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Foreword 

The collection of papers which appear in this manuscript emerged from a workshop on 
Gender, Health, and Sustainable Development, sponsored by the International Development 
Research Centre (IDRC). This collaborative effort by IDRC's Health Sciences Division, the 
Gender and Development Unit of the Corporate Affairs and Initiatives Division, the Latin 
American and Caribbean Regional Office, and the Special Program for Research and 
Training in Tropical Diseases (TDR) of the World Health Organization (WHO), was held in 
Montevideo, Uruguay, 26-29 April 1994. The workshop included invitees from Bolivia, 
Brazil, Chile, Colombia, Costa Rica, Ecuador, Dominican Republic, Mexico, Nicaragua, 
Paraguay, Peru, Uruguay, Venezuela. It focused on five topic areas which were identified as 
priority themes in Latin America: (1) AIDS, Sexually Transmitted Diseases, and Gender; (2) 
Environmental Stress, Production Activities, Health, and Gender; (3) Tropical Diseases and 
Gender; (4) Indigenous Peoples' Health Issues; and (5) Health Care Providers. 

This workshop is the second of a series of regional workshops on Gender, Health, and 
Sustainable Development. The first workshop was held in Nairobi, Kenya, in September 
1993. Two more complementary workshops are planned: one in the Caribbean region late in 
1994, and one in the Asian region early in 1995. 

These workshops are the result of two initiatives. First, in 1989-1990, an initiative was 
jointly undertaken by IDRC's Health Sciences Division and the Gender and Development 
Unit and TDR/WHO. These agencies sponsored two essay competitions on gender and 
tropical diseases. Selected essays were then published in two reports entitled Women and 
Tropical Diseases and Gender and Tropical Diseases: Facing the Challenge. It was decided 
that the next step forward from these competitions would be to hold a workshop with a wider 
focus, integrating the exploration of gender and tropical disease issues with other priority 
gender and health issues. 

The second, more recent, initiative relates to the establishment of the Global Commission on 
Women's Health by the WHO, in response to a World Health Assembly resolution in 1992. 
The Global Commission seeks to raise the profile of women's health to a global level, and to 
develop policy responses at the country level to address inequities. Major gaps still exist in 
our understanding of gender and health. In many countries, there is a serious lack of careful 
and rigorous research which is needed to support relevant policy decisions. The decision by 
IDRC to host a series of regional workshops which would discuss research issues, gaps, and 
roadblocks to conducting gender and health research, was seen as a positive contribution to 
the work of the Global Commission. 

The workshop consisted of a number of interrelated components. To begin with, there were 
five thematic plenary sessions in which selected participants highlighted the main research 
findings of their projects, and then identified the gender issues involved. In-depth 



discussions, involving all participants, followed each presentation. A shorter session on the 
elements of gender analysis in health research was conducted to further sensitize participants 
to the issues. Smaller work groups were established to identify gaps in research, roadblocks 
to conducting research, and priority areas for future action. 

This collection of papers represents a significant advancement on gender, health, and 
sustainable development issues, from a Latin American perspective. Capacity to further 
develop expertise with regard to gender analysis was identified as a priority by the 
participants. The final outcome of the workshop was a draft research agenda for gender and 
health, and a commitment by the participants to begin a process of improving 
interdisciplinary research in this area. This publication, as well as the publications from the 
other regional workshops on Gender, Health, and Sustainable Development, represent an 
important part of IDRC's contribution to the deliberations of the Global Commission on 
Women's Health, as well as a strategic component for health for the Women and 
Development Conference to be held in Beijing in September 1995. 

Janet Hatcher Roberts 
Senior Program Specialist 
Health Policy 
Health Sciences Division 
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Introduction: Opportunities and Challenges for 
Improving Women's Health Status' 

Dr A. El Bindari Hammad2 

May I start by thanking all of you for being here today. It is an honour for me to speak to 
such an expert group. Each of you has contributed so much to improving women's status 
and women's health. Your work demonstrates your intimate conviction that more can be 
done to improve the health of women the world over. 

We appreciate, as human beings coming from all parts of the world, the dialectic between 
"same" and "different", "belongingness" and "otherness." As I have highlighted in other 
fora, this same opposition can be applied to men and women. We are the same, yet we are 
different. We are similar as human beings, yet profoundly different as a result of our 
biological and physiological makeup. 

Throughout the history of mankind, we have used natural, political, economic, and cultural 
differences to create separations between peoples, between men and women. When these 
separations become synonymous with inequalities and discrimination, they can only be 
perceived as unjust. And yet differences can, and should, be treated with respect, as long as 
we can ensure the dignity and fundamental human rights of all human beings while 
respecting the value of diversity. 

The Global Commission on Women's Health has been established because, in the 1990s, 
many women continue to suffer from unnecessary morbidity and mortality. But it is 
important to our deliberations that we agree on one point: women are strong. Women have 
ensured the survival of the human race and continue to do so despite war, famine, drought, 
and oppression. One cannot help but wonder how much further ahead the world would be if 
women were assured health and quality of life in a climate of peace and justice. It is in the 
light of women's strengths that we will be looking at ways to improve women's health. 

Women's health must be seen in a holistic way: as a continuum that starts in utero and 
progresses cumulatively throughout a woman's entire life. Such a perspective goes much 
further than reproductive health, and encompasses the socioeconomic determinants of both 
ill-health and well-being. 

' This paper was originally presented at the Interagency/Interregional Meeting on the Global Commission on 
Women's Health at WHO/HQ, 13 April 1994. 

2 Special Advisor to the Director General on Health and Development Policies, WHO, Geneva, Switzerland. 



We must be careful that, in our struggle to improve women's health, we do not isolate 
women. There is a tendency to consider "women" as a problem in itself, rather than 
recognizing problems as they affect women, just as there are specific problems affecting 
men, children, migrant workers, and other groups. Certainly the most important and unique 
aspect that sets women's health apart from the health of men, is the impact that the health 
status of a girl or woman can have on subsequent generations. 

The health of women must also be seen in the context of global changes and emerging trends 
in the world today. These changes are occurring rapidly, and their effects are being felt in 
the most isolated parts of the globe. Human health is, and will continue to be, profoundly 
affected during this continual and accelerating process of change. The degree to which 
women have benefited from the fruits of development will be reflected in their health status 
and quality of life. Indeed, available data show that, although there has been an overall 
improvement in women's health, when one considers physical quality of life indicators, 
qualitative indicators reveal a widening gap between women who are enjoying better health, 
and those who continue to suffer unacceptably high levels of morbidity and mortality. Some 
indicators even suggest that there has been a deterioration in the health status of the most 
disadvantaged women. 

There are also certain common denominators in the lives of all women which may be seen as 
major factors determining their health status. Where women have poor health status, it is a 
result of the different types of poverty from which they suffer. This refers not only to 
poverty in an economic sense, but the multidimensional poverty that could start even before 
birth, when an infant girl is seen as a liability rather than an asset. It is the poverty that 
results when she is valued less, fed less, put to work at a very early age, denied schooling 
and denied access to resources, technology and essential services which respond to her health 
needs. This insidious poverty follows her throughout her entire life. These multifaceted and 
interlinking aspects of poverty ultimately determine health outcomes. 

We know more about women's health than we have ever known before. Because of their 
biological attributes, women live longer than men. As they increasingly form a larger 
proportion of the elderly population, they will become more susceptible to disease. Certain 
health problems are more prevalent in women; others are unique to women; still others affect 
women in a different way than they do men. 

When women suffer from conditions such as reproductive tract infections or tuberculosis, 
they often deny their symptoms until they are too serious or too severe to ignore because of 
heavy competing workloads. Often, the social ostracism women suffer as a result of these 
diseases is different from that of men. In the case of onchocerciasis and other mutilating 
diseases, such as burns, men expect and receive care, while women are often shunned by 
their families, or even banished from their communities and left to die. 

2 



Adequate nutritional intake is important for all human beings, and is closely linked to 
patterns of morbidity and mortality. However, adequate nutritional intake is particularly 
important for girls and women because of the cumulative effects in different phases of a 
woman's life, and the inter-generational effects of her nutritional status on the children she 
bears. Discriminatory feeding practices in childhood can lead to protein-energy deficiency. 
The stunting which results in the girl may cause problems in her subsequent reproductive 
life, such as obstructed labour, birth asphyxia, and many other conditions. The adolescent 
girl requires, but rarely gets, 18% more iron per kilogram of body weight than does the male 
adolescent. Virtually all adolescent girls in developing countries suffer from iron-deficiency, 
contributing to chronic fatigue, increased vulnerability to infection, and many other 
conditions. 

The reproductive health of a woman shapes the quality of each day of her life, and yet we 
can see how the effects of women's socially disadvantaged position are often reflected in 
reproductive tract infections, maternal morbidity and mortality, and sexually transmitted 
diseases, including HIV/AIDS. 

It is unacceptable to find that maternal mortality has decreased dramatically in all 
industrialized countries, and yet persists as a priority problem in the developing countries. 
In parts of the developing world, there are more maternal deaths in one day than in all the 
developed countries in one month. The negative indicators of women's health, including 
maternal mortality, anemia, unsafe abortion, low birth weight and perinatal mortality, remain 
high. The data available provide a poignant illustration of the gap between women who are 
benefiting from progress, and those where we see only slow improvement or even a 
deterioration in these indicators. 

The increasing number of teenage pregnancies throughout the world is cause for concern. 
These children are often uneducated, poor, and physically and emotionally immature for 
childbearing and rearing. Teenagers constitute a high percentage of the twenty million 
women who terminate unwanted pregnancies through unsafe abortions every year. Some of 
the reasons for this include lack of access to relevant care and services, such as family 
planning, costly contraceptive methods, lack of information, and restrictive legislative 
practices. How can we change this? 

How many girls and women in the world still suffer from poverty of education, information 
and knowledge? This type of poverty denies women the understanding of how their bodies 
function, and how they can protect themselves and prevent diseases. It creates a vicious 
circle of myth and misinformation which perpetuates health-damaging behaviours and 
harmful practices, including food taboos, throughout the life of girls and women, unsanitary 
practices during childbirth and subsequent care of the newborn, the introduction of harmful 
substances into the vagina, and female genital mutilation. 

3 



Although grossly under-reported, violence against women is now reaching alarming 
proportions in developed and developing countries alike. Domestic violence and rape have 
only recently been viewed as a public health problem; yet they have always been, and will 
continue to be, a significant cause of female morbidity and mortality. 

Violence is not only physical or psychological. Women face moral violence when they are 
denied access to health care, when legislation requires them to seek the consent of a man in a 
decision about their own bodies such as fertility regulation, or when culture or tradition 
dictate the obedience and submission of women. All of these are a denial of fundamental 
human rights and freedom of choice. 

It is true that women live longer than men as a result of their biological makeup. In the 
years to come, the number of women over 65 in both industrialized and developing countries 
will increase from 330 million in 1990, to 600 million in the year 2015. What kind of life 
can these women look forward to in their later years with so many of them suffering from 
chronic diseases associated with aging, such as osteoporosis and dementia, conditions of 
neglect such as malnutrition, alienation and loneliness, reproductive ill-health, and 
lifestyle-related morbidity and mortality? A most disturbing trend is the rising incidence of 
violent attacks against elderly women, in their homes, at the hands of family members, and 
in the streets. Sick, dependent and vulnerable, they cannot defend themselves. 

The worldwide phenomena of market liberalization, privatization, breakdown of family 
structure, economic recession, and relinquishment of responsibility on the part of both 
parents and the state, have led in some instances to changes in lifestyles. With the erosion of 
value systems and increasing emphasis on accumulation, health is wrongly seen as just 
another commodity with a price tag. Health is sacrificed in the search for new markets as 
can be seen in the current targeting of women by tobacco companies. In an environment of 
sedentary occupations, excessive consumption, stressful lifestyles, and new opportunities, 
women are increasingly subject to health risks. - The choices they make will affect their own 
health, as well as that of their children. How can women be equipped to make healthy 
decisions and adopt healthy behaviour patterns? 

Economic poverty is a major force behind the poor health of women. Women are 
increasingly playing an important role in the productive sphere, and yet they are still 
concentrated in the lowest skilled, lowest paid positions. 

Despite legislation to the contrary in most countries, child labour is on the rise in many 
places as a result of global economic recession. Children as young as six years old are 
forfeiting their childhoods, and working in factories, mines, brothels, and on the streets of 
the world. Both boys and girls suffer from the consequences of child labour, which range 
from chronic physical and mental problems, to loss of body parts, or even death from 
accidents at the work site. 
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Girls and young women are a particular target in a highly competitive climate where they are 
seen as a source of cheap, docile labour: easy to hire and easy to fire when they are no 
longer needed. Tens of thousands of young girls are working in factories, using tools 
designed for adults, carrying heavy loads, and working long hours with no breaks and few, if 
any, safety standards to protect them. Young girls carry with them throughout their lives the 
health consequences of their work in both the domestic and public spheres, leading to chronic 
back pain, distorted pelvis, spontaneous abortions, detrimental effects on unborn children, 
and disability in old age. 

What do these examples illustrate? 

They show us that inequity lies at the root of the persisting ill-health of women. This 
inequity is multi-dimensional and is comprised of exclusion from participation and 
decision-making, structural inequities that result from rapid processes of change, and the 
underlying and deeply-rooted inequities which exist in all societies stemming from their 
traditional and cultural foundations. 

The result of these inequities is discrimination, denial, and lack of choices, which keep 
women in a state of poor health. If we are to improve women's health, we need to reduce 
inequities, remove discrimination, combat denial, and increase choices. 

How can we guarantee that girls be given an equal chance to survive and thrive, and that 
girls and women will enjoy personal security throughout their lives? What must we do to 
provide the specific information and knowledge women require at all periods of their lives to 
expand their options, and to allow them to choose wisely between these options, with full 
knowledge of the outcomes for their own health, and that of their children? 

Now that we know more about women than ever before, and have identified the major health 
problems they face, what can we do to accelerate actions which we know will alleviate 
unnecessary suffering and death? Among the large number of areas that need to be 
addressed, how can we choose the critical few which will make the greatest difference in the 
lives and health of many? How can we effectively involve women themselves in this 
process? Is it not perhaps women, with their unfailing strength, who could help show the 
way forward and add the touch of realism and practicality which is needed? 

Health is not a commodity. It is not a negotiable good that can be bought and sold for a 
price or traded off against economic gain. It is a fundamental human right. We all hope and 
look to the Global Commission on Women's Health to help restore this right to the many 
women to whom it is being denied. 
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Health Policy Research in Latin America and the Caribbean: 
The Role of the Household' 

A.D. TilleW 

The issues of health and gender, the title of this workshop, are intimately related. A gender 
analysis can provide a perspective on the structure of health services, their performance and 
delivery. The ability of health systems to provide for and differentiate between gender needs 
is a test of their relevance and purpose. Both perspectives are required in order to analyze 
the changes which face - some would say threaten - health institutions and practices in 
developing countries. 

Investing in Health 

An impressive analysis of the challenges facing health research, organizations, and 
professionals, is to be found in the World Development Report for 1993, entitled Investing in 
Health. The authors argue that current resources in developing countries suffer from 
misallocation, inequity, inefficiency, and exploding costs. They also assert that, in order to 
achieve "Health for All by the Year 2000" - the optimistic goal adopted by the World Health 
Organization at Alma-Ata in 1978 - developing countries will have to target resources to 
those with the greatest needs, redefine and restrict the role of government institutions, and 
consequently use private firms and organizations to provide for the remaining services and 
needs. Privatized services may well be a combination of new, expansive activities, and older 
services, once provided for free or for a nominal fee. These changes will make for sounder 
policies, and bring, according to the World Development Report (1993, p. 16), great 
benefits: 

There is a great potential for change during the closing years of this decade as more countries 
encourage broad political participation and public accountability, as levels of education and 
knowledge improve, and as an understanding of human biology, public health and health care 
systems increases. If the right policy choices are made, the payoff will be high. 

In order to evaluate the payoff for gender and health activities in Latin America more fully, 
it is important to examine the components of the proposed policy reform - in particular, that 
of the household. 

' Workshop statement given in place of Maureen Law, Director General, Health Sciences Division, IDRC, who 
unfortunately could not be present. The words of welcome are excluded on grounds of space. 

z Regional Director, IDRC Regional Office for Latin America and the Caribbean, Montevideo, Uruguay. 



Policy Reform 

The process of policy reform is based on three institutional pillars: the household, the 
government, and the private sector. These categories are well known to economists as 
collectively they comprise the components of a national economy. 

The first set, the household, is seen as the generator of personal or family wealth. Given the 
skewed income distribution in most countries, the Report advocates supporting measures that 
can assist poor households because of the close relationship between income and health 
choices. According to the World Development Report (1993, p. 7), a major contribution to 
health will come from societies that pursue economic growth, and governments that target the 
poor: "The reason is that the poor are most likely to spend additional income in ways that 
enhance their health; improving their diet, obtaining safe water, and upgrading sanitation and 
housing." 

If income influences the range of health choices, greater education influences the quality of 
those choices. The Report cites data showing that increasing female literacy reduces child 
mortality, and that educated mothers find and use health facilities more often when compared 
to less educated mothers. The World Development Report (1993, p. 42) provides the 
following reasons: 

Education greatly strengthens women's ability to perform their vital role in creating healthy 
households. It increases their ability to benefit from healthy information and to make good use 
of health services; it increases their access to income and enables them to lead healthier lives. 

Additionally, for these health values to be sustained, there must be a consistent social view of 
the role of women and their rights; that is, the "enabling environment" must contribute to 
and become part of their empowerment. However, such processes will not come easily - as 
many know here today, rights have to be fought for and defended. 

Before turning to a discussion of the situation, as I understand it, in Latin America and the 
Caribbean, it would be something of an injustice to the 1993 World Development Report to 
leave unmentioned the second and third pillars of policy reform: government investment, and 
the role of the private sector. The Bank calls for governments to support the delivery of a 
basic public health package, and to reduce the range of specialized activities and services 
provided by hospitals by substituting essential clinical services to all citizens. The Bank also 
recommends greater recognition of the role of private sector services when designing health 
sector reform. I hope these complicated and controversial proposals will be discussed during 
the course of the workshop. 

Latin America and the Caribbean 

At this point, I thought that it might be useful to look at data which could help us to make 
some initial judgements about the household in Latin America, and which might serve to 
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provide a basic framework for further discussions. However primitive the quality of the data 
in the four subsequent tables, there is one general point which emerges from their 
examination - Latin America and the Caribbean cannot be described consistently, and is 
becoming a "geographical expression. " Many policy analysts and promoters cannot deny the 
urge to sketch broad generalizations from quite limited data sets. Nowhere is this tendency 
more damaging than in Latin America (and the Caribbean) where there are now major 
differences between countries, and where generalizations can be falsified and made quite 
carelessly. The following four tables are intended to explore this proposition.' 

Per Capita Growth 

Table 1 attempts to describe, by using conventional data, the current economic circumstances 
of the larger Latin American and Caribbean countries (LAC). To generalize about these 22 
countries, by using the arithmetic average, as seen in the last line but one, is highly 
misleading. First, Latin America and the Caribbean have a highly diverse range of per 
capita income - from Haiti, which is 15 percent of the average ($2,390), to Trinidad, which 
is about 50 percent above the norm. Second, between 1981 and 1991, per capita income 
remained static or declined in all but five countries, in contrast to the average for the 
developing world. Per capita income figures are, of course, indices, and should be weighted 
to take account of real purchasing power and income distribution. Without discussing this 
data, I think that it is a fair generalization for most LAC countries to admit that their income 
distribution worsened, and consequently, the distance between the rich and poor widened. 
However, population growth rates, one part of the simple index, are expected to decline for 
most countries in the ten year period 1991-2000 (four exceptions), and the last column shows 
the difference between the two decennial periods. Although the outlook for per capita 
income growth is improving, the present decade is unlikely to produce growth which will 
lead to major income changes for many countries. Per capita growth may turn positive, but 
its impact on poorer families is unknown. Positive discrimination for the poor remains an 
urgent policy objective. 

The Role of Government 

Table 2 looks at changes in Latin American and Caribbean government expenditures. It is 
not surprising that it found that, for most countries where there was data (the information 
was often poor and incomplete), governments spent less of their national product in 1991 
than they did in 1980. However, there were exceptions - Colombia, Ecuador, Mexico, 
Uruguay, and Venezuela - although it is not clear if these are trends or the result (as one 

s The data is taken from the World Development Indicators which form part of the World Development Report 
(1993). The data refers to 1991, and the numbers printed on the left refer to the per capita income ranking for that 
year - the higher the richer. 
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Table 1. Per Capita Growth and Population 

WB Country lncome Per Capita Population Growth Population 
USD 1980-91 1980-91 1991-2000 Change 

23 Haïti 370 -2.4 1.9 1.7 -0.2 
30 Nicaragua 460 -4.6 2.7 3.1 0.4 
34 Honduras 580 -0.5 3.3 2.9 -0.4 
LI Countries 350 1.0 2.6 2.4 -0.2 

41 Bo li via 650 -2.0 2.5 2.4 -0.1 
47 Guatemala 930 -1.8 2.9 2.9 0 
48 Dominican R. 940 -0.2 2.2 1.6 -0.6 
49 Ecuador 1,000 -0.6 2.6 2.1 -0.5 
53 Peru 1,070 2.4 2.2 1.9 -0.3 
54 El Salvador 1,080 -0.8 1.4 2.0 0.6 
57 Colombia 1,260 1.2 2.0 1.5 -0.5 
58 Paraguay 1,270 -0.8 3.1 2.6 -0.5 
60 Jamaica 1,380 0.0 1.0 0.5 -0.5 
72 Costa Rica 1,850 0.7 2.7 2.0 -0.7 
74 Panama 2,130 -1.8 2.1 1.7 -0.4 
76 Chile 2,160 1.6 1.7 1.3 -0.4 
LM Countries 1,590 -1.6 2.0 1.8 -0.2 

88 Venezuela 2,730 -1.3 2.6 1.9 -0.7 
89 Argentina 2,790 -1.5 1.3 1.0 -0.3 
90 Uruguay 2,840 -0.4 0.6 0.6 0 
91 Brazil 2,940 0.5 2.0 1.4 -0.6 
92 Mexico 3,030 -1.5 2.0 1.9 -0.1 
96 Trinidad 3,670 -5.7 1.3 0.9 -0.4 
UPM Countries 3,530 0.6 1.5 1.1 -0.4 

L&M Income 1,010 1.0 2.0 1.7 -0.3 
LAC 2,390 -0.3 2.0 1.6 -0.4 

World 4,010 1.2 1.7 1.6 -0.1 

Source: World Bank lndicators, 1993. 
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Table 2. Central Government Expenditures, 1980 and 1991 

WB Country Percent GDP Health Education 

1980 1991 
Change 

1980 1991 
Change 

1980 1991 
Change 

23 Haiti 17.5 4.5 6.6 
30 Nicaragua 32.6 32.6 0.0 14.6 11.6 

34 Honduras 
LI Countries 

41 Bolivia 29.0 18.8 -10.2 3.3 18.7 
47 Guatemala 14.4 12.0 -2.4 9.9 19.5 
48 Dominican R. 17.5 12.3 -5.2 9.3 14.0 4.7 
49 Ecuador 15.0 16.0 1.0 7.8 11.0 3.2 34.7 18.2 -16.5 
53 Peru 21.0 16.4 -4.6 5.6 5.6 0.0 15.6 21.1 5.5 
54 E1 Salvador 17.6 10.4 -7.2 9.0 7.7 -1.3 19.8 14.4 -5.4 

57 Colombia 13.5 15.1 1.6 3.9 19.1 
58 Paraguay 9.8 9.4 -0.4 3.6 4.3 0.7 12.6 13.3 0.7 

60 Jamaica 
72 Costa Rica 26.3 25.9 -0.4 28.7 32.0 3.3 24.6 19.1 -5.5 

74 Panama 34.2 30.3 -3.9 12.7 20.5 7.8 13.4 17.1 3.7 

76 Chile 29.1 7.4 14.5 -14.5 
LM Countries 

88 Venezuela 18.7 23.9 5.2 8.8 19.9 

89 Argentina 19.2 13.1 -6.1 3.0 9.9 

90 Uruguay 22.7 27.2 4.5 4.9 4.5 -0.4 8.8 7.4 -1.4 
91 Brazil 20.9 35.1 14.2 8.0 6.7 -1.3 0.0 3.1 3.1 

92 Mexico 17.4 18.1 0.7 2.4 1.9 -0.5 18.0 13.9 -4.1 

96 Trinidad 32.5 5.8 11.6 
UPM Countries 

L&M Income 
LAC 

World 

Source: World Development Indicators, 1993. 

might suspect in a number of cases) of taking two points in time. The columns for health 
and education are percentages of government expenditure and here, with an even more 
reduced data set, the point is to see if government expenditures in the social sector 
compensated for declining per capita income and mirrored this decline. In four cases (out of 
ten), health expenditures declined; in three cases, government expenditures increased; in six 
countries, education expenditures declined, usually in greater proportions than those found 
for health. 
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The reasons for these changes are to be found in the economic views and circumstances of 
each country, and reminds us, in the case of Chile for example, that educational expenditures 
are being transferred from the public to the private pocket. However, this is only partially 
true for Ecuador; these incomplete figures obviously need further discussion. 

The first two tables attempted to look at the general economic framework and their link to 
households; the picture is very mixed, and easy generalizations are difficult to make. Tables 
3 and 4 look at some gender variables - first for primary and secondary education, and then 
for infant mortality - in the hope that we can come to a more consistent picture of the LAC 
region. 

Primary and Secondary Education 

You will recall that the Bank made education the second feature of its "enabling 
environment" for health. The first three columns in Table 3 show the total enrolments of the 
primary age group (6-11), and then the number of females in primary school and as part of 
the age group. Percentages can therefore be above one hundred when teenagers or adults - 
those outside the age range - study at the primary level. With regard to gender equity, the 
data for primary schools is encouraging. Female enrolments are as high as male enrolments, 
and where a decline is indicated in column 6, it either mirrors a general trend, or 
demonstrates a decline in the number of teenagers or adults attending primary school. The 
same set of figures for secondary schools is not so encouraging. Although there have been 
some positive increases, the levels of female secondary school participation remain lower 
than the levels for males. Six countries (out of 12) had female enrolment rates of more than 
50%, although only one (Uruguay, for which there is no 1990 data provided) had achieved 
this proportion in 1970. 

The educational data says little about the most important feature of education: its quality. 
There is surely room for research on the relationship between education and health 
knowledge, as well as on the specific opportunities being provided for female education at 
the secondary level. 

Infant Mortality 

Infant mortality levels (per one thousand live births) are regarded as a key indicator for 
estimating changes in general welfare. In the twenty year period between 1970 and 1990, 
infant mortality levels fell for Latin America and the Caribbean from 82 per thousand, to 44 
per thousand. In comparison, infant mortality rates for Canada fell from 19 to 7 per 
thousand in the same period (see Table 4). However significant the achievement in Latin 
America and the Caribbean, there is therefore still a long way to go. The highest rates were 
somewhat associated with per capita income. It comes as a shock, however, to see that 
Brazil's infant mortality rate remains at 58 per thousand. Of particular interest is the next 
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set of columns which show that, in all countries, males have a greater risk of dying before 
the age of five than females. Does this reflect social change or the fact that there are more 
male babies born than females? 

Table 3. Primary and Secondary Education 1970 and 1990. 

Primary Education Secondary 

WB Country Total Female Total Female 

1970 1990 Ch 1970 1990 Ch 1970 1990 Ch 1970 1990 Ch 

23 Haiti 53 
30 Nicaragua 80 98 18 81 101 20 18 38 20 17 44 27 

34 Honduras 87 108 21 87 109 22 14 13 

LI Countries 55 79 24 44 73 29 13 28 15 8 24 16 

41 Bolivia 76 82 6 62 78 16 24 34 10 20 31 11 
47 Guatemala 57 79 22 51 8 8 
48 Dominican R. 100 95 -5 100 96 -4 21 
49 Ecuador 97 95 22 23 

53 Peru 107 126 19 99 31 70 39 27 

54 E1 Salvador 85 78 -7 83 78 -5 22 26 4 21 26 5 

57 Colombia 108 110 2 110 111 1 25 52 27 24 57 33 
58 Paraguay 109 107 -2 103 106 3 17 30 13 17 30 13 

60 Jamaica 119 105 -14 119 105 -14 46 60 14 45 63 18 

72 Costa Rica 110 102 -8 109 101 -8 28 42 14 28 43 15 

74 Panama 99 107 8 97 105 8 38 59 21 40 62 22 

76 Chile 107 98 -9 107 97 -10 39 74 35 42 77 35 

LM Countries 93 100 7 83 97 14 31 172 141 24 57 33 

88 Venezuela 94 92 -2 94 94 0 33 35 2 34 41 7 

89 Argentina 105 111 6 106 114 8 44 47 
90 Uruguay 112 106 -6 109 106 -3 59 77 18 64 

91 Brazil 82 108 26 82 26 39 13 26 
92 Mexico 104 112 8 101 110 9 22 53 31 17 53 36 
96 Trinidad 106 95 -11 107 96 -11 42 80 38 44 82 38 
UPM Countries 95 106 11 93 105 12 35 54 19 31 

L&M Income 79 104 25 64 98 34 24 61 37 18 39 21 
LAC 95 107 12 94 106 12 28 49 21 26 57 31 

L 83 104 21 71 99 28 31 65 34 28 46 18 

Id 

Source: World Bank Development Indicators, 1993. 
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Table 4. Infant Mortality 1970 and 1990 

WB Country 
Infant Mortality 

Rate 
Under 5 MR 

Malnutrition 

1970 1990 Change Female Male Diff 
(under 5) 

23 Haiti 141 94 -47 145 164 19 
30 Nicaragua 106 56 -50 59 72 13 

34 Honduras 110 49 -61 54 66 12 21 

LI Countries 136 91 -45 125 148 23 

41 Bolivia 153 83 -70 117 127 10 18 
47 Guatemala 100 60 -40 76 84 8 34 
48 Dominican R. 94 50 -44 66 72 6 13 

49 Ecuador 100 47 -53 56 62 6 38 

53 Peru 108 53 -55 62 76 14 13 

54 El Salvador 103 42 -61 46 50 4 
57 Colombia 77 23 -54 23 29 6 12 
58 Paraguay 57 35 -22 38 46 8 4 
60 Jamaica 43 15 -28 16 20 4 8 

72 Costa Rica 62 14 -48 13 16 3 

74 Panama 139 64 -75 24 28 4 25 
76 Chile 78 17 -61 18 22 4 2 
LM Countries 87 42 -45 50 60 10 

88 Venezuela 53 34 -19 35 44 9 5 

89 Argentina 52 25 -27 28 32 4 
90 Uruguay 46 21 -25 21 25 4 9 

91 Brazil 95 58 -37 60 73 13 13 

92 Mexico 72 36 -36 38 50 12 14 

96 Trinidad 44 19 -25 21 25 4 9 
UPM Countries 72 34 -38 36 46 10 

L&M Income 102 61 -41 80 89 9 
LAC 82 44 -38 48 58 10 

World 85 33 -52 69 77 8 

Source: World Development Indicators, 1993. 
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While these tables do not show a consistent picture, they generally show that people are 
better educated and healthier than in the past. How much can policy improve the situation, 
and how far can the household - supported in the way proposed by the World Bank - help? 

A number of long term trends may alter our views of how health systems are to be designed. 
First, the long term process of urbanization is increasing. In 1950, about 57% of the 
region's population lived in urban areas, compared to about 72% in 1990, based on a larger 
population, and with the growth of megacities such as Mexico (34% of its. urban population) 
and Buenos Aires (41 %). The consequent pressure on resources, such as my colleague 
Danilo Anton has shown for water (1993), is becoming an increasingly urgent problem, with 
a potentially severe impact on health. Furthermore, the last ten years have seen changes in 
the family structure as women increasingly enter the labour market, and wish to exercise 
more control over their choices, and have a more equal say in family decisions. These are 
as much cultural as economic changes, and will have an effect on both the way women are 
treated, and how the family can cope with rapid, and as times brutal, change (CEPAL 1993). 
These trends perhaps confirm the following generalization made by Ester Boserup (1990): 

The reduction in the number of tasks performed in the family is accompanied by a reduction in 
the autonomy of the family, which becomes dependent not only on the market but upon the 
government and other public institutions. 

These trends also require further research as the role of public institutions is reduced, and the 
composition of the household itself is changing. 

Choices 

The World Bank's prescription is based on a stable household combined with economic 
growth. There are indications, however, that neither the macroeconomic framework, nor the 
evidence from other social indicators, are well enough developed to give one confidence to 
suppose that the policy will be a success. What is needed now, in my view, is a thorough 
examination of these assumptions. A discussion about the current value of gender analysis 
for the region, and proposed actions, can serve to strengthen the role of women, as well as 
the household and the choices that we provide our children. It is my hope that this workshop 
will look at these proposals in light of their contribution to gender and health in Latin 
America and the Caribbean, and propose ways in which they can be supported, modified, or 
examined, so that both gender and health can be promoted for the welfare of all. 
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AIDS, Sexually Transmitted Diseases, and Gender 





AIDS Research from a Gender Perspective 

Leda Pescel 

The Paulina Luisi Movement 

The Paulina Luisi Movement, founded in 1985, is a non-profit, non-governmental 
organization. It is based in a poor provincial area of Uruguay, in the region of Cerro Largo. 
The capital of this region, Melo, is four hundred kilometres northeast of Montevideo, and 
sixty kilometres from the Brazilian border. 

