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News Briefs

N-9 CONDOM
LUBRICATION

cone provide as much

protection against sexually
transmitted diseases (STDs) as
do condoms lubricated with the
spermicide nonoxynol-9 (N-9),
concludes an FHI study.

This study, published in the
April issue of Sexually Transmit-
ted Infections, is the first human-
use analysis of the effectiveness of
N-9 lubricated condoms against
STDs, compared to condoms
with plain lubrication.

“Plain silicone-lubricated
condoms are as effective as N-9
lubricated condoms, cost less,
have a longer shelf life, and
therefore may be the better con-
dom to provide,” scientists con-
clude in the study. Condoms
with N-9 have a shelf life of two
to three years, compared to five
years for silicone-lubricated
condoms. Some people, how-
ever, may prefer the feel of a
condom lubricated with N-9 to
other condoms.

The study followed 106
commercial sex workers in the
Dominican Republic over 24
weeks, comparing infection
rates among those who used N-9
lubricated condoms to those
who used plain lubrication. The
infection rates in the two groups
were similar with no statistically
significant differences. For cer-
vical infections, there were 3.4
cases per 100 person months in
the N-9 group, compared to 2.8
cases with plain condoms, and
for trichomoniasis, 2.8 cases for
N-9 and 3.6 for plain lubrication.

U ondoms lubricated with sili-

FHI’s N-9 TRIALS
BEGIN

early 2,000 volunteers

throughout the United

States are beginning a
three-year study managed by
FHI to determine the contra-
ceptive effectiveness of various
products containing the spermi-
cide nonoxynol-9 (N-9).

N-9 products differ both in
dosages and the medium used
for delivery. The study, financed
by the National Institutes of
Health, will evaluate five types
of spermicidal products: vaginal
contraceptive film, a suppository
and three gel products. Al-
though N-9 spermicides have
few known side effects, their
safety will also be evaluated.
Study participants will be asked
what they like or dislike about
the products.

Like other barrier methods
of contraception, the effective-
ness of N-9 spermicides in pre-
venting pregnancy depends
greatly on whether they are used
consistently and correctly. They
are known to be less effective
than other modern reversible
contraceptives, such as birth
control pills, injections and in-
trauterine devices (IUDs).
Previous small studies have esti-
mated a wide range of N-9 ef-
fectiveness rates, from less
than § percent failures in the
first year of use to more than 50
percent failures.

Findings from the study
may help guide the development
of new spermicidal products,
and should give current N-9
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users more accurate information
on product labels. N-9 is one of
the oldest contraceptive prod-
ucts in use, available in the
United States for more than 40
years without prescription.

AFRICAN WOMEN
WANT SMALLER

FAMILIES
ub-Saharan African women
increasingly want to limit
the size of their families,

according to Population Action

International (PAI). Meanwhile,

contraceptive use in the region

is growing.

The ideal family size has
generally decreased over the last
two decades, according to PAT’s
recently published Africa’s Popu-
lation Challenge: Accelerating
Progress in Reproductive Health.
This is especially true in Kenya,
where ideal family size dropped
from seven to four, and in Nigeria
and Senegal, from eight to six.
The number of women wanting
no more children — about a quar-
ter of married women surveyed —
has tripled since the 1970, says
the report.

“Some of the family plan-
ning programs in sub-Saharan
Africa are very young, but we are
seeing shifts in attitudes that are
already changing childbearing
patterns dramatically or have the
potential to do so,” says Shanti
R. Conly, PAI policy research
director and co-author of the
analysis, which is based on na-
tional statistics, published re-
search and interviews with health
officials and policy-makers.

Factors decreasing the de-
sire for larger families include
urbanization, improved child
survival, and rising costs of edu-
cation and other basic needs.

Demand for family plan-
ning has increased dramatically
in some countries, although use
generally is still low across the
region (18 percent of all married

women of reproductive age).
Contraceptive use has increased
to neatly 50 percent in Zimbabwe
and over 30 percent in Botswana
and Kenya.

While demand for contra-
ceptives is increasing, unmet
need for family planning re-
mains higher in Africa than for
any other region of the world.
An estimated 22 million women
(26 percent of married women
of reproductive age) say they do
not want to become pregnant
yet use no contraception.

FOUR MILLION
FEMALE CONDOMS

our million female condoms

have been sold to 16 devel-

oping countries this year, as
part of a Joint United Nations
Programme on HIV/AIDS
(UNAIDS) project.

Of the countries, South
Africa, Uganda, Zambia and
Zimbabwe have had the most
substantial sales. The condoms
sell for about U.S. 50 cents to 90
cents each under a pricing
agreement aimed at encouraging
their use.

“The fact that Africans are
coming together to support the
use of the female condom is a
sign of their great concern about
the spread of sexually transmitted
diseases and HIV/AIDS,” says
Dr. Elhadj Sy, leader of the
UNAIDS Intercountry Support
Team for Eastern and Southern
Africa. Growing acceptance of
the female-controlled barrier
method also indicates the
“growing strength of African
women in determining their
own means of protecting them-
selves” from both unwanted
pregnancy and sexually trans-
mitted diseases, he says. Since
1993, when the device was ap-
proved for use in the United
States, about 18 million have
been sold worldwide.
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How Family Planning Use
Attects Women's Lives

By Nancy Williamson, PhD

Former FHI Women’s Studies Project Director -

Note: Dr. Williamson led the Women’s Studies Project from its inception until August, when she
Jjoined the Frontiers in Reproductive Health project, serving as global operations advisor. FHI and
Tulane University School of Public Health are partners with the Populatlon Council in the

Washington-based Frontiers project.

any studies have examined how

aspects of women’s lives influence

their use of family planning. When

FHI’'s Women’s Studies Project

(WSP) began in 1993, researchers
reversed the equation, exploring how family
planning use affects various aspects of
women’s lives.

Whether women felt they had or had
not benefited from family planning methods
and services, and if so, how, were central
questions. In order to determine women’s
perspectives on this issue, in-country researchers
aswell as FHI staff went directly to the women
themselves, asking them which research is-
sues were important to study.

.- Twenty-six field studies were con-
ducted in 10 very diverse developing coun-
tries, using both qualitative and quantitative
research methods. Women expressed their
views on family planning by completing sur-
veys and by participating in focus group dis-
cussions and in-depth interviews. Additional
information was obtained from secondary
analyses of data from four countries as part of
the project, which is supported by the U.S.
Agency for International Development.

The project sought to look beyond the
narrow focus of the impact of family plan-
ning on women’s health. Studies also exam-
ined how women’s family planning

experiences — their contraceptive use and
non-use, their pregnancies and childbearing,
and their experiences with family planning
and reproductive health programs — affected
other aspects of their lives, including their
roles as individuals, as family members and
as participants in the larger community.
Some studies interviewed women'’s relatives,
including husbands or partners, parents and
in-laws, to determine how family interac-
tions and power dynamics influence contra-
ceptive experience and use.

The variety of the project’s research
topics reflects the diversity of women’s concerns:

¢ the impact of men’s views on women’s
contraceptive behavior (Bolivia)

* the impact of family planning on women’s
domestic lives (Indonesia)

¢ the impact of tubal ligation on quahty of

- life (Brazil)

* the social and behavioral consequences of
unintended pregnancy (Egypt)

* the effects of gender on adolescent views
of sexuality (Jamaica)

* the impact of family planning on women’s
self-esteem and self-image (the Republic of
Korea)

* thei 1mpact of farmly planmng use on
women’s participation in the work force (the
Philippines)



* family planning and women’s participation
in the development process (Zimbabwe)

* strategies developed by new users to cope
with family and community opposmon to
contraceptive use (Mali) - - :
* generational differences in family planmng
use (China).

. These topics and others were selected by
colleagues who formed in-country advisory -
committees (IACs) in participating coun-
tries. Researchers,
policy-makers and pro-
viders, and women’s -
health advocates
formed an TAC “tri-
angle,” which became a
critical component of
the research process, in
each emphasis country
(countries that were the
site of more than one
study). The JACs estab-
lished the research
agenda, monitored the
research process and
planned dissemination
of research results.

To guide research and data analysis,
the project staff developed a conceptual
framework, based on previous models and .
research. This framework incorporated the
complex and multidimensional aspects of
women’s lives; considered the possibility
that strong external factors, such as gender
norms and sociopolitical climates, influence
women’s use and experience with family
planning; and placed family planning in the
context of women’s larger reproductive -~

health needs

COMMON ISSUES EMERGE

The completed studies illustrate the .
differences in perceptions that exist between
women and men, and among women, due to
age, culture, place of residence, socioeco-.
nomic class, religion and gender norms.
However, common issues emerged, which
were formulated i into 16 crosscutting .
themes. :

" There were two general themes: that
gender norms (the roles prescribed by soci-
ety for women and men) play a significant
role in shaping women’s family planning

experiences and that family planning affects

multiple domains of women’s lives —

DR. NANCY WILLIAMSON

domestic, economic and community. The.
other 14 themes are more specific, and ad-
dress benefits to women, costs to women,

 barriers to contraceptive beneﬁts and serv1ce
dehvery issues.

BENEFITS TO WOMEN
* Most women are convinced that practicing

 family planning and having smaller families-
provide health and economic benefits.

* Family planning can
offer freedom from fear
of unplanned pregnancy
and can improve sexual
life, partner relations-
and family well-being.

* Where jobs are avail-
able, family planning
users are often more
likely than non-users to
take advantage of work
opportunities. ’

JERRY MARKATOS

women in their roles as
wives and mothers, but it
is only part of what
women need to attain

, equal opportunity with men in society. -

COSTS TO WOMEN _

* Contraceptive side effects are a serious
concern for many women. . :

* When partners or others are opposed
pracncmg family planning can increase
women’s vulnerability.

* When women have smaller families; they

may lose the security of traditional roles and
face new and sometimes difficult challenges.‘,

BARRIERS TO CONTRACEPTIVE ‘BENEFITS®
* Social, political and economic barriers -
prevent women from beneﬁtlng from family
planning.

* The benefits of fannly planmng for women

are reduced when contracepuve methods are
ineffective, used incorrectly or inconsis-
tently, or discontinued early (before preg-
nancy is desned) .

* For some adolescents, pregnancy is
wanted. —

* Family members — partlcularly husbands
— play a critical role in women'’s experiences
with family planmng '

* Family planning is often initiated late in
reproducuve life.

*F; amlly planning helps - .'

SERVICE DELIVERY ISSUES

* Men often have a dominant role in family
decisions but tend to be marginalized by
family planning programs.

* Women are generally satisfied with family
planning services but want more female pro-
viders, more emotional support, help with
side effects, and more information on con-
traceptive methods:

These themes are described in greater
detail in the project’s synthesis report,
Women's Voices, Women’s Lives: The Impact of
Family Planning (see page 36 for details on
how to order a copy)

One of the main purposes of the project
was to encourage the use of research find-
ings to improve the quality of women’s re-
productive health services. Indeed, the
results have clear implications for health
policies and programs.

For example, contraceptive counseling
must take into account gender norms, the
barriers these norms may pose to family
planning, and whether women benefit from
family planning use. Peer networks, in which
experienced contraceptive users counsel new
users about the everyday realities of method
side effects, should be established.

Men and other key family members
need to be informed and educated about
family planning. Providers need better
training on how to assist clients experienc-
ing contraceptive side effects. Counseling
should emphasize the benefits of contracep-
tive use beyond health and economics, in-
cluding emphasis on improvement in
marital relationships. Family life education
should begin early.

The project found that while women
perceive numerous benefits of family plan-
ning use, they also see negative conse-
quences, such as family disapproval and
method side effects, which can discourage
them from taking control of their fertility.

By understandlng the intricate realities
of women’s lives and the factors that affect
their reprOductive health, family planning
programs. can offer services that match
women’s needs and ultlmately can help im-
prove the quahty of women ’s hves
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Lontraception Inluences
(uality of Life '

Health and relatlonshlps with others are among ways
fanuly planmng use relates to quallty of life.

person’s quality of life depends not
_only on good health and physical

well-being, but on a variety of other

circumstances. These include family

stability and harmony, the welfare of
children, and freedom to enjoy various ac-
tivities including leisure, education or com-
munity pursuits.

