skilled the work traditionally done by midwives, In many
Eurcpean countries they have been replaced by nurse-midwives.,

Owing te women's double work-load, the career of the female physician is often intarTupted,

and young female doctors are often unsble ro practise for several years because of family
commitments.

There are specific health hazards in the health profession that relate to the status of female
workers. The double burden of caring for a family and pursuing a career have definite consequences
for health. One study shows that male docters live on average five years lomger than female
doctors. The incidence of abortien and malformed children in women doetors has ineressed. 1In
enaesthetics, one study showed that the incidence of liver disezse in both male and female staff
has doubled. 7These rasults are being challenged and research is currently being conducted into the
influence of stress factors in anaesthetics and intensive cgare wards. Female laboratory ataff have
been shown to have children with an above-average incidence of c¢hromesomal abmormalities, and they
also suffer a higher incidence of abortion. Nurses suffer a high incidence of back pain, related
in part to injury, but alse to stress factors.
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Tt was also suggested that the higher mertality and morbidity rates in women are related to
their relatively low positions in the hierarchy, and that stress-related diseases are generated by
long working hours with 3 lot of shift work and accompanied by a loss of autonomy.

5.6 The tole of health educatiom

prevention has beea and still is s key issue in health educationm, bur in today's complex
society it is not encugh, Health educatien should be instrumental in promoting healthy
lifestyles. A part of its appreach includes analysing the effects of the.unhealthy messages often
put across by advertising that condone smoking znd alcohol sbuse ameng young people and women
(there has been an increase in both smoking and alcohol im both groups).

Health education has 3 key role to play in the improvement of women's health. There ig a gap
between how the medical profession and lay people parceive illness and the terminelozy and language
used in comunicarion between the patient snd the health worker. In highly technics]l societies,
lay people define their problems in terms of disease because it is the sasiest way te communicate
with the medical system. Experience from women's health groups have shown that when women have the
opportunity to discuss health issues with non-medical people they are better able to express
themselves., Lt is therefore an important step in the prevention of health problems that healch
workers should attempt to understand the lay perceptiom of health and of iliness, both of which ars
cultural phenomena. This is especially importsnt in the case of migrant women who are cften the
most poerly informed users of the health system, owing to a high illiteracy rate both in their own
language and in the language of the hest country.

Several workshops encouraged the suppert of lay initiatives in heslth education. For example,
there is a growth in the Region of documentation centres on women snd health. These centres are
collecting, evaluating and disseminating the available information that women need to wmake informed
choices sbour health issues. In one werkshop 2 prasentation was made by a tepresentative from a
London—based group that has developed a Women's Health Information Centre. OQther women and health
documentation centres are celebrating tem—year anmiversaries, for example DO.RI.S. in Rome and ISIS
in Ceneva. These groups began by collecting imfermation fer thair own purposes and by means of
publishing newsletters have been disszeminating this wealth of material to other women. Several
examples of "nom-sexist" health education ware given, :

Health education and training should not be only for the lay public but alse for
professionals. Physicians (for lack of other options) are often forced to rely only on literature
produced by drug memufacturers. Am approach to health education that puts the consumer's needs and
wallbeing in focus is preferable and should be aimed at growps asuch as health professionsals,
government decislop-makers and health planners.

5,7 The increasing population of old women

As living standards in the Rezion heve improved, retirement age has dropped and life
expectancy has rigen. The problems associated with old age are of increasing concern, especially
for women whe in most countries live lomger than men and therefore mske up the majority of the
older populatien. The fact that most old people are women is often ignored in research and social
PTOET ammes .

The economic and social subordination that women live under most of their lives is intemsified
in old age, makiug poverty one of their major problems. There also appears to be a double standard
imposed on the elderly that includes steveotyping as to what women/men can do at various ages and
gives men easier access Lo social serviees; for example, men have an easier time getting home help
gervices, on the assumption that men need more help with demestic chores than do women.

The traditional stages of a women's life — as daughter, wife, mother - and the emphasis women
put on social comtact leave them ill prepsred for coping alome in old age. This often leads to
feelings of lomeliness and depressien which, in turn, affect their healeh. Whereas former
generations could rely on the help and companionship of younger family members, the chauges ino
family patterns, work patterns and housing/physical planning leave litele pessibility of anm
extended family structure and social netwerk.