Four years ago, the coordinators (of the Paulina Luisi Movement) cooperatively began to 
design a new model for the health care of women. For many years, there has been great 
concern regarding the quality of health care that women receive in both private and public 
health clinics. For example, with regard to vaginal discharge, women often receive little or 
no information regarding the genesis of vaginal discharge, how it is transmitted, how it can 
be treated, or how it can be prevented. Most affected women suffer from feelings of guilt if 
they think they might have infected their sexual partners. Many are convinced that vaginal 
discharge is a natural part of being a women, and that they are condemned to suffer from it 
for life, particularly if they maintain an active sexual life. 

Health services in Uruguay generally perpetuate the notion that men, and the institutions 
which represent them, should be the ultimate authority. In the field of medicine, the male 
doctor, rather than the female doctor, holds power and knowledge. Male doctors tend to 
reinforce the status quo and dominate their female patients. They are usually reluctant to 
establish equal and cooperative relationships with their female patients. 

With these problems in mind, the Paulina Luisi Movement initiated many programs aimed at 
improving health services for women. For example, the Health Section began to implement 
a protocol for "Alternative Mental, Sexual, and Reproductive Health Care." This protocol 
emphasized the importance of quality service, as well as quality technical care. Quality 
service, which must always accompany a high standard of technical care, is health service 
which is personalized, informed, responsible, and respectful of the rights of the consulting 
woman. 

The Health Section also began to organize educational workshops and lectures for young and 
adult women, as well as for female and male adolescents. The workshops and lectures dealt 
with various health-related subjects, such as sexual relations, contraception, pregnancy, 

' Paulina Luisi Movement, Melo - Cerro Largo, Uruguay. 



sexually transmitted diseases, HIV/AIDS, and so on. Many women, especially those in the 
lower classes, had a complete lack of knowledge about their bodies, their sexuality, and their 
health rights. 

The Emergence of HIV/AIDS 

When HIV/AIDS emerged as a serious health concern, it was immediately incorporated into 
the women's health program, despite the fact that HIV/AIDS initially posed a remote risk for 
women. As the disease progressed, it became known that women faced a greater risk than 
initially believed. The Movement decided to evaluate the perceptions and beliefs of women 
concerning the risk of HIV/AIDS, and devise strategies to fight the spread of HIV/AIDS. 

HIV/AIDS is an infectious disease which is primarily transmitted through sexual relations. 
HIV/AIDS must be tackled by a number of sectors including the biomedical, social, 
educational, political and religious sectors. It also must be dealt with within the context of a 
Judeo-Christian and Greco-Latin culture, which places women in a subordinate position, 
particularly concerning sexual aspects. 

The Paulina Luisi Movement is very interested in sharing and exchanging experiences with 
other organizations, both in Uruguay and other Latin American countries. It is also 
interested in linking different groups working on health and education. In 1992, the Paulina 
Luisi Movement, together with another non-governmental organization (FEIM of Buenos 
Aires, Argentina), presented an educational action project to the World Health Organization 
(WHO), called "In the Face of HIV/AIDS, Can We Women Do Something?" Both NGOs 
had experience in the area of women and HIV/AIDS, and had worked together in the 
development of workshops in Uruguay. The project was approved by WHO and developed 
throughout 1993 in both Argentina and Uruguay. This was the first time that these two 
NGOs took on a joint project. The use of common methodologies allowed for the 
comparison of results. 

Project Objectives 

The objectives of the project, as outlined in the final report submitted to the Global AIDS 
Program of the WHO, were the following: 

to achieve the prevention of HIV/AIDS, through health education; 

to educate young and adult women about their subordinate position in sexual areas; 

to encourage self-care and the recognition of the difficulties encountered by women 
when they demand safer sex; 

to train women how to use condoms and how to include them in sexual foreplay; 
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to promote solidarity as a way of fighting the epidemic; 

to promote the multiplication of the number of participating women; and, 

to present this joint venture between the PLM and FEIM as an example for other 
institutions and NGOs, governments, international organizations and cooperating 
agencies. This project also sought to demonstrate that by joining forces, the NGO 
sector could be strengthened and could better influence the development of 
government health policies and campaigns. 

Methodology 

The groups selected were those which showed the greatest vulnerability to infection 
and the greatest multiplying capacity (young and adult women in the lower and middle 
classes). 

The variables, with their indicators, were the following: vulnerability (biological, 
psychological and social), submission (physical, psychological, and social) and safer 
sex. 

Written questionnaires were drawn up (personal and anonymous). Most of the 
workshops in both countries were taped. 

Workshops began by assessing the amount of information the participants already had, 
and by introducing a gender perspective. 

Vulnerability of Women to HIV/AIDS 

The set of sexual activities, practices, and circumstances of women which posed the greatest 
risk of HIV infection were defined. Three aspects relating to vulnerability were identified: 
biological, psychological and social. The biological vulnerability of women is significant. 
To begin with, the concentration of HIV is greater in semen than in cervical-vaginal fluids. 
Anatomically, with unprotected intercourse, women are the depositaries of seminal fluids. 
The frequent presence of inflammations, infections, and lesions in the vagina and cervix, as 
well as the presence of sexually transmitted diseases, increases the risk of developing HIV. 
STDs are more easily transmitted to women than to men. Furthermore, because women are 
often asymptomatic, or have very few symptoms, they may only request treatment for 
complications or sequelae. This has serious consequences for the sexual and reproductive 
health of women, as well as for the quality of their lives. According to some authors, the 
presence of a sexually transmitted disease doubles the possibility of infection by HIV in a 
single sexual encounter. The immature genitals of young women, combined with less 
mucous secretion, increase the biological vulnerability of these women. In post-menopausal 
women, the thinning of the mucous membrane, as well as the reduction of mucous secretion, 
are important transmission factors. 
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Because of their childbearing role (involving pregnancies, abortions, and births), women run 
a significant risk of receiving blood transfusions or derivatives. If the blood or derivative 
transfused is contaminated by HIV, the risk of transmission is over 90%. In underdeveloped 
countries, women and children receive 80% of donated blood. They often, inappropriately, 
receive blood for anemia. 

With regard to psychological vulnerability, women are educated to be "passive" in sexual 
relationships. They are not accustomed to expressing their sexual wishes and needs. 
Concerning social vulnerability, women are in a subordinated position in society. It is very 
difficult for a couple in a sexual relationship to make decisions about when and how to carry 
out a sexual encounter. They often resort to indirect and secretive ways. 

Submission 

In relationships, women are often subordinated to men. They may have to submit to the 
judgements, opinions, decisions, and feelings of men. Three dimensions concerning 
submission were identified: (a) physical submission; (b) psychological submission; and, (c) 
social submission. 

Women are often physically and psychologically subordinated to men in sexual relationships. 
A woman's body is often treated like an object meant to give pleasure to and satisfy men. 
The ability to feel sexual pleasure is often subordinated to the male. In the case of 
infertility, it is usually assumed to be the fault of the woman. Social subordination relates to 
the lack of economic independence and autonomy of women, which affects their decision- 
making in life, including sexual aspects of life. The inability to act on other sexual options 
(e.g., bisexuality, homosexuality), or to have several partners, is also affected by society. 

Safer Sex 

Safer sex for women is possible if women are able to choose whether or not to have sexual 
relations with their partners. This decision would be related to whether or not their partner 
agreed to use protection against HIV/AIDS. 

Results 

Background Information about the Women 

The collected information provides a greater understanding of the women with whom the 
NGOs regularly work. This data could serve to help to reformulate objectives, as well as 
guide preventive action to achieve the desired goals. A cross-section of ages was 
represented, ranging from fifteen years of age to late adult years. In the lower classes of 
Uruguay and Argentina, younger women predominated. In the middle classes, adult women 
were more common. 
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The majority of the participants lived within a nuclear family. The man of the household 
usually held the economic responsibility for the family, or the woman shared the 
responsibility with her husband or with others. The women who were most economically 
dependent were from the lower classes of Melo, Uruguay, and Taoist, Argentina. 

Without exception, all women were responsible for the household work, which provided no 

pay and minimal social acknowledgement. The women tended to be part of highly traditional 
situations characterized by dependency, which affected their thoughts, feelings and actions. 

Information Collected on Women and HIV/AIDS 

The research demonstrated that lower and middle class women in both Argentina and 
Uruguay are highly vulnerable, and regularly exposed to the risk of HIV/AIDS. Almost all 
the women submitted to the non-adoption of safer sex. 

Nearly all the women believed that women are at a greater risk of contracting HIV/AIDS 
than men. However, most women tended to believe that it is other women, not themselves, 
who are exposed to this risk. Women tended to believe that the stability of their 
relationships protects them from HIV/AIDS. Many of the women believed that a stable 
relationship represented security, and that being in love would act as a vaccination shot 
against the spread of HIV/AIDS. Many women were unable to link their husbands or 
partners to "the men who fool around. " This inability to view their partners as possible 
infectors, greatly reduced the possibility of preventive steps being taken by women. 

Part of the role of the Paulina Luisi Movement has been to help break these false beliefs. 
We attempted to help women change their behaviours, and to adopt positive health care 
strategies. Besides just providing additional information, we also examined various risk 
situations in a woman's daily existence, with a view to preventing STDs and HIV/AIDS. 
For example, many women asserted that "men play around. " The coordinator probed this 
situation with the women by asking, "which men play around?" This strategy of reflection 
and awareness-raising greatly enhanced the possibility of the adoption of positive preventive 
behavioral changes. 

A very high percentage, about seventy percent, of women sampled in both Uruguay and 
Argentina reported that they talked to their partners about the fear of contracting HIV/AIDS. 
If these conversations were as open as indicated, it is likely that condoms would be used 
more widely, and that sexual relations according to the needs and desires of women would be 
more prevalent. This raises the question of what exactly takes place during these talks. The 
women are undoubtedly expressing "something" about their opinions, as well as sharing their 
fears of contracting STDs and HIV/AIDS with their partners. How is the language related to 
reality? What happens when a woman talks to her partner about how HIV/AIDS is 
transmitted? Why do the statistics continue to show the spread of the HIV/AIDS to women? 
What happens between the two partners? What do they hear? 
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The spread of HIV/AIDS can be decreased with the use of the male condom. In general, the 
women reported that the condom is not used. Women should be able to take concrete 
preventive steps and make decisions with regard to intimate situations. 

Conclusions 

The cooperation of the two NGOs, FEIM and the Paulina Luisi Movement, was an enriching 
experience. We were able to share information, experiences, techniques and skills, as well 
as complement each other during the workshops and seminars on sexuality and the prevention 
of STDs and HIV/AIDS. 

Most participants had not discussed the issues of sexuality, STDs, and HIV/AIDS from a 
gender perspective. During their participation in the groups, women became more aware of 
gender issues. Gender affects the roles and functions that an individual has in relationships, 
in the family, and in society. As well as dealing with the gender issues, these women also 
had the opportunity to get to know each other and discuss the subjects which were of most 
concern to them as a group. We successfully created a forum for communication for the 
women. High participation was achieved and maintained throughout the workshops. 
Continuing this process of communication among women, as well as broadening the circle of 
women, would be a positive next step. 

The mass media, through educational campaigns, has presented a great deal of information 
about HIV/AIDS. However, it was only through participation in these groups that these 
women began to learn more about their sexuality, and to recognize the personal risk they 
may be exposed to, as well as ways of preventing HIV/AIDS. The language used in the 
media and in public educational campaigns may be suitable for some people with certain 
verbal skills or from certain cultural backgrounds. However, many women do not benefit 
from this information. 

It is important to analyze how women from the lower classes think about, discuss, and deal 
with issues of sexuality, and how they negotiate sexual relationships. It is also important to 
learn more about their beliefs concerning their risk of acquiring STDs and HIV/AIDS. More 
information on their cultural and sexual universe would greatly assist in the creation of 
appropriate educational messages. 

Most women in stable relationships did not believe that they were at risk of HIV/AIDS.- 
This misbelief was reinforced by unclear media messages. Stability in a relationship was 
often confused with monogamy. This must be clarified with women. 

A network needs to be developed whereby the women themselves bring these messages into 
their communities and discuss these issues with their neighbours. Women should be 
selected, trained, and sent out to the communities to continue spreading messages of "safer 
sex." Face-to-face work with women is highly effective. What happens in intimate 
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relationships needs to be reviewed and re-imagined. Strategies to care for health, and the 
adoption of safer sex routines to prevent STDs and HIV/AIDS, need to be introduced in 
effective ways. 

A total of eighty women in the two countries were involved in the project. These women 
reflected, reviewed, learned, and achieved new perspectives in order to avoid infection. 
Given the magnitude of the problem, the number of women reached was very small. In 
order to achieve a greater impact, it is necessary for private and public institutions to develop 
similar types of workshops for women, aimed at the promotion of "safer sex. " In the 
development of these workshops, non-governmental organizations of women who are 
knowledgeable about gender issues related to STDs/HIV/AIDS should be contacted, to ensure 
that messages are effectively communicated. 
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Male Bisexuality, Gender Relations, and AIDS in Brazil 

Carmen Dora Guimaraesi 

Introduction 

Brazil is struggling to understand and deal with the reality of HIV/AIDS transmission. 
Despite significant efforts over the past fourteen years, many dimensions of the epidemic are 
still poorly understood. Since the early 1980s, the AIDS epidemic has predominantly 
affected the male homosexual and bisexual communities. However, over the past few years, 
an important epidemiological shift has occurred. There has been an increase in the number 
of AIDS cases among both women and children. This paper will look generally at gender 
relations and AIDS in Brazil. It will also explore the link between male bisexuality and the 
increase in the number of women infected with AIDS. Bisexual relationships, which are 
prevalent in many parts of the world, including Latin America, present a particular difficulty 
for the prevention and control of HIV transmission. 

The findings presented in this paper are based on the literature concerning Brazilian 
sexuality, as well as on selected AIDS-related sociological and anthropological studies 
(Guimaraes et al. 1988; Parker 1989, 1991, 1993). The findings also stem from recent 
fieldwork on gender relations and AIDS, carried out in two settings located in Rio de 
Janeiro: (1) the AIDS clinic at the Gaffrde Guinle University Hospital and, (2) a clinic run 
by BEMFAM-Sociedade Civil de Bem Estar Familiar, one of Brazil's largest non- 
governmental organizations devoted to family planning and reproductive health (Guimaraes 
1990, 1992, 1993, 1994; Guimaraes and Brasil 1991). 

Women and AIDS in Brazil 

Since 1982, when the first cases of AIDS were diagnosed, Brazil has rapidly become one of 
the countries with the highest number of reported cases. Between 1980 and 1994, a total of 
40,849 male cases, and 7,317 female cases, were registered. The majority of these cases 
were the result of sexual transmission. Of the male cases, homosexual transmission (13,084 
or 32.7%) and bisexual transmission (6,773 or 16.9%) contributed to approximately 42.89% 
of all reported AIDS cases in Brazil. To date, 3,361 cases (or 6.98% of all cases) have been 
reported among heterosexual women (Ministry of Health, AIDS Epidemiological Bulletin 
January 1994). It should be noted that it only became mandatory to report AIDS cases after 
1985, the year that seropositive testing became technically available. It is estimated that over 
half of all cases are not reported. 
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In 1988, the Epidemiological Bulletin for AIDS recorded a significant increase in the number 
of AIDS cases among women other than prostitutes. While the ratio of male to female cases 
in 1986 was 17:1, in 1987 it suddenly changed to 10:1. In 1988, it again changed to 7: 1. 

Currently, in the large urban centres of Rio de Janeiro and Sao Paulo, the ratio is 4:1. Male 

homosexual and bisexual men continue to be the groups most profoundly affected by AIDS. 

Research carried out at the Gaffr6e Guinle University Hospital indicated that, between 
February 1988 and March 1992, of the 1,095 accumulated cases of adults, with AIDS, 21 % 

were related to heterosexual transmission. Of these, 83 % were cases of women, and 17 % 

were cases of men (Sion 1992). 

Until the late 1980s, married women between 20 and 40 years of age, or those with steady 
partners, were believed to be at a relatively low risk of HIV infection through sexual 

transmission. Over the past few years, the rise in the prevalence of sexual transmission of 
HIV in these previously low risk women led to epidemiological investigations. As a result of 
the investigations, it was discovered that many of these women unknowingly had bisexual 
partners who were HIV-infected, and who frequently practised anal intercourse. 

This "discovery" raises the following questions: Why was this possibility not considered 
from the onset of the epidemic in Brazil, particularly since official statistics since 1982 have 
indicated that male bisexuality accounts for 30% of all reported AIDS cases? Why was the 
female dimension of male bisexual relations so grossly ignored by AIDS medical specialists? 

Despite the fact that women and children are at an increasingly high risk of developing 
HIV/AIDS, prevention and control programs continue to target female prostitutes and/or 
male homosexuals. The majority of the population merely receives recommendations to 

reduce the number of sexual partners, to choose partners carefully, to use condoms, or to 

abstain. While it is very difficult to evaluate whether or not these suggestions have been 
effective, a small rise in condom usage in casual sexual relations has been noted (Berqu6 and 
Souza 1990). 

The Link Between STDs and HIV Transmission 

The importance of STDs as co-factors for HIV transmission, especially for women, has been 
largely overlooked (Dixon-Mueller and Wasserheit 1991). From the perspective of the 
woman, chronic vaginal discharge may be seen as a "normal" nuisance related to her 
intimate life, one of the many "natural" discomforts associated with being a woman. 

"Family women" are often overlooked when it comes to the issue of STDs/HIV/AIDS 
(Carovano 1991). At the BEMFAM family planning clinic in Brazil, medical staff often 
ignore "minor symptoms" of sexually transmitted diseases in their patients. If they do not 
completely ignore the symptoms, they may suggest that the woman be treated at a STD clinic 
in the public health system, which are among the most deficient and under-staffed health 
services offered in Brazil. Being treated for STDs and HIV/AIDS is strongly associated with 
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female sexual deviance. Many women may be reluctant to utilize STD services because they 
feel uncomfortable attending clinics which are primarily frequented by prostitutes, lower 
class women and dubious men. 

Difficulties with Condom Usage 

Many women reported that it was difficult or impossible to implement the recommendation to 
use condoms to prevent STDs/HIV/AIDS, given the power dynamics and disparity of choice 
between men and women. According to Maria de Bruyn (1993), "...prevailing power 
dynamics make self-protection by women problematic at best and very difficult or impossible 
at worst. " 

In interviews held with 240 patients attending the BEMFAM clinic (Guimaraes and Brasil 
1991), the difficulties presented by women in introducing condoms or any other prevention 
measure were clearly distinct from those of men. If a woman feels that she is at risk, use of 
the condom depends on the cooperation of her partner. One must bear in mind the obvious: 
it is not the woman who "wears the condom", but the man. Because the man is usually 
reluctant to use a condom, the woman is forced to justify her request. She may try to justify 
condom usage by saying that it is necessary for contraception. However, if a woman is 
married or in a stable relationship, she has other contraceptive options which may be used 
with no discomfort to her partner, such as the pill, the IUD, or sterilization. A woman may 
not be able to justify condom usage for anal sex, a fairly common practice between Brazilian 
men and women, because contraception is obviously not a consideration for this practice. 
However, anal sex poses a high risk for STD/HIV transmission, a fact which is not 
acknowledged by the majority of the population (Voeller 1988). 

In addition to offering contraceptive protection, a woman may justify her request for condom 
usage by stating that it is necessary to protect against STD/HIV transmission. This is a 
highly sensitive issue, particularly if the woman is married or in a steady relationship. 
Permanent relationships usually operate on the assumption of monogamy, fidelity and mutual 
trust. When a woman suggests that she would like to use a condom as protection against 
infection, this may imply that she suspects that her partner is engaging in extra-marital sexual 
activity. Condoms are an "unwelcome symbol of extra-relationship activity" (Byron 1991). 
Furthermore, if her partner agrees to use a condom, her suspicion of infidelity is confirmed. 
Another problem is that the partner may suspect that the woman has become infected through 
extra-marital sexual relations. This has serious negative consequences for the woman. If a 
man is unfaithful, his sexual activity tends to reaffirm his masculine sexual role, even at the 
cost of STD/HIV transmission. However, a woman's infidelity means that she has not 
conformed to the passive female role. This may provoke a strong reaction from her partner, 
possibly involving physical abuse, or, worst of all in the woman's eyes, the end of the 
relationship. 
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Condom usage is also an issue for single women without regular partners. If a single woman 
requests the use of a condom, her partner may believe that she is promiscuous or has a 
sexually transmitted disease. If a man holds either of these beliefs about a woman, it is 

unlikely that he will have a future relationship with her. Women attending the clinic 
repeatedly said that, "a good man is hard to find these days." With this in mind, most 
women are willing to take a chance and not use a condom, hoping that luck or love will 
protect them from infection. 

When a woman requests the use of a condom from a man, she is acting in a sexually 
assertive fashion, particularly if she provides the condom. This runs contrary to the role of 
the "proper" woman who is traditionally subordinate and passive, particularly in sexual 
matters. There is therefore a need for other protective alternatives that women can use and 
control. Furthermore, educational messages must also be directed to men, or to the couple, 
so that some of the burden is lifted from women (Stein 1990; Dixon-Mueller and Wasserheit 
1991). 

Risk Perception in Brazil 

With regard to risk perception in Brazil, the broader cultural determinants that have shaped 
the face of AIDS in this country must first be explored. In 1982, the first reported cases in 
Brazil linked the disease to young, middle and upper class, homosexual men. This sent out 
the message that the American "gay plague" had reached Brazil. Widespread media 
coverage triggered a great deal of fear and resulting prejudice (Daniel and Parker 1991). 
The National AIDS Program, which was directed to "high risk groups," also helped to create 
an image of AIDS that was very removed from average Brazilian men, particularly those 
from the lower classes. Those who did not identify with the media images may have 
believed that they were not at risk. Given the emphasis that AIDS is a male disease, women 
who are not prostitutes may believe that they are not at risk of HIV infection. Women often 
believe that their main risk of AIDS comes from exposure to HIV-infected blood, or objects 
that have had contact with blood (dental drills, syringes, cuticle scissors, and so on). 

Besides male homosexuals, other high risk groups include male bisexuals, haemophiliacs, 
intravenous drug uses, male and female prostitutes and those who receive contaminated blood 
transfusions and/or products. There is also an increasing incidence of HIV/AIDS being 
transmitted perinatally. However, the archetypal AIDS patient is still considered to be the 
prosperous, white, male homosexual, working in the world of fashion, entertainment, or the 
arts. In Brazil, the word aiditico is used to refer to a person living with AIDS. This word 
implies homosexual behaviour. The symbolic link between AIDS and male homosexuals, 
and to a lesser extent, to "deviant" people, reinforces the attitude that HIV/AIDS are not 
issues for poor men and women, struggling daily to lead "decent, normal lives." 
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Class, Race and AIDS 

In the lower classes of Brazil, a large number of women classified as either black or mulatto, 
between 15 and 30 years of age, largely illiterate, have become infected through HIV- 
infected partners, and may in turn infect their babies. Given the stereotypical notion of who 
gets AIDS, these women are largely invisible, even though they are at an increasingly high 
risk of contracting HIV/AIDS. Lower class women, as a result of cultural determinants, are 
less likely to receive an early diagnosis of HIV infection, and are also less likely to receive 
adequate treatment. 

Economic Issues and HIV/AIDS 

Lower class men and women may be more concerned with economic survival than with the 
threat of HIV/AIDS. Over the past 15 to 20 years, Brazil has been facing a social, 
economic, and political crisis. This has resulted in several deleterious consequences, 
including high rates of inflation (over 45 % monthly), critical unemployment, constant lay- 
offs, low salaries (minimum wage stands at US$80.00 per month), poor health care, chronic 
endemic diseases, and rising urban violence. These are immediate survival issues which are 
usually considered more pressing than the remote risk of HIV infection. Furthermore, with 
growing inflation and poverty, an increasing number of young women and men in large 
urban areas have been drawn into the commercial sex market in search of an alternative 
source of income. 

Evaluation of the Partner as a Mode of HIV Prevention 

Married women, or those in steady relationships, often do not think of themselves at risk. 
One of the common HIV prevention methods cited by women relates to the subjective choice 
and evaluation of partners. One women at the BENFAM family planning clinic, when 
questioned about the risk of AIDS, replied, "but I know him!" (Guimaraes 1994). In 
contrast, female HIV/AIDS patients at the Gaffrde Guinle University Hospital often stated 
how misled they had been by their partners, what little knowledge they had about their 
partner's sexual life outside the home, and how they felt betrayed. 

Bisexual Behaviour of Men 

Social and anthropological research has demonstrated that same-sex practices between men 
date back to colonial times (Freyre 1946). Despite this fact, women interviewed rarely 
suspected or mentioned that their partners may engage in bisexual behaviour. The term 
"bisexual" is largely absent from popular discourse. Many women believed that their men 
were macho, and macho men only want women. Most women believed that their risk of 
AIDS rested solely with their partners' involvement with other women. 
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Some research suggests that women may be more tolerant if their partners engage in sexual 
relations with male homosexuals, than if they have relations with other women. It may be 
tacitly accepted as "things men do" if there is no emotional involvement. Other women are 
believed to be a greater threat to the family, and possible bearers of illegitimate children 
(Alonso and Koreck n.d.). 

If a male partner assumes the active role during sexual relations with another man, his male 
gender identity may not be threatened (Guimaraes 1977, 1984; Fry 1982; Perlongher 1988; 
Parker 1990). The virility of the "active" partner, who has sex with a "passive" man, is not 
questioned. Only the "passive" man is considered to be homosexual. It is also sometimes 
believed that the active partner is at less risk of being infected from HIV/AIDS. This is an 
important factor to consider in developing strategies for prevention and control of the 
epidemic. 

Gender Role Expectations 

The husband or steady partner who has extra-marital relations may reason that what he does 
away from home is his own business, as long as he fulfils his prescribed role as protector of 
the home, and provider of family needs. His sexual activity with others, men or women, are 
expressions of his virility. 

Masculine and feminine gender roles are sharply differentiated, particularly in lower class 
populations. According to gender role expectations, men should be active/dominant in sexual 
relations, while women should take the passive/subordinate role. This code has other 
dimensions. For example, the housewife is valued for her "sexually passive" role, while the 
female prostitute, who is "sexually active," is highly discriminated against for transgressing 
the ideal feminine role. 

Same sex practices between men follow a similar pattern. The sexually active male, "the 
insertor, " is looked upon positively, but the passive bicha (a popular term that refers to an 
effeminate homosexual) is strongly stigmatized for taking on the "woman's" receptive role 
(Misse 1979). 

The public sphere of work is basically masculine, while the private sphere of the family is 
feminine (Damatta 1987). The feminine role is linked to motherhood, where sexuality is 
only visible through reproduction. It is very offensive for a woman to be compared to a 
"woman of the street," or more popularly, a piranha (a small carnivorous fish). The idea 
that good women are not sexual beings who enjoy bodily pleasures must be challenged. 
Women should not only been seen as caregivers/reproducers of children or prostitutes. 

Conclusion 

In order to effectively deal with the AIDS pandemic, the following strategies are 
recommended: 
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Effective prevention and control measures must acknowledge the gender dimensions 
of HIV/AIDS, including the specific biomedical characteristics of women. 

The focus on the "scapegoats" of AIDS (e.g., homosexuals, bisexuals, 
intravenous drug users and prostitutes) has made it possible to overlook the 
gender dimensions of AIDS. We must work towards a fuller understanding of 
the epidemic, rather than just blaming certain groups. While it may be less 
sensational and exotic than looking at "deviant" sexual behaviour, the gender 
relations of "normal" people must be explored. There is an urgent need to 
find ways for women to meet the challenge of AIDS without destroying their 
relationships with men. 

The social construction of AIDS, and the extent to which it maintains and reinforces 
the system of dominance and subordination embedded in traditional gender relations, 
must be fully examined. A greater appreciation of cultural, social, political, 
economic, and emotional factors is central to an understanding of why young, black, 
poor, illiterate women are at a particularly high risk of HIV infection and AIDS. 

An interdisciplinary approach must be taken when dealing with HIV/AIDS. The 
biomedical and the social sciences must work together. The full range of social, 
medical, psychological, economic, and political dimensions of AIDS must be 
addressed. Biomedical data is clearly important in order to gain an understanding of 
the reasons for the higher rate of heterosexual transmission in women. Many of the 
physical and physiological characteristics of women in the face of AIDS are relatively 
unknown. However, the biomedical dimensions provide only part of the picture. 
Unfortunately, medical findings tend to take precedence over the social and 
psychological aspects of the illness. The development of an interdisciplinary approach 
among the medical and social sciences would aid in the construction of more effective 
prevention and control strategies, for both women and men. If an interdisciplinary 
perspective had been adopted from the beginning, perhaps the intrinsic role of women 
in the AIDS epidemic would have been "discovered" sooner. Women other than 
prostitutes might have seen earlier that they had a risk of HIV infection through 
sexual activity with their regular partners. 

While women and men tend to follow social and sexual norms, there are many 
situations where the rules are broken, and the power dynamics of gender relations are 
inverted. We must understand and expose these situations. 

Members of the research community must strive to inform policy-makers of 
their research, so that state of the art knowledge can influence public policy. 
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Love Does Not Protect Against AIDS: Reflections About 
the HIV/AIDS Epidemic From a Gender Perspective 

Elsa do Pradol 

Introduction 

This paper provides some reflections about women and the HIV/AIDS epidemic. The World 
Health Organization predicts that by the year 2000, there will be forty million people 
affected by HIV/AIDS worldwide. For many years, AIDS was seen as a disease which only 
affected homosexuals, drug addicts, and prostitutes. Today, the disease is widespread 
outside these communities. While HIV/AIDS affects men, women and children, it has 
unique implications for women. 

To date, because the search for a cure has been elusive, there continues to be a need to focus 
on ways to prevent the spread of HIV/AIDS. Preventive measures involve more than just 
increasing knowledge levels through education. Preventive strategies should also be 
concerned with the relationship between men and women, as well as their views about sex. 
Men and women occupy different positions in society, and society has different expectations 
of each gender. These factors play an important role in whether or not an individual will be 
exposed to HIV/AIDS. In order to combat this disease, there must be a radical alteration of 
our social patterns and sexual behaviours. 

Transmission of AIDS 

AIDS detrimentally affects the immune system, making the individual susceptible to other 
diseases and infections. AIDS, transmitted through blood and semen, is primarily 
transmitted through sexual contact with an HIV-infected person. An individual can also be 
exposed to HIV/AIDS through a blood transfusion, or through exposure to HIV-infected 
blood products, such as syringes and infected medical instruments. In addition, AIDS can be 
transmitted from a mother, through the maternal placenta, to the fetus. Transmission is not 
possible by kissing, embracing, coughing or sneezing, or by sharing dishes or clothing. To 
date, evidence suggests that the latency period of HIV ranges from six months to ten years. 

Symptoms of AIDS 

There is a distinction between primary and secondary symptoms of AIDS. Primary 
symptoms include swelling of the lymphatic glands, fever, perspiration, weight reduction, 
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presence of aphthous mouth symptoms, and chronic diarrhea. Secondary symptoms occur 
with the further impairment of the immunological system, and include various infections such 
as herpes, aphthous, and tuberculosis. These are called "opportunistic infections," because 
they take advantage of a low defensive mechanism. As the disease progresses, an individual 
will lose a great amount of body weight, and suffer from constant fatigue and diarrhea. 
Lymphadenopathy will become more pronounced. In the later stages of the disease, 
pneumonia and skin cancer (Kaposi's Sarcoma) are common. 

Women and Biological Factors Influencing HIV Transmission 

From a biological point of view, women are almost twice as likely as men to contract HIV as 
a result of sexual contact with an infected partner. This is due to a number of factors, 
including the following: 

semen contains a greater amount of HIV than vaginal fluids; 

the vagina and anus are more susceptible to infections than the penis; and 

sexually transmitted diseases and gynaecological infections leave the female without 
defenses against the virus. 

When a woman contracts AIDS, a number of diseases often appear, including cancer of the 
uterus, pulmonary tuberculosis, and recurrent pneumonia. Transmission of HIV/AIDS 
vertically during pregnancy appears to particularly affect female fetuses. 

Women and Social Factors Influencing HIV Transmission 

In addition to their biological vulnerability, women are more likely to contract HIV/AIDS 
than men because of their subordinate social and sexual positions. Many women do not 
control how, when, with whom, and how often they have sexual intercourse. The sexual and 
reproductive rights of women are curtailed throughout the world. Women are socialized to 
believe that the "ideal woman" suppresses her desires and needs in order to please her 
partner. 

Few women are able to raise the issue of condoms with their partners. The male condom, 
which is controlled by men, is currently the main prevention method available. Because it is 
wom by men, women can only indirectly influence its use by convincing their partners to 
wear one. Even sex workers find it difficult to deal openly with this issue. These women, 
who depend on their clients for money, have little power in this domain. Because the clients 
pay for sex, they make the decisions. 
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It is also difficult for women with few sexual partners, even for monogamous women, to 
control condom usage. If a woman demands that her partner use a condom, this is a sign of 
distrust. For some men, not using a condom is proof that his partner trusts him. Women 
are socially expected to be monogamous, while this is not necessarily the case for men. Men 
often have sexual relations outside of primary relationships without a condom, exposing both 
their partners and their children to the risk of HIV/AIDS. While a woman may be aware of 
this, she may not be able to discuss condom use, because her partner might suggest that she 
has had sexual relations with other men. Fearful of the reactions of their partners, women 
therefore risk their physical health, indeed, their lives, to be accommodating to men. 