- Family planning can influence nearly
all of these aspects of quality of life, accord-
ing to FHI's Women’s Studies Project
(WSP) research conducted in 10 countries.
The degree to which family planning has an
impact, however, is often influenced by be-
liefs and practices that define gender roles,
'rehglous norms that may discourage contra-
ceptive use, and economic and pohucal con-
ditions. -~ -

- For example, a wofnan whose in-laws
want many grandchildren and whose hus-
band has other wives bearing his children
may define a good life as having many chil-

dren herself. In contrast, a woman may think

quality of life means having only one or two
children to ensure that each is well-fed and
educated, Or, another woman may value
time to pursue educatlonal or professmnal
goals. = . )

. The many ways famlly planmng use
mﬂuences quality of life range from those -
that are strictly personal, such as an
individual’s health status, to factors that are .
shaped by relauonshlps w1th others. -

HEALTH BENEFITS

~ Family planmng offers women clear
health benefits. In developing countries,
complications related to pregnancy and -

childbirth are a common cause of death. By
allowing adequate spacing between preg-
nancies, preventing pregnancy very early or
late in women'’s reproductive lives when
risks are greater, and avoiding unintended
pregnancies that may lead to illegal and dan-
gerous abortions, family planning can pro-
tect women’s health. -

_ Research shows that many women rec-
ognize these benefits. In Mali, where less
than 5 percent of married women of repro-
ductive age use a modern contraceptive
method, new users of modern contraception
in Bamako said they chose to contracept
primarily because they wanted to restore or
maintain their health. “I want to have a
rest,” said one woman in a WSP study of 55

- contraceptive users. “It is the first time that

have weaned a baby before having another
pregnancy.” Another explained: “The
woman who has close pregnancies is ex-
hausted.,But when you space your children,
you are in peace. It avoids sicknesses.”

* In an FHI study of about 800 women in
Lampung and South Sumatra, Indonesia,
women with only one or two children re-
ported feeling greater vitality (defined as
having no health problems and “feeling
okay”) than those with more than two chil-

 dren, Women also reported feeling more

attractive, “If we always give birth, our body
will shrink,” explained one Indonesian
woman, “Tt gets skinnier fast; older fast,”
Relief from the burden of childbearing
and rearing lso was seen as having psycho-
logical benefits. In focus group discussions
with more than 130 women and men from
Maslionaland East province, Zlmbabwe,



both men and women defined quality of life
as peace and happiness in the home, and said
family planning was an important element of
quality of life. Women particularly valued
having time to nurture their families.’

Studies of contracepting women in El
Alto and Cochabamba, Bolivia, showed that
modern contraceptive methods were associ-
ated with increased sexual enjoyment, possi-
bly because they reduced fear of pregnancy.?
However, contraception appeared to reduce
libido for other women. Contraceptive side
effects, as well as the fear of pregnancy, can
reduce a woman’s sexual desire.

All too often, unintended pregnancy
occurs because contraception was used in-
correctly or inconsistently, discontinued
early or the method chosen was not effec-
tive. In 2 WSP study conducted from 1995 to
1998 in collaboration with Xavier University
researchers, 31 percent of about 1,250
Filipino women who had ever used family
planning reported a pregnancy while using
contraception, primarily IUDs or pills.’

In contrast, a survey of 236 women in
Campinas, Sio Paulo, Brazil, who had un-
dergone tubal ligation, found overwhelming
(90 percent) satisfaction with this highly

effective method. Because sterilization is
permanent, however, it may not be the best
choice for some men and women, especially
those who are very young, since their deci-
sions about having children may change
later in life. In the Brazilian study, women
younger than 25 years old at the time of the
ligation were more likely than older women
to later regret having been sterilized.®

SERVICE DELIVERY INFLUENCES

How contraceptive services are deliv-
ered influences the way couples perceive the
benefits of family planning, thus affecting
their quality of life.

Many clients in El Alto, Bolivia, were
dissatisfied with the treatment they received
at clinics, including long waiting times,
short consultations, discrimination against
women who wore the traditional female
dress of the Altiplano, and lack of access to
reversible contraception.” Throughout
Indonesia, women complained about ser-
vices, particularly the great distance between
home and service site, long waits, unfriendly
providers and unavailability of desired methods.

In addition, distress with side effects
was exacerbated when systems of referral
were poor. In Bangladesh, women com-
plained that door-to-door contraceptive
distribution meant help was seldom avail-
able when side effects occurred.®

Even women who recognize the health
benefits of family planning complain that
they do not get enough information about
contraceptive side effects. Many women say
that providers typically minimize side ef-
fects. Unexpected side effects later cause
them to stop using contraception.

Side effects are a serious concern for
women who use contraception. In FHI’s
Lampung and South Sumatra, Indonesia,
study, 31 percent of contracepting women
reported experiencing a “major” problem
related to their method. A frequent com-
plaint was headaches, most commonly expe-
rienced by users of the pill, injectables and
implants. Menstrual irregularities often dis-
turbed users of injectables or IUDs, and
could reduce quality of life for Moslem
women whose religion teaches that a men-
struating woman should not fast, pray, have
sex or touch holy books.

QUALITY OF LI."E:
79%
34%
24%
1970 1990
i I

87%

EDUCATION AND CONTRACEPTIVE USE, 1870 anp 1990

97%

75%

449, 5% i

1.70 1990

Source: United Natioris Population Fund (UNFPA); United Natdons Educational, Scientific and Cultural Organization (UNESCO).

: 15%

1970

PERCENTAGE OF COUPLES OF REPRO-
DUCTIVE AGE U |ING CONTRACEPTION

PERCENTAGE OF WOMLN AGE 12-17
ENROLLED IN SECONDARY SCHOOL

66%

32%

4%

1 .90

'
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Adequate counseling about side effects
also helps to address misconceptions, which
can discourage women from using family
planning. In Cochabamba, Bolivia, 95 per-
cent of approximately 600 couples inter-
viewed in a WSP study were satisfied with
their current contraceptive method (gener-
ally IUDs or condoms), but about 15 per-
cent believed various myths associated with
pills, tubal ligation, IUDs or condoms.’

FAMILY HARMONY

Women often equate their own happi-
ness with that of their families; thus, the im-
pact of family planning on their household is
critical. ,

Contraceptive users in Malaysia were
significantly less likely than non-users to
report marital disruption, perhaps due to
better communication between spouses.*
Contracepting couples in the Zimbabwe
study described more peace and happiness in
their homes than couples who were not using
contraception. In the Cochabamba, Bolivia,
study, current users of contraceptives were
more likely than non-users to report better
relationships with their partners.

Nevertheless, in Mali, family planmng
use frequently caused disagreements. One
study found that the husband disapproved
but the wife approved of contraceptive use in
about 20 percent of couples.™

The reaction of other family members
can be crucial to family planning decisions,
and how those decisions affect quality of life.
Husbands, in-laws and others can hold
strong opinions against contraceptive use,
seeing it as an obstacle to the extension of
the family lineage or a challenge to tradi-
tional views about family authority (see re-
lated article, page 10). In many cultures,
women gain status through childbearing.
Also, having many children represents secu-
rity later in life, when children support their
parents. In another Zimbabwe study by
FHI, most older women, particularly in ru-
ral areas, wanted their sons to have large
families not only to help with household
chores, but to look after them in old age."

Financial security influences family
planning decisions in other ways. Some FHI
study participants pointed out that income,
rather than family size, determined a family’s
general welfare. In a WSP study conducted in
Central and East Java, in collaboration with
the Population Studies Center, Gadjah Mada
University, a 32-year-old Indonesian mother
of two children commented, “It does not
matter how many children we have. All de-
pends on how hardworking we are in looking
for a livelihood. It [many children] is not a
problem if one’s income is large.”® Others,
however, do associate educational prospects
with family size. Said a man from rural Chivi,

RICHARD LORD

CONTRACEPTIVE SERVICES CAN INFLUENCE QUALITY OF LIFE, INCLUDING FAMILY

STABILITY AND HARMONY. TH1S EGYPTIAN FAMILY INCLUDES TWO YOUNG DAUGHTERS.
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Zimbabwe: “I like the idea of using [a] family
planning method because when I grew up
we were so many in our family, and this is
partly why I could not further my education.
So if you have one or two children who are
well spaced, you can at least manage to edu-
cate them.”*

EDUCATION AND WORK

One benefit clearly attributable to lim-
iting family size is more free time for ,
women, which could be used to devote more
attention to family, work or other interests.
Of 871 contracepting women who were sur-
veyed in the study in Central and East Java,
Indonesia, approximately 86 percent said

family planning resulted in more leisure

time. A study conducted in the Philippines
illustrates part of the reason why: Consider-
ing all children under the age of 18, each
child increased the women’s domestic work
by about 16 minutes per day. The younger
the child, the greater was the domestic bur-
den, with infants requiring more than two
hours per day.”

Contraceptive use is clearly associated
with gains in women’s education. In a study
conducted in Mutare, Masvingo and Harare,
Zimbabwe, many female students reported
high academic and vocational ambitions, but
educational avenues often closed when
young women became pregnant. Of 27 girls.
in the study who became pregnant in pri-
mary or secondary school, 67 percent
dropped out; of 36 young women who be-
came pregnant in college, 78 percent
dropped out.’

In South Korea, where a family plan-
ning program was implemented in 1962 and
contraception is widely used, young women
are far more educated than their mothers or
grandmothers. Women had an average of
only three years of formal education in 1960,
compared with an average of more than
eight years in 1990.”” Women'’s enrollment
in secondary school in South Korea, Japan,
Taiwan, Singapore, Thailand and Indonesia
increased markedly between 1960, when
women had on average six children, and
1990, when women had on average two chil-
dren or fewer.!®

When women pursue more education,
training, employment or professional ad-
vancement, household income may increase.



However, the ways in which family planning
affects women’s work opportunities, income
and power vary dramatically from place to
place (see related article, page 19).

In a WSP study in Zimbabwe, most
older women, whether rural or urban, said
the number of children did not affect a
woman’s ability to get an education. Mothers-
in-law, particularly those from rural areas,
said they could care for grandchildren while
daughters-in-law contin-
ued their education or job
training."” But this same
study also revealed that
men often supported the
idea of their wives pursu-
ing an education and their
use of contraception to
achieve that goal. “With
the current economic
environment,” said one
urban man, “if a woman is
educated, it is good for
her to get more educa-
tion. If she doesn’t go [to
school], you will be let-
ting wealth rot.”

Whether contra-
cepting women have
more influence in making
household decisions than
those who do not use
family planning varies
widely. Often, decision-making is associated
with work status. In Egypt, for example,
family planning employees said their work
gave them knowledge and experience that
helped them make decisions with their hus-
bands, including decisions about their
daughters’ age at marriage and their own
contraceptive use.”” A WSP collaborative
study with researchers at Central Philip-
pines University found thatin Western
Visayas, the Philippines, more family plan-
ning users than non-users shared decision-
making with their husbands on matters
regarding whether the woman could work
outside the home, travel outside the com-

- munity, use family planning, and have an-
other baby.?!

. However, in Zimbabwe, women, men
and mothers-in-law were unanimous that
the number of children a woman had did not
affect her ability to decide about household
expenses. One rural woman said: “Making

decisions depends on one’s intelligence and
intelligence has nothing to do with how
many children a person has.” A man from
rural Chivi pointed out that “it depends on
how a couple gets along since they got mar-
ried. If you oppress your wife and do not
allow her to make decisions in the house-
hold, it will never change. So there would be
no difference.””

CINDY REIMAN/IMPACT VISUALS

FAMILY PLANNING USE MAY INCREASE WOMEN’S OPPORTUNITIES TO PARTICIPATE IN

CIVIC ACTIVITIES. A WOMAN IN MEXIcO CITY TAKES PART IN A POLITICAL EVENT.

COMMUNITY LIFE

Women repeatedly told researchers
that their roles as mothers not only fulfilled

“them, but earned them the respect and ap-

proval of families and peers. In Zimbabwe,
tradition links a woman’s spiritual growth to
childbearing. In Mali, children are consid-
ered social wealth.