Strategies for ptanmming for the inecreased agiog pepulation and the specific problems for women
stregsed the importance of looking to the future and beginning to prepare fot it now. Important
areas are:

- the rale trade unions can play ia preparing people for retirewent through courses and
planning activities for their retired members;
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~ the rele the media can play in presentiag a positive imagé of old age;
= how to keep the elderly out of institutions and in their own homes for as long as possible;

- Lo take inro consideration the millious of European immigrants who will be retiring im the
nedar future.

Old people have resources and skills that should not be wasted. It was emphagized that even
in the face of a poor economic situation, priority should be given to "adding life to years"
particularly among women.

5.8 The speeigl health needs of migrant women

The problems and special needs of migrant women were an important issue at the Conferenca. In
the European Region most migrants have to cope with hard social snd aconomic conditions (deing the

hardest work for the lowest pay). The prerequisites for health (i.e. good housing, environment,
nutrition, etc.) are often more scarce among wmigrant women thanm amoug other groups. Sexism and

racism add to their problams gand these prejudices also exiast in the health services,

Begides the haalth problems they share with ether woman, migrant women have other problems.
They often get comtradictory messages, for example while indigenous women are encouraged to have
more children, the fertility of their own migrant group is seen to be 2 problem, Specifiec female
eonditions such as giving birth, gyneacological disorders and female-related cancer are
particularly a problem for rthese women who not only have language problems, but are caught in the
conflict between deep-Tooted religious taboosz and the modern, Westearn medical systenm,

There is alsc the danger in times of ecomomic crisis thar migrant women will be tha first to
be forced out of the labour market, since they have jobs with litrtle security. Mass unemployment
for migrant women will create even more poverty and isolation.

In the next few years, many migrants will be reaching retirement 4ge., Many of them will be
women who have never worked outside their own home, do not know the language of the host country
snd may not even read or write in rheir own language. Thay are not prepaved for institutional life
in the host country because they have food taboos and other customs from their own cultures.

5.9 Technology

Developments in tachnology greatly affect women's health both positively and negatively. It
waz pointed out that technology iz a male-deminated field, often influenced strongly by econemic
considerations. Women must begin to influence technolegy and to davelop it accerdipng to their
needs,

In the field of medicine, the technology developed is often expensive and not necessarily
ratienal, An example i3 in vitzo fertilizatiom, which is a highly expeusive technique, that may
lead to dangerous genetie manipulation and does not solve any great health problems, The mouey

invested could be better spent preventing infertility problems and taking care of the needs of
children already born.

There has also, in recent years, been an incresse in the use of technological devices in
uncomplicated births, This ineludes various prenatal screening techniques that in msny countries
have become such a part of the medical routine that a woman has ne choice.

During childbirth, techaslogy such as alectromic fatal monitors are suppesed to improve safety
levels and reduce risk. Often the result is that the medical staff pays meTe attemtion to the
machine that is monitewing the birth than to the woman. Learning to interpret monitor readings is
slowly replacing the skills health workers had in ideutifying symptomatic changes in the woman's
body and in the fetus, Controlled scientific research almost always shows that the technelogy used
in uneomplicared births does not improve either the safety or the outcome. Ip fact, the
introduction of electromic fetal mopitors in some Member Stares has inereased the number of
cgesarian births owing to miginterpretation of the readings.

The overall question is how can women influence the development of new technoleogy and how can
they become 3 part of the decision-making process that controls the exiating technology?

In the case of medical technology, there is a need to investigate how and why
capital-intensive technological eare is accorded higher status end commands such a large proportion
of resources in developed countries,
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5.10 Research needs and privxities

The workshops stressed that more controlled research is needed., This includes research that
looks at Malternative" approaches to health czre and researeh to test medical practices that are
carried out but never evaluated., Moreover, in the Ewropean Region, it is vital to evaluate
legislation relatad to work and the health of women, especially ocecupational health, including the
affect of the double work-load on women's health in general and especially during pregnancy.

Women sttending the Conference recognized the limits of analysing issues related to health in
isolation and independent from the other aspects of women's lives (inaluding the sccial, political
and economic aspeats). A true anslysis of wemen's health needs must include some of the
alrernztive strategies amd supplementary services that exigt (and that women use) but that are
often "hidden" because they occur outside the established system.