The Search for a Cure 

Each day, more people die of AIDS. There is no vaccine and no cure. Numerous efforts 
are currently underway in the search for a vaccine, or for an efficient medication to bring 
about a definitive cure. HIV is very complex. It mutates and transforms into new strains 
and is resistant to all known treatment. There are at least five strains of HIV, which makes 
research difficult because it is likely that each strain requires more than one vaccine. 

Genetic engineering has led to the development of experimental vaccines. If these vaccines 
lead to positive results, they might be used as prophylactics. That is, they could be used for 
stimulating immunological responses in non-affected individuals who would then be protected 
against infection should they become exposed to the virus. These vaccines could be used 
therapeutically to generate an immunological reaction, arresting the progress of the disease if 
an infection already exists. 

Other studies are being done with anti-retroviral medications. This involves the use of 
chemotherapy which may slow down the progress of the infection and prolong life. 
Chemotherapy may also lengthen the period that an individual is free from 
disease/asymptomatic, as well as reducing discomfort when symptoms are present. AZT, 
which is very expensive, is an efficient treatment against the lethal pneumonia which is 
associated with AIDS. 

Prevention Measures 

Presently, the main prevention methods are: 

the use of the male condom; 
reducing sexually transmitted diseases; and, 
modifying high risk sexual behaviour. 

The male latex condom is effective in preventing the transmission of HIV when it is used in 
a consistent and correct fashion. While information, education and access to condoms are 
important issues, the biggest hurdle for condom usage is the difficulty that women have in 
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negotiating the use of condoms with their partners. A women usually does not decide 
whether or not her male sexual partner will wear a condom. It is not socially appropriate for 
women to carry condoms, nor to take the initiative for their use. Efforts are needed to 
encourage men to accept responsibility for practising safer sex. As well as the use of a 
condom, safer sex involves practices such as sex without penetration and mutual 
masturbation. 

Future research needs to explore prevention methods which women can control, so they can 
protect their own health, as well as the health of their children. For example, the promotion 
and use of the female condom and spermicidals with nonoxinol-9, might help to fight the 
virus. As well, prevention measures need to be encouraged among lesbian couples, such as 
the latex field or PVC towel, latex gloves, and so on. 

Many women have trouble accepting that their husbands or partners could be transmitters of 
HIV/AIDS. It is as though they believe that marriage, or the state of being in love, protects 
them from this deadly disease. However, the reality is that many men have intercourse 
outside of their steady relationships, and expose their steady partners to the risk of HIV. 
Erroneous beliefs and attitudes need to be modified. 

Another important issue relates to the importance of controlling sexually transmitted diseases. 
The presence of genital ulcers caused by some sexually transmitted diseases increases the risk 
that a person will get HIV/AIDS through sex with an infected partner. Sexually transmitted 
disease prevention programs, including campaigns against HIV/AIDS, are therefore 
important. 

The fight against AIDS involves fighting against the subordination of women and other 
discriminated groups. Improving the social status of discriminated groups will make a 
valuable contribution in the fight against HIV/AIDS. Research and prevention programs 
need to focus on the most vulnerable groups in society. We all must work together - men, 
women, researchers, scientists, health workers, educators, community leaders - to fight this 
disease head on. 
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Counsellors' and HIV-Positive Patients' Perceptions of Gender 
Differences in HIV/AIDS Education and Counselling 

Rafael Garcia, E. Antonio De Moya, Rosario Fadul, 
Aida Freites, Sara Guerrero, and Cesar Castellanos' 

Introduction 

The purpose of the present study is to qualitatively explore HIV counsellors' and HIV- 
positive patients' perceptions of likely gender differences in HIV/AIDS education and 
counselling. Gender differences in this area are beginning to receive special attention as the 
HIV/AIDS epidemic gains ground in the heterosexual population worldwide. As a result of 
this progression, large numbers of women and children are becoming infected everyday. 
There exists a need to understand the extent to which women's sexual behaviour differs from 
that of men, and whether these differences require differential preventive approaches. In this 
study, perceptions of gender differences were assessed in a number of areas, including: 

perceived threat of HIV/AIDS; 
reactions to fear campaigns; 
perceived value of preventive action; 
meaning of condom use; 
need for targeting of preventive messages; 
influence of counsellor-patient gender combinations in counselling; 
counsellors' expectations of patient reactions to HIV infection; and, 
psychosocial reactions to HIV antibody detection (e.g., anxiety, confidentiality, 
resource mobilization and family response). 

Gender Differences in Sexual Interaction 

A growing body of literature on gender roles and gender differences in social behaviour 
suggests that females and males may enter sexual relationships with different expectations, 
attitudes, and habits. These gender differences are thought to be partially due to the 
tendency of males and females to behave according to their respective gender roles. A. H. 
Eagly's Gender Role Theory (Eagly and Steffen 1984; Eagly 1987; Eagly and Karau 1991; 
Eagly and Wood 1991) asserts that gender stereotypes are, in effect, culturally shared 
expectations of gender appropriate behaviours. Similar forces may operate during sexual 
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interactions. According to Airhihenbuwa et al. (1992), gender-based social roles define the 
nature and type of activities pursued by women and men. More importantly, these roles also 
define the power differential in heterosexual relationships. 

In most, if not all, societies, there are clear differences between the expected and actual 
behaviour of girls and boys. Serbin and Sprafkin (1987) and Bancroft (1989) have pointed 
out that boys not only demonstrate more physical activity, rough and tumble play and 
exploration, but they also have different interests. For example, boys tend to prefer war 
games, while girls tend to prefer acting out domestic roles. While these type of 
generalizations may apply to the majority, considerable overlap also exists between the sexes. 
Gender role stereotypes also vary from culture to culture. Much of the control of women by 
men in our societies depends upon these stereotyped roles. Androcentrism, a male-centred 
approach to gender, generally places women at a disadvantage in society (Duke and Omi 
1991). 

Several recent studies reported findings on gender differences. Weiss, Weston and Quirinale 
(1993) found gender-based differences in knowledge and learning style about AIDS. Garcia 
and Renshaw (1987) reported that a double-standard exists in Latin Caribbean child-rearing 
practices: adolescent males are expected to engage in sexual intercourse with as many 
partners as possible, while adolescent females are expected to remain virgins until marriage. 
Therefore, males usually initiate sexual activity earlier than females (Garcia et al. 1992). 
However, sexual initiation is also associated with ethnicity and socioeconomic status 
(Seidman and Rieder 1994). Airhihenbuwa et al. (1992) reported that females exhibited high 
levels of anxiety regarding sexual assault, fear of AIDS, pregnancy and negative social 
evaluation. Katz, Gibson and Turner (1992) also reported that females feel significantly 
more sexual anxiety and distress than males. They found that women acknowledged more 
fear of sexual intercourse than men, and reported more avoidance of situations where they 
might become sexually involved. Rhodes and Wolitski (1990) provided indirect evidence 
suggesting that threatening, fear-oriented approaches may have an important role in AIDS 
education programs for women, if such appeals cause anxiety and lead to the adoption of 
protective behaviours. 

Gender Differences and AIDS 

AIDS is increasingly being recognized worldwide as a significant health and social issue for 
women (Gielen et al. 1994). Due to the rapid increase in the number of AIDS cases among 
women, research on gender differences in this area is paramount. A need exists for 
gender-specific, language-appropriate preventive approaches, as well as a need to address the 
multitude of direct and indirect effects of the HIV/AIDS epidemic on both women and men 
(Citizens Commission on AIDS for New York City and Northern New Jersey 1991). 
According to Duke and Omi (1991), women are becoming HIV-infected and ill in increasing 
numbers. They are usually the primary caretakers of their families, loved ones, as well as 
friends, when someone becomes sick. Women often find themselves alone in dealing with 
the day-to-day problems of securing support. If a woman develops a HIV-related illness, 
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fulfilling these responsibilities may become difficult or impossible. Many women who are ill 
themselves must also cope with the illness of a partner, sibling, or child. Rosser (1991) 
asserted that research on AIDS conditions specific to females has received low priority, 
funding and prestige. Anastos & Marte (1989) suggested that the fundamental questions 
about the progression of the disease in women have not yet been explored. 

Gender differences in AIDS knowledge, attitudes, and beliefs, have been studied extensively 
in recent years. In a Latin Caribbean society, no gender differences in adolescents' AIDS 
knowledge were found by Garcia et al. (1992), although a significantly larger proportion of 
males than females stated they would engage in sexual relations in spite of risk of HIV 
infection. In Anglo-Saxon societies, Dusenbury et al. (1991) found that there were 
significant differences between boys and girls on these measures, girls being generally more 
knowledgeable than boys. Verby and Herold (1993) also found that women had more 
knowledge of AIDS than men. Harrison et al. (1991) reported that women from four ethnic 
groups at risk of HIV infection in general did not see themselves at risk for contracting HIV. 
Corby et al. (1991) reported that, of a group of female partners of male injection drug users, 
almost all reported engaging in unprotected vaginal and anal intercourse. 

Gender Differences and Condom Use 

Using condoms may mean different things for men and for women. If this is true, 
prevalence of condom use may be a function of gender role stereotypes. Maya and Cochran 
(1988) argued that, for many women, primarily those from lower classes, the role of sex 
may be seen as a barter in exchange for the financial support of a male partner. A woman 
may place more value on securing food and shelter for herself and her children than on 
practising safer sex. Moreover, negotiating condom use with a sexual partner often 
insinuates promiscuity. If a woman asks her male partner to use a condom, she is either 
implying that he has been "immoral," or that she has been "immoral" (Nichols 1990). If her 
partner believes that she has been sexually active outside the relationship, he may reject her. 
If she implies that he has been involved in extra-marital sexual relations, she risks his anger 
and outrage. 

Sacco et al. (1993) found that although females may indirectly influence condom use 
decisions, providing condoms is the expected role of males. In their study, men engaged in 
preliminary condom use behaviours (carrying and keeping condoms at home) substantially 
more often than women. However, women were less likely than men to view people who 
carry and use condoms as promiscuous. Lagly et al. (1991) also found that females 
consistently exhibited more negative attitudes (for example, greater inhibition) with respect to 
buying, carrying, and keeping condoms at home, and were much less likely to engage in 
those behaviours. 
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Methods 

At the end of March 1994, two separate focus group sessions, each approximately two hours 
in length, were held at the Institute of Human Sexuality. One session, conducted by a male 
psychiatrist, involved seven HIV counsellors (three female and two male psychologists, and 
two female community nurses). The second session, conducted by two psychologists (one 
male and one female) involved six HIV-positive patients (one female, five males). The 
purpose of these sessions was to contrast counsellors' and patients' viewpoints on gender 
differences in HIV/AIDS education and counselling. A Group Discussion Guide was 
prepared with eight open-ended questions which represented the main dimensions of this 
study (see Appendix). Gender differences were assessed concerning the following areas: (1) 
perceived HIV/AIDS threat; (2) reactions to fear appeals; (3) perceived value of preventive 
action; (4) meaning of condom use; (5) need for targeting of preventive messages; (6) 
counsellor-patient gender combinations in counselling; (7) counsellors' expectations of patient 
reactions to HIV infection; and, (8) psychosocial reactions to HIV antibody detection (e.g., 
anxiety, confidentiality, resource mobilization, and family responses). Group discussions 
were recorded and transcribed in order to facilitate individual and group content analysis. 

Results 

Perceived Threat of HIV/AIDS 

Counsellors and patients separately discussed to what extent the perceived threat of 
HIV/AIDS was a function of gender differences. A few patients insisted that this was an 
individually-based problem having little to do with gender. However, most other participants 
were able to identify attitudes and behaviour that could be associated with gender stereotypes 
and gender roles. In their opinion, women take the threat of infection more seriously 
because of health consequences to themselves and to their children, and tend to be more 
cautious regarding intimate sexual relations. 

Not being so optimistic, counsellors perceived an increased risk of HIV infection in women, 
associated with the socially sanctioned but clandestine polygamous behaviour of many men. 
Many women continue to ignore partners' sexual adventures, have a passive attitude in 
sexual relationships, do not adopt preventive measures, and have difficulty demanding 
condom usage, as this is virtually proscribed, at least for married women. Counsellors 
perceived that there were strong social pressures for women to adopt the mother role as a 
main avenue to social legitimation. However, this may be a double-edged sword when 
partners are at risk of HIV infection. 

The first crisis experienced by HIV-positive women usually relates to the likelihood of not 
being able to bear more healthy children. Many women become pregnant even though they 
are aware of their seropositive status. Social pressures prompt women to have children. 
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Having a child is also seen as a way of retaining partners. Paradoxically, most women are 
generally more interested in their children than in themselves, and are more concerned about 
leaving them orphans than about social stigmatization. 

Men generally try to minimize the threat of HIV/AIDS by psychologically displacing the risk 
to sex workers, and avoiding sexual relations with them. However, they tend not to use 
condoms with partners who may be engaging in intercourse with other men. In this way, 
men directly confront danger in order to prove their braveness and manliness. One patient 
put it this way: 

Us men, we take AIDS as a joke. We are more happy-go-lucky. This is man's nature: male 
chauvinism. When a man sees a woman, he forgets about AIDS. No matter what problem 
arises, man says: I can bear it. Many men feel that if the solution is not to have several 
women, they would rather die of AIDS. If you are a man and get AIDS, people support you 
and say: He is a macho, because he got the disease by doing men's thing: sex with women. I 

myself used to believe AIDS was a tale, until I got a positive HIV test. 

Reactions to Fear Campaigns 

Fear campaigns may have differential effects on men and women. Counsellors and patients 
agreed that gender-based stereotypes and role-prescriptions influence male and female 
responses to dangerous situations, such as risk of HIV infection. In their opinion, 
differential child-rearing practices can largely account for differential preventive behaviours. 
Girls are usually taught that some men are dangerous and to avoid them by maintaining a 
conservative attitude. In this sense, women gradually learn to recognize potentially 
dangerous situations. It is legitimate for women to experience fear and they are encouraged 
to avoid the source of danger. It is therefore expected that women should adopt HIV 
preventive action when the perceived threat of infection to themselves and their children is 
relatively high (e.g., "women generally pay more attention to fear-arousing messages"). 

On the other hand, boys are usually raised as predators who should be feared, feel no fear 
(e.g., "you are a man, don't let anything frighten you; "be strong and challenge all dangers") 
and learn to attain goals by maintaining an aggressive attitude. In this way, men gradually 
learn to dismiss potentially dangerous situations and to attribute physiological arousal, such 
as trembling, to irrelevant sources (e.g., cold weather, fever, indigestion). They are taught 
to directly confront (e.g., fight, reject condom use) or be paralysed by the source of danger 
(e.g., abstain from sex, lose erection). It is expected then, that men would adopt HIV 
preventive action (e.g., avoid infection, use condoms) when the perceived threat to them is 
relatively low (e.g., "men pay no attention to fear-arousing messages"). As fear only 
challenges men, by not using condoms they are able to prove that they do not fear either 
AIDS or death. 
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Perceived Value of Preventive Action 

Gender differences in the perceptions of HIV preventive action were assessed. Counsellors 
and patients asserted that these differences may probably be better understood in terms of 
sexual risk behaviour. In their opinion, women generally seem to be more prone to abstain 
from sex, to be less assertive in demanding condom use, and to be less eager to end the 
relationship when the male partner is at real or imaginary risk. Many women also seem to 
have developed preventive alternatives to condom use, such as increasing sexual activity with 
steady partners, practising non-penetrative ("safer") sex, and suggesting to partners that they 
use condoms if they engage in casual sexual relations. 

Men have reduced their demand for paid sex with street-walking sex workers, but not 
necessarily with less professional barmaids (e.g., "men only use condoms when they believe 
they are dealing with street-women; with home-women, even if they have other male 
partner(s), condoms are not used"). Men radically reject sexual abstinence, value condom 
use more, and are more eager to end the relationship when the female partner is at real or 
imaginary risk stemming from other sources. 

Meaning of Condom Use 

The differential meaning of condom use for males and females was also discussed. 
Counsellors and patients felt that women were at a disadvantage, since females who buy or 
carry condoms were perceived as transgressing role prescriptions (e.g., "not being a sex 
worker," "not knowing much about sex," "being sexually discriminative," "being devoted to 
one man"). It is very difficult for women to propose using condoms to steady partners 
(fiances, lovers, husbands). Proposing the use of condoms reflects that the woman either 
distrusts her partner (e.g., suspects that he has been unfaithful or has a sexually transmitted 
disease) or feels guilty about her own sexual behaviour (e.g., has been unfaithful or has a 
sexually transmitted disease). 

If a man suggests using condoms to his steady partner, the woman will likely be suspicious 
of him, or be offended for being treated as a suspect women. However, this attitude may be 
gradually changing. Research results suggested that 20% of married women and 60% of sex 
workers are now consistently using condoms with steady partners, mostly under the pretext 
of contraception. In this way, men who engage in sex outside the relationship are relieved of 
the responsibility of making the decision to use condoms with their steady female partners. 

Both groups believed that it is socially acceptable for men to use condoms, at least with 
occasional partners, because it is consistent with gender role prescriptions which label men as 
womanizers (e.g., "when a man carries condoms, he is seen as a macho by other men; 
because if he carries them, it is because he has several women"). Because condom use is 
perceived to be related to non-committed, non-procreative sex, the use of condoms is 
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relatively incompatible with long-term, "trusting" relationships. This may partly explain why 
men use condoms three times more frequently with casual partners than with wives or 
mistresses. 

Need for Targeting Preventive Messages 

The need for targeting preventive messages to male and female audiences was discussed. 
Counsellors felt that, although the content of HIV/AIDS education should be the same for 
men and women, different motivational issues should be considered. According to the 
counsellors, prevention messages geared to women should focus on assertiveness training and 
empowering women to protect their health and fertility (e.g., "being able to procreate healthy 
children, raise them and see them grow"). They pointed out that women are usually more 
concerned about AIDS if they are pregnant, or already have children. An unresolved issue is 
how to motivate women who are not pregnant, or who do not have, or do not want to have 
children, to protect themselves. 

On the other hand, prevention messages geared to men should focus on the consistent use of 
condoms with women who are not steady partners, in order to protect the health of partners 
and children. This can be a powerful message since women sometimes threaten that they 
will abandon, or even kill, their husbands if their children become HIV-infected as a result 
of the husband's behaviour. Patients stated that current messages are not tailored to reality, 
have little effect, and should be more like everyday life dramas, as in television soap operas. 

Counsellor-Patient Gender Combinations in Counselling 

Counsellors and patients both believed that the expression of emotional responses by patients 
was associated with the counsellor's gender (e.g., "there are things that happen to women 
which do not happen to men, as well as women's feelings that men do not understand and 
vice versa"). Counsellors of both genders are trained to manage equally male and female 
patients. Patients stated they could establish rapport with either sex. However, there seems 
to be a tendency for both counsellors and patients to prefer same-sex therapeutic partners for 
airing intimate issues, such as sexual behaviour and HIV infection. 

The men seemed relatively less concerned with the counsellor's gender, while the women 
appeared to have a decided preference for female counsellors. While women may be able to 
share their depression with male counsellors, they appeared to be reluctant to cry with them. 
Men also seemed to express emotions more openly with same-sex counsellors and allowed 
themselves to cry more often with male counsellors than female counsellors. Men may 
express sadness and depression in front of women, but usually inhibit emotional responses 
and do no cry. Nevertheless, neither counsellors nor patients expressed that same-sex dyads 
were absolutely necessary, as long as rapport could be attained. Both stressed the 
significance of emotional release by patients, pointing out that counsellors, regardless of 
gender combinations, can create a trusting atmosphere in which patients feel they are entitled 
to cry. 
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Expectations of Patient Reactions to HIV Infection 

Both counsellors and patients felt that counselling procedures were based on gender 
independent assumptions and that male and female HIV patients should be treated in the same 
way. Nevertheless, counsellors expected women to be more discrete and reluctant to talk 
about intimate sexual behaviour. They also expected women to be more attentive to AIDS 
education, to better accept the diagnosis, to be more willing to abstain from sex or to protect 
a partner, and to be more collaborative in treatment. Men were expected to use more 
defense mechanisms (e.g., denial) and to reject sexual abstinence. 

Response of Patients and Families to HIV Antibody Detection 

Both counsellors and patients believed that there were no gender differences in HIV pre-test 
anxiety levels. Instead, pre-test anxiety levels were believed to be related to the awareness 
of personal or partner's sexual risk behaviour. Patients stated that "men and women get 
equally anxious, " since in those moments "one is just human, not a man or a woman. " 

Counsellors and some patients also asserted that apparent gender differences in responses to 
HIV-positive test results can be attributed to personality differences, awareness of risk level, 
expectation of stigmatization and social condemnation, and quality of HIV/AIDS knowledge. 

In contrast, other patients felt that women tended to cry more often and longer than men, 
expressing sorrow more openly and deeply, since women are "weaker and breakdown more 
easily," while "men are better equipped for bad times and are more enduring when they feel 
bad. " Some counsellors felt that men used more defense mechanisms, tending to deny or 
minimize problems, or to respond in more aggressive and violent ways, often threatening to 
commit suicide or to kill someone. On the other hand, some counsellors and patients 
believed that, although role prescriptions assume that men should be stronger and more 
enduring than women, this was not necessarily the case. 

Opinions were also divided regarding how easily men and women communicated an HIV- 
positive test result to close relatives. This could also be influenced by feelings of guilt, 
based upon perception of the likely source of infection (e.g., sexual indiscrimination, having 
been infected by lover or spouse, through a blood transfusion). Both groups perceived that 
family response to HIV infection in one of its members was related to the degree of family 
stability, the person's economic role in the family, previous attitudes about the person's 
lifestyle, likely source of infection, or even his/her attitudes toward infection and disease, 
rather than as a function of gender per se. 

Whether or not a person attempts to hide her or his HIV-positive status was believed to be 
dependent upon the likelihood of personal and family stigmatization and social condemnation. 
Counsellors stated that men tended to be more distrustful of visits by community nurses to 
their homes than women. However, after a few visits, men become equally trustful when 
they experienced changes in family attitudes towards them. Many HIV-positive men live by 
themselves and only look for family support when their disease progresses to a severe stage. 
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In many cases, as long as solitary men remain asymptomatic, their families tended to 
maintain an indifferent and neutral stance, which is in line with role prescriptions. Both 
groups said that the family, particularly female members, usually provided instrumental 
support to the patient when necessary. Family response to HIV discordant and concordant 
couples varied depending on the situation. If the woman was seronegative, her' family tended 
to offer her more solidarity and support. If the woman was seropositive, the woman's family 
tended to show more anger to the male partner. In a few cases of HIV-positive women in 
discordant couples, males have received direct pressures from their own families to abandon 
their partners. 

Discussion and Conclusions 

Counsellors and patients participating in this study exhibited very similar views on most 
issues discussed. Perceived gender differences were salient for many of the topics. Gender 
differences appeared to be related to risk behaviour associated with gender role prescriptions, 
as postulated by Eagly et al. (1991). Women were generally perceived as being relatively 
powerless in sexual relations with men, not adopting preventive measures, and having 
difficulty demanding condom use. On the other hand, men seemed to displace risk 
perception to women who presumably have the highest risk levels, and continued to engage 
in unprotected sexual activity with "safer" partners. 

According to respondents of both groups, fear-arousing messages would probably be most 
useful for promoting condom use among women. It was suggested that messages should be 
related to the protection of pregnancy and motherhood, because women attach great value to 
motherhood, according to the gender role stereotype. In contrast, fear-arousing messages 
may be less useful for men, because men, according to gender role stereotypes, are less 
likely to attend to fear. Women are also perceived as preferring sexual abstinence, while 
men feel this is objectionable and virtually impossible to obey. Men may accept condom use 
in sexual relations outside of marriage, while women feel that using condoms carries the 
stigma of the fallen woman. 

Although counselling strategies were not perceived as being necessarily different for either 
sex, it was recognized that emotional expression of patients seemed to be easier with 
same-sex counsellors. Counsellors also expected that women and men and their families 
would respond differentially to the diagnosis of HIV infection. Family response appeared to 
be dependent upon the stage of the male patient's infection, or upon the woman's source of 
infection. 

It is suggested that further studies be conducted to address issues concerning gender 
differences in HIV/AIDS education and counselling, and to fully explore the specific effects 
of gender-oriented persuasive communications. 
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Appendix: Group Discussion Guide 

Are there any different premises, assumptions and expectations when approaching 
men and women for HIV/AIDS counselling and education? Which would be the most 
important in each case? 

In relationships established between an HIV-positive client and a counsellor, are there 
any differences related to gender (sex)? Are there any differences between same-sex 
dyads and opposite sex dyads? If so, what advantages and disadvantages exist with 
each type of dyad? 

When men and women evaluate the threat of AIDS for themselves and their families, 
do they look at different issues? Which are the most important? 

Do men and women tend to adopt different preventive actions or measures? 

Is there a need to target HIV/AIDS preventive messages to the psychological 
differences of men and women? Which would be the most effective messages for 
each gender? 

Do men and women have different reactions when HIV/AIDS preventive messages 
appeal to fear? If yes, how do families and society teach men and women to respond 
when they face dangerous situations? 

Does condom use in sexual relations mean something different for men and women? 
If so, how would this explain why women use condoms less than men? 

In counselling experiences with HIV-positive persons, are there any differences 
between men and women in the following areas: 

anxiety when waiting for a HIV test result; 
reactions when learning of an HIV positive test result; 
management of confidentiality, secrecy and revealing to others; 
mobilization of resources (social networks, economic and emotional support); 
and, 
family reactions (feelings of guilt, ending relationships, revenge attempts, 
acceptance, solidarity). 
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Sexual Initiation of School-Age Adolescents in Santiago, Chile: 
The Implications of Gender, Religion, and Family Structure 

Paulina Pino Z., Ramon Florenzano U., and Alfredo Nudmanl 

Introduction 

This paper will describe a recent study funded by FONDECYT (Chile) which aimed to 
obtain a profile of the sexual initiation of school age adolescents in Santiago, Chile, as well 
as to determine whether gender differences existed. The study also explored the role of 
religious inclination and family structure in influencing sexual initiation. 

Early Sexual Activity and Health Risks for Women 

Women who initiate sexual activity at an early age may face a number of serious health risks 
which can detrimentally affect their physical, social, and psychological well-being (Molina et 
al. 1992). In Santiago, Chile, there has been a steady increase in the number of pregnancies 
among young women. Given the large number of early pregnancies, there are an increasing 
number of babies born who are "illegitimate" (Valenzuela et al. 1992). The unmarried 
pregnant adolescent woman is often rejected by society, and the vicious cycle of neglect and 
poverty is usually perpetuated, leading to difficulties for both the mother and the newborn 
infant (Gonzales et al. 1984; Saurez et al. n.d.). 

As a consequence of this increase in pregnancies, the incidence of induced abortions has 
risen, which poses additional serious health risks for the affected woman. In addition to the 
physical risks, an abortion can pose serious psychological implications for the woman due to 
the shame and guilt attached to this illegal, socially forbidden activity (Cartoof 1992). In 
some cases, the family may take care of the newborn child. This option, while offering 
some favourable dimensions, often has a negative effect on the mother/child relationship 
(Gonzalez et al. 1984; Surez et al. n.d.). 

There has also been an increase in the occurrence of sexually transmitted diseases, including 
AIDS. While most people with HIV/AIDS in the adult population are men, in the adolescent 
population, men and women are affected equally by this disease. The relatively high rate of 
HIV/AIDS among the adolescent female population poses a serious threat to the health of 
young women, as well as an increased risk that HIV will be transmitted vertically from 
mother to child (St. Louis et al. 1991). 
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Onset of Sexual Relations 

Because society has a negative view of early sexual relations among young women, the onset 
of sexual relations usually occurs later for women than for men. For centuries, this societal 
attitude toward early female sexual relations remained unchanged. However, during the past 
decades, there has been a significant change. For example, in the United States, between 
1970 and 1989, there was a five-fold increase (from 4.7 % to 25.6 %) in the proportion of 15 

year-olds who were sexually active. In some European countries, young people engaging in 
sexual activity tend to properly use protective measures including contraceptives (Sikand and 
Fisher 1992). However, in the USA, pregnancy rates are twice as high as those in Europe 
and Canada, despite the fact that these countries have similar levels of sexual activity among 
their youth. 

Latin American countries tend to copy patterns of behaviour found in the industrialized 
countries, especially the United States. There are one hundred million adolescents (between 
10 and 19 years of age) in Latin America (22% of the total population). Each year, there 
are three million adolescent pregnancies, while the number of abortions remains unknown 
(Interagencia de Naciones Unidas 1995). In most Latin American countries, where high 
infant mortality rates remain a problem, the growing number of adolescent pregnancies is yet 
another factor contributing to poverty and lower levels of education among women. 

Sexual Initiation and Socio-Cultural Factors 

Research has recently explored the interaction between early sexual initiation and social 
factors. A link has been identified between early sexual activity and low levels of scholastic 
achievement, low social status, lack of religious principles, and the absence of one or both 
parents (Wrigh et al. 1991). Mass media and peer pressure are cultural factors which may 
also influence early sexual relations. Concerning cultural determinants, there are important 
gender differences with regard to differential beliefs about early sexual relations for men and 
women. Cultural views on the appropriateness of early sexuality for men and women 
continue to affect them, although this is starting to change (Morris 1992; Sundet et al. 1992). 
These cultural views significantly affect whether or not adolescents use contraceptives. 

Obstacles to Research on Early Sexual Initiation 

In Chile, factors affecting early sexual initiation have not been extensively explored, due 
largely to the resistance of teachers and parents to this type of research. Furthermore, there 
are methodological difficulties with this type of analysis, particularly in transversal studies. 
For example, it is difficult to obtain estimates of the number of young people of a given age 
who have started sexual activity because the age of sexual initiation is not known prior to the 
day of the interviews. If these people are excluded from the averages, the sexual conduct of 
young people tends to be overestimated. On the other hand, sexual activity of young people 
tends to be underestimated if members of this group are considered to be non-initiates - 

which occurs automatically if the number of initiated are compared to the total population or 
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to a certain age group. If such a proportion is calculated with lesser intervals of age, sub- 
dividing the sample, one obtains estimates with considerable variability, due to the low 
number of observations remaining in each age group. This situation is aggravated if one 
attempts to sub-divide the sample by other variables, such as age, religion, and so on. 

Objectives of the Study 

The objective of the study described below was to obtain a profile of the sexual initiation of 
school age adolescents in Santiago, Chile, as well as to determine whether gender differences 
existed. The study also explored the role of religious inclination and family structure. The 
population of this study sample was taken from the seventy-five percent of adolescents who 
attend public schools. 

Methodology 

This study was part of a large transversal study carried out in October 1991, which aimed to 
assess risky behaviour of school-aged adolescents (between 10 and 19 years of age) in the 
public and semi-public schools of Santiago, Chile. 

A random sample was carried out in three stages, stratified by socio-economic level. 
Twenty-three municipalities in urban Santiago were classified in four homogeneous levels, 
employing a multi-variate statistical process (analysis of conglomerates). Known socio- 
economic variables were considered (Mardones and Diaz 1990). When the communities 
were divided, it was ensured that each level was adequately represented. The three stages of 
the process used a sampling framework consisting of the communities, the schools, and the 
individual grades, as well as all the pupils of the selected grades. Because stratified 
sampling presupposes a presentation of levels which differs from that existing in the city, the 
figures have been weighted by corrective factors in order to obtain population estimates 
(Florenzano et al. 1993). 

The instrument employed was the Sample of Risk Conduct in Adolescents. This instrument 
is an adaptation of a questionnaire used in Minnesota for the diagnosis of health in 
adolescents (Blum 1989). It consists of seventy questions geared to adolescents, concerning 
different forms of conduct, preferences and perceptions. Eight questions deal specifically 
with sexual behaviour, asking about the incidence of sexual relations, age of initiation, 
preferences (homosexual or heterosexual), frequency of relations, and the use of 
contraceptive methods. This discussion looks only at sex, age, sexual initiation, the degree 
of religious influence, and the presence of one or both parents. These questions were 
answered by 1895 out of the 1904 young people who were surveyed (losses=0.5%). 
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The univariable analysis was performed using group figures (the technique of actuarial life 
expectancy tables) in order to obtain curves of sexual initiation from the total sample, and 
from sub-groups determined by the variables of gender, religious inclination, and family 
structure (Khan 1983). Cox's proportional random regression technique was employed for 
the analysis of the joint influence of these variables on sexual initiation. 

In the life table, the analysis was organized on the basis of intervals in time (10 to 11; 11 to 
12; 12 to 13... and 19 to 20) which, in this case, were equivalent to the age of sexual 
initiation. All respondents provided information for the first age bracket (10 to 11 years 
old), and for the successive age groups. They recorded the start of sexual activities in one of 
these age brackets. If a young person was 14 years old at the time of the survey, and was 
not sexually initiated, she or he would be recorded as exposed to risk until the middle of the 
interval between 14 and 15 years of age, and would not have been considered in subsequent 
intervals. Because all the respondents were born between 1972 and 1981, it was assumed 
that all age groups were exposed to the same sexual initiation occurrence risk. 

Two results obtained with this procedure are easy to interpret: (1) the accumulated 
probability (P%) corresponding to the proportion of young people who reach the limit of a 

given age bracket without initiating sexual activity and whose complement (1-P%) 
corresponds to the proportion of young people who have undergone their first sexual 
experience towards the end of the period in question; and, (2) the age/specific incidence rate 
of sexual initiation in each age group. 