Contraceptive use among single
women is often equated with immorality or
promiscuity. Researchers from the University
of the West Indies and FHI found in focus
group discussions that Jamaican adolescents
expressed positive attitudes about contra-
ception and agreed that its use indicated re-
sponsible behavior, but said contraceptive
use also implied sexual activity, which is for-
bidden for young adolescent girls.?

" Religious, cultural or gender norms
define community life and can influence
decisions about contraceptive use. Chinese

youth, despite a long history of contracep-
tion in the country, follow traditional gen-
der norms and roles when talking about
their future spouses: Young Chinese women
say a woman should have a career before
marriage, because housework and childcare
are a wife’s responsibility. In Bangladesh,
women remained subservient to men and
socially isolated even after contraceptive use
increased. In South Korea, women have
achieved significantly
better educational and
work opportunities, but
without changes in tra-
ditional gender roles
that define men as
breadwinners and
women as homemakers
responsible for house-
work and nurturing chil-
dren. In Indonesia,
gender roles are speci-
fied by law.
By giving women
more time for activities
other than childcare,
family planning may
increase women’s op-
portunities to take part
in civic activities. But
women’s involvement
“depends greatly upon
cultural norms. For ex-
ample, one WSP study in Zimbabwe found that
social pressures discouraged women from
political participation. “No one will listen to a
woman leader,” states a young woman with
children from rural Chivi. “We are always
under men.” Zimbabwean urban men gener-
ally tended to oppose married women at-
tending political meetings, believing they
would be hard to control and more likely to
engage in extramarital affairs.

Even when women perceive contracep-
tive use as a way to improve the quality of
their lives, WSP studies show that family
planning, and the resulting smaller family
size, is seldom viewed as an end in itself. In-
stead, controlling family size is simply one
step on a long continuum of social and eco-
nomic factors that may improve the quality
of life for all family members.

— Kim Best

Continued on page 33
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Family Planning Use
Otten a Family Decision

Better ways are needed to involve relatlves, who may
influence contraceptive choices.

ost contraceptive methods are

designed for use by women, and as

a result, most family planning pro-

grams target their information,

counseling and services to women
of reproductive age. :

However, this limited focus ignores an
important reality in women’s lives: Women
often are not the sole decision-makers about
contraceptive use. Some make decisions
about family planning and family size in col-
laboration with their husbands or partners.
Others have little or no autonomy in the
home, and husbands, partners, parents or in-
laws decide for them. And others use contra-
ception clandestinely, fearing relauves will
disapprove.

Health program providers need to rec-
ognize that family planning is often a family
decision. Providers should look for ways to
inform, involve and educate relatives, who
may have a tremendous influence on
whether contraceptive use begins, when it
begins, whether it continues, who uses con-
traception and what methods are used.

The influence of husbands and other
family members was one of the topics ex-
plored by researchers in the Women'’s Studies
Project (WSP) at FHI. In analyzing results
from 10 countries in the project, researchers
concluded that family members, particularly
husbands, play a critical role in women’s
family planning use and continuation. When
partners or other relatives are opposed to
family planning, women can face severe con-
sequences, including divorce or abandon-
ment, and violence, ridicule or disapproval
from family, friends or their partners.

COUPLES’ DECISION-MAKING

When surveyed about decision-making
in the home, the majority of women in the
10 countries said their husbands or partners
were usually involved in contraceptive dis-
cussions, although the nature of that in-
volvement varied. Some men were involved
by supporting women'’s contraceptive deci-
sions, other men used methods themselves,
and others posed obstacles for women’s use
of family planning.

In Cebu, the Philippines, more than
two-thirds of the 2,200 women surveyed
about household decision-making said they
would consult their husbands about contra-
ceptive use. Some 20 percent said they
would consult another adult, and only 12
percent said they would make a decision
without talking to someone.!

One Cebuano woman detailed her
husband’s assistance as they searched for an
acceptable contraceptive: “Because of the
emotional stress that I experienced after the
death of four of my newborn babies, my hus-
band suggested the use of some family plan-
ning method to avoid further stressful
experiences.” After difficulties with other
methods, the couple decided to practice with-
drawal, which requires male cooperation.

Many men in a Zimbabwe study said
they supported family planning, believing it
was important to women’s health and was a
key factor in determining the family’s quality
of life. “Having 10 to 11 children may be so
detrimental to the psychological well-being
of a wife that she may feel she is being used
as a human-making machine,” said one man
in Mashonaland East province.? Men said



they expected their wives to initiate discus-
sions about contraceptive use, but that hus-
bands should be involved in contraceptive
decisions.

“Traditionally, family planning was
decided by both members of the couple.
With the advent of modern methods, one
partner became responsible, the other was
left out,” says Dr. Jane Mutambirwa, a social
anthropologist at the University of Zimbabwe
and principal investigator for this study.
“Consequently, this very important role for-
merly played by men was no longer within
their domain. Men made a point that they
would like to have more contraceptive op-
tions available to them, to relieve their wives
of the burden of side effects. They empha-
sized the need to counsel couples.”

In Indonesia, where family planning
has been widely promoted by the govern-
ment since the 1970s, women in West Java
and North Sumatra said couples jointly
made decisions about family planning, al-
though husbands were regarded as heads of
the household, and few women used family
planning without their husbands’ knowl-
edge.? Ina separate study in Central and
East Java, husbands’ opinions strongly influ-
enced women’s contraceptive use, although
women were responsible for choosing the
specific contraceptive method used.*

In Jakarta and Ujung Pandang, more
than two-thirds of 760 married women, ages
30 to 45, said they had discussed contracep-
tion with their husbands, who saw family
planning as a means to reduce the family’s
economic burden. In Ujung Pandang, nearly
77 percent of the 360 women interviewed
said they would make a mutual decision with
their husbands to have another child. Yet, 56
percent of the 400 women in Jakarta said
their husbands’ wishes prevailed. “As a wife,
I have no freedom to decide something by
myself,” said a woman from Jakarta. “T have
to ask his permission.”

AUTHORITY AND RESPONSIBILITY

-~ Because women bear the physical bur-
den and pain of childbearing and are prima-
rily responsible for childcare, some women
say the final decision to use family planning
should be theirs. However, some men say
their role as financial provider gives them
authority to decide how many children the
family can afford. This was the case in Mali,
where a small WSP study examined the expe-
riences of 55 first-time contraceptive users,

married women ages 18 to 45, who came to
the Association Malienne pour la Promotion et
Protection de la Famille (AMPPF) clinic in
Bamako.

Married men, mothers-in-law and
women who had never used contraception
also were interviewed in this study, con-
ducted by the Centre d’Etudes et de Recherche
sur la Population pour le Développement
(CERPOD). Researchers found that family
planning is considered the woman’s respon-
sibility, but both women and men regard
decision-making as a man’s domain.

In focus group discussions, men were
unanimous in their opinion that women had
no right to use contraception without men’s
permission. “When the husband says no, it
means no,” said one man. Another said, “If
my wife makes the decision to use family
planning without my consent, I will divorce
her.” Fewer than one-third of the men inter-
viewed thought they would ever want their
wives to use family planning.

Women who sought contraceptive ser-
vices said they discussed the subject with
their husbands, giving examples of how con-
traceptive use could improve women’s
health and benefit the entire family. “Your
children will be well taken care of, they will
eat as they should,” one woman explained.
Another said, “I showed him that the chil-
dren are closely spaced and that life is difficult
— it [contraception] would give us a rest.”

In addition, women enlisted the help of
other family members to convince husbands
of the benefits of family planning. Older
sisters-in-law proved to be powerful allies in
encouraging men’s support of family plan-
ning. “She [my sister-in-law] asked me to
speak about it first to my husband and, if he
refused, to have him talk to her, and she
would make him understand,” said one con-
traceptive user. Although women also relied
on their husband’s older aunts, younger
sisters-in-law and mothers-in-law were gen-
erally less involved in contraceptive deci-
sions. Mothers-in-law themselves said they
were reluctant to discuss contraception with
their daughters-in-law, and daughters-in-
law said the opinions of their mother-in-law
were of little consequence.

Seventeen of the 55 women who came
to the AMPPF clinic did so without their
husband’s permission and used contraceptives
clandestinely. By doing so, they risked di-
vorce, abandonment or indifference to side
effects. Most clandestine users chose inject-
able contraceptives, while others used pills
that were hidden at work or at neighbors’
homes.

In Egypt, women’s subordinate posi-
tion often influenced their perceptions of
ideal family size, according to preliminary
results from a nationwide WSP study. Fears
of divorce led some women to continue
childbearing, even if they did not want more

RICHARD LORD

OTHER FAMILY MEMBERS OFTEN INFLUENCE A COUPLE’S DECISIONS ABOUT FAMILY PLANNING.

THIS COUNSELOR DISCUSSES CONTRACEPTIVE OPTIONS DURING A VISIT TO AN EGYPTIAN HOME.
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children.” Another study, which included
analysis of 1992 Demographic and Health
Surveys (DHS) data, revealed that men typi-
cally want more children than women. Unless
partners communicate their desires about
family size, the husbands’ wishes usually
prevail ®

In Bangladesh, where women are often
totally dependent on their husbands for fi-
nancial support, men’s views strongly influ-
enced contraceptive use. Interviews with
104 women and 92 men found that women
were reluctant to use contraception if they
thought their husbands might view family
planning as an economic burden. “My hus-
band does not object to my taking pills,” one
woman explained. “But when I getill and he
has to spend money, he snaps at me, ‘You
squander my money by taking these [pills].
Have I piled up money to spend on you?”’

Elsewhere, men also played a dominant
role in contraceptive decision-making.
Nigerian couples said that men’s views were
more important than women’s in family de-
cisions. Among the more than 3,000 couples
interviewed, 88 percent of men and 78 per-
cent of women said men were the dominant
decision-makers in the home. Men and
women generally agreed that men decide
whether the couple will have sexual inter-
course, the duration of postpartum absti-

nence and whether the couple will use family -

planning.?

A Population Council study in the
Philippines found that the husband’s desire
for more children ranked as the second most
important obstacle for contraceptive use by
women who wish to space or delay pregnan-
cies. (Men and women’s concern about con-
traceptive side effects was the premier
obstacle.)!! In a survey of more than 6,500
households in Turkey, one-fourth of the
women said they did not want more children
but did not use contraception because their .
husbands disapproved."?

But researchers speculate that the lines
of authority may be less distinct in some
countries. In a 1991 survey among Egyptian
men, most said that husbands had the most
influence in contraceptive decisions. But
among men who had ever used contracep-
tion, a substantial number (about a third)
said their wives played the more influential
role. Researchers concluded that women
play a larger role in these decisions than is
openly acknowledged.”

That couples may not communicate
well about family planning is illustrated in a
WSP study in El Alto, Bolivia, which in-
cluded 101 women and 31 men. Conducted
by the Proyecto Integral de Salud, it found
that two-thirds of male participants said that
family planning was a joint decision with
their partner, but fewer than half of the
women said family planning was a mutual
decision.'*

In general, some women say they are
too shy or too busy to begin discussions with
their husbands; others fear their husband’s
response or worry that their knowledge of
sexual issues could be interpreted as promis-
cuity or infidelity. “I express what I have to
with fear, and it embarrasses me,” said one
woman in the El Alto study.

Another WSP study, conducted by
Cooperazione Internationale, surveyed 630
couples in Cochabamba, Bolivia.'* More
than 90 percent of women and men said they
approved of family planning, that their part-

- ner approved of family planning, that men *

should take responsibility for family plan-
ning by using male contraceptive methods,
and that men should support their partner’s
decision to use contraception. However,
only half the couples said they talked about
family size, and not all couples discussed
contraceptive use.