To achieve these goals it was argued, the purpose of the research and the eriteria used should
be redefined from women'a point of view and in the context of women's lives., This means including
such isgues as housework and the effect of motherhood om health as well zs physical, psychological
and social influences. Not to consider these issues wakes the research inadequate ag far as
strategy and action are comcermed. :

B, The outlook for the future

The Confersnce gave participants an opportumity to appreciate the complexity of women and
health issues in the Region. In a Regicn as large and diversified as Europe, there are problems of
quantity and quality of service, In some areas there is a serious lack of medical services of any
kind and in others women eriticize the health services for not meeting their needs. For example,
in some countries more childbirth services are needed, whereas in other eountries an important
point for vomen s the right to chocse between birth at home or im a hospital.

One recurring thewe was the need to re—examine and reformulate the "reality” of women's
lives. This redefinition is necessary to meke visible some of the hidden aspects of women's lives

{such as rheir double work-load) and how this affects not only their own health but that of their
Families. Another wuch repeated theme was women's Tole as providers of health care.

In many of the workshops, regardless of the specific issue, freedom of informed choice was
considered a basic right for all women. Participants were unwilling to allow the pursuit of health
to become 2 luxury for omly privileged groups, women or others. They underlined that health
sarvices must be available to all people, in a form that allows an informed choice of preventive
and curative optioms, and with user involvement in their planning and evaluation., In the end the
discussions kept coming back ro the central issue of power. Women have slways been responsible for
the care of athersz: what they want now is to make decisiona about this care.

In the workshops om the third day dealing with actiom to be taken the following supgestions
for impreving health services for women included:

- support of alternative systems that expand the range of choices in the existing health care
gystem (such gs alternative birth centres in sddition to existing hospital services); and

- representation of women in decision—making bodies at all levels of the existing health care
SYstem.

The finsl plenary session

The final plenary sesgsiom summarized the results of the Conference and looked towards the

Future. This ineluded a review of the secial snd cultural struetures infivencing women's health
preseuted under the theme 'The way ahead".

The risks of medicalization and medical management of all sorts of social problems (such as
unhappiness) were reviewed, Self help and self care can be valuable, but womén were warned of
Falling inte the trap of taking on the total care of the gick and disabled at z time when most
governments are trying te reduce health care costs. The tole of female health professionals was
discussad and women were urged to participate in the decisiou-making process.

A representative from WHO headquarters spoke on the United Narions Decade for Women and how
the Canfevence related to tha Dacade. The Decade began after the Mexice Conference in 1975, and is
to end im 1985 with a conference in Nairobi. This Conference was part of the Decade and hopefully

one sign of a worldwide movement., The United Natiens system recognizes this growing trzend in its
support of the United Watioms Deczde for Women.
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The French Minister of Women's Affairs, Mrs Y. Roudy, spoke of the changes she desires for
women and rhe campaigns she is working om, including equal employment for women; making
information a priority so women will be aware of their rights and be stimulated to work for new
rightas; easily accessible contraception and abortiom; and courses to teach policemen to cope with
battered and raped women, which are a must ip dealing with the problem of viclence sgainst women,
She deséribed plans to forbid clitoridectomies og young migrant girls and to improve conditicns of
ehildbirth. She stated that the Government deas 3 part of the work necessary to improve the
conditiens of women; the women's movement and individual women st also push for change if these
efforts are to have any effect.

Representatives from the Regional Office and SHEG atmmed up the main recommendations of the
workshope and deseribed programmes and activitiez ip their Tegpective organizations that promote

women's health,

8. Recommendations

All the workshops were asked te draw up recommendations based on their discussions. The
following are a synthesis of thege.

8.1 Women's wark
The value and role of women's unpaid work in the home nead ro be acknowledged and adequately

supported, especially in industrial societies where paid work iz s0 well charted as the basis of
gtatus and sogiety support.

There is a need for more and stromger legislation rhat promotes paternity leave as well as for
programmes that re-svaluate domestic roles that at present create a heavy work-load for women.

Legialation should be promoted that encourages innevative approaches to family support
services within the community,

Educational programmes should be supported for the entry and re-entry of women into the labour
market.