Results 

In the transversal studies, the respondents were at different stages with regard to sexual 
initiation, because they were interviewed at different ages. Non-initiated adolescents 
reported that, at the time of the interview, they had not had sexual relations; what happened 
subsequently is not known. The average age of sexual initiation deduced from these people 
was 14 years (13.8 for males and 15.2 for females). 

The "survival" curves describe the persistence of virginity in young people. The 
complementary graph (1-P%) describes sexual initiation, and represents the total sample for 
both sexes (Figures la and lb). 

There was a marked difference between men and women. For males there was an 
acceleration of the process of sexual initiation from the age of 13, and especially after the 
age of 15. According to these estimates, only 26.3% of the males will have reached the age 
of 20 without initiating their sex life. With regard to females, however, the process was 
fairly slow. Ninety-seven percent of the women had not initiated sexual activity before the 
age of fourteen. After age fourteen, progressive acceleration occurred. By age 20, the 

proportion of non-initiates fell to 47.2%. The median age of sexual initiation was 16.7 years 
in men, and 19.7 years in women. At the age of 18, the risk of having had sexual relations 
was 2.5 times higher in males than in females. 
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Sexual Initiation in Adolescents 
Santiago, Chile 1991 
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With regard to religion, young people who consider themselves to be very religious 
demonstrated a different pattern of behaviour at age 15 than those who labelled themselves as 
slightly or non-religious. These differences became more marked toward the end of 
adolescence (Figure 2a). However, there were differences in the distribution of the sexes in 
the different categories of religious sensitivity. The clear predominance of women in the 
religious group could explain the lower rate of sexual initiation in this group. The 
female/male ratio was 2.33 in the religious group, 1.43 in the intermediate group, and 0.92 
in the group which defined itself as non-religious. These differences are statistically 
significant. 

Finally, with regard to family structure, adolescents with both or only one parent(s) behaved 
in much the same way until they reached 13 or 14 years of age. However, after that age, the 
young people who lived with only one or neither of their parents, differed significantly from 
those who belonged to two-parent families (Figure 2b). For those who belonged to two- 
parent families, the median age of sexual initiation was almost one year later than those who 
did not (19.0 vs 18.1). It is interesting to note that 45.5% of those belonging to two-parent 
families were still virgins when they reached age 20, compared to 27.4% of those in single 
parent families. 
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Sexual Initiation in Adolescents 
According to Degree of Religious 
Intensity and Family Structure 
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In order to determine the joint weight of these variables, a multivariate regression analysis 
(Cox) was carried out. This analysis demonstrated that those who were religiously inclined 
were less likely to engage in precocious sexual activity, even when considered together with 
gender. The rate of incidence in the slightly and non-religiously inclined groups was 1.5 and 
1.8 times higher respectively, when compared to the religiously inclined group. Further- 
more, the presence of both parents was also linked with later onset of sexual relations. The 
rate of incidence of adolescents who lived with only one parent was 1.4 times higher than 
those who lived with both parents. With regard to gender, the rate of sexual initiation in 
adolescence was one fourth the rate in women than it was in men. 

Discussion 

Study results revealed that the majority of the young people surveyed reported that they 
commenced sexual relations during their adolescence. For the total sample, the median age 
of onset was 18.7 years. While there were considerable gender differences, more than 50% 

of all the adolescents reported that they initiated their sex lives before they were 20 years 
old. This is significant since we are dealing with young single women who are still in the 
school system. Does this indicate that there has been a dramatic change in the sexual 
behaviour of adolescents, particularly young women? 

It is difficult to compare the statistics found in this study with other studies carried out in 

Chile, because of the differences in the analytical structure employed. Nevertheless, it is 

interesting to compare certain results. An important population-based study carried out with 
young people in Chile (Valenzuela et al. 1990; 1992), computed the frequency for the first 
sexual experience up to the age of 24 years. It reported that 6.9% of the women, and 26.4% 
of the men, had their first sexual experience before they were 15 years old. These results 
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are similar to the present study (females=4.2%, males=27.2%). It should be remembered 
that this study took place in the homes, and included young people who had dropped out of 
the school system. This type of sample would be expected to show a larger proportion of 
sexually active young people than studies which only include the sampling of school children. 

Similar studies carried out in various Latin American countries (Morris 1987) suggest that 
between 20 and 30% of the female population, and 50 to 60% of the male population, had 
their first sexual experience before they were 20 years old. In Chile, studies in schools and 
universities (Rubio et al 1987) have reported values which vary between 7 and 26% for the 
female sex, and between 31 and 60 % for males. In population consultations (Baechler et al. 
1983; Kramarosky and Iglesias 1987), which are subject to selective distortions, inconsistent 
results have been reported which are difficult to subject to comparison. Given the 
considerable variations between studies, it is difficult to make statements with regard to 
tendencies, simply on the basis of comparison. 

It is also difficult to try to compare situations or tendencies in other countries. In the United 
States, over the past decade, there has been a proliferation of studies regarding sexual 
behaviour in adolescents (Centres for Disease Control 1992). For comparative purposes, the 
Minnesota Adolescent Health Survey, whose questionnaire served as a basis for the present 
study (Blum 1989), is the most appropriate. In the Minnesota survey, statistics were 
presented by grade level. At the last grade level, equivalent to the 18 to 20 year age 
bracket, it was reported that approximately 55% of the women, and 72% of the men, had 
initiated their sex life. Other American studies have reached similar conclusions (Zelnik and 
Kauter 1980; Centres for Disease Control 1992). While the differences between the sexes 
were considerable in the American studies, they were significantly less so than in Chile. A 
recent study found that, between 1971 and 1982, the proportion of girls between 15 and 19 
years of age who have had sexual relations increased by 52% (Hofferth et al. 1987). In 
Norway, a massive study indicated that the median age of commencement of sexual relations 
was 18.2 years, which is only slightly higher than the age found in our study in Chile. The 
study in Norway also was reported significant gender differentials. Younger partners 
recorded earlier initiation, but in these younger partners, higher precocity was found among 
the females (Sundet et al. 1992). 

While these research findings are important, there is a need to improve our capacity to 
analyze information obtained at different times and in different places, in order to be able to 
adjust policies to the development of behaviour. The methodology developed in this analysis 
facilitates the control of the effect of age (and other variables) and enables better use to be 
made of the information which is obtained. One thereby achieves more reliable estimates, 
with improved levels of confidence. 

Another important aspect concerns the reliability of information obtained in interviews, and 
the extent to which this information varies in different socio-demographic groups. The 
understanding of questions related to sexual activity depends on the level of previously 
acquired knowledge in the person being interviewed. In this study, the reply to the question 
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"have you had sexual relations?" depended on how the young person interpreted this 
question. While it is assumed that the majority of respondents interpreted this question 
correctly, it is possible that some might have considered different sexual practices besides 
sexual intercourse as sexual relations. 

This understanding of what constitutes sexual relations is related to age, gender, and socio- 
economic variables. In the United States, to deal with this issue, studies have provided an 
explicit definition of the term "sexual relations" before starting the survey (Udry and Billy 
1987). Reliability of the information is contingent upon a proper understanding of the 
question, as well as the willingness of the person being interviewed to be truthful. Whether 
or not a young person is truthful on this subject matter is related to the social acceptability of 
his or her conduct, which in turn is largely conditioned by gender. In this investigation, 
great care was taken to ensure that the anonymity of the respondents was maintained, which 
would ensure fewer false answers. Nonetheless, it is possible that some of the differentials 
with regard to gender may be less than reported, given the differential societal expectations 
which continue to exist concerning pre-marital sex. Differential attitudes toward premarital 
sex are particularly strong in Latin societies, which may explain the differences encountered 
between Hispanic and Caucasian populations in the United States (Aneshenel et al. 1989). 

Conclusion 

This study established that the degree of religious inclination, as well as family structure, 
were less significant factors with regard to sexual initiation than gender. This finding is 

consistent with literature on the subject (Morris 1992), which indicated that gender, together 
with ethnic background, have been found to be the major determinants of differences in 
sexual initiation. In countries where religion is relatively important, many women have 
conservative attitudes with regard to sexual initiation (Sneddon and Krener 1992). 

Given the serious health implications for young women of early pregnancy and sexually 
transmitted diseases, the health sector must view the issue of early sexual relations as a 
matter of great importance. Ways of predicting early initiation of sexual activity in 
adolescents need to be identified. Furthermore, issues of morality should not get in the way 
of designing policies aimed at reducing the number of unwanted pregnancies and sexually 
transmitted diseases. 
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Besides Carnival and Soccer: Reflections about AIDS in Brazil 

Arletty Pinell 

Introduction 

Suffering can be one of life's most precious teachers; it is through the endurance of pain and 
impotence that we face the best and the worst in each of us. This proximity with our basic 
nature gives us the opportunity to evaluate honestly our previous experiences, and to 
establish strategic guidelines for positive change. 

Undoubtedly, AIDS, in itself, is a source of personal pain. Furthermore, its symbiotic 
relationship with other infectious diseases, and undesirable living conditions, transforms 
AIDS into a major contributor of social pain. As we move forward through the second 
decade of AIDS infections, we must ask ourselves, have we really learned from this disease? 
Or, have we become so apathetic that we are willing to accept that nothing can be done? 

The first decade of AIDS infections was characterized by the urge to find rapid solutions to 
the threat. Epidemiological data and medical advancement flourished, but proved to be 
insufficient on their own. The link between biological and socio-cultural factors of the 
disease grew stronger as it became increasingly evident that AIDS was a product of 
behaviour. 

AIDS in Brazil is more than a disease, for it denounces the social, economical, political, 
emotional, and spiritual misery of the system. AIDS is a social and moral phenomenon that 
discloses the myth of middle class normality, and where the judgement is increasingly 
focusing on society, and less on the individual. 

The appearance of AIDS in Brazil coincided with the end of 20 years of a painful military 
dictatorship, the rapid and disorganized transformation into an urbanized and industrialized 
country, and unprecedented economical stagnation. The optimism that inebriated its people 
as they retook the tortuous road toward democracy, quickly and violently collided with the 
dramatic decline of Brazilian productivity. The dream became a nightmare almost overnight. 

The constant threat of steep inflation, increasing unemployment, and prolonged recession, 
together with urban overcrowding, environmental degradation, and progressive deterioration 
of the quality of life, has resulted in the growth of violence, corruption, and general 
dissatisfaction. The enthusiastic search for well-being that characterized the prosperous 
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years, has been replaced by disillusionment, indifference, and egocentrism. Destructiveness 
abounds, and crime, an important indicator of personal and social turmoil, permeates daily 
life. Multifarious repression has led to the normative incorporation of transgression at the 
personal and public levels. Liberty and licentiousness have overlapped their meanings, 
progressively becoming subjects of political manipulations and economic exploitation. 

The introduction of AIDS into such a fragile and emotional society, served to exaggerate its 
alternating phases of profound lethargy, and frantic excitement. The submersion into the 
abyss of depression can last until carnival (Mardi Gras), a soccer match, or any other event, 
triggers a cathartic outburst. Like suffering from a manic-depressive illness, the psychotic 
nature of both extremes confounds the accurate perception of reality. 

There was a time when a few days of folly could serve to exorcize daily pains. However, 
the overwhelming burden of steady socio-economic collapse now affects nearly all the days 
of the year. The introduction of AIDS also highlighted Brazilian perceptions of the intricate 
life/death dichotomy; if life is constantly at risk, the future becomes non-existent, or 
distorted by immediate needs. 

AIDS: A Decade of Trials and Errors 

Brazilian researchers and policy-makers have proven to be quite productive and creative in 
their attempts to face the AIDS epidemic. However, despite government edicts which 
established compulsory notification of AIDS cases (December 1986), as well as the 
compulsory testing of blood and blood by-products (May 1987), sub-notification is still 
believed to be high, and an acceptable level of blood quality control has not yet been 
achieved (Ministerio da Saude 1989). Similarly, despite the fact that AIDS is frequently 
discussed by all segments of society, the numbers of AIDS cases continues to climb, and 
there is little evidence that people are actually changing risky behaviour patterns. Just like 
syphilis became "a serpent reared inside the.house without anybody paying attention to its 
venom" (Freyre 1983), AIDS is progressively becoming as trivial and customary as rice and 
beans. What has gone wrong? 

Prevention has been held as a key element in the control of AIDS. Nevertheless, the entire 
concept of education, which is based upon the preservation of human dignity, has been 
greatly reduced to a mere instrument in the attempt to interfere with the transmission of the 
virus. Despite fourteen years of the epidemic, most of the preventive actions are still limited 
to isolated projects that repeat the same elementary information. The federal government 
continues to rely on sporadic mass media campaigns, but their inconsistency, together with 
the dearth of complementary local interventions, have instilled the idea that AIDS is only a 
problem when there is an on-going campaign. Although people have become saturated by 
the bombardment of basic information, they continue to be ill-informed. What they really 
want to know is how to protect themselves, a far more complex issue that simply using a 
condom. 
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Preventive actions have not only been dissociated and inconsistent; much time has also been 
lost in an ideological, scientific, or political tour de force. Interventions continue to be based 
on the grounds of suppositions and imported methodologies, instead of a thorough evaluation 
of past experiences. Too much effort has been placed on shallow activities that seldom go 
beyond re-inventing the wheel. 

Education is not merely a sequence of acts, nor a proliferation of material; it is a process 
which provides correct information in an adequate manner, and rescues and fosters respect 
for human nature and the intrinsic value of life. The notions of self-care, and control over 
one's life, need to be felt at every emotional level, and not just rationally or intellectually 
imposed. 

Consciousness is essential to prevention. However, for the majority of Brazilians who have 
not received a minimum of twelve years of schooling, this consciousness has not been 
developed. Twenty years of dictatorship hampered its evolution, since it was easier to 
politically, socially, and economically control a mass that neither thought for itself, nor 
questioned the system. The widespread misery which exists today does not create conditions 
for the expansion of consciousness. 

AIDS prevention is faced with the challenge of confronting the physical and emotional 
deprivation that leads to a binge behaviour, in the search for the mitigation of existential 
hunger. Unfortunately, interventions have strongly relied on the exercise of a rational logic 
that fits the Aristotelian construction of language as a non-contradictory manifestation of 
thought. They have not taken into account the fact that reality, for the average Brazilian, 
operates by contradiction, and substitutes logical thinking with emotion. 

Health and Spirituality Revisited 

The concepts of health and illness cannot be disassociated from socioeconomic, cultural, and 
political factors. Infectious diseases, such as measles, mumps, and whooping cough, have 
become part of "normal" childhood; and sexually transmitted diseases in males have become 
a proud proof of manhood and virility. Similarly, the embedded nature of religion has 
frequently supported the perception of illness as a "divine punishment, an invitation to 
penance and conversion" (Barreto 1987). Under these circumstances, prevention is poorly 
understood, and diseases are perceived as fatalistic events, over which there is little control. 

The appearance of vaccines and sophisticated medications transformed the health scene. The 
pharmaceutical business boomed, the health system swelled beyond control, and physicians 
and medicaments were culturally bestowed with semi-Godly powers. Surreptitiously, the 
fundamental concepts of public health were forgotten, and curative medicine replaced 
preventive medicine. AIDS unveiled, not only the breakdown and inefficiency of the health 
delivery system (Veja 1991), but the fantasy of a rapid solution or chemical prevention. The 
incurable disease bluntly hindered the modern version of miracle working. 
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The limitations of the formal health care system, together with the existing socio-economic 
crisis, brought about a spiritual revival in Brazilian culture. The absence of rapid and 
effective responses from science promoted a search for magical solutions. As a result, folk- 
healing and home-made remedies replaced scarce, ineffective, and expensive medical care; 
and a variety of faith-healing practices, alternative religions, and sects proliferated, 
intermingling with the rational aspects of everyday living. Even if superstition and religion 
could not cure an illness, they could justify its existence. 

Society, as a whole, has forgotten its responsibility of providing points of reference that aid 
in the construction of internalized control. It has preferred to rely on repression, the external 
imposition of control. In doing so, it has facilitated the substitution of its moral codes by a 
moralistic discourse. This has created a distortion in the meaning of religion that, instead of 
transcending the institution and the doctrine to become a true personal experience and one of 
the elements of personal integration, has become a neurotic illusion contributing to its own 
alienation. What could be a synergistic solution has turned into an antagonistic movement. 

. Sex: When Myth Meets Fact 

AIDS in Brazil made its debut appearance in Sao Paulo among gay men in 1980, when 
homosexuality was beginning to gain visibility because of the commercial boom of gay 
saunas, bars, nightclubs, and pornography. The militant groups of the homosexual 
movement also played a role, although to a lesser degree (MacRae 1987). Initially, society 
dismissed the threat as a plot created by the moralistic segments of society to eradicate 
homosexuality. Soon, it became the long-awaited divine punishment. 

The initial misconception of AIDS as a peste gay (gay pest) continues, interfering with the 
general population's acknowledgement of its own risk. It has also served to give the disease 
a moralistic connotation. This becomes particularly evident when the world looks at 
Brazilian sexual behaviour with curiosity in an attempt to explain the rise of HIV infection. 

Sexual practices are universal, but their significance relies on both cultural relativity and 
interpretation. Procreative sex acquires its legitimacy through marriage whereby "love and 
fertility end up mutually identified within the popular mentality" (Mello and Souza 1986). 
On the other hand, recreational sex is condemned or condoned depending on the 
circumstances; religion and medicine play a key role in the normative aspects of this 
behaviour. 

The introduction of sexuality into intellectual territory brought about the need to classify 
conduct in a comprehensible manner. Sexual practices were no longer seen as natural and 
individual expressions of desire and emotion, but as manifestations of theories that could be 
generalized in the attempt to explain the origins of disease. Embedded in the search for the 
cause of AIDS was the need to prevent or cure deviant behaviour. 
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The pathology-centred, rational approach to sexuality, however, will never be enough to 
promote the understanding of the behavioural aspects involved in the spread of AIDS. Sex is 

not a disease. In addition, the transcendental nature of human beings does not suit the 
fragmentation into labels and compartments that science suggests. Personal and emotional 
elements are lost when people become objects of theoretical study. 

Considering that the perception and/or acknowledgment of an act is frequently discordant of 
the act itself, the sexual repertoire of Brazilians does not include anything that has not been 
performed elsewhere in the world. The numerous sexual variations are the same ones that 
"Krafft-Ebing excoriated, Freud sought to cure, and Havelock Ellis calmly accepted as part 
of the texture of life" (Brecher 1976). 

While Brazil has profited from exploiting the image of being a sexually permissive country, 
it is, on the other hand, very prolific in the generation of myths and taboos that surround the 
still-perceived sin-laden acts. The Catholic Church remains actively involved in government 
policy decisions concerning sex education and family planning, despite its official cleavage 
from the state during the 19th century. 

In general, Brazil is a sensual, not necessarily sexual, country. The pleasing of the senses 
permeates its music, literature, art, clothing, food, and everyday living. People embrace, 
kiss, and touch each other frequently, with an intimacy that may be frightening and 
misunderstood by foreigners, but that enhances the daily celebration of life. 

An urgency for data and the need for action characterize the contemporary analysis of sexual 
behaviour. Nevertheless, the initial premise that Brazilian sexualities are homogenous, 
intrinsically salacious, and diametrically opposed to those of developed countries, seriously 
jeopardizes the interpretation of what will be observed. The heterogeneousness of sexual 
manifestations must not only be recognized, but adequately inserted into the overall context 

of the situation. If not, the "excessively positivist notions of cultural specificity will limit 
our ability to recognize AIDS as a complex, contradictory and multilayered discursive 
construction" (Treichler 1989). 

Gender Relations and Interpersonal Dynamics 

Despite the transitional state of gender roles, traditional expectations of male/female 
behaviour continue to characterize Brazilian culture. Men and women are constantly under 
pressure to conform to their roles, even though such rigidity proves to be inadequate to the 

evolution of society. 

The competitive structure of modem life, together with an excessive pride, distorted the 

original meaning of "machismo," thus bestowing the word with its degenerated connotation 

of tyrannical hyper-masculinity. By substituting strength for power, courage for 

competitiveness, and intelligence for shrewdness, maleness stopped being a synonym of 
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virtue, and became a synonym of authoritarianism. However, this transformation did not 
make men any stronger. On the contrary, by centring maleness around a penile function and 
sexual prowess, society has nurtured an emotional atrophy in men that makes them all the 
more vulnerable to the dangers of risk-taking. 

"Marianismo", the feminine counterpart of "machismo," restricts women's values to 
virginity, motherhood, and her caretaking ability. The docile and submissive character of 
"marianismo" stimulated the existence of covert seduction, in opposition to assertiveness, as 
an almost exclusive way of meeting women's needs. Confrontation is not only considered 
improper, but is to be avoided, since in could invoke men's wrath. Women have been 
trapped into a disadvantageous hierarchical structure which leaves them subject to 
discrimination, sexual harassment, and economical manipulation. It does not matter whether 
they are the primary caregivers or, in many cases, the main source of family income, 
women's social vulnerability has superseded their abilities. 

The discussion of gender roles in times of AIDS has become limited to either the 
madonna/whore and provider/profligate dichotomy of female and male sexualities as the 
expressions of the two sides of the same coin: love and lust (Delumeau 1989; Money 1986); 
or to their relationship in terms of sexual submission and economical dependency 
(Fuenzalida-Puelma et al. 1990). Brazilian culture nourishes a romantic fantasy where two 
individuals meet, fall in love, and become immune to all dangers. Love is almighty, and 
both men and women are seen as incomplete beings without the complement of each other. 
Sex is validated through love where there is no room for an infected prince or princess or the 
need to interrupt spontaneity with the latex of a condom. After all, everything can be 
justified for love, even death. 

Financial limitations and feelings of social impotence seem to fuel traditional male roles that 
encourage promiscuous behaviour as a relief of tension. Women, on the other hand, have 
been assimilating this male pattern in their search for sexual assertiveness. This has turned 
modern love-searching into an anguished competition. In this process, honest communication 
is substituted by a seduction game where each person shows the fantasy of what they would 
like to be. People make believe that everything is perfect and under control, which makes it 
impossible to talk about their doubts, fears, and past sexual relations, without feeling 
insecure. This elusive behaviour makes it impossible to establish enduring, monogamous, 
and faithful relationships. 

The economic deterioration of the 1980s and 1990s introduced important co-factors to HIV 
infection. Among them were the dissolution of the nuclear family which facilitated the rise 
of marginalized groups, and the weakening of the moral transmission role of women. 
Society has constantly given women the responsibility of maintaining the family structure. 
However, it has not been successful in adapting itself to the massive participation of women 
in the work force as a response to financial distress. The rigidity of role expectations has 
been unfair to women. They not only earn less than their male counterparts, but have been 
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burdened with the overlap of their caregiving and provider roles. Men, on the contrary, 
have proven to be less capable of adapting to the new situation. If threatened by a social 
imposition, they may look upon aggression as an artifice of control. It is the lack of 
articulation and integration between genders, and not the role conflict itself, that has 
contributed to the structural changes in the family. 

Despite the tradition of passivity, women have also been bestowed with the responsibility of 
transmitting norms and values to their children. However, the progressive confusion of 
social identity, and loss of negotiating power, has brought about a random selection of what 
is to be considered right or wrong, adequate or inadequate. In this process, women cease to 
be respected and upheld in their customary function, while men shun away from such 
responsibility. Without guidelines and social support, the construction of proper ethical and 
moral standards become highly improbable. 

Over centuries and cross-culturally, women have been linked to the cycle of life. The notion 
that they both give and take away life has been manifested by the existence of numerous 
female deities of death (i.e., the goddess Kali), and the fact that funerary rituals and the care 
of the dead often relies on them (Delumeau 1989). With the increase of AIDS cases among 
women, society again looks at them with its ever present ambivalence. On one hand, they 
are held responsible for the interruption of the transmission chain (Pinel 1991). The initial 
reliance on a change of male behaviour is rapidly shifting to the expectation that women will 
continue their traditional care-giving. But these are the times for sharing responsibilities. In 
the same way that AIDS questions the fragile notions of male supremacy and androcentric 
determinations, it may well facilitate the training of women as decision-makers in matters 
that affect them (Fuenzalida-Puelma et al. 1990; Pinel 1991, 1992). 

Conclusion 

The conceptualization of AIDS as a social problem that must be solved within the realms of a 
strictly personal, or at the most, medical level, interferes with its incorporation at a decision- 
making level. We have undoubtedly learned much from trial and error, but the time has 
come when, if we do not want the past and future decades lost, solid and integrated strategies 
that can bring about change must be established. Like swimming against the current, society 
will have to combat hopelessness and helplessness by zig-zagging between scientific 
rationality and emotional redefinition. Giving AIDS its rightful importance is permitting a 
positive denouement for this tragedy; an opportunity for pain and suffering to be used as a 
key for change and growth. 
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Discussion 

Following presentations by Leda Pesce (Uruguay) and Carmen Dora Guimaraes (Brazil), a 
general discussion took place on the subject of AIDS, Sexually Transmitted Diseases, and 
Gender. The following points were raised by the workshop participants: 

For years, the same basic issues surrounding AIDS have been discussed. Many of the 
essentials points have still not been addressed. For example, the link between STDs and 
AIDS continues to be overlooked. Furthermore, while condom usage may be the best 
prevention strategy, many people continue to use condoms incorrectly and/or 
inconsistently. Other intervention/prevention strategies must be developed. 

The role of health care providers dealing with AIDS and STDs is important. Male health 
professionals may not be very interested in STDs or knowledgeable about its symptoms. 
Some medical staff are unaware of the link between STDs and AIDS. In the professional 
training of health providers, gender sensitive courses on AIDS/STDs should be 
introduced. 

It is not uncommon for women to be reluctant to seek treatment for STDs and AIDS 
because they are concerned about being ostracized by their community and other women. 
Health care services must be conscious of this fact and try to ensure that women can be 
provided with appropriate, confidential treatment in private settings. 

Health beliefs are very important and can be greatly affected by advertising, which tends 
to promote monogamy as a way to prevent AIDS. There are some women who believe 
that they are not at risk of acquiring AIDS because they are only having sex with one 
person. Health promoters therefore need to exercise caution with these types of 
messages. 

When working with the issues of STDs and AIDS, the sex of the researcher or counsellor 
may be important. For example, one study of HIV-positive patients found that patients 
often preferred to have counsellors of the same sex. Emotions may be easier to express 
with someone of the same sex. Male patients may find it easier to cry with a man, than 
with a woman. 

Many men and women lack essential information about how their bodies function. 
Avenues to assist both men and women to learn more about their bodies must be 
explored. Drawings can be helpful to learn more about anatomy. 

Not enough attention is directed toward the education of young boys and girls about 
STDs. Some young people, experiencing the symptoms of STDs, may not recognize 
them or know what to do, or where to go for assistance. 



AIDS can have a devastating impact on the family and lead to the disintegration of the 
family unit. Women, being the family's health care providers, are particularly affected. 

The male and female social universes affect the spread of AIDS. Women may know that 
their partners are HIV-infected but may not protect themselves in order to prove their 
total, symbiotic link with their partners. However, it is much less likely that a man 
would allow himself to be HIV-infected as a proof of love. 

Women often cope better with being HIV+ than do men. Men sometimes threaten to kill 
themselves, or the person who informed them of their positive status. 

Women often greet AIDS education interventions with great acceptance and enthusiasm, 
reporting that they are keen to share their new knowledge. In spite of this, however, 
many women continue to engage in risky sexual behaviour. 

Negotiation between men and women on the use of the condom continues to be a major 
issue. Researchers need to look at the ways men and women interact and the extent to 
which social and economic structures affect their negotiation processes. AIDS is a 
relational problem, not a behavioural problem. This is especially important, given 
statistics that show that the majority of women are not able to have sexual relations 
according to their own wishes (social restrictions on their ability to make suggestions 
and/or influence behaviour). Women must acquire the freedom and will to ask for 
prevention measures. 

Increasing communication levels between partners is important. Participants discussed the 
fact that a lack of dialogue often exists between partners on everyday subject matters. 
Even less communication takes place with regard to fears and concerns about AIDS. It 
may be difficult to promote dialogue between partners when they are unable to discuss 
less-loaded subject matters. 

There was some disagreement about whether or not men and women should be addressed 
equally in research studies, or whether women should be given special attention. One 
participant suggested that, while men and women could be separated for the intervention, 
it is important to focus on men and women as both sexes face these issues. Another 
participant emphasized that, given the scarce resources of NGOs, it is important to begin 
with women, especially those from poorer areas. After first working with women, then 
work should be done with male partners. This participant believed that it is better to start 
with women because they are often overlooked and also because they are the 
disseminators of ideas and knowledge within the community. 

One participant stressed that researchers and policymakers need to be careful about the 
messages they choose. Some messages have been overplayed. A great deal of emphasis 
has been placed on the use of the condom, but other issues must also be addressed. 
Priorities must be determined. States and international bodies need to be encouraged to 
formulate and implement social policies. In order to make a difference, work must be 
done at both the grassroots and policy levels. Health promotion messages must focus on 
the protection of rights, ethics and life. 
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Gender and Occupational Health in Chile 

Ximena Diaz Berrl 

Introduction 

Women are increasingly becoming an integral part of the Chilean workforce. The current 
labour force is comprised of 1,700,000 female workers, which represents 34.5% of labour 
participation. Over the past few decades, there has been a significant rise in the number of 
women working in the paid labour force; between 1970 and 1990, there was an 83 % increase 
in the participation of women. More than half of the 232,000 new jobs created in 1992 were 
filled by women. Between 1992 and 1993, female employment grew by 8.2%, compared to 
an increase of 3.8% in male employment. 

Continued growth in the Chilean economy will depend on the increasing incorporation of 
women into the labour force. In the next few years, it is hoped that a further one million 
women will be incorporated. Furthermore, economic and productive modernization has 
created a greater demand for workers with traditionally "female" characteristics, such as 
flexibility, good work habits, and capacity for teamwork. 

In spite of the current trends of and future prospects for formal female employment, 
however, occupational health of the female worker is an area of research (and policy) which 
thus far has received little attention. 

Women in the Labour Market 

Unfavourable Working Conditions 

Women in the workforce face a number of unfavourable conditions. For example, there are 
many well-educated women who are unemployed. Women are.also paid less than men, 
despite holding similar positions and educational qualifications. Furthermore, women have 
been concentrated in temporary lower-level positions despite the fact that, on average, 
women receive more formal education than men. 

For decades, as a result of permissive labour legislation, Chile has lacked employment 
stability, as well as workers' protection in labour and social security legislation. Low 
salaries, temporary work, and long working hours, characterize the Chilean labour market. 
A lack of compliance with minimal occupational health and safety requirements puts workers 
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at risk. Machinery and technology which is unsuitable for the physical make-up of Chilean 
workers is regularly introduced, without protection devices, and/or without the training 
necessary for safe use. Women in the workforce are particularly affected by the detrimental 
working conditions found in Chile. 

Lack of Recognition of Various Disorders 

In Chile, the focus of occupational health has been on work-related accidents rather than on 
disease. With regard to occupational health hazards, only causal agents directly related to 
environmental or technical factors are recognized. Only diseases which are a direct 
consequence of the technical work process are considered to be occupationally-related. Risk 
factors related to the wider working environment are generally ignored. 

"Non-specific" diseases are those which, while not solely caused by the nature of the work, 
are exacerbated by the effects of the work. Under the current legislation, these diseases are 
not recognized as being caused by employment and are therefore not subject to protection. 
The work performed by women often contributes to "non-specific" diseases. Female workers 
often suffer from discomfort, circulatory diseases, lumbago, nausea, dizzy spells, and 
emotional and mental disorders. Health insurance plans rarely cover these symptoms, except 
in an extreme case where the link between the work and the symptom is indisputable. As a 
result, female workers often do not attend to such health problems until the symptoms have 
reached a serious level. It is estimated that about 70% of female workers do not visit a 
physician when ill, due to excessive bureaucracy, poor quality of health care, and lack of 
money and time (Medel and Riquelme 1992). Due to overwhelming under-reporting, very 
little information exists on the professional diseases of women. 

Lack of Information on the Health of the Female Worker 

Unfortunately, due to the lack of comprehensive, reliable and systematic records, there exists 
a dearth of information about the health of the Chilean worker in general. Even less exists 
about the health of the female worker. Official statistics concerning occupational health were 
last published by the Department of Health in 1988, reporting information concerning work 
accidents, professional diseases, and school accidents. These statistics have not been 
updated. Furthermore, the information in this publication is of questionable validity as it 
was obtained from a number of different sources. No agency is responsible for assessing the 
quality of the information gathered. 

Lack of Protection for Workers 

In 1968, Chile enacted a social insurance program covering occupational accidents and 
professional diseases (Law 16.744 - 1968). This program guarantees preventive, curative, 
rehabilitative, and economic coverage to salaried workers, as well as some specific groups of 
self-employed workers. Some groups, who are not protected by this law, receive their own 

78 



private coverage. However, nearly 50% of the active labour force is not protected under any 
program. Many workers, particularly women, work either in non-protected jobs or under 
non-contractual conditions. 

According to a survey on national socioeconomic characteristics, 17% of salaried women and 
13 % of salaried men work without a contract. This percentage is higher among low income 
groups. Thirty-three percent of low income women, and 25% of low income men, work 
without a contract. Rural areas also have a high rate of non-contracted workers, especially 
among low income workers. The largest number of non-contractual female workers work in 
agriculture, domestic services, fisheries, and commerce industries. 