Couple communication can play a piv-
otal role in contraceptive use. In a study in
eastern Ghana, funded by the Population
Council, the Navrongo Health Research -
Center (NHRC) examined factors that in-
fluenced adoption of family planning meth-
ods. The NHRC conducted a pilot project
and established a community-based health
center and family planning services. At the
time the project began, only two of the 2,000
women in the community used contraception.
Within 18 months, 225 women were using
family planning. The two most important fac-
tors in determining contraceptive use were
communication between spouses (including
wives’ perception that husbands supported their
contraceptive use) and communication with
people outside the family who offered encour-
agement and support for family planning.'s

OTHER FAMILY MEMBERS

While husbands and male partners
have a tremendous impact on women’s con-
traceptive use or non-use, other family
members can play significant roles as well.

In some countries, parents and in-laws
view grandchildren as necessary to extend
the family line, to provide labor on family
farms, or to provide financial support for
parents during old age. They may discour-
age couples from using family planning to
delay pregnancy, but encourage couples to
use family planning to limit or space births
after they have a large family.

WSP research in Zimbabwe showed
that although contraceptive use is high na-
tionwide — about 48 percent among married
women of reproductive age — contraceptive
use before first pregnancy is low. Only 8
percent of women use family planning at the
time they marry, but after first birth, the
percentage increases to 59 percent.”

“You get pressure from both your fam-.
ily and your husband’s family to get preg-
nant” soon after marriage, explains Dr.
Marvellous Mhloyi of the Center for Popula-
tion Studies at the University of Zimbabwe, a

“principal investigator for one of four WSP

studies in Zimbabwe. “If you do not get

~ pregnant in three months, people will come

”

and say, “There is a darkness in this house.
In addition, having children affords women
more status. In another Zimbabwe study,
mothers-in-law said they encouraged con-

* traceptive use, but only as a means of limit-

ing pregnancies once a couple had the
number of children they wanted."®

Dr. Laila Kafafi, FHI senior resident
research advisor in Egypt, says that many
young married women may not see the benefit
of using family planning to delay pregnancy.
“Once you get married, you have to have a
child right away,” she says. “Mothers-in-law
want daughters-in-law to prove fertility.”

Preliminary findings from one nation-
wide WSP study in Egypt found that mothers-
in-law influenced women’s decisions about
family size.' A woman in a village near

- Assiut said that her mother-in-law threat-

ened her if she did not have more children
and told her she would find another bride
for her son. When asked if they would advise
their daughters-in-law to plan their families,
one woman said, “after the first child, to
know if she is fertile or not.” Another said,
“After the first male child.” Men also sug-
gested that couples should have a child as
soon as possible after marriage. “Why else
does a gir] get married?” asked one man in
Alexandria.?’
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Other studies have also found that
mothers-in-law and other elder family
members influence women’s decisions about
family size. In India, 56 of the 100 women
interviewed in Uttar Pradesh said they de-
ferred to their mothers-in-law for decisions
about health and child welfare.”! In some
homes, where couples live with parents or
in-laws, lack of privacy can discourage use of
some contraceptives, such as the pill,
condoms or a diaphragm.

In a study in Kenya, conducted in four
rural communities in Nyanza province,
three-fourths of the women surveyed said
they discuss family planning with someone
else. Most of these conversations (94 per-
cent) involved other women, especially fam-
ily members. Women said they weigh
information they receive from health pro-
viders against information from female rela-
tives and friends.?

In Brazil, a WSP study found that some
adolescent girls wanted to be pregnant, be-
lieving it would enhance family relation-
ships.? Researchers interviewed 367 teens
who sought prenatal care at the Maternidade
Escola Assis Chateaubriand (MEAC) clinic
in Fortaleza, Cears, plus 196 teens who
came to the emergency ward for treatment
of complications from incomplete abortion.
Among the prenatal group, only 12 percent
used contraception at the time of their preg-
nancy, and 46 percent said they wanted to be
pregnant. ‘

During an interview, conducted during
their initial visit to the MEAC clinic, preg-
nant teens said they thought their pregnancy
would improve their relationships with par-
ents, friends and partners. However, when
interviewed at 45 days postpartum, adoles-
cents reported that their relationships with
their mothers had improved, while their
relationships with their partners had dete-
riorated. When interviewed one year later,
adolescents reported no improvements in
relationships with their mothers. Relation-
ships with partners deteriorated in both
groups at one year.

In Jamaica, seventh and eighth grade
girls said that their peers might be reluctant
to use family planning. If parents and friends
learned of contraceptive use, they would
assume a girl was sexually active, which
would be forbidden at a young age. One girl
suggested that if a mother found her
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daughter’s contraceptive supplies, she
“would curse her. She would think she was
having sex.”*

— Barbara Barnett
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Abused Women Have
Special Needs

Reproductive health providers are in a position to
intervene, since they serve women at risk of violence.

omen’s low status leaves them

vulnerable to violence. A major-

ity of women in some communi-

ties endure abuse from their

intimate partners, rlskmg their
health and lives.

““He told me we were gomg to make -
love, and I did not want to,” says Maria, a
32-year-old Bolivian woman who has en-
dured years of violence from her husband.
“He said, ‘Why s it that you never want

to?” and began hitting her. Maria eventu-
ally fainted from the pain of his attack. -

- An FHI study in Bolivia, which in-
cluded Maria and 131 other women and

-men, found that more than 50 percent of
women had been physically assaulted by
their partners, and a third had been forced to
have sex against their will.! “Some men said,
‘Of course we beat our wives,”” says Donna
McCarraher, an FHI researcher studying -
partner violence in Bolivia. “And women
endured being beaten.”

" Both men and women accept and con-
done domestic violence in many parts of the
world. Some blame beatings on a wife’s fail-
ure to bear children or to carry out her do- -
mestic duties. Others simply accept violence
as a fact of married life. In population-based
surveys, between 20 percent and 50 percent
of ever-married women in areas as diverse as
Egypt, the United States and parts of Nicaragua
and Zimbabwe, reported being beaten or .
otherwise physically abused by their part-.
ners. Many also reported sexual or psycho-‘ '
logical abuse.?

. For these women, and for countless
others, such violence is part of daily life and -
can lead to severe injuries and other health

problems. These women have desperate
needs for safety, and for medical, psycho-
logical and reproductive health care. ‘

“The threat or fear of violent behavior
prevents women from protecting themselves
adequately from pregnancy, abortion and
sexually transmitted diseases (STDs),” says
Naana Otoo-Oyortey, a gender consultant -
with the International Planned Parenthood
Federation (IPPF) in London. “It leads
women to defer to male decmlon-makmg on
what form of contraception they are allowed
to use, which may not be what is effective or
right for them.”

Family planning and other health-care
providers are in'an excellent position to in-
tervene because they represent one of the
few institutions to come in contact with
most women during their reproductive lives
— the time of hlghest risk for domestic vio-
lence. In order to improve the quality of care
for abused women, some providers have in-
stituted violence awareness programs,
screening and referral techniques.

Domestic violence and sexual coercion
are just a part of gender-based violence that -
includes female genital mutilation, forced
sterilization, dowry murders and female in-
fanticide. These abuses result from power
imbalances between men and women, ex-
perts say. ' 'Although it is rare, men are some-
times the recipients of domestic violence.
FHI's study in El Alto, Bolivia, found that
some women report physically abusing their
male partners, often in self defense.

Family planning providers must be- -
come aware of power imbalances and the
resulting health effects. “They cannot do

N E;rV\'(oﬁK Summer 1998 15



their jobs well without being concerned
about how the issue of power affects
women’s reproductive health,” says Lori .
Heise, co-director of the Washington-based
Center for Health and Gender Equity. “If
you do not know that a woman cannot con-
trol when she has sex, you are not going to
counsel her appropriately. You need to
know a woman’s social realities.”

For years, women’s advocacy groups
have encouraged the international commu-
nity to recognize and prevent gender-based
violence. As a result, the 1995 Fourth World
Conference on Women, held in Beijing,
emphasized violence as a critical area of con-
cern. Some countries have recently enacted
laws to allow women to divorce or prosecute
abusive partners, an important step in mak-
ing violence less socially acceptable.

The World Health Organization is
beginning a collaborative study to examine
partner violence and reproductive health in
at least five countries, Heise says. Research-
ers hope to begin interviewing 3,000 women
in each country in 1999. One of the
strengths of the study is that it addresses
methodological issues that plagued earlier
research on domestic violence. For example,
the reported prevalence of abuse depends
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heavily on how abuse is defined, which sur-
vey questions are used, how and when they
are asked, the skill and training of inter-
viewers, the degree of privacy insured, and
- who s included in the study.

NO NEGOTIATION

Violent men typically seek control
over their partner’s behavior and sexuality.
“Often, batterers are invested in a definition
of manhood they have, including fertility,”
says Dr. Jacquelyn Campbell, a Johns
Hopkins University researcher who studies
domestic violence and women’s health.
Abused women are often unable to negoti-
ate the timing of pregnancy, STD protec-
tion, or even health care, because bringing
up such issues threatens their partner’s =
sense of control or masculinity.

Ina U.S. focus group study, Dr.
Campbell found that violent men often dic-
tated contraceptive choice. Some abused
women got pregnant to please their part-
ners, while others were forced into abor-
tions against their will.} In countries where
abortion is illegal and unsafe, the procedure
puts the woman’s life at risk from infection
and hemorrhage.

Many women face violence in their
relationships from a very early age. In South
Africa, “there is a great deal of forced first
sex” for adolescent girls, says Katharine
Wood of the London School of Hygiene and
Tropical Medicine, who has studied this be-
havior with colleague Dr. Rachel Jewkes.

“Men use coercion or violence to pre-
vent girls from using family planning,” she
says. Some men oppose contraceptive use,
complaining that they believe contraception
would make them infertile or would reduce
sexual pleasure. Teenage pregnancy com-
monly results from the combination of sex,
violence and refusal to allow use of contra-
ception. Young, single women also face
other problems. “Teenagers report being
verbally harassed by [family planning]
nurses, and they are afraid to go to clinics,”
Wood says.

For many women, pregnancy does not
halt the beatings. Up to 20 percent of preg-
nant women in the United States and other
developed countries report having been
abused by their partners, with most studies -
indicating a range of about 4 to 8 percent.
Pregnant adolescents may face an even
higher rate of abuse.’

Some women are first abused during
pregnancy, while for others, the violence is
part of an ongoing pattern. Unintended

~ pregnancy may result from violence. An un-

intended pregnancy may also contribute to
violence.* Women who are beaten during
pregnancy are more likely to miscarry or
have low-birth-weight babies, and they are
more likely to postpone prenatal care. Physi-
cal abuse may contribute substantially to ma-
ternal mortality in some countries.”-

Fear of violence also leaves many
wormen open to disability or death from
STDs. But trying to convince a violent man
to use a condom may endanger a woman in a
more immediate way. In many cultures, con-
dom use is linked with infidelity, the suspi-
cion of which often triggers domestic
violence.

Sexual and physical violence also can
lead to pelvic inflammatory disease, chronic
pelvic pain, and vaginal bleeding or dis-
charge, which may have no obvious physical
cause. Violence also increases the risk of de-
pression, substance abuse, other mental
health problems, suicide and murder.®

If a woman is beaten, it affects not only
her health and well-being, but that of her
children. An abused woman is more likely to



beat her children, as is her abusive partner,
says Dr. Penn Handwerker, director of the
medical anthropology program at the
University of Connecticut. The effects on
children extend to adulthood. In Barbados,
children in households marred by violence
were more likely to act out high-risk sexual
behavior that can lead to STDs, such as be-
coming sexually active earlier and having
multiple partners during adolescence, ac-
cording to one study.’

“If you experience violence as a child, it
sets you on a different path” from children
who are not abused, says Dr. Handwerker,
the study’s author. “An experience of child-
hood violence is the single best predictor of
whether a girl gets pregnant and bears chil-
dren during adolescence.”

SPECIAL CONTRACEPTIVE NEEDS

Abused women clearly have special
needs, including medical, psychological and
legal support, and safe housing for them-
selves and their children, according to
Kathryn Tolbert of the Population Council
in Mexico. “To be effective, solutions must
acknowledge the whole problem,” she says.