8.2 Provision of lay care

Lay priovities and perceptions should be accapted and concepts of self help and self cara
should be introduced into the training of all healrh workers and gelf help should be supported
through education and counselling,

Popﬁlatiou policy in Member States should include input from the lay publie,

Pilet studies should be carried out to test forms of health c¢are, such as birthing centres,
that offer an alternative to standard hospital care,

Guidelines should be produced for doctors and resources made available to other individyals
dealing with women who are tha victims of violence.

B.3 Medicalization of women's health needs

Member States should investigate the incidence of and discourage the existence of

medicalization of nermal blologiecn)l funcriems, such as the menstrual cyele and pregnaney, and
social-based conditionz, such as arreas, which has resulted in an increase in prescriphion rates of

tranquillizers and mind-altering drugs for women.

8.4 Decision-making in health care and health services

Membar States and international organizations are urged to adopt policies that support and
encourage the invelvement of women in all lavels of policy development. Research programmes and
prioritias in all aspects of health and medical care that affect women should be re-eviluated.

It is important that wherever possible women have freedom of choice im the health gervices (in
terms of type of provider, treatment, and institution). To make this s reality, women heglth care
providers should be involved in presenting the available choices in an easy to understand way and
women health consumers must be invelved in dafining the available choices, within the formal and
informal aystems.
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8.5 The status of women in the health professions

Member States should work towards strepgthening the role of women health professionals. This
imcludes supporting the expansion and enhancement of the status of midwifery in developed a3 well
as industrialized Member 3tates.

Member States are encouraged to recognize and give attention to the content and organization
of the primary health care that is provided by women, particularly midwives and community health
workers, to women. It should focus on ¢omunicatiou, emotieonal suppert, and the social and
psychological aspects of health, These aspects of care must be strengthened and higher status
acaorded to the health workers whe provide it.

8,6 The role of health education

Access to health education materials must be made gvailable to lay people as well as to health
professionals as it is necesssary for affective health care.

Health education materials should promote equality between the sexes.

Health education is net only 3 questiem of prowmoting health through the media, it should alse
analyse the negative messages being delivered by advertising.

The arbitrary censorship of health education material written by lay and professional women
for other women shouid be eliminated.

Separate fertility regulstien services and materials should be designed that are appropriate
to the particular neads of adolascents.

8.7 The imereasing populatiem of old women

Studies of the elderly often ignore the fact that most of them are women and that throughout
their lives women have had different econemic and social oppertunities than men. Further research
iz needed into the huge variety of physical and social faectors affecting the health of 2ging women.

8.8 The specisl health needs of migrant womem

Recommendations szhould be made to combat racism in the health servieces in Europe and make the
special health aducation needs of migrant workers, gspecially women, a prierity.

Programmes should be set up that encourage the training of ethnic minority health providers to
ansure betfer seyvice in the communities where they live,

fnformation on health care and services should be collected and disseminated for women
migrants informing them of their rights, status, ete.

8.9 Technology

There is a need to look at how and why capital-intensive technological care is accorded highes
status and commands such a large proportion of rescurces in developed countries, and artempts
should be wmade to curb this tendency in the Member States.

A closer evaluaticm should be made of the sctusl eontribution of high technology to health,
through research and the systematic evaluation of existing research in different countries.

8.10 Regearch neads
The goal of research should be to re-examine and reformulate the "reality" of wemen's lives.
This redefinition is necessary to make visible some of the hidden aspects of wemen's lives such as

their double work=load and how this affects not only their own health but alse that of their
families.

Research should be carried out inte the long-term effects on women of various obetetric and
other medical interventions.

Funds should ba made available for women's groups to research and analyse female sexualiry.
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CONFERENCE EVALUATION FORMS

Un the third day evaluation forms wers distributed asking the participants for their
impressiems of the Confersnce. Seventy-one participants fillad out and handed in the forms (15 in
French). The follawing is a2 short summary of the resulr of this evaluation form,

Over three quarters of the participanta whe anzwverad felt that the gize of the Conference was
satisfactory, only nine people thought it toe big and twe thought it teo small.

More than 3 half felt that theres were a satisfacCory number of plenary sessions, while a
quarter found them too few, A little over 2 third felt thar rhe plenary sessilons were Lotz enough.