Other Problems With the Current Legislation 

A large number of workers do not benefit from Chilean law concerning Professional Diseases 
and Work-Related Accidents, as the law is based on an outdated concept of work. 
Conditions of employment in Chile have changed dramatically since the introduction of 
structural adjustment policies. As a result of these changes, a number of employees no 
longer fit into the "protected" job categories because the categories are based upon dated 
characteristics of salaried employment. 

When a worker contracts a disease, uncertainty exists concerning who is responsible for 
paying for treatment of the disease. The administrators of law 16.744 govern social security 
against accidents and professional diseases, while other administrators are concerned with 
Curative Medicine Law. It is often necessary to go through a long bureaucratic procedure to 
determine who pays, leaving the worker without financial resources while the problem is 
being resolved. 

Temporary Fruit Picking Workers 

Fruit picking is one of the most important sources of female employment within the 
productive sector. It has been estimated that 55.8% of the agricultural workforce, which 
includes many female fruit pickers, is not provided with accident or medical coverage. 
During peak periods, approximately 200,000 women practice this type of activity throughout 
the country. A study of 300 women in the grape-picking-for-export industry revealed that 
65 % of the women worked with a taskwork contract, while another 14.3 % worked without 
any contract (Medel and Riquelme 1992). In the best of cases, some of these women were 
protected against accidents and work-related diseases during the months in which they were 
employed. However, harsh working conditions (for example, 12-14+ hour working days, 
intense working pace) make it very difficult for female workers to leave their work to attend 
to a health problem. If they experience health problems related to their hard work following 
the fruit picking season, protection is no longer provided. 
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Home Workers 

Since the mid 1800s, a great deal of women's work has been designed to be carried out in 
the home so that women could maintain their household responsibilities at the same time. It 
is common for other family members to help with this labour as "unpaid workers." Since 
the introduction of adjustment policies, and the opening of the Chilean market to international 
trade, there has been an intensification of these working methods in order to reduce labour 
costs. This working practice is most common in the garment and footwear industries, and to 
a lesser extent in the food industry. Companies using home workers usually have a long 
sub-contracting chain. The last and most precarious link is the work performed by women in 
their own homes, without any contractual agreement, social security, or without coverage 
against work accidents and diseases. 

Little information exists about the size of this sector, or its working conditions. There is 
also little information available about the number or types of injuries associated with this 
type of work that affect both the female worker and other family members who share in the 
home working environment. 

Temporary Workers in the Fisheries Industry 

Over the past decade, while other sectors of the economy have experienced the effects of the 
recession, as well as the effects of the opening of Chile to international markets, the export 
fisheries industry has proven to be very successful. The success of this sector has led to 
work opportunities for women in fisheries processing. Official agencies (e.g., National 
Statistics Institute, Fisheries Development Institute and National Fisheries Service) do not 
collect reliable data concerning the size of the labour force employed by this sector, nor the 
quality of employment. However, it is estimated that 32.8% of fisheries workers are 
women. This represents a substantially higher proportion of women than in other branches 
of industry. A large proportion of women either work without a contract, or are temporarily 
employed with contracts for the fixed time periods or tasks. Because they are temporary 
workers, they are not eligible for insurance against accidents or disease, even if they have a 
contract. They often have no choice but to take the temporary work, work hard to gain the 
confidence of their employers, and hope they will become permanent workers. 

Commerce Workers 

Fifty-three percent of the active labour force in the commerce industry lacks protection 
against work hazards. Over the past few years, the largest employment growth has occurred 
in commerce. This is therefore one of the areas with the greatest concentration of female 
workers. Because the labour force has been reduced to small- or medium-sized economic 
units, this sector has gone through many difficulties organizing itself into bargaining units. 
This has resulted in a lack of recognition of collective problems, as well as a lack of 
proposals aimed at improving the present working conditions. 
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Workers in Private Households 

In the service sector, 36.1 % of the active labour force is unprotected from injury and 
disease. This sector is the largest employer of women; therefore, this lack of protection 
primarily affects women. The occupational group called "personal services", consisting 
primarily of private home workers, provides employment for one third of the female labour 
force. A large proportion of these women work without a contract and therefore receive no 
health coverage or social security protection. 

Domestic Work 

When discussing female workers, it must be remembered that most women also have 
significant domestic responsibilities in the home. Household duties include the specific tasks 
inherent in maintaining the home, as well as administrative responsibilities for the proper 
management of the household unit. Household duties do not begin and end at set times. 
Rather, they dominate, in one way or another, the entire day. While working, women 
invariably are thinking of their home and making decisions that affect the household, as well 
as the children. At home, women tend to be primarily responsible for domestic chores. The 
concept of work as "paid activity" tends to overshadow the important work of women that is 
done at home. The double shift and double load of working both inside and outside the 
home creates considerable physical and mental stress. Once again, when a women is ill, it is 
difficult to simply attribute the illness to one factor, when it is probably related to the 
accumulation of a number of factors. 

The Centre for Women's Studies analyzed diseases as a result of stress among women in the 
garment industry, as well as female fruit workers. Based upon replies provided by the 
working women, a stress index was constructed based on the presence of three diseases: 
neurosis, ulcers and gastritis. This was followed by an analysis of factors associated with the 
stress index. Starting from the control values (women who have never suffered from any of 
the three diseases), a multivariate logistic regression analysis was undertaken in order to 
identify risk factors associated with stress. 

A number of conditions result from the combined stress of work and home responsibilities. 
It is therefore important to integrate the notion of household work into the general concept of 
work, in order to properly determine health risk factors among women. With regard to 
female workers in the garment industry, the analysis revealed that women who suffer from 
these diseases were 3.7 times more likely to be economically responsible for the household; 
two times more likely to be exposed to environmental noise; and 2.8 times more likely to 
have suffered some type of accident at the workplace. In the case of grape picking women, 
the analysis showed that female grape pickers were more likely to suffer from stress-related 
illness if they devoted more than two hours to household work (8.5 times more), if they 
feared dismissal (3.5 times more), and if they worked in a forced physical position (2.1 times 
more). On the other hand, in packing plants where conditions are different from those 
prevailing in the fields, stressful working conditions stem from the rigorousness of the work, 
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as well as the long working hours. Women working in packing plants were more susceptible 
to stress when they feared dismissal (3.4 times more) and when they worked in noisy 
environments (3.9 times more). 

Initiatives in Chile Related to Occupational Health 

There has been considerable progress made in the understanding of the health of working 
men and women from an integrated health perspective, as well as from a gender perspective. 
A number of non-governmental organizations have played a central role in the Work 
Economy Program: the Centre for Women's Studies, the Collective Woman, Health and 
Social Medicine and the Women's Institute. Government and universities have placed special 
emphasis on the study of the work-health relationship. 

An important initiative was the creation of a network concerning "Health and Work," which 
has been integrated into the Latin American Occupational Health Network. This network is 

comprised of NGO professionals, union leaders, and professionals working in Occupational 
Health Units of the Ministry of Health. This network strives to generate knowledge about 
workers' health in order to disseminate this information, as well as to advise government 
when it formulates programs and policies. 

The Workers Unitary Centre (WUC) and technical and professional panels of the Ministry of 
Health have initiated a broad discussion about occupational health. In July 1991, a national 
meeting on occupational health was held; unfortunately, it was not repeated in subsequent 
years. The WUC has created a department on Working Conditions, Hygiene and Safety, 
which aims to train leaders in this field and create its own statistical centre. 

A number of studies in Chile have looked specifically at female workers. The Centre for 
Women's Studies has undertaken a number of surveys regarding the health of workers in the 
garment industry, the fisheries industry, and the temporary fruit picking industry. The 
Women's Institute has conducted research regarding health hazards for women working with 
computers in the financial sector. A group called Women, Health and Social Medicine 
conducted research on the health of health workers in the southeastern area of Santiago. 

The Ministry of Health has created occupational health units throughout the country. 
However, these units do not have sufficient resources to ensure that minimal health and 
safety requirements are being followed. Lack of resources also prevents the Ministry of 
Labour and Social Security from adequately monitoring work conditions, such as contracts, 
work hours, payment of salaries and so on. 

1992 was designated as the "International Workers' Health Protection Year. " The Ministry 
of Health called upon all sectors to discuss a Strategic Workers' Health Plan. Nine 
commissions, comprised of government representatives, workers and NGO representatives, 
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were created to discuss occupational health and safety issues, including "Women and 
Health. " After several months, due to a lack of resources and insufficient interest, all work 
stopped. The new health authorities have initiated steps toward reactivating this Plan. 

Conclusion 

Women, an increasingly integral part of the Chilean workforce, face a number of 
unfavourable working conditions, including poor salaries, long working hours, low-level 
positions, lack of full-time work, and lack of employment stability. There is also a lack of 
compliance with minimal occupational health and safety requirements. Furthermore, many 
workers, particularly women, either work in jobs which are not protected by labour and 
social security legislation, or work under non-contractual conditions. Under the current 
legislation, many diseases are not recognized as being caused by employment and are 
therefore not subject to protection. 

Health is often not viewed as a priority area, compared to urgent issues such as salaries, 
stability of employment, or termination of working contracts. Salaried women are often 
unaware of the relationship between working conditions and the deterioration of their health, 
as well the negative health implications of domestic work. 

While there has been considerable progress made with regard to our understanding of the 
health of working men and women from an integrated health perspective, as well as from a 
gender perspective, there is still a great deal of work to be done. It is important that 
researchers work cooperatively, unifying approaches and systematizing results, in order to 
learn more about gender and occupational health. Furthermore, workers need to be 
mobilized, and these crucial issues must be placed on the public agenda. 
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Health and Work: A Gender Perspective 

Jaime BMW 

Introduction 

As a result of the implementation of neo-liberal economic and social policies, Latin American 
populations are currently experiencing a dramatic deterioration in their quality of life, 
including a collapse in their health conditions. It is increasingly important for organizations 
to cooperate and consolidate their experiences in the search for better alternatives for 
development. 

The International Development Research Centre (IDRC) has provided a great deal of support 
for the efforts of many research groups in Latin America. This paper provides a brief 
synthesis of an IDRC sponsored project which is being carried out by the Health Research 
and Consultancy Centre (LEAS) in Ecuador. The project, entitled, "Female Work Profiles, 
Strategies in Survival and Health," is crucial for the planning of strategies aimed at 
encouraging the health of women in Ecuador. In order to illustrate the range of work carried 
out in Ecuador, the conceptual bases, the principal operative aspects and the results, as well 
as the alternatives which were generated over many years of work in Ecuador, will be 
summarized. 

The Need for a Gender Perspective 

Several years ago, it became increasingly understood that there was a relationship between 
suffering and disease as epidemiological problems, and the subordination, discrimination, and 
underestimation of women in a society built on inequality, not only among the social classes, 
but also between the genders. With this new epidemiological interpretation, we began to 
understand that the concept "sex" concerns geno-phenotype aspects, and its use in 
epidemiological work is necessary to observe aspects of individual physiology or psyche. On 
the other hand, the concept of "gender" is necessary when reflecting on the social 
construction of the processes linked to the development of masculinity or femininity. 

A thorough discussion of these issues can be found in other papers (Breilh 1992; Breilh 
1994). At this point, it should be emphasized that gender as a conceptual category may be 
operationalized in research, but cannot be reduced to a simple population stratification 
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resource for comparisons of women and men, or for separating women in order to study the 
diseases which affect them. Although there are processes which are peculiar to women, a 
real gender perspective implies investigating the existence of gender problems as determinant 
factors, in all epidemiological processes. 

Starting from this more academic perspective, it is possible to advance towards a political 
understanding of its importance. Progressive feminist elements have pointed out for many 
years that an understanding of the concept of gender is important in the development of 
popular power. There is a close relationship between the general forms of power 
concentration, and the patriarchal organization of different spheres of collective life. A 
patriarchal structure is present in the organization of the workforce and in the patterns of 
housing, eating, recreation, and availability of services. The patriarchal structure also exists 
in all forms of cultural and political life. A complex interrelationship exists between 
physiological differences between men and women, and the organization of production, 
consumption, and domestic social practices. 

In addition to the crucial epidemiological and political implications of the gender concept, it 
also has a further significance. An understanding of gender implications is crucial in the 
move towards the humanization of society, and the end of subordination in a patriarchal 
society, which destroys the life and dignity of women, and impoverishes the development of 
masculinity. Gender inequality not only destroys the human option of a full femininity, but 
also deteriorates the full humanization of men. Gender inequity leads to the development of 
a masculinity which is associated with destructive values, and which encourages the 
consolidation of a world of power concentration and social inequality. It also contributes to 
the generation of disease. 

A close relationship exists among epidemiological, political and human aspects. 
Epidemiological investigation is necessary to discover social forms of life destruction. 
Politics is needed in the struggle for the democratization of power, and to resist the 
regressive proposals of a class-ridden society, in which the most destructive health processes 
have been institutionalized, and in which the historical hierarchies of patriarchy and class are 
maintained and recreated. 

Many forums and publications have rightly denounced the lack of attention to gender issues 

in the health area, as well as the over-emphasis of the reproductive life of women. The 
fields of both medicine and public health have perpetuated the classic androcentric view of 
woman, which focuses on her reproductive capacity, and which circumscribes her to a 

singular role of mother. Technicians, investigators and health planners tend to ignore 
matters such as the "threefold burden" which women suffer. This expression is used to 
describe the convergence in women of three types of health destroying processes: (1) those 
linked to remunerated work; (2) those resulting from domestic labour; and, (3) those which 
are caused by the reproductive physiology of women under conditions of social adversity. 
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The high levels of maternal mortality in Latin America, which are linked to the social 
deprivation of women, are undeniable. A recent publication released by the Health Research 
and Consultancy Centre examined the clear relationship which exists in Latin America 
between social inequality and maternal mortality rates. (The CEAS prepared its own social 
inequality index to obviate the distortions of indices found in the PNUD's "Human 
Development Index"). An examination of the countries in the region demonstrated that 
countries with higher levels of social development and equality had maternal mortality levels 
which were up to sixty times lower than countries with greater inequities (CEAS 1994). 

To focus simply on the reproductive life of women, when looking at the feminine gender, is 
to lose sight of the substance of the matter. It is not enough to simply focus on selected 
diseases which primarily or exclusively affect women. Nor is it sufficient to merely use the 
concept of gender as a way to statistically stratify and compare males and females. Rather, 
it is necessary to devise a new human and organizational perspective which can promote life 
and dignity for all. Epidemiology must be transformed. Gender must be understood as a 
conditioning factor of all aspects of social life: in the workforce, in the family, in political 
and cultural relations, as well as in ways of relating with the environment. 

The Interrelationship of Gender, Ethnicity, and Social Class 

Since the 1970s, the Latin American movement of social medicine, or collective health, has 
produced significant contributions to the incorporation of gender in epidemiology. The 
Health Research and Consultancy Centre has made important contributions through its 
investigative work on women, following an innovative methodological process. The CEAS 
strives to link theoretical advances to the development of a new praxis. It promotes the 
incorporation of "new" categories, such as gender, into community health initiatives, with a 
view to empowering not only the classes, but also the subordinate gender. In this process, 
care must be taken to ensure that there is not a loss of unity within the social movement. 

After much struggle, sectors such as women and indigenous populations have managed to 
incorporate the concept of gender into political and academic spheres. Even the slow and 
conservative official sector has been obliged to consider gender issues. While some 
consensus exists on the relevance of the gender issue, there is disagreement concerning the 
way it is understood. Even in the most progressive spheres, there is a lack of agreement 
concerning the conceptual and political consequences of the incorporation of gender. 

Within the social sciences, a theoretical belief exists that there is diversity in the social world 
which requires advancement beyond the orthodox notion of "social class." Categories such 
as gender and ethnicity were viewed as necessary in order to explore social diversity. A 
conflict has developed concerning whether social class or gender is the principal category. 
In certain orthodox political sectors, social class is viewed as the most important factor. In 
extreme feminist sectors, gender is said to be more important. In the area of health research, 
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the determinants of the health of the feminine gender need to be looked at globally. The 
principle category, in my opinion, changes and depends of the subject being studied. Neither 
social class or gender have an "a priori" centrality. 

In the book "Genero, Poder y Salud" ("Gender, Power and Health") it is proposed that the 
debate should be led through two inseparable dimensions: (1) the conceptual dimension, 
which helps us to understand diversity or plurality; and, (2) the political dimension, which 
demands consideration of our beliefs about the organization of political struggle. 

Formal logic separates plurality from unity. It does not accept that what is diverse can also 
be united. Either something is diverse, or it is unitarian, and both states cannot exist 
simultaneously. However, it is possible for diversity and unity to exist together. There is a 
close connection between the historical movements which promoted the examination of 
gender, social class, and ethnicity. Neither social class, nor ethnicity, nor gender, is 
paramount. Rather, the interrelationship between gender, ethnicity, and social class must be 
acknowledged. 

Profiles of Female Work, Strategies of Survival, and Health 

In an effort to contribute to the improvement of the health of women in Ecuador, the CEAS 
carried out, with funding from IDRC, a research project entitled, "Profiles of Female Work, 
Strategies of Survival and Health. " This was an interdisciplinary and highly participative 
project. Women from a number of different groups participated in the study, including the 
populations under study, female organizations, non-governmental organizations, 
congresswomen of the republic, and political leaders. Participatory activities included 
preparatory workshops, homogeneous groups from the populations being studied, national 
workshops for the discussion of results, as well as committees to discuss prevention manuals. 

The investigation focused on four types of labour: women in the civil service, factory 
workers, rural working women, and women doing informal work in urban areas. 
Representative samples were taken from the employees of the central plants of the ministries 
of the country's capital (n=270), from the workers of nine garment factories in the city 
(n=315), from rural workers in small production areas (n=270), and from groups of women 
in the urban labour sector. 

Methodologically, the study involved a participative process and combined diverse 
techniques, such as the use of key informants, the use of homogeneous groups, a collective 
survey, an individual survey, and workshops. Both qualitative techniques of content analysis 
and quantitative techniques of figure analysis were employed. The CEAS believes that both 
qualitative and quantitative methods are important, and that neither one is more important 
than the other. Both types of procedures should be used. Therefore the project incorporated 
both qualitative and quantitative techniques depending on the problem being investigated. 
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Selected Results 

By way of example, selected data with regard to stress and women in the civil service will be 
discussed in this section. Work centres were thoroughly investigated and assessed, and key 
informants and groups provided preliminary information. It was established that the most 
destructive employment involved repetitive and dull work, together with a high degree of 
concentration, too many tasks, and too many different types of tasks due to poor 
organization. There was also a problem concerning lack of support with domestic 
responsibilities. 

The survey of individuals made it possible to identify some interesting issues with regard to 
stress. For example, a relationship between menstrual discomfort in a stressful working 
environment, domestic stress, and the presence of polymenorrhoea (increased menstruation) 
and anemia was found. There was a significant relationship between repetitive work and 
interference of menstruation. It was also shown that women who stand a great deal during 
their work were most affected by stress. 

Over 50% of working women carried out a large amount of domestic work with no support 
of any kind, both during the work week, and on the weekends. Among the workers with a 
husband or partner, a very small percentage reported that they received help in the home 
from their partners. Furthermore, a notable difference between the chores that men agree to 
do, and the chores that women do, was observed. Very few men take part in basic or 
executive domestic labour (10%), while 27% of men participated in tasks involving family 
care and attention. The largest percentage of men participated in economic and political 
tasks. 

Discrimination was also manifest in cultural values regarding the distribution of food. Only 
in two percent of the cases did women receive preferential treatment, while preferential 
treatment for males with regard to food distribution was frequent. 

In order to study the proportion of women who are in a state of stress, a test named 
EPISTRES2 was designed and validated. By means of this test, it was established that a 
high proportion of women were in a state of stress. By using Goldberg's test (GHQ), which 
has 28 items which help to determine the degree of mental suffering, it was shown that there 
was a significant proportion of women who were in a state of mental disturbance, clearly 
associated with stress (see Table 1). 

z EPISTRES, designed by one of the investigators in the Centre, incorporates 28 items, chosen by means of a 
factor analysis with rotation of the varimax axes. Its sensitivity and specificity as a predictor has been proven. It 
covers the factors of remunerated labour, of consumption, of domestic labour, of the affective life, of the body, etc. 
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Table 1 Stress and Mental Suffering in Female Civil Servants Quito, 1993 

GHQ 1 2 3 

Epistres Normal Moderate Severe Total 

1 97 19 3 119 

Slight 81.5 16.0 2.5 44.6 

2 73 36 29 138 

Moderate 52.9 26.1 21.0 51.7 

3 1 1 8 10 

Severe 10.0 10.0 80.0 3.7 

Total 171 56 40 267 
64.0 21.0 15.0 100.0 

Source: CEAS-IDRC Profiles Study (p=0.0000) 

Furthermore, it was possible to verify the expected protective effect of recreation. As Table 
2 shows, there was a significant decrease of severe stress in workers with the highest levels 
of recreation. 

Table 2 Protective Effect of Recreation on Stress in Female Civil Servants Quito, 1993 

Epistres 1 2 3 

Quality Slight Moderate Severe Total 

1 44 67 4 115 

Poor 38.3 58.3 3.5 42.9 

2 36 49 3 88 

Medium 40.9 55.7 3.4 32.8 

3 29 15 1 45 

Good 64.4 33.3 2.2 16.8 

4 7 6 2 15 

Other 46.7 40.0 13.3 5.6 

Total 119 139 10 268 
44.4 51.9 3.7 100.0 

Source: CEAS-IDRC Profiles Study (p=0.07) 
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However, due to cultural restrictions and lack of time, recreation time for female workers is 
minimal. The full protective effect of recreation is therefore not realized. 

The relationship between stress and the presence of a menstruation disturbance was 
established. Table 3 shows that there was an increase in polymenorrhoea in workers with 
greater degrees of stress. The percentage of women with an increase in menstruation was 
almost tripled in workers with a high level of stress. 

Table 3 Stress and Polymenorrhoea in Female Civil Servants, Quito, 1993 

Menstruates 1 2 
Epistres 0-6 days 7-12 days Total 

1 82 8 90 

Slight 91.1 8.9 41.3 

2 95 24 119 

Moderate 79.8 20.2 54.6 

3 7 2 9 
Severe 77.8 22.2 4.1 

Total 184 34 218 
84.4 15.6 100.0 

Source: CEAS-IDRC Profiles Study. (p=0.07) 

Table 4 Polymenorrhoea and Hypohemoglobinaemia* in Female Civil 
Servants over 40, Quito, 1993 

Hb g/dl 1 Low 2 High 
Menstruate 9.5-13.4 13.5-18.0 Total 

1 11 30 41 

0-6 days 26.8 73.2 83.7 

2 5 3 8 
7-12 days 62.5 37.5 16.3 

Total 16 33 49 
32.7 67.3 100.0 

*Hypohemoglobinaemia according to Blood Bank standards 

Source: CEAS-IDRC Profiles Study. (p=0.05) 
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Polymenorrhoea was significantly associated with the presence of hypohemoglobinaemia 
(ferropenic anemia) in women over 40 years of age (Table 4). 

Stress does not only affect women in their loss of blood. Women who are experiencing high 
stress levels were found to be most likely to suffer from other processes, such as intercurrent 
infections (Table 5). 

Table 5 Prevalence of Intercurrent Infections (15 days) According to Degree of Stress in 
Female Civil Servants, Quito, 1993 

Epistres ND 1 2 3 

Infection None Suspicion Present Total 

1 7 67 31 11 119 

Slight 5.9 56.3 26.1 9.2 44.4 

2 16 80 26 17 139 

Moderate 11.5 57.6 18.7 12.2 51.9 

3 0 2 5 3 10 

Severe .0 20.0 50.0 30.0 3.7 

Total 23 149 62 31 268 
8.6 55.6 23.1 11.6 100.0 

Prevalence of period (15 last days) and medical valuation 

Source: CEAS-IDRC Profiles Study. (p=0.06) 

There is an obvious link between a woman's biological processes and the processes which 
make up her social life. Gender determinants come into play in the rich and dynamic 
process which characterize each social class. Furthermore, in all social classes investigated, 
there were common gender aspects which contributed to the quality of life and the 
epidemiological condition of women. It is very important to examine these matters in depth. 

Conclusion 

It is increasingly important for organizations to cooperate and consolidate their experiences in 
the search for better alternatives for development and health. As a result of the knowledge 
gained during the research project, it was concluded that there is an urgent need to establish 
a Gender and Health Network in Ecuador. It is also crucial that an epidemiological 
surveillance system, with the participation of women, is implemented. These two urgent 
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needs were identified during the first phases of the project, and during its more advanced 
stages, and, above all, when the national workshops were carried out. The CEAS is 
currently in the process of designing a new project which could cover these needs. 
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Gender and Occupational Health in Venezuela 

Doris Acevedo' 

Introduction 

This paper explores the living and working conditions of women in Venezuela and the health 
implications of these conditions. The health status of the female population is influenced by 
the socio-historical position of women. In patriarchal societies, women experience 
discrimination and subordination which increases their vulnerability to adverse working 
conditions. Differential living and working conditions between men and women, even within 
the same social strata, can cause different health problems. Furthermore, work conditions 
can have a differential impact on women, due to their specific physical features, including 
their reproductive function. 

The Sexual Division of Labour 

The term "work" widely refers to all human effort invested in the production of material 
goods and consumer services. There is a clear division between work done by men and 
work done by women. This differentiation originated in the sexual division of labour in 
family life, and is perpetuated in the social organization of work outside the family. 

Within the family structure, men are generally responsible for tasks requiring brute physical 
force, such as cutting trees, hunting, and so on. They also tend to be responsible for the 
production of consumer goods which generate exchange value through barter. Women, 
together with the children, are subordinated to the head of the family. They are responsible 
for bearing children, caring for family members, and producing material goods which are 
directly consumed by the family, such as food and clothes, and which do not generate 
exchange value. 

The Working Population in Venezuela 

In Venezuela, the working population between 15 and 64 years of age comprises 58% of the 
total population. When analyzing the workforce, official statistics consider the population 
over 15 years of age, which is 61.4% of the total (OCEI 1990). In Venezuela, over 80% of 
men over age 15 are in the formal workforce, compared to 35.6% of women. Of the total 
number of people incorporated in the workforce in 1990, 30.5 % were women (from 18 % in 
1950). 

' Occupational Health, Carabobo University, Maracay, Venezuela. 



Socially necessary work carried out predominantly by women in the informal sector, such as 
in the home, underlies the fulfilment of work in the formal sector and must be acknowledged 
(Acevedo 1993). Women participate in the work process in two ways: (1) they engage 
directly in the production of goods and services for public consumption, which has been 
acknowledged in the statistics cited above; and, (2) they participate indirectly through their 
work at home, in their role in the biological and social reproduction of the workforce 
(procreation, maintenance and strength recovery of the workforce). Including the work that 
women do at home, 85.3 % of women over age 15 participate in production in some way. 
Research studies which have addressed the issue of workload in the home report that women 
work about fifty hours per week in the home, compared to ten hours by men (UNO 1991). 
In the case of men, if the statistics included the work of men in the household, the 
percentage of men in the workforce would. rise marginally from 80.6% to 80.9%. 
Therefore, more women than men are incorporated, both directly and indirectly, in the 
workforce. 

The following are some of the features of women's work in Venezuela: 

Women's subordinate position in society is reflected by the dearth of women in 
positions involving the supervision and direction of others. Out of the total number 
of workers who are managers, administrators or directors, only 17%, or less than one 
out of five, are women. Only one out of every ten employers is a woman (Copre 
1989). 

Jobs that are predominantly held by women tend to be undervalued and underpaid. 
The average salary received by women is always lower than that of their male 
counterparts (UNO 1991). The feminization of occupations traditionally carried out 
by men tends to devaluate them. 

Social voluntary work is usually done by women, with little recognition and no 
remuneration. In times of economic crisis, social sector institutions, such as 
education and health, pressure women to voluntarily contribute their time and energy 
to social service. 

Women who are involved in the paid workforce continue to also have responsibilities 
in the home. This double burden of doing work both outside and inside the home 
leads to a total weekly workload which averages about seventy hours a week (UNO 
1991; Oribe 1991; Messing 1991). In the poorer strata of the population, some 
women work one hundred hours a week or more, which translates into a fourteen- 
hour day. Little has been done in Venezuelan society to redistribute domestic labour 
among other family members. There is also a lack of institutional support, such as 
childcare centres, nurseries and other services. 
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Twice as many women than men work in the service area, such as in 
restaurants, hotels and in domestic labour. Seven times more men than 
women work in the areas of agriculture, mining, construction and transport 
(see Table 1). There is a greater diversification of work among men, than 
among women. Women are concentrated in the so-called "female ghettos." 
For example, 86% of women are concentrated in the service sector, while 
13 % are in the manufacturing sector. Characteristics of work in these sectors 
include minimal decision-making and working with the public, which are 
factors associated with the accumulation of stress. High stress levels increase 
the risk of workplace accidents, as well as the risk of cardiovascular disease 
(Lowe 1989). 

Table 1: Average Distribution of the Workforce in Venezuela, According to Sex and 
Economic Activity, 1990 

Activity Area 

Men Women 

Agriculture and mines 18.2 2.4 

Manufacturing industry 16.3 13.8 

Construction, electricity, gas, water 13.2 1.7 

Transport and communication 8.0 1.6 

Finance and insurance 5.1 7.4 

Trade, restaurants and hotels 19.2 22.6 

Communal and social services 21.1 49.6 

Fixing and cleaning services 5.2 0.1 

Domestic service 1.1 14.2 

Source: OCEI. Workforce Indicators in Venezuela. First Semester. 1990. Caracas, Venezuela. 

The time of life when women are in the formal workforce tends to coincide with the 
reproductive period. Breilh uses the term "triple load" to refer to the triple 
responsibilities that women have during this part of their lives: that is, responsibility 
for reproduction, productive work, as well as domestic work (Breilh 1991). This 
triple load can lead to detrimental health effects in women which may result in 
premature aging and death. 
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Statistics reveal that 11.6% of men were unemployed in 1990, compared to 
9.2% of women in the workforce. Women are less likely to show up in 
unemployment °tatistics because they are more likely to be involved in 
temporary part-time jobs, as well as the informal workforce. 

Women and Economic Hardship 

Over the past few years, there has been an increase in women's education levels. In general, 
Venezuelan women have reached schooling levels which are similar to those of men. 
However, the average income of women is lower than the average income of men, largely 
because women are situated in low-paying jobs with little prestige (UNO 1991). 

Many women have sole responsibility for the family, receiving little or no assistance from 
their partners. Thirty percent of all families in Latin America are headed by women (UNO 
1991; PAHO/WHO 1986). In poorer segments of society, the number of female-headed 
households is even higher. Female heads of households are particularly disadvantaged. 
They have lower levels of education and higher levels of illiteracy and unemployment, when 
compared with male heads of households and women who are not heads of households (OCEI 
1990). Families which are headed by women are often in an economically vulnerable 
situation, and are particularly at risk when an illness or death in the family occurs. 

When a country is faced with economic hardship, women are often hit particularly hard. In 
the family household, women have to cope with limited living space and scarce resources. 
The deterioration of public services also particularly affects women. Coping with economic 
hardship often has a high cost on the physical and mental health of women. 

Most Frequent Conditions of Work Among Female Workers 

The work in which women are most likely to be involved usually requires certain 
characteristics which have been socially assigned to women, including docility, manual 
dexterity, capacity to concentrate, patience, and tolerance. There are a number of specific 
types of work that women are more likely to do than men. The nature of women's work has 
many serious health implications. 

Rapid and Repetitive Movements 

There is a high concentration of women in manufacturing industries such as textiles, food, 
electronics, and chemicals. The assembly line work that women perform in these industries 
demands quick, precise, and repetitive hand movements. Similar types of rapid and 
repetitive movements are needed in female-dominated employment in the service and 
business sectors, such as cashiers, typists, and data processors. These jobs involve 
monotonous tasks, requiring great mental concentration and little opportunity for 
communication. The rest of 
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the body remains standing or sitting in an immobile position. These work conditions may 
lead to muscular, skeletal and neurological difficulties, such as carpal tunnel syndrome 
(Messing 1991). 

Work with the Public 

Jobs in the service and business sectors, including educators, nurses, secretaries and 
salespeople, require an ability to effectively communicate with people, as well as tolerance. 
Working with people can have a detrimental impact on a worker's mental health. Typical 
difficulties include anxiety crises and behavioral changes. People who work in these 
demanding jobs often have little control over their environment, a factor which has been 
associated with the appearance of coronary diseases (Messing 1991; Lowe 1989). 

Fixed Position 

Women are stereotypically perceived as passive, while men are usually perceived as active. 
It is therefore not surprising that women predominate in jobs which require prolonged 
standing or sitting. At a work centre involving both men and women, it is not unusual to see 
men in positions of greater mobility, while women tend to remain in fixed positions, standing 
or sitting throughout the work day. Muscular pain and circulatory problems are health issues 
associated with this type of static work. 

Monotony and Lack of Decision-Making 

Monotony and lack of decision-making are characteristics which are found in almost all types 
of work where women predominate. The disproportionate percentage of female work with 
these characteristics is related to the subordinate position of women in patriarchal societies. 
Eighty to ninety percent of secretarial, teaching, nursing, domestic work, sales and cashier 
jobs are filled by women. These jobs may involve monotonous tasks, minimal creativity, 
high stress, and little control over the external environment, of which all contribute to mental 
health problems. 