These women also need repro-
ductive health care tailored to their

Emergency contraception also is a
pressing need for many battered women. To
address this need, a Population Council
project in Ho Chi Minh City, Vietnam, is
surveying calls from abused women to a cri-
sis hotline to find out what reproductive
health problems they report. Based on the
survey, a curriculum will be developed for
hotline workers, which will probably include
information on emergency contraception,
says Dr. Lynellyn Long, a Population Council
country representative in Vietnam.

Women who choose to use family plan-
ning methods may face violence, although
contraceptive use may be just one of many
triggers in a pattern of abusive behavior,
rather than the main cause. A recent study in
Bolivia through FHI's Women’s Studies
Project (WSP) found that of 300 women
interviewed, 5 percent were physically
abused and 15 percent verbally abused by
their partners because of their contraceptive
use. While women who discontinued oral
contraceptive use were no more likely to be
beaten than women currently using the pill,
there was more partner violence among
women who discontinued pill use and did
not adopt a new method.!

A WSP-funded study by the Research
Institute for Mindanao Culture in the
Philippines found that women who had ever
used contraception were more likely to be
abused, with more violence linked to longer
use.! And other studies from Mexico, Peru
and Kenya report that women are even
afraid to bring up the subject of contracep-
tion because of possible retribution from
their partners.

Because of this fear, a woman may
adopt a family planning method in secrecy.
“I never told my husband anything” before
having an TUD inserted, says Justina, a 32-
year-old Bolivian woman with four children.
“If he knew, he would beat me worse.”

Abused women in Zimbabwe reported
hiding their oral contraceptives in bags of
maize in the kitchen or burying them in the
garden because they were afraid of a
partner’s violent or otherwise negative reac-
tion.”* Other women — including many
adolescents in South Africa — opt for
injectables, which can easily be used without
a partner’s knowledge. Requiring a partner’s
consent before providing contraception may
doom victims of violence to further abuse or
repeated unwanted pregnancies.

Natural family planning is a
poor contraceptive option for

circumstances. “Women need access
to emergency contraception and test-
ing for STDs and HIV/AIDS,”
Tolbert says. “This is true for all
women, but especially for those in
violent relationships.

“The most important contracep-
tive service for women in violent rela-
tionships is counseling,” she says.
“Such counseling must include a rec-
ognition of the woman’s difficulties
with her partner and help for her to
choose the method that will not make
those difficulties worse. Ideally, it will
include referral or in-house profes-
sional counseling regarding violence
issues and the resources available in
her community.”

- Battered women who cannot

women in violent relationships be-
cause they cannot rely on their part-
ners to respect the safe period
(abstinence during a woman’s fertile
time). Condoms, because of their
requirement for partner cooperation,
are not the ideal choice either.

QUALITY CARE

Screening for violence, develop-
_ing referral networks of legal and
other resources, offering treatment
tailored to victims’ needs, and involv-
ing men in family planning programs

».|  where it does not compromise

women’s safety all help provide high-

quality care to abused women. In

protect themselves from STDs
through condom use may need repeat
screening and treatment for STDs.
Developing an effective microbicide
that could be controlled by women
without a partner’s knowledge is cru-
cial for their health and safety.

AN lLLUSl;RA‘l.'[ON FROM THE BOOKLET, MUJER Y AmBITO
DoMEsTico [WOMEN AND DOMESTIC ENVIRONMENT],
PUBLISHED BY CENTRO DE PROMOCION Y CAPACITACION
DE LA MUJER (CEPROMU).

addition, providers may consider
documenting evidence of violence in
case a woman decides to take legal
action.

Despite these deep needs, many
providers already are overwhelmed
by their other duties, and may be
unable or unwilling to intervene.
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“For many people who provide family plan-
ning services, the system is taxed and re-
sources are short,” says McCarraher of FHI.
“It is also difficult to talk to women about
[violence]. They are afraid to tell, and pro-
viders are afraid to ask because of fear of re-
prisal from husbands.”

Still, not addressing violence can lead
to ineffective care or put the woman in dan-
ger, experts say. And many abused women
are willing to discuss their situation, if asked
in an attentive, appropriate way.

One of the most important steps pro-
viders can take for these women requires
simply a shift in attitude — providing a
nonjudgmental atmosphere. “If they can do
nothing else except ask questions and say,
“This is not your fault,” it can help eliminate
self-blame,” says Heise of the Center for
Health and Gender Equity.

In order to do this, providers need training
and education about the problem of domestic
violence and possible solutions. Training
should be integrated into existing quality of care
and family life education programs, not handled
as a separate issue, Heise says.

NEW APPROACHES

In Caracas, Venezuela, IPPF is launch-
ing a pilot project to train providers in rec-
ognizing, treating and referring victims of
sexual and physical violence. The three-day
intensive training at the Asociaci6n Civil de
Planificacién Familiar (PLAFAM) will edu-
cate physicians, nurses and social workers
about the psychological and physical effects
of gender-based violence on women'’s lives.

“A big part of training is making pro-
viders comfortable with the topic,” says
Lynne Stevens, an IPPF consultant direct-
ing the effort. “Some have fears about learn-
ing about this part of life. For others, it
brings up their own family history. And
many have been trained to think they have
to ‘fix’ people, but you can not ‘fix’ survivors
of gender-based violence solely with medical
interventions,” she says.

During the training, staff will learn
how to identify victims of violence by asking
questions, listening effectively, and observ-
ing physical and behavioral symptoms. Re-
searchers have found that a partner’s violent
behavior often can be detected with a few
interview questions, such as: Within the last
year, have you been hit, slapped, kicked or
otherwise physically hurt by someone?
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Within the last year, has anyone forced you
to have sexual activities? Are you afraid of
your partner (or anyone else you mentioned
in previous answers)?** With such information,
a provider can offer more appropriate coun-
seling on STDs, contraception and preg-
nancy care, experts say.

The IPPF project will help staff adapt
record-keeping to track abused women and
offer them special care, including safety as-
sessment and violence education. Stevens is
collecting posters, videos and books, so cli-
ents can learn about violence themselves
while in the clinic waiting room. And staff
members are developing a referral network
of local agencies.

In other programs, referral has ranged
from helping a woman find a safe haven
from her partner to directing her to legal
assistance, mental health care or abortion
services, where possible. To protect privacy,
a program in Nicaragua is developing cards
with referral information that can be slipped
into a woman'’s bra, Heise says.

In another effort, the United Nations
Population Fund (UNFPA) has prepared a
guidance note on its role in addressing gender-
based violence and its effects on reproduc-
tive health. Topics included adding
emergency contraception to the method
mix, placing materials on violence in public
information packages, and training provid-
ers on meeting the needs of abused women.
UNFPA’s Ecuador office is training public-
sector health providers in Cuenca to recog-
nize and refer victims of violence.

Educating men and boys, and involving
them in reproductive health programs, is an
important component of addressing partner
violence, experts say. Such programs are
rare, but they are beginning to appear. For
example, an IPPF affiliate in Jamaica has
begun training providers to run men’s sup-
port groups that discuss gender-based violence.
And the French IPPF affiliate is researching
men’s behavior in order to find ways to bet-
ter address violence against women.

Some family planning programs have
even begun offering on-site domestic vio-
lence services. For example, the Luxembourg
IPPF affiliate offers group therapy and self-
defense instruction for victims of violence,
and it links women with legal services, says
Otoo-Oyortey of IPPF. “Providers are the
first point of contact,” she says. “They are
strategically placed to assist and protect
women victims.”

— Carol Lynn Blaney

Note: Carol Lynn Blaney is a free-lance science
writer based tn San Jose, CA.
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Contraception Improves
Employment Prospects

Women who work for pay are often expected to
handle household chores and childcare.

omen’s decisions about having
children and pursuing paid em-
ployment are seldom made inde-
pendently of each other. Use of

®  family planning can improve a

woman’s prospects for employment, which
can result in both economic and other per-
sonal benefits, including better self-esteem.
Family planning can also allow women to
seek a better education or additional train-
ing, preparing them for better employment
or to take part more fully in a range of other
desirable activities.

But significant barriers stand in the way
of many women benefiting fully from paid
work, or ever obtaining work. Furthermore,
employed women who have children must
handle the stress of juggling employment
with childcare arrangements, and often con-
tinue to be responsible for household
chores.

Studies conducted in 10 countries in
Africa, Asia, the Middle East, Latin America
and the Caribbean as part of FHI’s
Women’s Studies Project (WSP) illustrate
some of these situations in which women
commonly find themselves as a result of
their family planning and work choices.

WORKING FOR PAY

In several countries, WSP studies show
that the use of contraception and resulting
decreases in fertility improve the likelihood
that a woman will work for pay. This is espe-
cially true when women begin contraception

early in their reproductive lives. In Zimbabwe,
women who reported contraceptive use at
first sex, at marriage and after first birth had
significantly fewer children than non-users,
and these women were more likely to be
currently working.!

As South Korea’s fertility fell dramati-
cally, married women’s work participation
began to increase. In 1960, Korean mothers
with children under the age of six rarely
worked outside the home. By 1990, when
most married women were rearing only one
or two children, 48 percent of mothers with
young children were working outside the
home.

Today, Korean women with young
children often work, but the demands of
caring for young children tend to impede
women’s employment in other countries. In
Cebu, the Philippines, women with infants
and preschool children were significantly
less likely to be employed outside the home.?
In a WSP collaborative study with Atma
Jaya Catholic University conducted in
Lampung and South Sumatra, Indonesia, a
woman explained: “I could not work in the
field when my children were babies. I felt
pity for the baby that I held. Once we did
not have small children anymore, we could
work to our satisfaction. I am as strong as my
husband. Man one spade and woman one
spade. With family planning we could easily
complete our jobs.” In one Zimbabwean
study, most men stated that women with
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young children should not work away from
home. “If children are still young, they need
maternal care,” said one man.*

However, women with small children
are more likely to work if they are aided by
members of the extended family or have ac-
cess to day care. In a study in Sri Lanka, the
presence of a mother or mother-in-law in-
creased women’s labor force participation
when they had young children.® In South
Korea during the 1970s, employed women
with children had difficulty handling their
dual responsibilities because rapid industrial
growth meant many husbands had to work
late hours and could not help in the home.
But for Korean women, the burden of work-
ing eased with the gradual development of
childcare services, sometimes offered by .
employers. : ~ :

Family planning not only tends to give
women a chance to work, but research in
Cebu, the Philippines, indicates that women
with small families are more likely to have
higher total earnings than women with large
families, in part because women with large
families tend to work fewer hours. In 1991,
women with three or fewer pregnancies worked
on average nearly three hours per week more,
and earned 54 pesos per week more, than
women with four to six pregnancies.

The higher total earnings of women
with fewer pregnancies also were attribut-
able to higher hourly wages from work that
required more skill and on-the-job training.
In contrast, women with more children
tended to hold jobs with poor hourly earn-
ings. Women with larger families tend to
seek jobs that are flexible, close to home,
have shorter work hours and are easy to enter
and leave.

Generally, women who had to work to
support many children could increase total
earnings only by working more hours, which
made it more difficult to balance the de-
mands of work and family.” In the Philippines,
the same proportion of high-fertility women
(defined as having six or more pregnancies)
as low-fertility women worked for pay, but
the high-fertility group had a lower mean
weekly income.?

In a WSP study with the University of
Indonesia, most working, contracepting
women in Jakarta and Ujung Pandang,
Indonesia, said family planning enabled
them to work more and with greater effi-
ciency, but few equated family planning with
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job advancement.’ In Japan, South Korea,
Taiwan, Singapore, Thailand and Indonesia
— where modern contraception has been
widely accepted and family sizes have de-
clined dramatically — the proportion of
working women who hold professional,
technical and administrative positions has
increased in recent decades but remains low.
Women tend to work in low-wage jobs in
the manufacturing sector, where they expe-
rience wage discrimination. In 1989, wages
for women employed in manufacturing in
Singapore, South Korea and Japan were,
respectively, 58 percent, 51 percent and 42
percent of men’s wages. In addition, women
may be particularly vulnerable to job loss
during economic crises.’

- (FENDER ROLES

Although family
planning is associated
with an increased op-
portunity to work,
women who take ad-
vantage of this oppor-
tunity are still affected
by gender roles that
define their primary
purpose in life as caring
for home and family.