Approximately a half thought that the workshop topics were foo specific and a little over
a2 half falt that there were too many. Over a third found the workshop topics too geneval,

Over a half had no suggestions for important topics that had been left out of the worksheps.
Those wha did feel that important ropics had been left out mentiomed the problems of migrant women,
the possibility of war/muclear war and the peace movement.

More than a third thought that the structure of the workshops was too loose and several
indicated that the role of the workshop leader was a determining factor im the success of a
workshop,

Mare than three quarters felt that the size of the workshop groups enabled them to express
their views.

Two thirds felt that cthere was enough time for both formal and informal discussion.

Twe thirds felt that they learned something new, primarily ss a result of having met
participants from other countries and learat to appreciare the differsnces between countries and
the complexity of their syatems.

When ssked what expectations they had that were not met, more than a2 half had no suggestions.
Of those that had suggestions, tha thing thay missed most was the promotion of action and of
strategies for achieving goals.

When asked if they had learmed anything that would modify their idess or practices, a third
gaid no and 2 quarter did not answer. Those who did elaborate mentioned that they now felt battar
informed, that they had had their ideas reconfirmed or that they had had their ideas challenged.

When asked how they planmed to share the Conference experience with others, the majority
intended to write artieles for profassiomal journals or reperts for their group or funding agency,
and/or plamned to organiza a ma2eting or discussion on the issuss brought up at tha Conference.
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Annex 2

EPIDEMIOLOGY

by
br U. Maclean

This paper explores the uses of epidemiology im the field of women's health as a valuable tool
tp invastigate women's life and health.

The first part of the paper looks at the nature of this branch of medical geience and the
importance of reputable, reliable data. It is pointed out that slthough women are clearly subject
to the same diseases, disasters and disabilities a2s men, there ave still differences and these
differences can in someé but not all cases be found im the diseasas that are direcrly related to

their reproductive fumctions and organs. If any progress is to be made with pelicy changes among
nezlth planners and official medical care providers, the argument must be gsubgtantiated with

accessible and reputsble data. Soms examples are the causes of some cancers and cardisvascular
disesses in women.

The second part of tha paper deals with the limits of epidemiology, including the difficuley
of quantifying women's experiences and their aecess to medical care. The importance of
sociceconomic statass of poverty and social class, and the difference they can make when combined
with sex differences are discussed. In countries that have conquered the formerly common
communicable diseases and where matarnal mortality is very low, women can now expect to live loenger
than men. Surveys show the intevesting paradox, however, that women report more illnesses than
men, In other words, in epidemiological terms wowmen experience higher merbidity, but lower
‘mortality. The reasons for this are discussed,

A growing radical critique of epidemiclogy points out the limited causal assumptions inherenc
in this field and urges that much more attention be paid to the effect the organizatiom of seceietry
has on the production of ill health.
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Annex 3

DEMOGRAPHIC FACTORS AND WOMEN'S HEALTH

by
Population Activities Unit
General Economic Analysis Division
United Natiens Economic Commission for Europe

Demographic conditions and changes may sffect the arate and level of health of the Ffemale
population im a number of ways. This paper does not attempt, however, to assess the aspecific

relationships between all demographic factors and health, Although each factor may, by itgeif,
have only a small effect on health, their cumulative effect may be significant.

One of the major developments in demographic trends in the region of the Ecopomic Commigsion
for Furope has been the progressive aging of the population. A fundamental characteristic of the
aging process, that will have an impact on women's health, is the high proportion of women in the
aged population, especiazlly in the oldest age groups, A second demographic variable thar affecrs
women's health i3 associated with childbearing, The paper reviews briefly genersl fertzility
trends, in particular the decline in childbearing, as well as asome more specific aspects of
fertiliry related to health, such as the decline in the number of higher birth orders, fertility
outside marriage, the age of the mother at birth, contraception and abortion.
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Annex &

CULTURAL FACTORE AT WORK

by
Professor L. Balbo

Two dimensions appear to be equally important as reference paints in the discussion om women
and hezlth: the dimension of persistence and the dimensiom of change.