Sexual Harassment 

As a result of the subordinate position of women in society, women may be subjected to 
sexual harassment. Employers may demand sex in return for access to or continuance in a 
job, promotions, or salary raises. A woman who is subjected to sexual harassment may 
suffer mental and psychological damage, as well as adverse physiological reactions, such as 

gastritis and dizziness. These physical conditions could increase the risk of workplace 
accidents. 

98 



Another difficulty women may experience when trying to find a job is discrimination if they 
do not measure up to a certain notion of feminine beauty. In Venezuela, advertisements for 
secretaries and receptionists often require a "good appearance," an attribute which is not 
demanded of men. 

Workplace Accidents 

Over the past seven years, 3-4% of the total number of accidents to women occurred in the 
workplace. The largest number of accidents occurred in the textile, food and clothing 
industries, which are located in the industrial belt in the centre of the country (Caracas-La 
Victoria-Maracay-Valencia). Most injuries occur to the upper and lower limbs. There has 
been a recent increase in the amount of occupational impairment of female workers. The 
most common occupational diseases are dermatitis, hypoacusia and respiratory diseases. It 
should be noted that these statistics may not be an accurate reflection of the real number of 
accidents, given the high degree of under-reporting. 

Health Problems of Teachers 

Seventy to eighty percent of middle education teachers are women. The author undertook an 
exploratory evaluation of the health problems and working conditions of educators in the 
state of Maracay. A review of medical service records of the educators found that the 
following diseases were most common: depressive neuroses, arterial tension problems and 
voice problems. The most frequent causes of absence from work were depression (anxiety, 
psychosis), recurring headaches, functional diaphony, nodules on vocal cords, and high blood 
pressure. The greatest amount of sick leave was taken as a result of consultations regarding 
psychiatric problems. These disorders are related to the specific conditions of teaching: 
working with the public, intensive work day, excessive use of voice, low salary and low 
social prestige. Women teachers also usually bear the additional burden of caring for their 
families. With regard to physical working conditions, educators complained about poor 
lighting and ventilation, heat, over-crowding, lack of drinking water, and excessive noise. 

Work and the Reproductive Role of Women 

Women who are part of the paid workforce may find that their employment plays a role in 
the regulation of their sexual and reproductive functioning - sometimes more so than family 
planning programs. By merely joining the workforce, fecundity is regulated - women who 
work outside the home have fewer children and more abortions (Ramirez et al. 1991; Saurel- 
Cubizolles et al. 1991). Certain working conditions such as shift work, irregular schedules, 
and temperature variations, may change the menstrual cycle of a woman (Messing et al. 
n.d.). Prolonged standing, shift rotation, long work days and exposure to some chemicals, 
have been linked to spontaneous abortions among working women. Borges (1993) noted that 
high stress jobs, and low task control, increases the risk that a woman will experience a 
premature birth. 
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A study carried out at La Victoria (Aragua) compared a female group of textile workers with 
a group of housewives living in the same neighbourhood. The textile workers tended to have 
poorer living conditions than the housewives. Half of them lived without a partner and were 
solely responsible for their family. The textile workers also had lower levels of schooling 
than the housewives. With regard to reproductive health, the textile workers had five times 
more abortions than did the housewives, as well as significantly lower birthweights in 
newborns, when compared to women of the same age and social status who worked at home 
(Borges 1994). Fecundity among the textile workers was also lower than that among the 
housewives. The researchers concluded that the reproductive difficulties might be linked to 
the combined effect of several factors. Long working hours at an assembly line, the intensity 
of the textile workers' jobs, prolonged standing, combined with poor living conditions, and 
the burden of caring for a family, contributed to these results. 

It is not unusual for women, aware of the possible risks that work poses to her fetus, to 
voluntarily leave her job and return to it after the birth of her child, or resort to unpaid leave 
(Malenfante 1992; Saurel-Cubizolles 1987). A woman may be compelled to leave her job 
for the sake of her health and the health of her fetus, due to the absence of, or lack of, 
implementation of protective measures for pregnant women. 

Implications of Changes in the Employment Law 

There have been recent changes in the Employment Law, which lengthened the period for 
pre- and post-natal leave for female workers from 12 to 16 weeks. Legislative changes also 
prohibit job dismissal during the year following the birth of a child. As a result of these 
legislative actions, there have been changes in the number and age of women hired in certain 
occupations, especially in the industrial sector. Some departments in the textile and food 
sectors have replaced their female employees with men. The average age of female workers 
is also higher than before (that is, older than the childbearing years). Furthermore, 
representatives from the Women's House (Casa de la Mujer) of Maracay and from worker 
training courses report that, in order to gain employment in some industrial companies, 
women are required to supply a certificate stating that their fallopian tubes have been tied. 
As a result, numerous women in the highly industrialized area of La Victoria are requesting 
this operation. 

Conclusion 

The living and working conditions of women in Venezuela differ -from the conditions 
experienced by men. The sexual division of labour in family life is perpetuated in the social 
organization of work outside the family. As a result of this division of labour, there are a 
number of specific types of work that women are more likely to do than are men. Women's 
work may involve rapid and repetitive movements, working with the public, prolonged 
standing or sitting, monotonous tasks, minimal creativity, high stress, little control over the 
external environment, sexual harassment, low pay, and low social prestige. The specific 
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nature of women's work can have serious implications for the physical, mental and social 
well-being of women. Work conditions can also have a differential impact on women, due to 
their specific physical features, including their reproductive function. 
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Discussion 

Following presentations by Ximena Diaz (Chile) and Jaime Breilh (Ecuador), a general 
discussion took place on the subject of Environmental Stress, Production Activities, Health, 
and Gender. The following points were raised: 

When conducting research, researchers must be careful that they do not add to the 
already heavy workload of women. While it is important to study women, women 
should not be seen as a source of cheap labour in research projects. If women are 
asked to be administrators or project managers, researchers should be conscious that 
they do not put too many demands on them. 

While some researchers believe that women who work are healthier than women who 
do not work, this is not always the case, as women in lower classes often must work 
under poor conditions for survival. 

The extent to which women have a role or control in decision-making is important. 
Given that there are currently few women occupying positions of authority, women 
must work together in an organized fashion to bring more women into management 
and decision-making roles. If women were in positions of leadership, they would 
have more influence in the fight for better working conditions. 

Women often have little information on the extent to which detrimental working 
conditions can lead to negative health effects. Women also tend to be unaware of the 
laws relating to occupational health and safety, and whether or not there is protective 
legislation. A need exists to disseminate information to female workers. Women also 
need to fight for increased rights and protection concerning occupational health and 
safety. 

Many occupationally-related diseases that affect women have not been explored. For 
example, some researchers continue to believe that the jobs women perform are 
simple and stress-free, thus not justifying a study of mental stress. It is often difficult 
to demonstrate how certain occupational risk factors affect women's health, including 
their reproduction functions. Sometimes one factor cannot be isolated as the singular 
cause of a disease or illness. Instead, it is often exposure to a combination of several 
factors that leads to a serious health problem. 

Stress is an important hazard for many women, in both the workplace and the home 
environment. Women suffer stress in different ways than do men, and the 
organization of women's work may contribute to increased levels of stress. 
Household activities and aspects of everyday living, including the structure of family 
life, increases the burden on women. Women often have higher levels of stress than 



men because of the social conditions under which they live, including economic 
inequality, poverty and marginality. When conducting research on stress, rather than 
simply asking women if they are experiencing stress, the various factors that lead to 
increased stress might be documented. 

Women tend to have higher levels of absenteeism from work than men, which is 
likely related to family pressures. Women should "have the right to get ill" and be 
able to take time off from work. 

Women's health problems are often not treated seriously. When women ask for 
assistance with a health-related issue, their requests may be overlooked, and they may 
be persuaded that there is nothing to be concerned about. 

The importance of addressing the informal working sector, in addition to the formal 
sector, was noted. However, it was pointed out that an individual researcher cannot 
look at everything. Some studies might necessarily be restricted to just the formal, 
salaried workforce. These focused studies could then be used to complement studies 
in other areas. 

A question was raised concerning how/if prostitution would be classified on an 
occupational list. In the United States, prostitution is considered to be a category of 
work (i.e. sex worker). Because prostitutes are currently not listed on occupational 
lists in Latin America, they may be overlooked when discussing occupational health 
and safety, even though they are "salaried" workers. 
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Tropical Diseases and Gender 





Considerations for the Prevention and 
Control of Neurocysticercosis 

Elsa J. Sartf 

Introduction 

Taeniasis and Cysticercosis are infections produced by the adult and larvae phases of the 
helminths species Taenia. There are two species which commonly affect humans: T. solium 
and T. saginata, both of which require two hosts to complete their life cycles. Human 
beings are the final obligatory hosts for the adult stage of both species of Taenia, and pigs 
and bovine cattle the two natural intermediary hosts for the larvarian stage of the parasite 
(cysticercoes). 

Man acquires intestinal taeniasis by eating cysticercoes in raw or undercooked meat of 
infected pigs. After two to three months, the adult taenias measure several meters and 
liberate daily (gravis proglotides) in the bearer's feces, containing thousands of infecting 
eggs. The intermediary hosts acquire cysticercosis when ingesting taenia eggs present in the 
human feces of the bearers. The evolutive phases of T. solium that are infectious to humans 
may develop in cysticercoes, a condition potentially hazardous to life. Consequently, the 
medical significance of the infection by T. solium is greater than that of T. saginata. 

General Issues 

Taeniasis, including cysticercosis, constitutes a public health problem mainly due to the 
unsanitary and unhygienic habits which determine their transmission. They have penetrated 
into several countries of the world, especially those in the Asian, African and American 
continents. Mexico and Brazil occupy a dubious "privileged" position as leaders of taeniasis 
and cysticercosis infection in the Americas. 

A large amount of data on the infections has been gathered in the Americas based on 
autopsies performed on deceased patients (Neurology and Neurosurgery Services) between 
1940 and 1970. Cysticercosis infection rates have been reported to be as high as 4000 per 
100,000 inhabitants (Brazil and Mexico). At a later stage, epidemiologic studies were 
performed, attempting to determine the real frequency of the disease. Through these studies, 
the existence of transmission to the majority of the American countries has been confirmed. 

` Direccion Nacional de Epidemiologia, Secretaria de Salud, Mexico. 



In the case of Mexico, the most important frequency rates reported through several years 
may be summed up as follows: 

2 to 4% neurocysticercosis has been reported in autopsy series; 
7 to 10% of the persons attending neurology hospitals do so due to cysticercosis; 
11 to 30 % of craniotomies performed for cerebral tumour correspond to the definitive 
diagnosis of cysticercosis; 
3 to 13 % of serologic positive tests have been reported in several epidemiology 
studies; 
0.1 to 7 % of taeniasis is identified through coprologic examinations; and, 

0 1 to 25 % of all cysticercosis is diagnosed through the examination of live pigs. 

In Mexico, porcine cysticercosis is responsible for the loss of more than half of the national 
investment in porcine breeding. A figure of US$1,000,000 has been attached to the cost of 
infected meat seizures. 

Epidemiology 

Taeniasis 

In Mexico, an obligatory report for this disease was instituted in 1986. From that date, some 
13,000 cases have been reported each year. In terms of age groups, the epidemiologic studies 
show T. solium infection in all ages (from 5 to 56 years), with a peak between 16 and 45 

years of age. Official statistics reported by the System of Epidemiologic Surveillance have 
reported that the highest frequencies for Taenia sp. are seen in under-15 year olds (54.4 %) 

and in those over age 45. 

In relation to gender, the official figures do not show significant differences, but 
epidemiologic studies have shown that females present the parasite more frequently. This 
fact, taken by itself, presents a key research issue. Even if women present a higher 
frequency, one must also examine the social and cultural background that they represent, 
resulting in a health issue not only for the patients themselves, but also for their families. 
Women's roles in the home require that they prepare the family meals, as well as serve 
them. They are the last ones to eat. Many times they eat during the process of food 
preparation by nibbling (i.e., eating small quantities at different stages of the cooking 
process), even when the meat is still raw or undercooked. When pork meat is eaten this 
way, infection ensues. Moreover, when women prepare and serve food without applying 
sound sanitary practices, they can become the main source of cysticercosis to the family 
through the contamination of food with the eggs of T. Solium. 

One of the main epidemiological problems of this zoonosis is that it does not cause relevant 
symptoms to appear. Patients rarely ask for medical assistance, and are therefore not 
diagnosed or treated. Unless they expel proglotides that can be seen, attention is not drawn 
to the problem, and they do not attend medical facilities. Lack of information increases the 
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severity of the problem. This situation could be corrected through education for health as a 
preventive measure operative in the middle term. As an alternative for prevention and control 
in the short term, the use of the treatment of choice to interrupt the transmission cycle, and 
therefore prevent intrafamilial cases, has also been suggested. 

Human Cysticercosis 

During the past four years, there have been some 500 confirmed cases of cysticercosis in 
Mexico. The present national rate for 1992 is 0.61 per 100,000 inhabitants. 

In terms of sex, there are no significant differences reported. In terms of age, the productive 
age groups are those presenting the highest rates (ages 15-44). The techniques used to 
establish a diagnosis area in the majority of Latin America countries are based on clinical 
diagnosis. Unfortunately, reporting is not a constant feature and there is marked under- 
reporting, mainly by hospitals and third-level institutes. 

With regards to treatment for cysticercosis, especially for neurocysticercosis, there are a 
series of therapeutic and surgical alternatives. The first is chemotherapy with albendazol and 
praziquantel, which have produced the best results. Surgical measures include derivations to 
solve endocrinal hypertension. The decision between surgical or medical treatments is made 
depending on the location, size and viability of the cysticerco nodes, as well as the symptoms 
produced. 

Like taeniasis, cysticercosis poses diagnostic problems. The majority of the clinical aspects 
are due to the affectation of the central nervous system (CNS), and very few to muscular and 
ocular presentations (not always sought by the doctors). At the CNS level, the 
manifestations are varied, depending on the number of cysticercoes and their biological stage. 
The most frequent symptoms are epileptic fits and headache. Over the last few years, 
computerized axial tomography (CAT) scanning, and more recently magnetic resonance, 
have contributed greatly to diagnosis confirmation. Unfortunately, however, these techniques 
cannot be used frequently in the rural and some urban areas. For this reason, a series of 
immunodiagnostic techniques have been implemented using serology, which is easy to use 
and read, especially in rural areas. Some studies are being carried out to prove that 
neurocysticercosis is more frequent in men, but more severe in women, who have a greater 
incidence of cysticercosis in the central nervous system, and therefore have a clinically more 
expressive case. Results from these studies, however, are not yet conclusive. 

Porcine Cysticercosis 

Porcine Cysticercosis is the intermediary host of the taeniasis-cysticercosis complex, so its 
analyses have important implications. One is that the average life of pigs is 8 months (with 
some variation for clandestine lots). Since this duration of life is relatively short, pigs 
provide a key entry point to evaluate intervention strategies for the prevention and control of 
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this zoonosis, since the time lapse in which pigs become infected is only 4 months. It has 
also been demonstrated that female pigs present a greater infestation rate than male pigs, 
while the latter acquire the disease more easily. 

Treatment of pigs with drugs of choice has proven to be very effective, but unfortunately the 
cost of the treatment is higher than the value of the actual pig. It has been recommended 
that, depending on the number of cysticercoes, the pig goes to the "paila" (death and 
incineration), which represents large economic losses for both the family and the country. 

The problem of porcine cysticercosis is one of the greatest in the taeniasis-cysticercosis 
complex, due to several factors: in Mexico, only 40% of the pigs are slaughtered in 
compliance with the regulations, which means that the rest belong to the clandestine sector; 
the diversity and lack of training of those responsible for the slaughterhouses results in 
parasites going undetected in many cases; with regard to the type of diagnosis, there is no 
standardized national or international procedure that determines where to conduct the 
muscular cuts in the carcass, how many cuts are required or the criteria to determine when 
an infected animal is routed to the "paila. " The majority of the infected pigs are not taken to 
the slaughterhouses but are handled, processed, and consumed in a clandestine fashion or in 
the communities, a situation which produces a continuation of the life cycle of this parasite. 

If an adequate inspection system could be ensured, the origin of the infected pigs, and 
therefore the transmission route, could be detected. Often teniasic patients are detected and 
treatment of choice applied, without knowledge of how/when the disease was acquired. 

Epidemiologic Studies 

Several findings have resulted from the epidemiologic studies conducted in Mexico. It has 
been proven that a person infected with T. solium is the main risk factor for 
neurocysticercosis in his/her partner. Adequate (or inadequate) hygienic-sanitary measures 
have been identified as the points where prevention campaigns must be centred. 

At present, a study is being conducted in three rural communities in the State of Morelos in 
order to devise the best intervention strategy for the later control of this disease. In 
community A, massive treatment with praziquantel was provided with a single dose of 
5mg/k; in community B, the same treatment was applied, but a short Education For Health 
program was devised and conducted by a team of anthropologists and sociologists. In 
community C, only education was provided. Preliminary results show that community C had 
the highest impact on the parasites, when considering infection of swines as a marker for 
environmental contamination, and mothers as the focal point for producing a change in poor 
hygienic/sanitary practices. Community A showed a reduction of 21 % of porcine 
cysticercosis, while in community B, it was 45%. In community C (education only), the rate 
was 100%. 

110 



It is important to point out that the education effort focused mainly on women, who showed a 
higher level of community participation, as well as being the most frequently affected by T. 
solium. They are also°the main health promoters at the family level. Therefore, educational 
efforts addressed to them not only improve their health, but also that of their families. 

Control Strategies 

There are a series of strategies that make T. solium and T. saginata vulnerable: 

the life cycles of the two taenias require human beings for their adult stage host; 

infections by taenia are the only source of infection to the intermediary hosts; 

the animals that serve as intermediary hosts can be controlled; 

there are no wildlife reservoirs; and, 

safe and reliable endoparasitic drugs are available. 

The WHO has set up two control strategies: (1) long term intervention programs and, (2) 
short term programs implemented around community treatment of taeniasis in the 
transmission sources of the disease. The first includes adequate legislation, education for 
health, improvement in the swine growing practices, increasing the efficiency and structure 
of meat inspections, and providing adequate sanitary facilities and measures to detect the 
human reservoirs of taeniasis. The political and economic realities of many communities 
give little room for hope, so short-term programs with massive treatments have been set up, 
based on the identification of the centre of the infection, treating all the diagnosed or 
suspected cases of human taeniasis in order to immediately interrupt the transmission from 
humans to pigs. In order to maintain this chemotherapy treatment for several rounds, these 
control activities must be included within the Primary Health Care System. In order to 
identify and select disease centres for long-term policies, massive chemotherapy must be 
complemented by aggressive educational campaigns, and significant improvements in 
personal hygiene and the general sewage of the treated areas. 

Experience in Other Countries 

The gradual disappearance of T. solium in a number of European countries is important 
evidence of the potential to eradicate this species, even without control measures directed 
toward the parasite. At the end of the last century in Germany, the prevalence in bovine 
cattle was similar to the one Mexico presents now. At present, the incidence of T. solium in 
Germany is limited to isolated centres. Factors credited for the eradication of this infection 
include advances in sewage, improvement of the economy, the advent of breeding pens for 
swine production, and a rigorous inspection of retail butcheries. In contrast, the prevalence 
of T. saginata has increased over the last 40 years. In 1950, the prevalence in Germany was 
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0.3%, and at present it is reported to be 2%. This increase may be due to a number of 
factors including the practice of intensive cattle breeding, a limitation in the inspection of 
meat, and the popularity of dishes prepared with raw meats. 

In Ecuador, the feasibility of community chemotherapy was demonstrated. One hundred 
thousand people received a single dose of praziquantel. 1.6% reported the expulsion of 
proglottides. One year after this massive treatment, the prevalence of cysticercosis in pigs at 
slaughtering time showed a reduction from 11.4% to 2.6%, suggesting that success was 
achieved by reducing environmental contamination by T. solium eggs. 

In Mexico, in a study conducted in 1990 at the community of Sinaloa, the population 
received massive treatment with praziquantel. Before treatment, 1.3 % of the people had 
taeniasis and 72 pigs were found to have cysticercosis. After treatment there were no 
persons with taeniasis and no pigs with cysticercosis. Intestinal parasites were reduced from 
69.2% to 37.5%. There were no adverse effects reported. 

Long Term Interventions 

Advantages 

The decrease of the incidence of taeniasis is palatine and permanent which makes eradication 
possible. The change in attitudes, beliefs and conducts is achieved through long-term 
community education programs for health. At the same time, to focus on the mother as the 
main promoter of health for the family will benefit the family. 

Disadvantages 

The modernization of the hygienic/sanitary infrastructure is very costly and beyond the 
economic capacity of most rural communities. 

Short Term Interventions 

Advantages 

The transmission from humans to pigs is interrupted, as well as that to other humans, only if 
aggressive education campaigns are implemented to improve personal hygiene and the basic 
sewage system of the population. There are safe and efficient taeniacide drugs. The support 
of the media is counted upon. The surveillance of porcine cysticercosis is a practical, 
sensible, and cheap way to monitor and assess the efficacy of population-based control 
programs. 
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Disadvantages 

Lack of availability of drugs in the local areas for periodical self-administered doses limits 
treatment. A limitation of local incentives exists, even if the people are aware of porcine 
cysticercosis, they do not known about the relationship between taeniasis and cysticercosis. 
Economic losses ensue when pork is seized. There is insufficient cooperation between 
medical and veterinary services. To administer the drug in 6-month cycles for several years 
as the means to obtain control becomes cumbersome. Treatment must be provided to the 
entire population as the affected groups are distributed in all age brackets; treatment of 
schoolchildren, for example, would be of limited efficacy. 
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Socioeconomic, Cultural, and Psychosocial 
Factors of Congenital Chagas' Disease 

Octavio Sotomayor, Jenny Davalos J., FYeddy Pena C., 
Rolando Urgel, Melvy A. Vargas B., and Oscar Pinto' 

Introduction 

Bolivia has experienced sharp socio-economic imbalances which have generated significant 
migratory currents from rural to urban areas. Santa Cruz, one of Bolivia's nine regions, 
situated in the tropical area of the country, has shown marked economic changes since the 
1950s. It has increasingly become an attractive area for the migrant population. The 
average annual growth rate of the region between 1976 and 1992 was four percent. The 
population has become concentrated in the capital city, Santa Cruz de la Sierra, which itself 
has grown at annual average rates of approximately 6.6 % in the same period. At present, 
the city contains about 50% of the regions's population, compared to 35.8% in 1976 (Vargas 
1990). 

Rural-urban migration has resulted in increasingly poor conditions for urban native workers 
in general, and for migrant workers in particular. The settlement of migrants in peripheral 
areas of the capital city, where serious problems already existed in the provision of basic 
services, has led to low levels of education, and a general lack of information about Chagas' 
disease and its vectors. Health services are poor with regard to the control of illness, as well 
as the diffusion of information about prevention practices. This in turn has caused an 
important change in the distribution of the endemic disease, changing its focus from a 
primarily rural problem, to an urban problem. 

This situation has grown more severe in Santa Cruz over the past three decades, as migrants 
coming from endemic areas have established themselves primarily in peripheral areas. This 
phenomenon brings an increase in the potential risk of local non-vector transmission, which 
has the potential for congenital transmission. 

The vast majority of research carried out to date has demonstrated that infection of Chagas' 
disease in pregnant women and newborn children has a basic biological, clinical orientation. 
This research has, however, been limited to a small number of cases, and a minority of 
studies included control groups. 

' "Dr. Percy Boland" Maternity Institute, IMPB, Santa Cruz, Bolivia. 



At Santa Cruz, several investigators have attempted to show the importance of congenital 
Chagas' disease. Valencia's study (1990) of 1753 individuals demonstrated that there was a 
general prevalence of 42.95 %; 40.92 % of the men were positive compared to 44.45 % of the 
women, a difference which is not highly significant. Focusing on women in their 
childbearing years (between 15 and 39 years), 50.91 % of the women were positive, 
compared to 44.64% of men in the same age group. This difference was larger than in the 
general population, highlighting the importance of the incidence of congenital Chagas' 
disease. Azogue (1981) estimated that the incidence rate for newborn children of low 
birthweight was approximately five percent. In another study carried out at the Neonatology 
Service of the IMPB (Davalos et al. 1989), an incidence rate of 3.7 % was found in a total of 
882 newborn children born in 1989. While this figure may not seem significant when 
compared to other congenital problems, it is important to consider two important factors 
which increase the problem: the illness is being extended into areas which were previously 
not infected; and, the lack of a systematic investigation of Chagas at the health services level 
reflects the under-valuation of the illness. In fact, in Bolivia, Chagas' disease is included in 
neither primary health care programs, nor in maternity-child programs. Existing programs 
are generally directed at detecting transfusional Chagas. 

Other risk factors of congenital Chagas' disease include: high urban fertility rates (4 children 
per woman in 1988, and 5.4 children among illiterate women); early marriage rates among 
the urban female population (60.5 % of women in their childbearing years were married 
before the age of 20); and, early pregnancies (55.8% of women had their first pregnancy 
between the ages of 15 and 19 (SIAP 1987). Finally, the poor symptomatology of the 
illness, and the absence of education, lead patients to believe they are healthy, and therefore 
they do not follow instructions from doctors. 

Risk Factors for Chagas' Disease Infection 

A research project studying the socioeconomic, cultural, and psychosocial factors of 
congenital Chagas' disease is currently being carried out at the "Dr. Percy Boland" Maternity 
Institute, with the financial assistance of the International Development Research Centre 
(IDRC). The Institute (IMPB) took on the project since it is the only department in the 
Ministry of Health in the City of Santa Cruz which oversees the health needs of the whole 
population. The Institute oversees about fifty percent of all childbirths in the city (Vargas 
1990). The project has the following specific goals: 

to determine the socioeconomic and cultural differences in pregnant women, and the 
effect of these differences on Chagas' infection; 

to analyze behaviours and strategies for pregnant women in the presence of a 
diagnosis of Chagas' disease infection, particularly as they relate to knowledge, 
beliefs, expectations, and fears with regard to risks and health care for mother and 
child; and, 
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to coordinate actions with the health services directed to an adequate management 
(i.e., counselling, education, treatment) of infected mothers and their children. 

The initial study group was made up of 803 pregnant women who were studied during their 
final trimester, and for an additional period of six and one-half months. All pregnant women 
who serologically tested positive to Chagas were further studied. A serologically negative 
control group was randomly selected. This study group size is suitable for analytical 
purposes, taking into account the large number of variables and the complex network of 
relationships included. 

The project was carried out with the participation of a multi-disciplinary team of 
professionals, structured into three large areas: clinical-laboratory, socioeconomic, and 
psychosocial. 

Methodology 

Clinical-Laboratory Component 

After their prenatal consultation, an Indirect Hemagglutination Test for Chagas' disease was 
performed on all pregnant women taking part in the study. The test results were shared with 
the women during private consultations with the project's doctor. During this consultation, 
the women also received information on the study and the nature of their voluntary 
participation, education on Chagas' disease, as well as a referral to the Tropical Disease 
Centre (to complete a study after childbirth). 

A clinical examination was performed on the newborn children of the infected mothers. A 
micro-method for Chagas' disease was performed ten and thirty days later. A serological 
test (IFI IfG and IgM), and a xenodiagnosis were done in special cases. Positive newborn 
children were treated with benznidazole (10 mg/kg/per day for 30 days), with weekly clinical 
monitoring. At the end of the treatment, a control micro-method was performed; 
xenodiagnosis one month later, and indirect IgG and IgM immunofluorescence, six and 
twelve months later. A clinical follow-up was carried out simultaneously. An 
anatomopathological study of the placenta was carried out in all cases where it was possible 
to do so. 

Socioeconomic Component 

An interview was held in the final trimester with each pregnant women who had tested 
positive to Chagas, as well as with an equivalent number from a randomly selected group of 
pregnant women with negative test results. 

The questionnaire asked about socioeconomic and cultural aspects related to the infection. 
Information was also obtained about the'characteristics of the pregnant women (e.g., age, 
education level, marital status, occupation, migratory background, knowledge of the illness 

117 



and of the vector, and so on), as well as information about the head of the family and the 
general characteristics of the family (e.g., number and composition of the family, health 
coverage, education level, quality of housing, access to basic services, and so on). The 
questionnaire was pre-tested and codified. 

Psychosocial Component 

Interviews were held with the pregnant women with Chagas' disease, using the Test- 
Questionnaire for Emotional Exploration (TC2EMCH), in order to ascertain information 
about fears, apprehensions, hopes, behaviour, family conditions, relationships with health 
services, knowledge, beliefs, and perceptions. In addition, focus groups were created to 
provide information on emotional sensibility, behaviour and attitudes, experiences, 
information received, and the relationship between the participants. The focus groups also 
provided information from non-verbal communication, such as gestures, looks, positions, and 
tone of voice. After these observations, questions were answered, information and education 
was provided, and group therapy was given in some cases. Visits were also made to the 
homes of the women to sensitize, orientate, educate, and carry out family or personal 
therapy. 

Results 

Clinical-Laboratory Component 

From the universe of 803 pregnant women, 287 tested positive for Chagas' disease, with a 
prevalence of 35.74%. Thirty-eight women did not come back for their results even though 
they were provided with verbal and written instructions. 

Of the 249 pregnant women who entered the project voluntarily, 175 gave birth at the IMPB 
(70.3%), with one case of twins and another of triplets. Twenty-four gave birth at other 
institutions, while three women gave birth in their own homes. Therefore, a total of 205 
newborn children were included in the project. 

Of the children bom at the IMPB, 161 (or 90.4%) were full-term babies. Eighty-one 
percent (or 144) had an adequate weight for their gestational age, while two babies (1.1 %) 
had low birthweight for gestational age. Eight children were bom prematurely, but all these 
children had adequate weight for gestational age. 

The babies' clinical signs during the physical examination were generally poor: jaundice was 
diagnosed in 14 % of the newborns, hepatomegaly of different degrees in 9.3 
splenomegaly in 6.3%, and paleness in 4.6%. 

An initial micro-method was carried out on all newborns, with four positive results. The 
second micro-method on 121 children gave one positive result in an unweaned baby (six 
months old). A third micro-method was carried out on 48 children, all having negative 
results. 
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Due to the presence of clinical signs, nine children were tested with IFI IgG and IgM. 
Although all reactions were negative for IgM, there were four positive IgG results. From 
the total of 205 children that were given as a minimum one micro-method, five were 
positive, giving an incidence of 2.87%. Of these, three were male and two female; only one 
was a full-term infant, but had low birthweight. The clinical examination during the months 
of treatment showed jaundice in two cases, paleness in two cases, and different degrees of 
hepatomegaly in all cases. Only three cases showed splenomegaly. 

In!general, treatment was well-tolerated in the newborn children. Only two cases presented 
abdominal distension and vomiting. In the unweaned baby, however, vomiting was more 
persistent and provoked weight loss, which led the family to reject the treatment. 

Table 1. Total Population and Pregnant Women Covered by the Chagas' Project, 
According to Migratory Status 

Migratory Status 1992 Census Pregnant Women Involved in the Project 
1993 - 94 

Total Total Positive Negative 

Population N = 682929 N = 468 N= 245 N= 223 

Migrant 39.7 68.8 72.7 64.6 

Native 60.3 31.2 27.3 35.4 

Total 100.0 100.0 100.0 100.0 

Source: INE; National Population and Housing Census, 1992. Prepared by ourselves on the basis of data from the 
Chagas' Disease Project, 1994. 

Socioeconomic Component 

The population of the city of Santa Cruz has been growing at annual average rates of 6.6%. 
In 1976, the population residing outside the fourth ring represented only 5.4% of the city's 
population - in 1992, it had risen to 46.6%. This uncontrolled growth of the city has 
resulted in numerous problems. 

Almost forty percent of the people living in the city of Santa Crux are classified as migrants 
(that is, they were born outside the city). Children of migrants, born in the city, are not 
included in this figure. New migrants tend to be young men or women, who are 
economically and productively active. A large percentage of the pregnant women involved in 
the Chagas' project were migrants. Indeed, over seventy-two percent of the pregnant women 
who tested positive for Chagas were migrants (see Table 1). 
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There were no gender differences with regard to the distribution of the population throughout 
the various rings of the city. Similarly, there was little variation in the number of pregnant 
women from different rings. However, more than half the pregnant women who tested 
positive for Chagas' disease resided beyond the fourth ring, which is an economically poor 
area, with less access to basic services (see Table 2). 

Table 2. Distribution of Total Population, Heads of Family by Gender and Pregnant Women 
Involved in the Chagas' Project, According to Residence Ring 

Distribution 1992 Census Pregnant Women 
by Involved in the Project 
Ring Total Pop. Women as 1993 - 94 

Head of 
Family 

Men Women Total Positive Negative 

Population N= N= 358673 N= 35321 N= 723 N= 227 N= 496 
338605 

1st ring 4.2 4.7 6.0 5.8 4.3 7.2 

2nd ring 8.5 9.1 10.8 9.3 6.4 11.8 

3rd ring 18.9 19.2 20A 17.8 17.0 18.5 

4th ring 20.8 21.4 21.4 19.8 21.6 18.2 

Beyond 4th 47.6 45.6 41.4 47.3 50.8 44.2 

Total 100.0 100.0 100.0 100.0 100.0 100.0 

Outside city 80 60 20 
area 

TOTAL 803 287 516 

Source: INE; National Population and Housing Census, 1992. Prepared by ourselves on the basis of data from the 

Chagas' Disease Project, 1994. 

The percentage of female-headed homes increased from 20.3% in 1976, to 24.6% in 1992. 