Both high- and
low-fertility women
in such countries as
Bangladesh, Indone-
sia, the Philippines,
Egypt and Mali
tended to use their
earnings not for per-
sonal needs but rather
for their children’s
needs and household
items. In Indonesia,
most working women
said their salaries were
pooled with their hus-
bands’ salaries to meet
household needs.
Working women in -
North Sumatra and
West Java said they
only worked to help
their husbands, even
when their incomes
were greater than their
husbands’ incomes.!!
In Zimbabwe, urban

women reported that the common practice
of using women’s salaries to buy essentials,
while husbands tended to save their own
salaries and often spent them on their own
relatives, was the most frequent employ-
ment-related argument women had with
their husbands."

Whether working for pay gives a
wornan more power to control household
finances or make domestic decisions varies
widely, as does the association with family
harmony. In Northern Mindanao, the
Philippines, women were more likely to be
abused by their husbands if they worked
outside the household, managed child disci-
pline, had help from their husbands with
household tasks, or lived in poverty.” In
urban North Sumatra, Indonesia, one hus-
band noted, “On the average, my friends
who have wives who work, their lives are not
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harmonious, because their wives feel that
they can spend money from their own salary,
so that they feel they are superior to their
husbands.”

In South Korea, where young working
women tend to manage both their own earn-
ings and those of their husbands, some
couples in a WSP collaborative study felt
that a woman’s management of household
resources could create tension. One woman
commented, however, that “this tension can
be eliminated if a couple shares a full trust in
each other. There is no need to be conscious
about who has a stronger power or author-
ity. It is a matter of responsibility and family
well-being rather than a power game.”

In Zimbabwe, women who both work
and manage family money often must tell
their husbands how they spend money, and.
husbands tend to determine whether expen-
sive items are purchased. Urban Zimbabwean
men thought discussing the household bud-
get with a woman who did not work was -~
easier than with a working woman."*

Researchers from Central Philippines
University in collaboration with WSP fourid
that in Western Visayas, the Philippines,
working women were almost twice as likely
as non-working women to decide whether
or not to travel; they also were more likely to
decide for themselves whether to have an-
other child.” In Jakarta and Ujung Pandang,
Indonesia, in-depth interviews of couples
showed that husbands tended to dominate -
decision-making about matters such as a
wife’s travel outside the community,
-children’s schooling or having another child,

even when their wives were employed. Some -

women, however, do make their own deci-
sions. Said one working woman from this
study who had used family planning, “I am
free to decide. My husband never forbids me
to do anything, like going out of the city
-with friends or choosmg which school my
chlldren 1 go to '

'SHARING DOMESTIC TASKS

Almost without exception, women
‘around the world report difficulty in balanc-
ing work and family respon51b1ht1es

In China, Indonesia, the Philippines

and South Korea, women are primarily re-

sponsible for domestic work. Cooking was
the woman'’s responsibility 90 percent of the
time in Jakarta, Indonesia, and 83 percent of
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IN MAURITANIA, A WOMAN WORKS WITH A COMPUTER.

the time in Ujung Pandang, Indonesia.
Childcare was the woman’s task 87 percent

“of the time in Jakarta and 71 percent of the
time in Ujung Pandang.

In developing countries, household
tasks are often performed without modern

. conveniences, such as running water, appli-

ances, gas or oil heat. Furthermore, women
often are expected to serve in-laws and are

. likely to be responsible for the care of both.
their own and their husband’s elderly parents.

- Some of this burden would be eased if
husbands shared more domestic tasks. But a
1986 survey in Japan showed that married
women with paying jobs spent an average of
two hours and 26 minutes a day on house-
hold chores, while married men spent very
little time, an average of seven minutes.! In
the South Korean study, young working
women reported that they would like to
share household work with men, but often
found men unenthusiastic about the idea.

- One woman explained why, after only a few
- months of marriage, she resigned herselfto

assuming nearly all household responsibili-
ties: “I was fed up with having to tell him
every detail of housework and to repeat it
every day.” In focus group discussions,

~ young working Korean women said their
‘husbands and other relatives helped with
childcare, yet childcare remained their re-

sponsibility and the sharing of domestic
tasks caused constant frlCthIl with husbands
and in-laws.

In Zimbabwe, men approved of their
wives working, but thought a woman’s first
priority should be domestic responsibilities.
Again, the domestic burden placed on
women depended greatly on husbands’ atti-
tudes. In Jakarta, Indonesia, the husband of a
working woman who used contraception
observed that “women are more tired than
men. They look after children, wash clothes
and dishes, prepare meals for us and the
children. We just appreciate what they have
done for us. I realize that, so I help her by
washing the dishes.”

Women’s specific concerns about ful-
filling both work and family demands vary
from one culture to another. But women, in
general, feel ambivalent about their dual
roles and worry about how to ration their
time and energy. In Egypt, for example, a
study of women who worked in family plan-
ning programs revealed that the women
generally were proud of, and satisfied with,
their jobs and experienced greater autonomy
in their homes. Yet, they said they lacked
time both for their families and personal
needs."” _

Working women said competing de-
mands on their time caused them to function
unsatisfactorily at home and at work. In the
South Korea study, working wives reported
feeling incompetent in housework, especially
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cooking, compared to older housewives.
They also reported they felt they had to
choose between children and work.

Other young, working Korean women
regretted not having enough time to spend
with their babies and worried when others
cared for their sick children. In Central Java,
Indonesia, rural women often worked, but
were judged neglectful if they didn’t care for
their sick children.'® In the FHI-sponsored
survey of 800 women in Lampung and
South Sumatra, Indonesia, working women
felt better able to meet the economic needs
of their families, but expressed lower satis-
faction with their family’s welfare and felt
they lacked time for themselves and others.

Because working may give women new
skills and enhance leadership qualities,
working women may be better prepared for,
and take more interest in, civic activities.
However, other time-consuming responsi-
bilities, as well as constraints associated with
community or gender norms, can prevent
women from using such opportunities. In
Zimbabwe, despite greater contraceptive use
and education, women participate little in
community activities, due in part to societal
norms. In focus group discussions, Zimbabwean
women with five or more children unani-
mously agreed that men generally thought
women’s involvement in community activi-
ties, such as knitting or sewing clubs, gave
women an opportunity to engage in prosti-
tution, just as Zimbabwean women are often
suspected of engaging in extramarital affairs
if they work."

In South Korea, most women today are
relatively free by their early 30s to partici-
pate in activities outside the home. How-
ever, women'’s participation in politics is
among the lowest in the world. South
Korea’s strong patriarchal family tradition
discourages women from political activity.
Instead, younger working women, from
both middle and upper classes, spend most
of their free time taking care of their families
and homes. In Egypt, women who were em-
ployed in family planning reported that the
demands of work and family left them litdle
time for participation in community activities.
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DECIDING NOT TO WORK

Many factors influence a woman’s deci-
sion whether or not to work for pay. A
woman using family planning may not be
able to take advantage of work opportunities
because she is illiterate, unable to speak the
country’s dominant language, or lacks mar-

* ketable skills, training opportunities, trans-

portation or childcare. In Zimbabwe,
women wanted to work, but only 32 percent
did so outside the home, in part because job
opportunities for both women and men were
limited.? ‘ .

Some family planning users are unable
to work because their husbands or other
family members prohibit it. In Mali, the
husband’s family generally did not oppose a
woman’s working, but most women needed
their husband’s permission to do so.2! “If the
husband says it’s okay to go to work, yes, she
may,” said a woman from North Sumatra,

. Indonesia. “But if he says no, don’t go, then

she better not go.” Ninety-one percent of
women in Jakarta, Indonesia, and 58 percent
in Ujung Pandang who had ever worked said
they had asked their husbands if they could
start or continue working.

Some experts speculate that some
women using family planning may feel un-
able to work because of contraceptive side
effects, although there is little research on
the topic. Headaches, dizziness and irregular
menstrual bleeding associated with some
methods could affect women’s ability to
work.

If household finances permit, many
women prefer not to do paid work even if
they have the opportunity. Not working,
they feel, is better for the family. Women in
the FHI studies valued motherhood as an
important — and often the most important
—role in their lives. For many, it repre-
sented the pinnacle of personal fulfillment.

Many women simply did not value the
autonomy and empowerment that participa-
tion in the paid labor force might provide. .
“Itis good if [a man)] is capable of fulfilling
the basic needs — clothing, food and hous-
ing,” said a woman from urban West Java,
Indonesia. “That’s why if he has satisfied all
that, it s nicer to stay at home. Actually,
working is tiring, isn’t it?”

— Kim Best
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What People Want
From Services

Interest in contraceptive side effects suggests an
important role for counseling.

n family planning programs, there can

be gaps between the services offered

and the services clients need.

Abetter understanding of what

women and men want from family
planning programs can help bridge these
gaps. Studies by FHI's Women’s Studies
Project (WSP) show that clients have clear
ideas about what they want from reproduc-
tive health programs. For example, clients
want explicit information about contracep-
tive method side effects. In addition, they
want services for men.

The studies also show that people seek :

a comfortable environment for discussing
their private health-care needs. Clients
want programs that focus on quality, which
includes a variety of contraceptive choices,
thorough counseling from knowledgeable
and skillful providers, and privacy during
counseling ‘and examinations. Above all,
women and men say they want to be treated
with dignity and respect.

Designing services with an awareness -
of gender, the roles prescribed by society
for women and men, can help programs
achieve some of these important expectations.

“I prefer to go there, even thoughiitis .

far away, because they treat me kindly,” said
awoman from El Alto, Bolivia, describing a
distant clinic she attends. “They talk to me,
they explain things — everything. And
when I do not understand or do not know,
he [the doctor] explains to me ... Iam
thankful to this doctor because, even
though it is far, other people do not treat
me as he does. Even though I have to pay,
‘that’s okay.”

SIDE EFFECTS

Clients are especially concerned about
contraceptive side effects. While providers
may downplay side effects because they are
not life-threatening, clients say side effects
do alter their daily lives. Real or perceived,
side effects are the reason many couples stop |
or refuse to use contraception. WSP re-
search found that side effects were a ma]or
concern for women and men.

In a WSP study in Zimbabwe, women
and men said family planning was an impor-
tant element in quality of life. However,
women also identified negative consequences
of family planning — method failure, head-
aches, and prolonged menstrual bleeding.
They asked that health providers offer more
information on methods and that men be
included in counseling. “The couple can
then decide t(‘)ge”ther’ on how they can solve
the problems,” one man said. “They may
choose to use traditional methods of birth
spacing or agree that the husband uses a
condom.” ‘

In Indonesia, 31 percent of the 180
contraceptive users in South Sumatra and
Lampung reported what they considered to
be “major” problems related to contracep-
tive use. These included weight gain or loss,
headache, amenorrhea, irregular menstrual
bleeding and fatigue. One woman in
Lampung said that oral contraceptives
caused numerous difficulties, including loss
of sexual desire.’

‘Another Indonesian woman, a 44-year-
old mother of four, said she was unhappy
with the “safari system” of family planning,
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in which health workers visit a village to
provide methods, but leave shortly thereaf-
ter, unavailable to counsel women about side
effects. “The acceptor had to take the risk”
without readily available help, she said.
“Protest? This is a village. It is not polite to
protest.” ;

In Hoilo, the Philippines, efficacy and
freedom from side effects were the first and
second most important factors identified by
1,100 women regarding their use of family
planning. When users were asked why they
wanted to continue their current method,
nearly one-fourth cited freedom from side
effects. When people who do not use family
planning were asked why they would be will-
ing to select a particular method in the fu-
ture, 12 percent said freedom from side
effects was important.’

A study conducted by the Research
Institute for Mindanao Culture (RIMCU) in
the Philippines, with assistance from the
Population Council, surveyed 400 married
women who began using contraception in
1992 and found a dropout rate of 31 percent
in public/government programs in the first
year. More than half the dropouts said they
discontinued because of side effects. Sev-
enty-one percent of the 96 pill users cited
side effects as the reason for abandoning
their method.®

In Bangladesh, 40 per-
cent of 104 women inter-
viewed said they had
experienced health problems
from contraceptive use. For
many, side effects brought
physical discomfort as well as
emotional distress when hus-
bands became concerned
about women'’s inability to
work or the costs of treating
side effects. “My husband be-
came very angry and scolded
me a lot when I became sick
from using the Copper-T. He
told me, ‘T will not take care of
you if anything happens, nor
will I provide you with treat-
ment.””’