Persistence

We cannot afford to underestimate how much in contemporary society remains unchanged, how many
interests and existing structures resist change, how much need there is te repeat, insist on and
face the same issues again and sgsin. What feminism, the women's movement and pur own awareness as
women who live in these times have made us understand, is in no way to be taken for granted. Thusz,

let us discuss traditiomal stereotypes and beliefs concerning women,

Change

Having said this, it is alse trwe that much has setwally changed in our conditioms and lives
as women. Change has been and is going to be a2 crucial element for us and we are concerned with
and interested in change. This dimension, then, iz a key in our analysis.

How sre these underlying themes going to be addressed in a more detailed presentation? The
value systems, normative patterns and stereotypes that define women's position in our society and
characterize our "eulturzl heritage™ as a whole ocught to be resssessed. More important yet is ro
identify the institutioms and social agencies that zetively perpetuste and reinforce the existing
system.

In doing this it seems important te¢ focus not just on the traditional cultural agencieg, such
as the family, religion or the mass media, all of whieh are widely recognized as playing a key role
in stereotyping women. What about the occupatiomal system of contemporary society, what about the
modern state? In other words, what roles do structural conditiocns and ecomowic and political
agencies play, by affecting "eculture" and by shaping patriarehal /sexist values?

Having discussed these traits, T hope our analysis will 2llew us to move an to a second set of
quastions concerning the following issue: under what conditiens do women become aware of, mobilize
against, build up power to resist and change the existing order?
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Annex 5

WOMEN'S SHARE IN GOVERNING THE COUNTRY:
THE CASE OF PQOLAND

by
Professor M. Sokolowska

In Poland (as in many other couantries in the Europesan Region) very few publications exist on
the soeial status of women and official statistics are not divided by sex, This is rhe case for
employment and occcupational status, making it difficult to evaluzte women's role in
decision-making. Feminist studies are nop—existent.

In this review of wemen's share in decision-making, Poland is an interesting example because
it is a socialist country with a long history based om a vigorous natienmal culture. It is
interesting to see what effect 'the events of recent years have had on wemen and what role women
have played in these developments,

This papar includes z desecription of:

women's share in education, gainful employment and earnings;
women's role in political, economic, academic and culrtural elites;
the impact of the Marxist-Leninist doctrine on women;

the impact of national culture on women; and

the social position of women from August 1980 to December 1984,

The suthor wrote years ago that women's access to power elites was merely a matter of rime.
Today she is inelined to believe that this is unlikely. The author concludes that although the

existing structures occasionally co—opt women it is perhaps best that wemen do not have a real

share in the contempoerary systems of power: at least they bear ne respensibility for the trend of
events ian the world.
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Annex &

S0CTOPOLITICAL AND ECONOMIC PERSPECTIVES ON WOMEN AND HEALTH

by
Ms ¢, Delphy and Dr D. Leonard

This paper argues that only by recogmizing the position of women as ome of subordination
within a patriarchal capitalist society can we understand the use women make of professional health
care in Europe, the ugse professionals make of women as lay care-givers, and the freatment women are
offered when they are ill.

While nmoting that the position of women in the labour market and rheir treatment by the media
and other institutions are importsnt in defining women's position within soeiaty, the paper focuses
om the divisiom of labour within the family and the conditions of women's work in the home as being
of primary importance.

Within marriage, responsibility for demestic work continues to rest with the wife-mother (oT,

if there is no wife, a daughter). $She iz required to do routine houngework and to care for her
husband, her childrem, the elderly and the sick as the need arises. In return she receives

msintenance. The demands upen her are open—ended, and ¢onsequently the pressure of work is
unremitting. She feels harrassed and exhausted and that she iz congtantly failing to complete all
that could be done. She is required to fit herself around other people's needs and convenience and
always to put others first. &She iz expected to work as unobstrusively as possible, so that much of
het work is invisible, and she has little status in society. G5he lacks companicaship for most of
her working life.