Only 8.1 % of the pregnant women involved in the study reported that they were the heads of 
their families. There was a higher percentage of female heads of households among those 
who tested positive to Chagas' disease. 
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The percentage of uneducated women in Santa Cruz is more that double the percentage of 
such men. Among the study population, the percentage of pregnant women who had 
received little or no instruction was even lower than in other populations. Over sixty-eight 
percent of the pregnant women who tested positive for Chagas' disease had a basic or 
intermediate educational level, compared to 48.9% of the pregnant women who tested 
negative. This clearly shows that women with lower educational levels were more likely to 
become infected by Chagas' disease. Level of instruction may be related to the 
socioeconomic status of the household, access to basic services, as well as access to 
information on health care. It must also be remembered that a high percentage of these 
women were migrants. 

While over half the female heads of households took part in economic activities, the overall 
percentage of women involved in economic activities continues to be lower than men. 
Among the study population, only 23.1 % of the pregnant women were involved in economic 
activities. A higher percentage of pregnant women who tested positive for Chagas' disease 
were part of the formal workforce (26.1 %), compared to those who tested negative (21.1 %). 

About fifty percent of the families in Santa Cruz have their own homes, although this does 
not necessarily mean that the homes are of good quality. The percentage does not vary 
greatly according to the gender of the head of the family. Nevertheless, a lower percentage 
(42.3 %) of the pregnant women in the study owned their own homes. The high percentage 
of women who rent their homes may be related to the number of women who work as 
"maids" and live with their employers. 

Among the women studied, there was a general lack of information about Chagas' disease, 
or about its vectors and transmission. Over 35% of those who tested positive to Chagas had 
heard of the disease, compared to 29.1 % of those who tested negative. With regard to the 
vector, 91.4 % of those who tested positive claimed to know of the "vinchuca, " compared to 
78.5 % of the pregnant women who tested negative to Chagas. Much of the information held 
about the disease was based on speculation or mythical beliefs. However, 62% believed that 
their illness was due to the bite of the "vinchuca. " Among the mythical beliefs, 15 % of the 
pregnant women believed they were subject to witchcraft (sorcery or some other evil spell), 
or that they were infected by another person. 

Psychosocial Component 

Interviews 

Two-hundred and twenty women were interviewed. Fifty-one percent were concubines, 33 % 
were married, and 16% had no partner. When informed about their positive status, the 
women expressed a number of fears including: fear of dying of the disease, fears concerning 
the birth of the baby, fears about transmitting the disease to other family members, fear of 
having sexually transmitted the disease to their partners, as well as concerns about the 
possible reactions of partners. On the other hand, the pregnant women were hopeful that 
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they could receive a treatment or a cure, follow the recommendations of the doctor, consult a 

.social psychologist, and receive family support. The subsequent behaviour of the pregnant 
woman was related to protection of the family from the disease, the elimination of the 
vinchuca, cleaning the house, warning neighbours, and family planning. 

The majority of the pregnant women had few resources and lived in marginal 
neighbourhoods. Their relationship with the health services available in the city was 
confined to visits when a family member was seriously ill. Visits for prevention purposes 
were rarely made. 

Seventy percent of the infected pregnant women believed that Chagas' disease was a terrible 
reality which must be faced. Seventeen percent of the women were ambivalent about the 
disease, while 13 % felt that the diagnosis was positive since it would lead to adequate 
treatment. 

Thirty men who were partners of infected women were also interviewed, and their fears 
related to the disease were discussed. Most of the men did not know how to respond, 
worried about their partners, as well as about the possibility of becoming infected through 
sexual intercourse. They hoped that their partner would get well, that the baby would be 
born healthy, that they had not become infected, and that none of their relations had the 
infection. The lack of available information on the disease was also highlighted by these 
men. 

Many men worried that their partners would infect their children and warned their children 
to "be careful of your mother because she may infect you. " Many of these men felt that they 

should have no more children in the future. They also tended to blame the women for the 

disease. 

Focus Groups 

Forty women (out of fifty-three possible participants who were between 28 and 34 weeks 
pregnant), took part in the focus groups. This group of pregnant women expressed fears and 

anxieties about the birth of the baby, about having infected their other children, about having 
infected their partner sexually, about social rejection, and about the erroneous information 
they had received about Chagas' disease. 

Apprehensions were due to obsessive thoughts, as well as because of information from family 
members, relatives and acquaintances. Family members were generally curious about the 

disease, and tended to learn about it, and then make recommendations for treatment. 
Acquaintances caused the most distress for the pregnant women since they sometimes gave 

dramatic descriptions of the disease, of its dreadful symptoms, and the way that it leads to 

death. Discussing the disease with family and friends, and hearing their stories about others 

with the disease, led many women to grow more and more apprehensive about the future. 
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Upon learning that they had the disease, women either exhibited disability and chronic 
illness, resigned themselves to the disease, or took responsibility for their health care. Fifty 
percent of the participants declared that they did not have "vinchucas" in their homes, while 
30% said that they did, and 20% said it was possible since they lived near houses with 
"vinchucas. " An overwhelming 85 % of the participants believed that the health services 
were not doing an appropriate job to prevent the illness. Ninety percent of the participants 
asked for information about how to prevent and avoid infection by Chagas' disease. 

Communication among participants was good and there was constant interaction concerning 
their health problem. The women decided to face the disease, and accept the health 
recommendations and instructions. Questions concerning emotional factors were answered 
by the social psychologist, while clinical questions were answered by the doctor. The 
information received by the participants was tailored to their understanding and socio-cultural 
level. Information on how to prevent the illness related to personal care, cleanliness, 
housing, and medical care. 

Home Visits 

Fifty-one home visits were carried out. Twenty-five were aimed at sensitizing the pregnant 
women who did not come to collect the serological diagnosis. In the other cases, the home 
visits were aimed at listening to the problems of the pregnant woman or her family (distilling 
fears, orientating before the diagnosis, correcting erroneous beliefs, and providing positive 
stimuli related to their health). Five women were psychologically supported because their 
baby had congenital Chagas. 

Conclusion 

This project, which is still underway, revealed a number of interesting findings. One of the 
primary risk factors of Chagas' infection for women of low socioeconomic status is the lack 
of information about Chagas' disease and the way it is transmitted. While the number of 
Chagas' infections is not large, it is nevertheless a preventable disease whose transmission is 
unnecessary. If there are further increases in the number of migrants into Santa Cruz, or 
other urban and peri-urban areas, the number of uneducated people who are unaware of 
Chagas will also increase. As a result, incidence and prevalence of the disease will climb. 
Crowded peri-urban conditions will also hasten the spread of the disease. Further efforts 
must be placed on upgrading and expanding health services for this growing migrant 
population, as well as increasing education and knowledge of the disease and its vectors. As 
was indicated in the paper, women tend to be blamed for both incidence and transmission of 
Chagas', and without greater awareness, this trend can only bring further stress on this 
population. 
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Gender Differences in the Acquisition of Forest Leishmaniasis 

Clara Cardenas Timoteo and Alejandro Llanos-Cuentasl 

Introduction 

The purpose of this document is to describe the differences between men and women in the 
.acquisition of forest leishmaniasis. The differences are the result of the different economic 
roles attributed to each sex. Part of the information analyzed is taken from an 
epidemiological survey completed within a research project currently being conducted in the 
Kosftipata Valley (Paucartambo Province, Cusco Department) in the Peruvian forest.' The 
findings from this survey point to the need to introduce a gender perspective into studies of 
leishmaniasis. This is necessary in order to understand this disease in a more holistic way. 
A gender perspective would also assist in the designing of preventive and treatment strategies 
which include the active participation of women who have historically been responsible for 
family health care. 

Gender and Health 

A gender perspective strives to address the inequality between women and men in terms of 
their development, as well as the forces which perpetuate or help to modify the situation. 
With a gender perspective, it is clear to see that there are many differences in the way the 
health of women is achieved and perceived in comparison to that of men. 

When addressing women's health, health plans and programs have been principally 
concerned with the reproductive function of women. The fact that women have not only a 
reproductive role, but also a productive one (by helping with the economy of the family), as 
well as a role in the community', is often overlooked. The combined burdens and hazards 
of the many roles of women are rarely taken into account when health issues related to 
women are considered, or worse still, when preventive or corrective actions are designed. 

' "Alexander Von Humboldt," Institute of Tropical Medicine, Universidad Panama Cayetano Heredia, Lima, 
Peru. 

Z A study of the social, economic and cultural factors that have a role in the transmission of mucous/cutaneous 
leishmaniasis to migrants to the Peruvian forest. Project 920681 TDR/WHO. 

3 A clear example of the managerial role undertaken by women is to be found in the settlements around the 
larger cities, where the most active popular organizations providing effective relief from deteriorating economics 
and health are the "mothers' clubs, popular canteens, Milk glass committees" etc., created and run by mothers. 



Adopting the WHO definition of health, which recognizes that health is "the state of 
physical, mental and social well-being of the individual," it is evident that the achievement of 
good health involves many dimensions: adequate nourishment (meaning the provision and 
processing of foodstuffs), obtaining water and fuel, good hygienic practices, the care of small 
children and the sick, and so on. In the majority of households around the world, these 
activities are mainly the responsibility of women. 

When considering the extent of the participation of women in health plans and programs, 
there are two aspects to be acknowledged: 

Women's condition and participation is "invisible." When one refers to the 
community, the people, the patients, and the population, the differences within these 
categories are not acknowledged, and it is assumed that men and women stand on an 
equal basis. Data collection does not take gender differentials into account, the 
specific problems of women are not acknowledged, and their participation at decision- 
making levels is not taken into account. 

The fundamental role played by women in health aspects should also be 
acknowledged. Their participation is required to implement schemes, thus 
overburdening their already busy routine. Working proposals generally have to do 
with children or family health issues without considering the health needs of women. 
In addition, when planning these proposals, no attention is paid to the women who 
will implement them. 

The health concerns of women, and avenues to ameliorate the health of women, are not 
adequately addressed. An attempt must be made to make the chores of women less 

burdensome, and establish consultation and participation mechanisms for women at all 
decision-making levels. 

Acquisition of Forest Leishmaniasis from a Gender Perspective: The Case of 
the Kosn`ipata Valley 

Kosnipata has become an Andean migrant establishment area. Between June and December 
1993, an epidemiological survey and census was conducted, as well as an anthropological 
survey including seven communities of the valley.' The census covered a total of 1901 

inhabitants and constitutes the sample for a study currently being conducted that has provided 
some of the results which have been analyzed in terms of differences by gender. This 
sample represents 58.5 % of the total population of the district which had 3,249 inhabitants in 
1990 (Pilcopata Health Centre Census). 

4 These communities are: Pilcopata, Patria, Coloradito, Pelayoc, Atalaya, Tupac Amaru and Chontachaca. 
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Geography 

The Koshipata Valley is located in the district of the same name, Province of Paucartambo, 
in the Department of Cusco. It has an area of 3565.78 km2 (INEI). The average 
temperature is 23 degrees centigrade. It is classified as an area of high forest. The district 
has a total of twenty-four communities or hamlets. The majority of these communities have 
a dispersed pattern of settlement, from one to five kilometres away from each other. This 
situation makes communication between the inhabitants very difficult. 

The main access to the capital of the district is an unpaved road which leaves Cusco and 
crosses the entire district heading to Madre de Dios. The use of this road is extremely 
difficult in rainy weather. The usual transportation is by means of cargo trucks. Within the 
valley, access between the settlements is largely by footpaths, although there are communities 
which can be reached only through the use of canoes or wading ("oroya"). Telecom- 
munications do not exist, other than the use of messengers. 

Social Structure 

In the seven communities studied, there was a total of 360 families, with an average of six 
members in each family. The present population is the product of migratory waves which 
originated in mountain areas, mainly Cusco, Puno, and Apurimac. The migration waves 
have increased since 1960, when the penetration road reached Pilcopata, making the valley 
both a passageway and a stopping place for migrants. The male population constitutes over 
50% of the total population, with a masculinity index of 1.15 (see Chart 1). The population 
is predominantly young, with most of the population being between 15 and 44 years of age. 
The reduced population in the 0-5 bracket could be explained by the constant turnover of 
families, rather than by a low fertility rate in the area. 

In terms of educational levels (see Chart 2), over one half of the population surveyed (over 6 
years old) had at least a basic level of instruction and could read and write. The survey 
however did not include "operational illiteracy" (i.e., persons who have attended school for 
one or more years, and who have lost the ability to read or write due to lack of use). 

Due to their Andean origin, the majority (65%) of the population surveyed speaks the 
Quechua language, as well as Spanish, a characteristic shared by men and women. 
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Chart 1: Population of the Seven Communities Surveyed in the Kosnipata 
Valley According to Gender and Age Groups 

Age Groups Women Men Average 

Age N % N % N % 

< 1 29 3.40 39 4.01 68 3.73 

1 - 5 152 17.86 168 17.28 320 17.55 

6- 14 234 27.49 242 24.89 476 26.11 

15 - 44 341 40.07 377 38.78 718 39.38 

45 - 64 76 8.93 114 11.72 190 10.42 

65 + 19 2.23 32 3.29 51 2.79 

Total 851 100 972 100 1823 100 

no information: 78 cases 

Source: Epidemiological Survey 1993, Socials Project: 920681, 
Instituto de Medicina Tropical, "Alexander von Humboldt" 

Chart 2: Educational Level of Population over age 6 (Percentages) 

Educational Level Women Men Average 

None 18.70 8.05 12.60 

One Level or More* 86.37 91.94 87.39 

Total 100 100 100 

Number of Cases 631 757 1420 

* Only primary or primary and more (secondary, higher) 

Source: Epidemiological Survey, 1993, Socials Project: 920681 
Instituto de Medicina Tropical, "Alexander von Humboldt" 
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Differential Acquisition of Leishmaniasis by Gender 

Kosiiipata is considered a high risk area for forest muco-cutaneous leishmaniasis. The local 
peasants use different terms to refer to this disease: uta, mosquito bite, spider bite, pujio, 
ukuya, old man killer, sulla uta. In general, the most commonly used term is "uta. " There 
are also several ways in which the settlers classify the disease. These classifications are 
based on the size, shape and colour of skin lesions. 

The disease is not attributed by all to the Lutzomia bite, known in the area as "white back" 
("manta blanca"). It is frequently attributed to a spider's bite, contact with stale water, 
contact with the morning dew, contact with the "toroq" tree, mosquitoes or butterflies. At 
times, a magical causality is also recognized: lack of payment for land, a signal of God, 
envy, or fear. 

Three kinds of treatment are used by the population: herbs (washing, ablutions, infusions), 
home remedies (application of heat or acid from batteries), and pharmaceutical drugs 
(penicillin, merthiolate, gucantime). These treatments may be used simultaneously or one 
may be preferred until the expected results do not occur. At that time, another one is 
chosen. The majority prefers herbal treatment as the first option. 

Until December 1993, the standard treatment based on Glucantime was provided free of 
charge, except for symbolic payment for the use of hypodermic needles. All patients, 
however, do not attend the places where this type of treatment is offered. 

Acquisition of the Disease 

The results shown by the epidemiological survey indicated that men acquire the disease in 
greater numbers than women. The disease presents itself with greater frequency in the 15-44 
age group for both men and women (Chart 3). 

The presence of a high percentage of the population who were "free of disease" at the time 
of the survey could be explained by the fact that recent immigrants to the valley would have 
had shorter exposure, and would not have yet show signs of infection. A Montenegro test 
was applied, with over 90% not presenting the infection. Of those who were infected, the 
majority suffered from the cutaneous form of the disease. 
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Chart 3: Distribution of the Population under Census According to Lack of Lesion 
("With no Disease") and with Active Lesions or Scars ("With Disease") 

According to Gender and Age 

Age Women Men Total 

No D D No D D No D D 

N (%) N (%) N (%) N (%) N N 

-1 30 (3.92) 0 (0) 38 (5.05) 1 (0.48) 68 1 

1-5 149 (19.5) 2 (2.46) 170 (22.6) 0 (0) 319 2 

6-14 224 (29.3) 12 (14.8) 222 (29.6) 21 (10.1) 446 33 

15-44 281 (36.7) 56 (69.1) 250 (33.3) 117 (56.6) 531 173 

45-64 65 (8.49) 9 (11.1) 55 (7.32) 52 (25.1) 120 61 

65 + 16 (2.09) 2 (2.46) 16 (2.13) 16 (7.72) 32 18 

Total 765 (100) 81 (100) 751 (100) 207 (100) 1516 288 

Without examination = 97 

Source: Epidemiological Survey, 1993, Socials Project: 920681 
Instituto de Medicina Tropical, "Alexander von Humboldt" 

Analysis of the Results and Discussion 

Two situations in the Kosnipata Valley help to explain the fact that leishmaniasis occurs more 
frequently in men than in women, at an age when the productive and reproductive functions 
of the human being are most intense. To begin with, the daily subsistence activities involve 
different chores for men and women, and are conducted in different places. Secondly, 
because of the condition of the Andean immigration hosting area, there is usually a 
movement of mainly male teams of an economically active age. 

In the valley, the preferential habitat of the vector transmitting the disease is the primary 
wood (P6rez et al. 1991). The peasants state that "...the disease hits when one goes to the 
farmland or the woods." The adult males spend most of their days in the woodland areas or 
in the resting farmlands ("purmas"). They perform activities which are considered to be 
"masculine": agricultural activities, woodcutting, fishing, hunting, and so on. The main 
activity for the dwellers of the Koshipata communities is agriculture, demanding long hours 
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from the adult males. The daily work day is ten to twelve hours long, with small intervals to 
rest or to eat. The main purpose of this activity is to provide nourishment for the family. 
Only a few of the families send a part of their produce to the market. 

The farms have an average area of thirty hectares per family. Crops grown include rice, 
maize, "uncucha, " bananas, grapefruit, sugar cane, and coca. The coca plant is a profitable 
crop for the area as it can be harvested two to three times per year and its price in the 
market is higher than any other product. The harvest of this crop is strongly related to 
women. 

The agricultural system is closely dependent on the rain pattern, a system known as "pluvial" 
or "low dryland, " where the soil is prepared through a slash and bum system. The low 
dryland system forces the farmer to use great extensions of land to obtain a greater yield. 
This causes an erosion effect which leads to an accelerated reduction of the fertility of the 
soils (Aramburu 1982; Villachica 1983). It also increases the risk of developing the disease 
because farmers have to move continuously to new areas, where the intensity of the 
transmission is greater, in order to prepare new fields. They must also travel to areas far 
away from the towns (and are therefore exposed to the vector's bite) to carry out wood 
extraction, the second most important productive activity of the valley. 

The work of the Koshipata peasant woman is more diversified, and is conducted mainly, but 
not exclusively, in the house or its surrounding area. Her working day starts at four or five 
in the morning, and ends at six or seven in the evening. The daily activity of women is not 
focused on farmland or the woods. This might explain the fact that the disease affects 
women with a reduced frequency, because women are less exposed to the bite of infected 
vectors. 

Women's work is focused on meal preparations, childcare, housework, laundry, and fetching 
water and firewood. During the day, women also select and store the products harvested 
(for example, remove the com from the cobs or dry the coca leaves). During market days at 
the capital of the Pilcopata District, it is the women who physically carry the products to the 
market and sell them. In addition to these activities, all women over fifteen years of age 
conduct some activities that involve going to the farmlands and the wood, where they may be 
exposed to vector. These activities occur during certain periods of agricultural activity, 
when the women actively help their husbands to sow the land, weed and harvest it. 

Children over the age of seven go with their parents to help them with their work. Boys 
help their father with the farming, and girls help their mothers with the housework. At 
harvest time, the entire family participates fully. 

The commercial growing of coca is increasing in the valley. The selling price of coca is 
higher than any other commodity, and some buyers even travel to the valley itself. It is sold 
as dry leaves. The harvest of the coca leaves is a typical task left to women because "... we 
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pull out the little leaves with more care than the men... " This is an occupation carried out in 
the evenings after the housework is finished. In order to do it, women must travel to nearby 
farmlands. If the growing of coca continues to increase, the number of cases of 
leishmaniasis in women may also increase. 

Women gather wood in order to have fuel to prepare meals, wash clothes, and so on. To do 
this, women must travel to the woods and are therefore exposed in the same way as men to 
the leishmaniasis vector. 

Leishmaniasis from a Gender Perspective 

As with any other disease or general health problem, leishmaniasis affects women differently 
that it does men. This can be explained not only by the obvious differences between the 
sexes, but also because of social, cultural and economic reasons. These can vary in the 
different cultures, as men and women are situated in different levels and roles. The case of 
the Kosnipata workers presented here is an example. 

A review of the abundant bibliography of studies on this disease existing in Peru from a 
perspective of gender, reveals that there is very little information on how this disease appears 
and affects women and men. Even if the item "sex" is included in clinical reports and 
epidemiological surveys, the results from the majority of the studies are not analyzed in 
terms of the differences by gender. 

Leishmaniasis in Peru is a disease linked to work practices and is acquired during the 
exercise of this activity (Decree Law N.18846 Accidents at Work and Professional Disease). 
Because work activities vary in type and conditions for men and women, they are therefore 
differentially exposed to this disease. There is, however, a lack of detailed and systematized 
information. Moreover, very little is known in terms of gender differentials in relation to the 
perception of and information about the disease. There is also little information about 
attitudes towards treatment, and ways to provide treatment, or about the psychological, 
social, and economic impacts of the disease from a gender perspective. The information 
available about these aspects rarely goes beyond a very general nature. 

With regard to health research, there has historically been an excessive emphasis on the 
reproductive aspects of women. Research centred on the health problems of women tends to 
concentrate on fertility issues, family planning, and more recently, on reproductive health, a 
concept that includes sexually transmitted diseases, and family and couple issues. While this 
approach has widened the scope of studies on the reproductive function, it has not exhausted 
the subject of the health of women as a whole. 

When trying to create control programs for the prevention and timely treatment of 
leishmaniasis, the active participation of women must be considered, because women are 
directly in charge of the health of the family and the care of the ailing. How can such active 
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participation of women be achieved when so little is known about how the disease affects 
them? The thorough study of tropical diseases from a gender perspective has not yet begun 
in Peru. 
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Socioeconomic Impact and Gender Differentials of Cholera 

Claudia Duranal 

Introduction 

The objective of this paper is to present the main results of an IDRC-funded study of the 
socioeconomic impacts of cholera in Colombia. In particular, it will explore the differential 
impact of cholera on men and women in the community under study. 

In developing countries, a large sector of the society lives under precarious conditions. The 
incidence and prevalence of preventable diseases, such as cholera, is an indication of this 
situation. The socioeconomic factors affecting the health of an individual are directly related 
to the socioeconomic characteristics of the household, the development level of the 
community, and environmental conditions. An interdisciplinary perspective, which considers 
all these elements, would greatly enhance the analysis of the socioeconomic effects of 
tropical diseases. 

Socioeconomic Impact of Cholera 

Cholera is an acute, infectious, transmissible disease caused by a gram negative bacillus, the 
Vibrio cholerae. It can appear in both endemic and epidemic forms. The Vibrio produces 
diarrhea which may cause death within hours. The main factors leading to the transmission 
of cholera are associated with contact with cholera patients living in the same household, and 
the absence of a basic system of waste management/sewage system at the community level. 
The primary treatment for cholera is oral rehydration. According to the literature, in areas 
chronically affected by cholera, the incidence is higher for children, while in epidemic areas, 
every age group has the same risk of contracting the disease. 

The cholera research study is currently taking place in the two largest Pacific Coast cities in 
Colombia: Tumaco and Buenaventura. These cities were the most affected by the cholera 
epidemic which occurred in 1991-1992. By 1985, the population of Tumaco had grown to 
92,230 inhabitants, with 193,185 in Buenaventura. In Tumaco, the cholera epidemic resulted 
in 1799 cases in 1991, and a further 641 cases in 1992. In Buenaventura, the numbers were 
1244 in 1991, and 277 in 1992. The total number of cholera cases in Colombia during these 
years was 30,500. 

Faculty of Economics, Universidad de los Andes, Bogota, Colombia. 



The main objective of the project is to study the socioeconomic impact of the epidemic at the 
individual, local, regional and macroeconomic levels, analyzing the information from an 
interdisciplinary perspective in order to develop a holistic understanding of the problem. 

Primary Results: Effects at the Household Level 

The methodology used for the individual and household level analysis was based on 
interviews with 250 households which had cholera cases, and the same number of control 
households which had not had any cases. This methodology allowed for a comparison of the 
two populations, in order to attempt to understand the socioeconomic factors associated with 
the disease. 

Preliminary data showed that at the household level, the disease had numerous psychological 
and social effects. These effects ranged from the pain associated with the symptoms of 
cholera and problems caused by physical disability, to social stigma. All social and 
economic activities of patients were temporarily affected by the disease; as well, some 
activities of other family members were also affected. Other preliminary results of this 
analysis demonstrated both the low sociocultural level of the studied population, as well as a 
general lack of information about the disease. 

This lack of knowledge is not surprising, given that cholera has not been accounted for in the 
Colombian morbidity profile since the last serious outbreaks which took place at the end of 
the last century. From the beginning of this century, cholera has not been perceived as a 
public health problem. During the recent epidemic, even knowledge of cholera by medical 
doctors was minimal, and most physicians were forced to make a quick study of the disease 
in order to design adequate control and treatment programs. 

In particular, the study found a lack of knowledge among the population about disease 
contagions (through water and food) and about symptoms of cholera. Preventive measures 
against cholera, such as sanitary measures and boiling water, were utilized by people as an 
emergency procedure, not as a permanent behaviour, while adults generally had deficient 
daily hygienic habits. While people recognized that children were in permanent contact with 
garbage and wastewater, they generally imputed the cause of the disease to hazard and 
destiny, an attitude which may be associated with low educational levels. 

Life Conditions and Cholera 

The life conditions found in the interviewed households were inadequate, as indicated by 
poverty and a lack of basic services and welfare. In Tumaco, 50% of the houses were 
constructed at sea level, 90% of floors and walls were made of wood, and 80% threw 
household garbage into the sea. In Buenaventura, 37% of the houses were constructed over 
water, most of the floors (59.7%) and walls (66.8%) were made of wood, 66% of the 
garbage was thrown into the sea, and 60% of the households infected with cholera in this 

135 



city drained their sewage and garbage waste directly into the sea. The environmental and 
sanitation conditions were inadequate, without garbage collection services or a sewage system 
in 85.9% of the households in Tumaco, and in 77.2% of the households in Buenaventura. 
The expenditure distribution in both cities reflected that observed in other poor households in 
Colombia, with a high proportion of household money being used to buy food. 

The study demonstrated that there are a number of differences which exist in the level of 
subsistence in the households with cholera, and in those without the disease. A low 
socioeconomic and cultural level and environmental stress were found to be common factors 
in the households with cholera. Incidence of disease further deteriorated the expenditure 
pattern within these households, as the proportion allocated to purchase food became 
redirected to health expenditures, such as hospital, transport and medicine. Poverty in these 
cases was related not only to socioeconomics, but also to racial differences: a large 
percentage of the population in most of these cities is black. 

Effects at the Regional Level 

At the regional level, the objective of the study was to analyze and quantify the effects of 
cholera on the main local productive activities. These are tourism (access of people to 
Tumaco and Buenaventura) and fishing (the main productive activity in these cities). 

The impact of the cholera epidemic on the entrance of people to both cities has been 
quantified, observing the difference between the "cholera year" (1991) and 1990. The 
entrance of people decreased in 1991 by 57% in Tumaco, and by 78% in Buenaventura. The 
income represented by these tourists includes the money spent by those people in hotels on 
food and other local services. The drop is very significant for Tumaco, which has several 
beaches that are regularly visited by local tourists. 

Fishing activities can be classified as either small-scale fishing, which is the main activity of 
the lower classes, or industrial fishing. The small-scale fishing activities produce fish for 
local and some national consumption, while the main market for industrial fishing activity is 
the international market. The effects of cholera on these activities were calculated, taking 
into account changes in income during the critical year the epidemic (1991) in the Pacific 
Coast region. It was observed that the income of small-scale fishing decreased in both cities, 
falling by US$732,458 in Tumaco and US$2,802,385 in Buenaventura, while industrial 
fishing income increased by US$6,176,634 in Tumaco, and US$17,801,649 in Buenaventura. 

The explanation for the decrease of small-scale fishing income is that demand in the local 
and national market was affected due to misleading information and publicity about the risk 
of eating fish from areas affected by the cholera epidemic. Meanwhile, industrial fishing 
activities faced no marketing problems, and therefore were able to buy cheap fish and export 
it at a profit, thereby increasing their income. 
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It can be seen, therefore, that the cholera epidemic in the Colombian Pacific Coast affected 
not only poor people's health, but also had consequences on their economic activities. More 
than a disease, therefore, cholera is a social problem which is directly related to poverty and 
marginality, and can be taken as an indicator of these elements in human communities. 

Gender Differentials of Cholera 

Bonilla and Vlassoff (1991) pointed out a main element of a gender analytical framework for 
health research is to recognize that gender differentials do exist. While both males and 
females in the areas where tropical diseases are endemic suffer from class inequality, 
poverty, and deprivation, women are particularly disadvantaged due to structural factors 
within society. They are frequently made completely economically dependent on men and 
are allotted a considerably lower social status. Consequently, it is important to observe the 
gender differences of cholera in terms of women as health promoters and preservers in the 
household, of women's risk of contracting the disease, and in terms of the consequences of 
the disease for women. Within a broad sociocultural and economic context, researchers must 
take into account women's economic or productive activities, both within the home and 
outside, their social roles and interactions with others, as well as their personal attitudes, 
perceptions, and needs. It is therefore necessary to consider the different effects of cholera 
upon women. 

Gender Differences of Risk 

The risk of contracting cholera is also differentiated by gender. The role of women in the 
promotion and preservation of health in the home may be seen as a factor which affects their 
risk of contracting the disease. Their roles related to work can be divided into two types: 
(1) the responsibilities of market-oriented activity, contributing to the household income; and 
(2) the responsibilities of domestic work as a mother, a wife and a housekeeper (Bonilla 
1991). Women living in poor housing, those responsible for fetching water outside the 
household, and women living or working in households constructed over contaminated water, 
(as is the case in most of the households located in the studied community), face a higher 
risk of contracting the disease. Women also risk contracting the disease while caring for 
other sick family members. 

Household Effects when Women are Ill 

The economic effects of illness upon women must be measured not only by the consequences 
to the labour force; effects on the household as a whole must also be taken into account. In 
every community, domestic tasks are essential to the maintenance of the labour force, 
including child-rearing and provision of health to family members. During their period of 
incapacity, women must continue to do some domestic activities which are essential and 
difficult to defer. Therefore, it usually takes longer for women to fully recover from 
disease. Women also take less care of themselves while they are ill, as they are more 
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concerned about child care. On the other hand, if the woman is hospitalized, domestic 
activities must still be done, so time spent by another family member on these chores results 
in less time being spent on remunerated work and study. Labour activities of women 
themselves are deferred or interrupted during an illness, with the respective economic costs. 

Effects on Women when Others are Ill 

The average hospitalization time of cholera patients was three days, and in most cases there 
were long periods of convalescence (8-15 days). When other members of the household 
were ill, women either had to take care of the ill family member or replace him/her at work. 
Women's working days therefore became longer, their work load became heavier, and some 
of their own activities had to be deferred. There were also social and emotional costs related 
to the disease situation. Cholera was perceived as a serious disease for which symptoms 
appear suddenly, and which can quickly lead to death. 

Conclusion 

The study on the socioeconomic impact of cholera demonstrated that those most affected by 
the disease were the poor and underprivileged, because of their low socioeconomic and 
cultural levels, and the environmental stress caused by the lack of basic services. These 
effects were also differentiated by gender. In the studied community, many women had to 
work for paid income because of the low income of other members of the family. Women in 
these cases also had the main responsibility of carrying out cholera preventive measures in 
the household, boiling water, cleaning the inside and around the house, and taking care of 
the children. 

Women are largely responsible for health promotion and preservation in the household. A 
cholera epidemic increases the responsibilities, worries, and work of women. The precarious 
working conditions at the household level, and the responsibility of caring for ill family 
members, increase the risk of women contracting the disease. During their own illness 
period, women's activities are affected, and this has direct implications for other family 
members. 

Gender differences of cholera negatively affect women and the community as a whole, 
producing economic, social, and psychological costs, taking into account not only women's 
formal labour activities, but also including household work, child-raising, and health 
provision for family members. Women should be involved in the planning and 
implementation of projects and programs of cholera prevention. Measures should be taken in 

the household, not only as an emergency program during an epidemic, but as permanent 
activities aimed at improving the well-being of the families, and the community as a whole. 
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Discussion 

Following presentations by Elsa Sarti (Mexico) and Jenny Davalos (Bolivia), a general 
discussion took place on the topic of Tropical Diseases and Gender. The following points 
were raised: 

Gender issues have been widely overlooked in the study of tropical diseases. One 
participant reported that, prior to coming to this workshop, she had tried to find 
studies related to gender and tropical diseases in Peru. During her search, she 
discovered an overwhelming absence of analysis on this subject. While 
epidemiological studies have looked at sex differentials, there has been no gender 
analysis. 

Sometimes the term gender is confused with the word sex, although there are 
important differences. Research must always introduce the gender variable, which is 
concerned with social construction and the different universes of the feminine and 
masculine communities. For example, by considering gender, associations between 
disease patterns in females and their domestic activities may be uncovered. Women 
become transmitters of disease through the social role they play in the home. If a 
woman cooks and does not wash her hands, she runs the risk of contaminating the 
food. This may lead to the transmission of the disease to other family members when 
she serves the food. Furthermore, because women usually give the best portions of 
food to other family members and take tiny amounts of food for themselves, they 
often suffer from poor nutrition, making themselves more susceptible to disease. 