For some people, fear of
side effects discourages them
from starting family planning.
In Cebu, the Philippines,
nearly 40 percent of 296 non-
contraceptives users in a WSP
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study said they were concerned about side
effects.®In addition, many women and men
base their decisions not to use family plan-
ning on incorrect or misleading informa-
tion. For some users, even those who
received counseling, the reality of side ef-
fects is difficult to accept. Said a woman in
Mali who experienced amenorrhea, “Even
though they told me ... I would go all this
time without seeing my period ... well, I
wasn't really expecting that.”

Thorough counseling can help clients
determine which symptoms are caused by
contraception and which signal other health
concerns. WSP scientists have recom-
mended that providers receive special train-
ing in how to manage side effects — for
example, recommending ibuprofen or estro-
gen to curb heavy menstrual bleeding. The
scientists also recommended that health
providers work with women’s advocates to
establish peer networks, in which experi-
enced users could counsel new users about
potential side effects and practical strategies
for coping with them. Research to develop
methods that have fewer side effects is also
important. “We should not be satisfied with
women having to decide which side effects
they will choose,” said Edna Roland of
FALA PRETA! [Speak, black women!] in
Brazil, a women’s health advocacy group.

DR. CYNTHIA WASZAK/FHI

EGYPTIAN FAMILY PLANNING PROVIDERS.

INVOLVING MEN

In many cultures, contraceptive use is
viewed as women’s responsibility. Yet, deci-
sions about family size and family planning
are seen as men’s responsibility. A study of
711 men in Zimbabwe found that 39 percent
thought men should make family planning
decisions and 54 percent thought men
should prevail in decisions about family size;
however, 60 percent thought women should
assume responsibility for obtaining contra-
ceptive methods.” Even though men are
often the chief decision-makers, they receive
little, if any, counseling that would enable
them to make informed choices or help their
wives make choices about contraceptive use.

“When family planning started, it was
integrated with maternal-child health,” says
Dr. Firman Lubis of Yayasan Kusuma Buana
(YKB), a family planning organization that
provides services and conducts research in
Indonesia. “One of the disadvantages when
we started is that family planning focused on
women and contraception. We really need
to change programs to focus on men and fit
the men’s situation.” ‘

Men say they want more information
about male methods and side effects, about
female methods and side effects, and about
access to services. In a “mystery client” sur-
vey in Kenya, where men posed as clients to
help evaluate services, the
men were treated with cour-
tesy and promptly received
private counseling about
vasectomy. However, there
were no educational materi-
als for men and the female
providers were uncomfort-
able talking to them.!!

In China, WSP re-
search funded by the
Rockefeller Foundation
found that a majority of
people surveyed said male
contraceptive services were
available at local family plan-
ning clinics. Nonetheless,
men did not routinely seek
contraceptive services. One
40-year-old man from South
Jiangsu explained that male
methods are less popular
because “males take less



> responsibility for family
planning. They have pri-
mary responsibility for
physical labor. ... Publicity
for family planning always
targets females.”"?

Women in Jakarta and
Ujung Pandang, Indonesia,
were asked how family plan-
ning services could involve
men. Their suggestions
included: more information
and counseling; more ad-
vertising about men’s meth-
ods; information provided
through the work place; and
more services and male
methods. They also men-
tioned special clinic hours
to accommodate men and
strategies to make men
more comfortable.

Not all women want
men to participate in family
planning. The same study found that 39 per-
cent of women in Jakarta and 11 percentin
Ujung Pandang would rather not have men in-
volved in family planning programs.”

(GENDER SENSITIVITY

In order to serve both women and men
better, providers should consider ways to
make programs more “gender-sensitive” —
to consider how roles prescribed by society
affect men and women differently in terms
of health needs, access to information and
access to services.

In Bolivia, WSP is developing guide-
lines to help understand how gender roles
affect family planning services. Based on a
thorough examination at several clinics, a
committee of health professionals, activists,
women'’s advocates and researchers will
share ideas about how to make programs
more gender-sensitive, by developing a
manual providers can use to incorporate
gender awareness into their programs.

For example, many women interviewed
in Bolivia said they did not discuss contra-
ceptive use with husbands because they were
too shy. The reluctance was multiplied when
they confronted a health provider — who
was often a stranger and a male.

The same gender norms that encour-
age women to be submissive and silent with
their husbands, and norms that equate female

sexual knowledge with promiscuity, also
affect women’s ability to talk openly with
male health providers about intimate sexual
issues. For some women, reproductive health
services offered by men are unacceptable.

Women in Jakarta and Ujung Pandang,
Indonesia, said they would not accept cer-
tain services from male health providers. For
example, about 40 percent of women in
Jakarta said they would refuse counseling
from a male worker, while more than half
said they would refuse breast and pelvic ex-
ams, Pap smears, IUD insertions, diagnoses
for a sexually transmitted disease, or injec-
tions in the buttocks. More than half the 500
women interviewed suggested clinics hire
more female providers.

In Egypt, many women participating in
a study on quality of care refused services
from male providers, citing Islamic religious
traditions as their reason. “The most impor-
tant thing for me in the examination is to have
a female doctor,” said one older Egyptian
woman. “I went once to the clinic to insert
an [UD. I paid the money and waited and
when it was my turn, I entered the examina-
tion room and there stood a male doctor. I
refused the TUD insertion, of course. I left
the money I paid and returned back home.
Later on I got pregnant.”**

Egyptian men cited a fe-
male doctor as the most im-
portant element of quality of
care for their wives. “Espe-
cially in the gynecological
diseases, the woman likes the
doctor in front of her to be a
female, in order to have the
same feelings, as this is very
important to feel the same pain
— which is different if the doc-
tor is male ... so he will not feel
the same importance, and his
diagnosis will not be 100 per-
cent correct,” said one hus-
band.

In both Egypt and Indo-
nesia, FHI researchers recom-
mended the addition of female
doctors to family planning pro-
grams. But that is not always an
easy task. Gender norms often
restrict women’s access to the
education and training neces-
sary to work, restrict movement outside the
home or community, and delegate primary
childcare and housework responsibilities to
women, even if they earn income.

A WSP study in Egypt found that 82
percent of the nation’s 19,610 family plan-
ning employees are women. However, only
48 percent of physicians are female. For the
Ministry of Health and Population, the
country’s largest provider of family planning
services, only 27 percent of gynecologists
are women."

The presence of female providers does
not guarantee better service, nor does it pro-
mote gender equity. In Bangladesh, the na-
tional family planning program has
employed nearly 30,000 female health work-
ers nationwide to provide contraceptive ser-
vices to women in their homes;,
accommodating purdah, which requires
women to be secluded in their homes or vil-
lages. However, some researchers have con-
cluded that, despite the advantage of greater
accessibility, this system may actually rein-
force women'’s subordination and isolation.
They suggested that freestanding clinics
might encourage women to venture outside
their homes and provide them with a
broader array of health-care services, espe-
cially treatment for side effects.!

Y
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Gender is not the only factor that
creates an imbalance of power between
client and provider. Class, race,
ethnicity, age, education — all can influ-
ence provider-client communications.
“An imbalance of power exists between
provider and client,” says Dr. Anibal
Fatindes of the State University of
Campinas in Brazil. “This can be true of
female providers as well. The provider is
the one who decides what information to
give, which methods are indicated or
contraindicated, when and how to treat
side effects, and even the number of pa-
tients to attend to on any given day.
Gender is only one factor that affects the
balance of power between client and
provider.” ,

In Bolivia, for example, women who
wore the pollera, the traditional female
dress of the Altiplano, said they experi-
enced discrimination when they sought
care from providers in urban EI Alto.

CLIENT SATISFACTION

Clients want quality services and
providers strive to offer quality. How-
ever, definitions of quality can differ.

In El Alto, Bolivia, WSP research-
ers explored three aspects of service
quality: interpersonal relationships be-
tween clients and providers; availability
of contraceptive methods; and accept-
ability of services from the perspectives
of 217 clients, 85 providers and 215 non-
clients.”” Findings show that clients and
providers often had different points of
view.
While nearly all providers said they
explained procedures before physical
exams, only about 70 percent of clients
said they received explanations. In addi-
tion, contraceptive supplies were often
limited. Fifteen of 36 health centers sur-
veyed had no reversible methods in
stock.

Researchers recommended that
health centers increase access to contra-
ceptive methods, that providers receive
training to improve their interactions
with clients and that providers receive
training to update their clinical skills and
medical knowledge. In addition, re-
searchers recommended that providers



counsel clients in private so that women and
men would feel more comfortable asking
questions,

In a Population Council study in
Kenya, clients said counseling about side
effects and method choice was a major element
of quality services, as were costs and access.
Clients said they were dissatisfied when they
received information about only one method
or a limited number of methods. Ironically,
when questioned about quality, providers
did not mention counseling as an issue."®

While WSP found that most family
planning clients say they are satisfied with
services, these clients also have suggestions
for improvements.

In Indonesia, where government family
planning has been widely available since the
1970s, women say contraception has helped
them improve the quality of their lives,
brought peace and harmony at home and
helped them be more efficient at work, in
addition to helping them earn more money.
However, while women have access to meth-
ods, they often want more information.

In South Sumatra and Lampung, 69
percent of the nearly 600 women inter-
viewed said they were satisfied with their
most recent family planning methods."”
However, when asked if they received
enough information, some women said no.

In Central and East Java, more than
three-fourths of the 900 women

try Norplant. “They say that the capsules
are put under the skin — no one knows what
it does — so a woman can have it placed but
she would not know what could happen to
her.”

Clients in the Egyptian study also said
that other important elements of quality are
that providers treat them with respect, re-
gardless of education or income; that family
planning services be integrated with other
health services; that services be affordable
and accessible; and that they have a choice of
methods.

“The important thing,” said one female
study participant, “is for the doctor to sit
down and discuss with the woman what suits
her, and not just to tell the woman righe af-
ter examining her that she needs an IUD.
The doctor should discuss [methods] with
the patient. The doctor should consider the
method the woman feels comfortable with.”

Another Egyptian woman, who does
not use family planning services, expressed
her needs more simply. “I want to be treated
as a human being,” she said. Providers
should “not recoil from us.”

— Barbava Burnest
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JULIO ETCHART/IMPACT VISUALS

FAMILY PLANNING SERVICES TYPICALLY FOCUS ON WOMEN. INVOLVING MEN
WOULD ALLOW COUPLES TO MAKE BETTER-INFORMED CHOICES ABOUT
CONTRACEPTION. A CUBAN WOMAN LOOKS AT A POSTER ABOUT FAMILY
PLANNING.
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Expanding Beyond
“Mother-Child™ Services

Bolivian studies indicate how male involvement and
other “gender awareness” steps can improve services.

hroughout South America, serving

the “mother with child” client has

been the foundation of many

reproductive health policies and

projects. But this focus may exclude
many people who need services, such as
childless women, women who have com-
pleted childbearing and men. Moreover,

“mother-father” and “mother-doctor” rela-

tionships are also vitally importarit for re-
productive health. :

Studies by FHI's Women'’s Studies
Project in Bolivia highlight the need to explore
multiple relationships in the reproductive
health arena, rather than focusing on women
alone or on women and their children.

A survey of 630 couples in

- Cochabamba Bolivia, sought to understand
family dynamlcs surroundmg reproductive
health by examlmng the relationship be-
tween men’s knowledge and attitudes con-

-cerning fertility control and their wives’ use
of contraceptives.! _

Study results showed that men knew
slightly more than women about different
contraceptive methods. Men generally ap-
proved of contraceptive use and reported a
willingness to use a contraceptive method or
support their partners’ use of methods.
However, only half the men reported having
talked with their wives about family size. For
a significant proportion of couples, both
partners did not agree on what method was
being used: Among couples in which at least
one partner claimed the couple was using
the rhythm method, in only two out of three
couples did both partners report using this
method.