Health care workers view women's work in the home ss unskilled (when they recognize it exists
ar all) and their time as valueless. They support the subordination of women's needs to those of
the family. With regard to health, they hold women responsible for getting other people to do what
ig bast, and/or to take on any extra work thewselves. Women who fail to keep their family well are
made to feel guilty and stupid. The ratiomsl reasons wouwen have for sometimes going against
profassional advice are mot investigated. The cure for a woman made i1l by the nature of domestic
work, consists in making her again comtent wirh her lot, The problems and illnesses endemic to the
primary eccupation of women are not taken seriously, and current methods of medical practice have
themselves served to incresse the stress women work under.
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WHOSE NEEDS DO INDUSTRIALIZED KEALTH SYSTEMS MEET?

by
Dr . Ruzek

Many factors influence the social organization of health care in industrialized societiass.
The populztion's age distribution, aocial class, ethnic and religious composition, and cultural
history, aleng with its wealth, size and coumitment to political ideologies all influence how
health systems develop., Wesrern industrialized health systems idealize objectivity and ratiomality
and ignore ot discount subjectivity, Quality of care as measured by sciemtific and professional
values often differs from lay definitions, Whereas professionals ewphasize the availability of
advanced medical technelogy, women's definition of quality care means access to services to control
and manage fertility, aeecess to treatment that is known to be safe and effective, and opportunities
to gain knowledge aboiit health that is congruent with their pergonal and cultural valuaes,

Many types of routine medical care could be provided by mid-level practitioners (nurses,
midwives and health sducators) more safely and effectively, and at lower cust than by the
physiciang who often provide these serviees. Rather than promote mid-level practice, however, many
countries now attempt to promote more gelf cate, a professionalized form of lay self help that
makes care in the home by family members an officigl extension of the formal health eare system.
Self care, prowoted by seme as a solution to the fiscal ¢risis of the welfare state, is not a
panaces and has some potentially harmfyl congequences for women., The state must take a stronger
stand to make primary care z priority, to encourage the use of mid-level practitiomers, and to
limit the expansion of high techmolegy specialty care,.

Fea-for-service and state or prepaid heslth care systems offer different incentives for
patients and providers to use or perform medical services. Ta fee—for-service systems, women are

at risk of overmedicalization and overtreptment. In prepaid or state sysatems, services may be
unavailable. Ia neither system are enough women in positions of suthority to determine what
services will be made available or reimbursable through insurance payments. Inequities basad om
social class sre greater in fee-for—service than in prepaid or state systems. Mechanisms for
invelving more women in all levels of health care decision~making are needed.
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Anpex 8

WOMEN AND HEALTH: THE LSSUES

by
. Scottish Health Education Group

The medicalizarion of women's health issues has resulted in passivity and dependency. S$inee
health education is concerned with sontrolling modern diseases through taking responsibiliry for
lifestyle, women cannot afford to be passive recipients of health care.

Women occupy key positions in society, as the major providers of healeh care for the young,
the oid and rheir menfolk. Outside their traditiomal Ffamily role, their own health and that of
their families has been increasingly affected by ecoumowiz hardship and unemployment.

Within health educatien there has been a shift of emphasis away frem the individual. Health
education is increasingly seen as an issue for the individual as part of the group and the
community., Women in formal groups, such as professiomal and industrial bodlaes and patient
reprasentative bodies, have s major role to play in improving health systems and working and living
environments. Women working in informal groups at the community level may need support im crassing
the administrative bsrriers that divide health from education and social work.

Finally, rhose involved in health education clearly need to inform themselves about issues
that affeat women and to change some nf.their own entrenched atfitudas.
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Annex 9

WOMEN AND HEALTH: A PRIQRITY

by
Health Education Unic, WHO Regiomal Office for Europe

1t is essential that women's health be & priority if the target of health for all by the
year 1000 is to be achieved, Though the role of women in society is changing, traditional views of
the female role are kept alive by custom, legislation, social systems and education based on role
model definitioens of men, women and familiesa.

In the European Region, wemen's increased participatiow in the paid labour market has not been
met with & decrease in their uspsid labour in the home. Wemen may be damaging their own health and
that of their families through the consequent increased stress and work-load, It is therafore
essential for society in general and men in particular to accept their responsibilitiea and duties
in the reproductive sphara. Not only do women make up half the werld, but the maintenance of thair
health is crueial to the health of present and future generations.

This paper looks at the interplay between women's paid and unpaid work. Tt then gives asome
background to the proclamation of the United Nations Decade for Wemen including the World ¥lam of
Action, whieh is a global consensus on what needs to be dene to improve the conditions of women.

in the section on the role of health education, the theory of health prometion rather than
health prescription is discussed, together with the importance of recognizing lay competence as an
expression of consumer demands., This leads to a discussion of the impact the women's health
movement has had, both as a reaction againat traditional medicine and as an innovator of naw
concepts,.