Attempts to reach beyond women cli-
ents to the men in their lives include innova-
tive reproductive health services provided by
La Casa de 1a Mujer (The Women’s House)
in Santa Cruz, Bolivia. La Casa was orga- - -
nized by women to empower women, but
pamupants gradually discovered that focus-
ing on women excluswely rarely solved
women'’s problems and, in some cases, cre-
ated new difficulties for them. _

“When the man does not participate,
problems arise,” explains Ane Mie van Dyke.
a La Casa nurse. “A woman learns some-
thing new that the husband doesn’t under- -
stand, and he does not like to feel stupid in
front of his wife.” When one client refused
sexual relations in order to adhere to the
rhythm method of contraception, her part-
ner hit her and forced her to have sex. When
she became pregnant, he hit her again. An-
other client’s husband accused her of being
unfaithful when she brought home condoms
in an effort to space births.?

“We’ve seen that working only with
women doesn’t solve the problems,” says La
Casa gynecologist Dr. Lourdes Uriona. “In
terms of family dynamics, reproductive
health needs to involve both partners. In
medical terms, as well, men need to partici-
pate. In the case of sexually transmitted in-
fections, if the man isn’t treated at the same
time as the woman, our efforts are in vain.”

La Casa’s efforts to involve men in edu-
cation and services include conducting fam--
ily planning workshops for couples, working
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with young men and women, and attempt-
ing to incorporate partners of female clients
in center activities. '

HFALTH PROFESSIONALS

Gender awareness not only helps
couples to analyze and improve their rela-
tionships, but enhances relationships be-
tween clients and health professionals as
well.

An FHI study of the Center for Re-
search and Development of Women
(CIDEM)’s health center in El Alto, Bolivia,
focused on the center’s efforts to empower
local women. CIDEM has enabled and en-
couraged participants to make decisions
about their own reproductive health, and to
help design health policies and projects.
These efforts were challenged, however,
when women who had learned to demand
respect and to take responsibility for their
own health encountered professionals un-
willing to share greater knowledge and deci-
sion-making.’ Other researchers in El Alto
found that many women believe providers
are not informing them about alternative
method choices or side effects of each
method, or not allowing them to take part in
decisions about the need for cesarean sec-
tions and other medical procedures. They
concluded that the tendency of clinic doc-
tors and staff to dismiss clients’ questions
and concerns about contraceptive methods
undermined the providers’ ability to counter
misinformation and relieve women’s fears.*

CIDEM questioned the established
practice of medical professionals making
important diagnoses and treatment deci-
sions with little input from patients. The
organization developed an approach in
which providers and clients discuss options
in a collaborative manner. Professionals
learned to respect clients, listen to them, and
speak their language, both literally and figu-
ratively, in ongoing relationships character-
ized by a sharing of knowledge, as well as
power, over reproductive health issues. This
approach has led to increased provider-client
cooperation, more accurate diagnoses and
improved client health.

CIDEM encouraged the use of this
model of client-provider decision-making
by referring its childbirth patients to clinics
where medical personnel participated in
CIDEM-facilitated workshops and made a
commitment to such practices. Women who
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have received care in participating centers
indicate that treatment has improved sub-
stantially. Celia Pérez, a young mother of
two from El Alto, contrasted the care she
experienced during her first childbirth to the
positive attention she received during her
second delivery: “Many women, especially
those in traditional dress, accept abuse from
doctors because they think doctors are supe-
rior. With CIDEM, I learned that they have
no right to treat me like that. The second
time [ went to give birth, I told the doctor, ‘I
am going to cooperate with you, and I want
you to cooperate with
me,” and it was much
better.”

BobyY AND MIND

Sexual biology
influences the develop-
ment of cultural roles
and relationships in
complex ways. That
women bear and nurse
children, for example,
is a fundamental factor
in the development of
gender identities and
symbols, although
these identities vary
tremendously across
cultures and through
time.

Likewise, gender
practices affect
women’s physiological
development and func-
tioning. Tight corsets,
foot binding and fe-
male genital mutilation
are just a few practices
that harm women’s
health and sexuality.
While the use of mod-
ern contraceptives has
many important ben-
efits, methods can
sometimes produce
undesirable side ef- -
fects. As such, they can
affect women physiologically.

Psychological factors also play a role.
Dr. Uriona of La Casa believes that shame,
fear and guilt can harm her clients’ health. A
repressive social environment, she says, dis-

courages open conversations to help resolve
psychological and physical problems. “The
stress and oppression that women experi-
ence in their lives are often manifested in
physical problems, especially gynecological
problems,” she says. Most of this pain is
rooted in her patients’ inability to express
their feelings and needs. “For some women,
shame and repressed emotions interfere
with the ability to feel pleasure or pain in the
genital area,” she says. “This condition not
only harms marital relations but interferes
with medical diagnosis.”

BERYL GOLDBERG

RURAL WOMEN, WHO TYPICALLY WEAR TRADITIONAL DRESS,
SAY THEY EXPERIENCE DISCRIMINATION WHEN SEEKING CARE
IN CITY CLINICS., THESE RURAL BOLIVIAN WOMEN AND GIRL
KNIT AS THEY WATCH OVER SHEEP.

That feelings of shame can notably re-
duce women’s sexual pleasure was one con-
clusion from a study involving focus group
discussions and in-depth interviews with 132
women and men in El Alto, Bolivia. When



asked the question: “Do you let your partner
know what you do or do not like-during
sexual relations?” men reported with much
more frequency than women that they told
their partners what they liked. When asked
whether they enjoy sexual relatlons, amajor-
ity of men affirmed that they enjoy sex,
while a majority of women said they do not.*

For many women in this and other
studies conducted in Bolivia, shame was
coupled with fear about reproductive events
‘such as menstruation, miscarriage and dis-
ease, as well as fear and mistrust of contra-
ceptive technology. Researchers found that
fear of contraceptives produces psychoso-
matic problems related to method use, high
rates of discontinuation of pills and injec-
tions, and early removal of intrauterine
devices IUDs).6

Client-oriented providers help combat
the negative effects of shame and fear com-
monly associated with sex and reproductive
health care by listening closely to what cli-
ents say and respecting their feelings. “We
begin every consultation with an open con-
versation in which the patient has the oppor-
tunity to express her problems in narrative
form,” says Dr. Uriona. “We often talk in
the native language Quechua, the patient
tells me about her life, and I thus begin to

get a glimpse of where tensions arise.”

’ In order to improve the population’s
health in sustainable ways, however,
gender-sensitive services must be comple-

mented by structural changes in educational,

legal, religious and other institutions that
generate and reinforce shame, fear and mis-
information, hindering sound reproducuve
health.

RECOGNIZING DIFFERENCES

A gender perspective also helps provid-
ers recognize and respond to crucial differ-
ences among clients. Two kinds of gender
differentiation have been identified in_
Bolivia. The first involves qualitative differ-
ences in the lifestyles and experiences of
groups distinguished by their sexual identi-
ties, such as wife/mother, single professional
mother, or male homosexual, The second
involves sexual discrimination in legal, po-
litical, religious, educational and economic
institutions, where policies and practices
tend to transform gender dlfferences into
inequalities.

CIDEM’s and La Casa’s health centers
try to take into account the differing prac-
tices, expectations and needs of the gender
groups they serve, which include market
women, male adolescents, prostitutes, rural
Indians and middle-class housewives. La
Casa staff's awareness of the difficulties in-
herent in educating and providing services
to people with perspectives and experiences
different from their own has motivated them
to experiment with innovative approaches to
learning and communication, such as the-
ater, art and games. A key benefit of these
approaches is that they help equalize the

- balance of power between providers and

clients.

Numerous reproductive health pro-
grams in Bolivia have attempted to reduce
institutionalized gender inequalities
through efforts ranging from consciousness-
raising courses to advocating national legal
reforms, such as recent legislation against
domestic violence.

Recognizing that health programs of-
ten fail to provide equitable access and care
to all clients, CIDEM took steps to make its

‘services more accessible to women who have

childcare responsibilities, have limitations
on mobility and money, or who fear mis-
treatment and humiliation. It offered low
prices and services located on a bus route in
a working-class neighborhood, and treated

- poor and indigenous women with respect.

CIDEM personnel avoid sexist or racist lan-
guage as part of the effort to develop more
equitable relationships, both between pro-
viders and clients and among staff members.

Reproductive health and reproductive
rights extend beyond family planning. From
a gender perspective, women and men are
not just reproductive beings, but multifac-
eted individuals with complex concerns,
needs and expectations, all of which are in-
fluenced by their gender roles and relation-
ships, developed in specific cultural
contexts,

A ma]or concern for most Bohvmns is
economic survival. Families must seriously
consider whether or not they will be able to
feed more children. For many women, re-
cent economic crises have meant having to
diversify wage-earning activities and in-
ctease work hours. As these women wash

clothes, sell goods in the market, grow pota-
toés or perform other paying work, theyalso
bear and raisé children and efigage in a
range of family and social activities, These

heavy labor burdens limit access to health -
care and fertility control services. As a young
woman who came to CIDEM for legal ad-
vice explained, “I have four children and I
have to work. There simply isn’t time to go
to the clinic, even though there i is one near
my house.””

Often, larger issues like economic and
food security, legal and political rights, and
access to education and information strongly
affect sexual and reproductive health.
Clearly, providers cannot remedy such
problems by themselves. However, a gender
perspective can help them to recognize atti-
tudes that govern and shape reproductive
health behaviors; identify barriers to repro-
ductive health care; explore new strategies to
improve services for women and men; and
develop referral programs and collaborative
efforts with other organizations to improve
the conditions under which different mem-
bers of the population exercise their rights
to sexual and reproductive health.

— Susan Paulson, PhD

Note: Dr. Paulson, an anthropologist who lives
in Brazil, bas conducted vesearch about gender
issues and has taught at several Latin American
schools and universities.
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By Susan Paulson, PhD

ender beliefs and practices define roles, opportunities
- and limitations for women and men, greatly influ-
encing life in all societies. Aspects of daily life
shaped by gender include use of language and
means of self-expression, dress and appearance,
education, work opportunities, family structure and size,

_and each individual’s health.

Practical experiences with gender issues in reproduc-
tive health services have led to several basic observations,
which provide useful insights into ways to improve services
and policies.

* Women and men experience sexuality and reproductive
health differently, in ways that are shaped by their ethnic,
cultural and class groups,
as well as by their sexual
identities. Providers can
improve care by respond-
ing to these different iden-
tities and perceptions.

* Reproductive health -
services that broaden their
scope to include men’s
reproductive health, men’s
and women’s relation- -
ships, and women’s rela-
tionships with others tend
to be more successful than
those that focus exclu-
sively on women.

® Men and women’s re-
productive health is influ-
enced by religion, politics,
economic conditions, the
environment and educa-
tion. Reproductive health
policies and services need
to take into account thlS
larger context.
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MANY ASPECTS OF DAILY LIFE ARE SHAPED BY GENDER BELIEFS.

A gender perspective allows providers to go beyond
focusing on women to view reproductive health as family
health and as a social issue. It addresses the dynamics of
knowledge, power and decision-making in sexual relation-
ships, between providers and clients, and between commu-
nity or political leaders and citizens.

Research conducted throughout the world shows that
working only with women to improve reproductive health
is inadequate. Often, women'’s relationships with their
husbands, mothers-in-law, religious authorities or others
prohibit them from acquiring or using knowledge, or ob-
taining contraceptive methods that offer protection against
pregnancy and sexua]ly transmitted diseases, including HIV.

A gender perspec-
tive must go beyond
health services to pro-
mote sustainable im-
provements in
reproductive health.
This perspective can be
used to analyze and pro-
mote beneficial changes
in a variety of social,
political and educa-
tional settings, leading
to more inclusive and
equitable practices in
communities, organiza-
tions and institutions.

Note: Dr. Paulson is an
anthropologist who has
taught gender studies at
Centro de Estudios

" Superiores Universitarios
in Cochabamba, Bolivia,
and at Colegio Andino in
Cuzco, Peru.
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