Next, in order to place the issue of women and health in its proper framework, women's roles
as the providers and users of health care {including health promotion, disease prevention and
treatment) are discussed.
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Annex 10

LIST OF PARTICIPANTS

ALGERIA
Dr M. Ladjali

PMI Service, National Institute of Public Health, El Madania
AUSTRIA

Dr B.J. @voboda®
Fedaral Ministry of Health and Environmental Protection, Vieana

BRULGARTA

Dr F. Dimitrova Pavlova
Chief Assistant Professor, First Clinic of Pathelegy of Pregnancy, Instirtute of QObstetrics and
Gynaecology, Sofia

FINLAND

Ms 5. Sinkkonea?
Department of Health Care and Nursing Administration, University of Kuopio

Dr A.=-L. Soederholm?
Helsinki

FRANCE

Mrs M. Coquillat®
Chargée de Mission, Ministry of Women's Affairs, Paris

Mrs 5. Lff?
Technical Adviser, Ministry of Women's Affairs, Paris

Mrs ¥. Roudy?
Minizter of Women's Affairs, Paris

GERMAR DEMOCRATIC REPUBLIC
Dr Knappe

Bezirksirzein, Erfurt

FEDERAL REPUBLLIC OF GERMANY

Dr U, Canaris?

Dirsctor, Federal Centre for Health Educatien, Cologme
GREECE

Mz .G, Bourdara
Pregident, Natiomal Welfare Orgamizaticun of Greece, Athens

3 parricipation expenses not paid by WHO
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BUNGARY

Dr I, Ory?
Head, Department for Mother, Child and Youth Care, Ministry of Health of the Hungarian
Pegple's Republic, Budapest
MALTA
Mz C. Chircop
Ministry of Health and Environment, Valefta
MORCCCO
Mrs Z. Laaziri
Chief, Health Educatrion, Ministry of Public Health, Rabat
NETHERLANDS
Ma V, van Nederveen?

Staff Bureav for International Health Affairs, Ministry of Welfare, Heslth and Cultural
Affairs, Leidschendam

NORWAY
Ms M. Christie?

Executive Officer, Health Education, Ministry of Sccial Affairs, Health Services of Norway,
Oslo

F

PQLAND

Dr Z, Liedtke
Chief, Health Education Department, Mational Tnstitura of Hygiene, Warsaw

PORTUGAL

Mz M.M. Santos Pardal
Directorate~Genargl of Health, Ligben

ROMANIA

Dr M., Miney
Bucharest

SPAIN

Dr M. Mendez®
Assistant Director, Health Programme, Ministry of Health and Consumer Affairs, Madrid

SWEDEN

br V. Falkd
Head of Department, National Board of Health and Welfare, Stockholn

% Particdipation expenses not paid by WHO
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UNION OF SOVIET SOCIALIST REPUBLICS

Professor L.I. Vladimirova
Central Institute for Advanced Medieal Studies, Moscow

REFRESENTATIVES OF THE UNLITED NATIONS
a _ SPECIALIZED AGENCIES AND OTHER ORGANIZATIONS

International Labour Organisation

Ms M. Jamjic
Cenava, Switzerland

United Nations Educstional, Scientifie¢ and Cultural Organization

Ms Y. Abrahamson
Program Specialist, Population Divisien, Sector of Social Sciences and their Applicatioms,
Paris, France

United Natioms Children's Fund

Ms D, Phillips
Frograme Officer, Geneva, Switzerland

Commigsion of the European Communities

Dr L. Karhausen
Luxembourg

Family Planning Associatien

Ms 8. Maddock )
Media Cfficer, London, United Kingdom

International Confederation of Midwives/Roysl Collage of Midwives

Mrs M. Brown
Kinross, United Kingdom

International Council of Nurses

Mrs A.M. Walker
Officer, Royal College of Nursing, Edinbuxgh, United Kingdem

International Council of Social Welfare

Ms K. Carmichael
s Glasgow, United Hiagdom

International Council of Women

Mrs M.J.A. Matthsws

Chairman, Absrdeen Branch, Scottish Standing Commitfee of the Nationak Council of Women of
Great Britain, Abardeen, United Kingdem
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