Women play an important role in the promotion of health in the home and in the 
community. Men must be encouraged to take on a more active role in health 
promotion, rather than leaving the responsibility to women. Health should not be 
seen as a woman's domain. 

Specific cultural practices are very important determinants of the spread of disease. 
In Peru, men suffer from leishmaniasis more than do women, which may be related to 
cultural practices and their work activities in the forest. While men are more likely 
to suffer from this disease, women are often affected more significantly, 
psychologically and socially. Women are primary care givers. The economic impact 
of a disease can be severe. A sick male family member increases the burden on the 
family, especially the female members. 

Different cultures demonstrate different gender patterns. Very different patterns of 
disease transmission may emerge in indigenous groups. 

Disease means different things for and to women and men. A disfiguring disease may 
have a more severe psychological and sociological impact on women than on men. 



In an effort to eliminate the spread of disease, health education interventions which 
focus on teaching mothers and school children preventive practices, including basic 
sanitation methods, would be helpful. 

Fluctuations in the economies of Latin American countries have led to the availability 
of insufficient resources to introduce appropriate education or intervention strategies 
for disease control. This makes it difficult to improve the health situation in these 
countries. 

The gender component of research cannot simply be added to a study as an 
afterthought. It must be fully integrated into the research as it is conceived, carried 
out and analyzed. 

Introducing a gender perspective is not simply about methodology. A gender 
perspective must also look at the extent to which historical and political factors help 
to explain patterns of disease. Policies cannot be separated from everyday lives. 
Social change at a number of levels can lead to a decrease in the prevalence of 
disease. Increasing the power of women is an important objective. As well, 
governments must be more democratic and communities must have more power. The 
direction of health research can only be changed by influencing politicians and 
decision-makers. It is not enough to simply obtain drugs and education. If we 

continue to overlook the political dimensions of health, we will never get to the crux 

of the matter. 
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New Models of Participation in Indigenous Peoples' Health 

Xochitl Herrera and Miguel Lobo-Guerrero' 

Introduction 

There are a number of phenomena which are endangering the quality of life for indigenous 
women and the health of their children, including the transformation of indigenous 
subsistence economies into income generation economies, the continued need for indigenous 
peoples to gain social and political ground, and the alteration of traditional cultural values. 
A control program studying the growth of indigenous children under five years of age, 
carried out jointly by the Etnollano Foundation (a NGO), and the "Vichada Sectional Health 
Service" (a government organization), with the support of IDRC, has led to a greater 
awareness of acute family problems. The results of this program will allow for an analysis 
of associated economic and cultural problems. This paper examines the need for 
professionals and institutions to assume clear roles in the development and protection of 
indigenous cultures, as well as the need for a clear delineation of the roles to be played by 
men and women confronted by sociocultural and environmental changes. 

New Models of Participation 

Indigenous Peoples in Colombia 

Two percent of Colombia's population, approximately 600,000 people, are indigenous. 
Indigenous groups have historically fought for their physical and political rights. Despite 
their minority status, there are now important national and regional organizations of 
indigenous peoples which are represented before the Congress of the Republic. These 
organizations have assumed a leadership role in terms of local development programs. 

Colombia is a country of great cultural diversity. It has eighty different ethnic groups, 
which, in the majority of cases, have shown a preference to remain distinct. Within the 
indigenous populations, it has been the men who have taken responsibility for representing 
their people in different areas and at different levels. Men are found on the boards and 
committees of indigenous political organizations at the national level. At the regional level, 
men are found at the negotiating tables where working agreements are reached with the 
institutes which undertake development programs. Men are also found at the rivers and in 
the villages, selling food and handicrafts made at home. 

1 Etnollano Foundation, Bogota, Colombia. 



In many indigenous societies, men have traditionally been in charge of public and 
commercial matters, in addition to being in charge of other tasks ascribed to their sex 
through the division of labour. Serious problems arise when this relationship becomes 
unbalanced. Such an imbalance tends to occur with increased indigenous participation in 
economic and political areas. This increased political participation separates the men 
physically and socially from their communities, their cultural values, as well as their 
families. 

As a result of this separation, a series of phenomena have arisen which directly affect the 
health of the population in general, and of women and children in particular. For example, 
in many communities, there has been a deterioration of the family diet, an intensification in 
the use of the soil and natural resources, and a weakening of norms which have traditionally 
protected the family. These situations have not occurred in all of Colombia's native villages. 
There are marked differences in social, economic, and political development levels in the 
different regions. The health situation of mothers and their children, as well as the 
participation of women in extra-domiciliary contexts, is very different in the region of the 
Andes, compared to the low-lying land in the East, the Atlantic, or the Pacific. Cultural 
solutions for social reorganization likewise differ widely from one region to another. 
Nevertheless, a commonality does exist which needs to be closely examined. 

Vichada is an area of eastern Colombia. The population in this area is mainly indigenous 
(60%) and multi-ethnic, with an important presence from the Sikuani, Piaroa, Curripaco, 
Piapoco, and Puinave groups. There is also a minor presence of the Saliva, Amorda and 

Cuiba communities (Ortiz and Pradilla 1987). Work carried out in the south of Vichada, a 

border region lying between the plains of the Orinoco and the Amazon forests, raises some 

interesting issues about the relationship between social transformations and family health. 

Communities in this region, like many communities of the rain forests, have faced very rapid 
processes of change over a very short period of time. They have faced periods of violence, 
group disintegration, religious proselytizing, and constant trickery by politicians and traders. 
There has been an intensification of commercial relationships with the non-indigenous world, 
resulting in the alteration of many cultural values. During the past thirty years, money has 
become an indispensable element in the lives of the people in these communities. 

The situation found in this region does not differ markedly from similar situations in many 
other parts of the world. There has been a widespread transformation of horticultural and 

gathering societies into agrarian societies. With these transformations, "men and women 
alike undergo change in their economic roles; domestic routine and life outside the family are 

subverted, and a critical reorganization of institutions, norms, and social values becomes 
imperative" (Martin and Voorhies 1978). The indigenous populations of eastern Colombia 
are not unique in their processes of change. However, one particular characteristic of these 
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populations is that they inhabit poor regions which cannot bear large harvests of a single crop 
without large quantities of insecticide and fertilizer. As Hecht and Cockburn (1993) pointed 
out, the Amazon forest will never become "the world's granary." 

The intensification of horticulture which is occurring in Vichada, poses a serious problem to 
regional development. The universal pattern of economic change often leads to the social 
and cultural destruction of a people, as well as the destruction of their environment. The 
changes may also have serious health implications. 

Recently, children of forty-six indigenous communities belonging to five different ethnic 
groups, were studied. In work carried out with the Piapoco, Sikuani, Puinave, Curripaco 
and Piaroa, height and weight of children under five years of age was examined. By means 
of bi-monthly measurements, as well as in-depth medical and anthropological research 
carried out with each underweight child, it was possible to obtain important insights into the 
social and cultural problems of these communities. 

In this program, malnutrition is not treated in isolation, or individually with patented 
vitamins, or with "bienestarina" (a complete food produced by the government for free 
distribution to schools and communities). A child suffering from malnutrition is considered 
to be an expression or warning signal of a poor family or community situation, originating 
from a combination of multiple factors. 

The growth graph of a community is a learning tool. The identification of an underweight 
child points to problems within the entire family, as well as in the community. Through 
these family and community analyses, concrete situations have been unearthed which affect 
men and women in different ways, and threaten the integrity of the family, as well as having 
negative consequences for the health of the child population. The following sections describe 
some situations commonly identified in the background of underweight children. 

Replacement of Subsistence Activities by Income Generation Activities 

The replacement of subsistence activities with income generation activities is an important 
transformation for many indigenous communities in this region, and underscores many of the 
other problems of change. Each indigenous family usually has two or three conucos (plots or 
smallholdings) for home consumption. These traditional conucos are sown with a great 
variety of products, which together constitute a balanced diet and maintain the quality of the 
soil (for example, pineapple, mapuey, yucca, peppers, seje, lulo, and so on) (Rojas 1992). 
These conucos are turned over communally by the men, under a slash and burn system, and 
then sown and harvested by the women. In some cultures, the man helps the woman with 
these tasks. The conuco has also been the place where the family, during their working 
hours, consumes an important proportion of their food, since it is there that women and 
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children eat insects and ripe fruit, accompanied by mafloco (yucca flour or manioc root), 
together with dried fishmeal taken daily by the mother to her workplace (Lobo-Guerrero and 
Herrera 1990). 

The products from the family conuco do not provide much in the way of a surplus which can 
be sold, and there is little demand from the traders who ply the river buying or bartering 
modern consumer goods, such as clothes, batteries, cloth, gasoline, and so on. Both the 
river traders and the village traders want goods of another nature, such as cocoa, bananas, 
maize and yucca, which has been processed as mafloco. The tendency which has been 
observed and analyzed among the families, has been for the traditional conucos of family 
subsistence to become increasingly dedicated to the planting of these commercial crops, 
transforming them into single crop plots. If one asks a family whether they have a good 

conuco, the answer frequently is: "yes, we have a big conuco, full of bananas." This is 

regarded as something to be proud of, even though it affects the eating habits of the family, 
substantially reducing the components which provide vitamins and vegetable protein. 

Apart from the immediate consequences which this has had on the nutritional status of 
mothers and children, in the medium and long term, the soil will be exhausted. The soil 

used for crops in the Orinoco basin, like the soil used in the Amazon rain forests, is fragile 
and will not bear intensive cultivation for commercial purposes. As men become 
increasingly engaged in commercial activities, the traditional turning over of the soil is 

affected, and man-made decisions regarding the use of the soil become paramount. 

Women are not necessarily opposed to intensive crops which are produced for sale. Women 

also need goods from the marketplace which cost money. However, women do not make the 

decisions with the institutions which are in charge of promoting intensive agriculture in these 

forest lands. Women are also excluded from the processes of the institutions which oppose 

this trend. Unfortunately, many government institutions have not adopted policies of 
sustainable development, and some promote programs of production without considering the 
potential negative consequences for the ecology and health of the population. 

The need for money has led to other serious situations. Farms are abandoned for fishing 
activities earlier and earlier. Traditionally. this only occurred after the land was prepared for 

sowing. In December, which is the month in which the men traditionally turned over and 

burned the soil, many families now leave their homes in order to get ahead of the other 

fishermen, and obtain enough fish to take to the market. Upon returning to their 

communities after the summer, these families have little food of their own, and must decide 

either to move temporarily to another village where they have relatives, or stay in their own 

village, undergoing hardship throughout the winter. This situation is found primarily in 

communities close to towns. Detrimental health effects include childhood growth problems. 
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Loss in the Distributive Value of Food 

In the Orinoco and Amazon basin communities, food has more than nutritional value - it also 
has value as a means of social solidarity. Indigenous cultures have traditionally had systems 
of exchange based on family relationships, which ensured the circulation of goods and 
services. Foodstuffs entered these networks of exchange and reciprocity, favouring the 
diversification of family diet. In the Cuiba tribe, for example, the father-in-law traditionally 
provides his son-in-law with foodstuffs and "sweet" products, such as honey and fruit, and 
expects to receive "bitter" products in return, such as yucca and meat (Arcand 1976). 

Products purchased with money do not enter this system of exchange and cultural 
distribution. Rice, bottled milk, and cornflour, therefore, are not exchanged or distributed 
socially. As the proportion of goods exchanged for money increases, the system of social 
solidarity based on the distribution of foodstuffs weakens. This affects all families, but 
particularly those facing difficult situations (women without husbands, families without land, 
and so on) who traditionally were supported by the exchange of products. 

In addition, the frequent visits of government employees, river traders or politicians who buy 
food in the villages, have begun to give monetary value to traditional subsistence products. 
There are communities in which fish is no longer exchanged, or where even manoco is sold 
among the families themselves. The manner in which this cultural transformation affects the 
family diet is evident, since the products which the native buys in the marketplace never 
replace the nutritional values, in terms of proteins and vitamins, which were traditionally 
obtained from family exchanges. 

Transformation of Masculine Roles 

Culturally, men have been responsible for hunting, fishing, the exchange of goods with other 
ethnic groups, negotiating with relatives, and mediating social conflicts. Traditional doctors 
and leaders have been, and continue to be, men. With very few exceptions, the governing 
bodies of regional organizations and councils are composed of men. Men learn Spanish in 
order to be able to negotiate with traders, with institutions, and with farmers in general. 
Insofar as it is easier to converse with them, government employees and professional 
coordinators of development programs tend to discuss problems and implement activities 
through the men. 

At present, it is possible to find three or four development programs being implemented 
simultaneously. Frequently they are guided by different organizations, and may have 
conflicting interests and aims. Each has its own agent to guide the work and activities within 
the community. Thus, public health will have a promoter, state education will have a 
teacher, the religious missions will have a pastor, and the productive units will have a person 
in charge of the livestock program or fisheries, and so on. The men who do these jobs 
spend a great deal of their time on institutional activities related to communal interests. The 
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multiple occupations which these activities imply lead to the temporary absence of the father 
from the household productive activities related to subsistence farming. These institutional 
activities are usually remunerated, which enable the men to buy the products they need at the 
river market or in the village. It is interesting to note that, in the program of child weight 
control being carried out, some of the underweight children are the offspring of health 
promoters or school teachers. 

Similar results occur when the family has not sown its harvest in time and has been deprived 
of its conuco, or when its economic aspirations require a larger monetary income (for 
example, the family needs to buy an outboard motor). The father may then decide to work 
for a salary. His absence from the community is temporary (three or four months) and 
during this period his wife and children will live in her parents' home. If she has a conuco, 
she will work it alone, or take turns with one of her sisters; if she has not, she will work on 
her mother's conuco. 

For these women, to be without their husbands, or with only partial help from them in the 
traditional activities of the family, there is a considerable increase in the daily effort of 
working the land and rearing the children. This is not compensated by improved feeding. 
These women generally leave their smaller children at home when they go to work, reducing 
the period of breast-feeding. Although the women may have the produce from the conuco, 
they do not have the protein foods, such as meat and fish, that the husband is usually 
responsible for obtaining. Insofar as the cultural norm persists which establishes that the 
man is responsible for relations with other social groups, women will be marginalized. The 
world of domestic labour has remained unaltered in many of these indigenous communities, 
while male activities have undergone great changes. The dysfunctional family situations 
which are brought about by this phenomenon produce a great deal of dissatisfaction, and 
have encouraged many young women to form homes with Caucasian companions. 

Disintegration of the Cultural Rules of Matrimony 

The departure of the male population has contributed greatly to the rupture of traditional 
value systems, which were already strained by the general situation of contact and change. 
Until only a few years ago, the rules of matrimony held firm, and within these rules the 
parents were responsible for ensuring that their children chose suitable mates in keeping with 
the system of relationships, and the norms of distribution and redistribution of these 
indigenous communities. These systems are quickly weakening. The communities have not 
had time to generate new cultural institutions to protect the family and meet the needs and 
expectations of youth. One consequence of this is the increasing frequency of single mothers 
between 15 and 17 years of age, a clear symptom of deteriorating family structures. 

Some of the fathers of these children are indigenous, sometimes from the same village, 
sometimes from other communities; they are youths who are old enough to form a family 
and collaborate in economic activities, but who have chosen to travel to the towns, work the 
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land of colonists, or visit different communities where they have relatives. River traders 
often have casual relations with single women in the communities or with women whose 
husbands are absent. They often do not assume their responsibilities after leaving a native 
woman with child. 

When talking to young women in the communities, one realizes that a change in 
expectations, interests, and values is taking place. These women are no longer prepared to 
allow their parents to choose their husbands, and they want to be free to choose their 
boyfriends and the nature of their relationships. If their parents no longer have authority 
over them, if the traditional channels of moral guidance are breaking down, and if no new 
mechanisms have arisen to provide answers to the questions raised by the young, then the 
social future is endangered. 

Although the communities do not clearly reject the single mother, they do not provide her 
with much support. The mother and her child continue to form part of the family, but they 
do not enter entirely within the system of food distribution, and they are also deprived of 
much economic support. The problems change a great deal in accordance with the concrete 
situation in each community. There has been an increase in the onset of prostitution, ill 
treatment, child abuse, and male alcoholism in some parts of the region. All of this affects 
child health, and produces dissatisfaction and a low quality of life for women, as well as a 
breakdown in family unity within the indigenous population. 

All of these facts lead to the prediction of serious problems of social health, which overflows 
the strictly domestic environment of which the woman is the foundation. This is how they 
see the situation: 

We need money, because we need clothes, soap, gasoline, etc. and in order to obtain it our 
men must leave the community, because we have not got the time to learn how to speak 
Spanish; when the men have gone, authority breaks down and the young people revolt. Crops 
do not produce as much as before because they have to be sown time and time again in order 
to yield enough for sale; the soil grows tired - and so do we - because the men talk and talk to 
the white men - but nothing happens - there is no money. 

Conclusion 

In the indigenous communities of eastern Colombia, there are a number of clearly defined 
problems as a result of various processes of change and transformation. The program of 
child growth control was carried out in a systematic manner and with in-depth socio-medical 
research to support it. The program has proved to be a sound instrument to help understand 
the complex factors which are affecting the quality of life of families, and the health of 
mothers and children. These factors can be summarized schematically: 

the indigenous communities need money; 
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men are culturally and socially assigned the responsibility of acquiring money and 
establishing commercial relations with "others" (traders, institutions, colonists, etc.); 

in order to obtain money, economic areas are entered which draw men away from 
traditional community life; and, 

the commercial decisions which are being taken, frequently encouraged by state 
institutions and regional politicians, tend to damage cultural systems, affecting: 

the system of social solidarity which for centuries has protected the family; 
the complementary nature of male and female roles; 
the conservation of the soil and its natural resources; and, 
the quality of life and the health of women and children. 

How should this situation be dealt with by professionals and institutions in the health sector? 
Professionals and institutions interested in the health of indigenous communities need to 
demonstrate that it is not possible to follow the universal pattern of social development on 
these lands. Economic problems affect the health of the population. The health sector must 
take a clear stand with regard to the cultures involved and their development, with regard to 
the relationship between society and the environment, and with regard to the role that men 
and women must assume regarding decisions which affect the future. 

Methodologically, it is essential that any work which is undertaken regarding the community 
should originate, develop, and be supported by considerations based on the culture of the 
population, its history, its experiences and on the transformations it is undergoing. Men and 
women must participate in these cultural revisions, as well as in the social and family 
implications of change, since the future concerns them both. 

These cultures have shown that they have more experience than the Western world in the 
reproduction of societies in tune with their forest surroundings. They therefore deserve to be 
taken into account in the search for modem economic alternatives. 
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Women's Participation in the Organization 
of Community Well-Being 

Maria Teresa Castillo and Maria Dolores Viga' 

Introduction 

This paper will present the preliminary results from an ongoing research project supported by 
the International Development Research Centre (IDRC). This investigation involves both 
scientific and participative research, and was carried out by the Centro de Investigacion y de 
Estudios Avanzados del I.P.N., Unidad Merida, and the Social Medicine Department of the 
Regional Research Centre "Dr. Hideyo Noguchi" at the Universidad Autonoma de Yucatan. 
The scientific research was carried out by an interdisciplinary team, while the participative 
research was carried out jointly by the inhabitants from the two communities of the munici- 
pality studied, and the members of the scientific team. 

The success and efficacy of any policy, program, or community development plan, must 
consider the population as active subjects of these processes. That is, researchers must 
recognize and accept that the populations have the capacity to identify their own problems, 
and the ability to establish the most appropriate actions to solve them. 

A holistic conception of research in human ecology is presented. The sociocultural and 
ecological characteristics of the two populations studied are described, as well as the 
methodology, and a description of the participative research process carried out by both 
populations. The participation of women was fundamental to the study. Women 
demonstrated great effort, time, and interest to solve the challenges faced by the communities 
for the achievement of family and community well-being. 

Ecological, Sociological and Health Assessment: Interdisciplinary and Holistic 
Research on Human Ecology 

The general objective of the project was to improve the health and well-being of the 
communities studied, through the active participation of community members in the 
formulation and assessment of activities and programs to meet the needs which they 
identified. In addition, the project aimed to develop sustainable solutions to priority 
problems identified by the research team. This has been designed as a long-term project, ten 
years in length, and was organized into phases. Human ecology, the study of the research, 

`Human Ecology Section, CINVESTAV-Merida, Mexico. 



is an interdisciplinary subject which studies the dynamic inter-relationship between society, 
nature, and human biology (Wolanski 1990). An interdisciplinary and inter-institutional 
research team was formed, including physical and social anthropologists, biologists, 
physicians with different specialties, nutritionists, psychologists, chemists, and sociologists. 
Research was carried out by these professionals, each in their own relevant areas. 
Participative research is currently being carried out by the members of the community, who 
have been trained in participative methodologies, and who are ready to devote part of their 
time to solving community problems. 

Communities in the developing world are subject to different levels of socio-economic 
poverty. Community well-being has been one of the primary concerns expressed by 
organizations at the regional, national and international levels. It might be expected that part 
of this interest would be reflected in adequate health conditions for populations, given that 
health is a critical element of well-being. However, although state policies have included the 
reduction of poverty and underdevelopment in their programmatic goals, these programs have 
been designed and implemented in a manner which is mainly paternalistic, unilateral, and 
only marginally participative, thus greatly limiting both their efficacy and success. 
Communities are considered as objects by politicians, and this attitude is in turn reflected in 
the attitudes of the populations themselves. Populations tend to be more receptive than 
reactive, depending upon external agents, and often see health programs and policies as 
something foreign to the community, even when the benefits are directed to themselves. 

The success and efficacy of any policy, program or community development plan must 
acknowledge that the populations have the capacity to identify their own problems and to 
establish the most appropriate actions to solve these problems. For this to happen, it is 
important to clearly understand the concept of well-being, which can have several meanings. 
In the context of this project, the concept of well-being may be considered as a process 
which changes historically according to the technology available for the society, the social 
and political relationships between the groups of a given society, and the expectations and 
goals of the society and the individuals themselves, at a given time. According to Castillo 
and Dickenson (1994): 

Well-being is a synthetic expression of the conditions in which a society lives and develops. 
Biological, psychological, social, economic, ecological, cultural and even political factors 
contribute to establish the well-being of a community in a given time and place. 

For these reasons, it is critical to recognize that apart from certain external criteria for the 
evaluation of changes in the well-being of populations, as well as the specific 
conceptualization of well-being, local populations must build their own idea of well-being. 
By identifying its own most important community problems, the community is involved from 
the beginning in both solving them and understanding what "well-being" means to it. 
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Although community participation is one of the essential ingredients in improving well-being, 
it is not easy to change well-being status. Therefore, for the elaboration of the project, it 
was agreed that in order to achieve the goal of improving general community health and 
well-being, participative research was necessary as a methodology to establish the elements 
crucial for active community participation. Participation is understood as "a social process, 
in which particular groups share some needs, live in a given geographic area, are actively 
involved in the identification of such needs, and make decisions to identify mechanisms to 
overcome them" (Rifkin et al. 1988). 

To date, two phases of the project have been carried out. The first phase lasted ten months 
and aimed to lay the general framework of community involvement and direction for the sub- 
stantive study to follow. At the same time, it sought to obtain preliminary data on the social 
organizational structure, beliefs, learning systems, and health status of the community, and to 
identify physical-chemical and biological environmental factors related to the health and well- 
being of the community. 

The second phase was eighteen months in length, and was devoted to obtaining a detailed 
diagnosis of the status of the community from three aspects: sociological, ecological, and 
health. With this data, it will be possible to compare changes in the community's status, 
related to specific interventions made during the long-term project (ten years in length). At 
the same time, the community initiated a process which would lead to its greater participation 
in the research to meet its basic needs. 

Although it has been important to carry out the above-mentioned diagnosis, feedback from 
the populations through community workshops, and the participative research process, has 
been of greater importance. Knowledge of the community, together with the scientific 
results, were analyzed by the community to help determine solutions for community 
problems. 

Ecological Background and Sociocultural Characteristics 

The Ecological Basis 

The municipality studied is located in the northern area of the Peninsula of Yucatan, 
bordering to the north with the Gulf of Mexico. Its main characteristics are its semi-dry 
tropical weather, the predominance of karstic soils, and the lack of superficial fresh water. 
The main ecosystems include the deciduous low forest, mangrove swamps, the coastal 
lagoon, the coastal dune, and the sea, in the area of the continental platform. The 
municipality has two communities, the Town and the Port, each with different agro- 
ecosystems. They include agro-habitats such as milpas, backyards, henequen (Agave 
fourcroydes) fields, pastures, horticultural fields, apiaries and coconut groves, at different 
levels of development and technology. 
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The Town is located fifteen kilometres from the coast, in an area which was covered by 
deciduous low forest at the beginning of this century. In order to plant henequen, this forest 
underwent a severe deforestation, interrupted partially during the mid 1970s. From 1978, 
the decline of the agro-business led to the abandonment of numerous plots, which were 
covered again by deciduous low forest. For decades, the economic life of people in the town 
was based on the henequen agro-business. When this activity collapsed, the socioeconomic 
effects were severe, and included rising unemployment, a reduction of incomes, and a 
decrease in job alternatives. The most important consequences were a decrease in living 
standards, a general impoverishment of the population with a relative homogenization in 
poverty levels, and an out-migration of the population, particulary to the tourist developments 
along the Caribbean coast of Mexico. The henequen crisis led the government and the 
agriculturists to try to develop other productive activities, mainly agricultural, using the few 
local resources available. 

The Port is surrounded by a greater diversity of ecosystems than the Town. However, all 
the natural resources (the sea, the mangrove forests, the coastal lagoon, the deciduous low 
forest and the coastal dune) are affected to some extent by human activity. The population 
of the Port was never as closely related to the henequen agrobusiness as was the population 
of the Town, thus the former has suffered less from the crisis than the latter. 

Sociocultural Characteristics of the Population 

According to the census carried out by the project in 1990 (Ortega and Dickinson 1991), the 
municipality had 2,725 inhabitants divided in two populations: the Town (2,344 persons, in 
535 families) and the Port (381 persons, in 87 families). In a sample of 200 families (160 in 
the Town and 40 in the Port), a survey was taken in 1992/93 from which the data below 
were obtained. 

According to the survey, most of the families of the municipality (71.3%) were nuclear (i.e., 
they included both parents and their children). Extended consanguineous families (parents, 
some of their married offspring, their grandchildren, and other relatives) counted for 23.6% 
of the families. The size of both nuclear and consanguineous families ranged from between 
four and eight members for 84% of these families. At the municipality level, 51.4% of the 
population were men and 48.6% were women. In the Port, the percentage of men was 
slightly higher (53.8%). 

The population of the municipality has a strong Mayan cultural background. This cultural 
basis is, however, undergoing a rapid process of transformation as modernity and cable 
television have presented alien cultural patterns. As well, many of the young people are 
emigrating to the tourist areas of the Caribbean coast, where lifestyles are different from the 
community. Despite this, the population maintains characteristics of the Mayan culture. 
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Many Mayan houses maintain their traditional design and spatial distribution, although newer 
houses tend to reflect a different style. An indication of this transition may be observed in 

the change of building materials. Traditional roofing materials, such as "huano" (leaves of a 

local palm), straw, fodder, and stone, are being replaced by roofs made of "bovedillas, " 

industrially-produced cement blocks, corrugated cardboard and asbestos sheets, which are 

much less expensive and require less maintenance than traditional materials. Most of the 

houses have two rooms; a main room used to hang sleeping hammocks, as well as a smaller 
room used for cooking and eating. Both rooms form part of the "solar," or backyard, in 

which the toilet is located in the open, along with seasoning and medicinal plants, vegetables, 

fruit trees, domestic animals such as poultry, and, less frequently, pigs. 

Language is one of the basic elements of cultural identity of any society, as it contributes to 

communal cohesion. In the municipality studied, almost all individuals reported that they 

speak Spanish. However, the Mayan language was used in daily communication. Forty 

percent of the population speaks both Spanish and Mayan languages. The percentage of 
women who speak Mayan and Spanish was slightly lower than men, since women tend to 

speak only Spanish. This situation could have important sociocultural effects on the 
population. As mothers teach language to children, it is expected that the Mayan language 

will disappear from the community because fewer mothers speak the language. 

Religion is another sociocultural component which contributes to the maintenance of cultural 

identity and community cohesion. In the municipality, only 1.7 % of the population did not 

profess some religion. Eighty percent of the people reported that they were Catholic, while 

17% reported that they belonged to other religions, such as Pentecostal and Presbyterian. 

Unlike many other communities in Mexico and other Latin American countries, this religious 

diversity is not an obstacle for communal cohesion, probably because all of the religions are 

Christian. By sex, there were fewer Catholic women (48.3%) than men (51.7%). The 

percentage of women (53.3 %) who professed other religions was higher than men (46.7 %). 

In this particular municipality, women may be more prepared to accept new religious 

concepts than men. 

Many young people do not have the opportunity to reach high education levels, since this 

would require them to leave their communities and abandon their economic obligations to 

their families. Women have even less opportunity than men to pursue higher education due 

to economic reasons, and also because families are expected to supervise and protect their 

daughters from social risks. Only 48.5 % of women had received primary education; similar 

figures were reported for post-secondary school studies. Curiously, however, women had a 

slightly higher attendance (51 %) than men at secondary school. This may be due to the fact 

that the secondary school is located within the community, which reduces expenses, as well 

as the real or presumed risks of attending school. 

In 1992, about 73 % of the men in the productive age group reported involvement in an 

income-earning occupation. Twenty-two percent were students, and 4% did not report any 

occupation. Due to the lack of a qualified male labour force within the municipality, the 
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main occupation for income generation was informal day labour (29% of the economically 
active population). Fishing (28%) was the second most important economic activity, 
followed by agriculture (18.6%). The rest of the population (24.4%) was devoted to 
activities of minor economic relevance, such as handicrafts, trade, and so on. 

Fifty-nine percent of women in their childbearing years reported that they were housewives, 
while 24.8% reported that they were students. Women were devoted primarily to their role 
as housewives and reproducers. However, they contributed in an important manner to family 
income, since 29% of the housewives also reported having some other occupation (minor 
trade and handicrafts) to earn money. 

By 1990, the municipality was among the top five with the highest negative growth rate 
(-1.1) in the state (INEGI, 1990). In general, the productive activities of the municipality as 
a whole are not enough to meet the needs of the families. However, the situation differs 
among the two localities of the municipality: in the Port, the population can easily change its 
focus from one productive activity to another (fishing, salt mines, coconut groves, salaried 
work), while in the Town, the ecological diversity of the Port does not exist, and thus a 
different survival strategy has been established, including out-migration. 

Out-migration involves both men and women. Since relocating is most attractive to the 
qualified labour force, the community loses its best men and women who generally do not 
come back due to the lack of opportunities within the municipality. 

With regard to health conditions, severe malnutrition problems exist during infancy and 
childhood, while obesity is a problem in the second decade of life (Dickinson and Ortega 
1994). Nutrition is based on low-protein ingestion, and high quantities of carbohydrates and 
sugar (Dickinson and Ortega 1994). The main diseases are parasitic and upper respiratory 
track infections. 

Participative Research and its Contribution to Community Health 

Two hour meetings were held within each community once a week. Participative research 
was used in a community-based attempt to solve the identified problems. In order to explain 
how both communities carried out the problem-solving process, it is necessary to note some 
central methodological aspects related to participative research. As each community 
identified a different series of problems related to family and community health, each process 
shall be described separately. 

According to Barquera (1986), the central goals of participative research are that the groups 
or communities themselves take on the role of researcher and, as such, produce the 
knowledge which explains their social reality. Based on such knowledge, each group 
immediately identifies and carries out the actions necessary to modify or transform their 
social reality to fit their interests. 
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The methodology requires the conscious participation of the community in a research process 
developed by the community itself. The main steps of the methodology are: 

to stimulate the people to assume the problems of the community as their own; 
to teach the participants the proper use of the methodology; and, 
to recover the knowledge of the community in order to develop research in an 
independent way. 

It is expected that the development of the participative research process will transform the 
participants into researchers of their own social reality, capable of analyzing, designing, and 
carrying out actions to change this reality. Through participative research, the community 
and its representatives or agents analyzed the situation of the community, identifying the 
problems they wanted to solve. Two groups from the community were involved and trained 
in the participative research process. These people were called "Facilitadores" (facilitator, 
from "facil," the Spanish word for "easy"), because it was assumed that their training would 
make the process easier for the community as a whole. 

Methodologically, three clear steps should be made when attempting to deal with the 
problems of a community: to see, to judge, and to act. It is fundamentally important to 
recognize and consider the knowledge and experience that the group or the population 
already has concerning the problem to be solved, to see its daily representation and 

dimensions, and to describe its elements. 

A workshop was organized after the analysis and search for solutions to the problem. At this 

workshop, the participants evaluated the participative research process as a whole, assessing 

the following: the clearness in the application of the to see-to judge-to act steps, the 

attention paid to the opinions expressed by the members of the group, their feeling during the 

meetings, the quality and convenience of the didactic materials, the motivation of the 

participants, the causes of out-migration, and the possibility of using the methodology to 
solve other problems. Suggestions for improvements were also made at this stage. At the 
end of the evaluation, the progress, successes, and failures were celebrated. The celebration 
consisted of a general community meeting for a better identification not only of the 
problems, but of the solutions. When the participative research working group finishes work 
on the first selected problem, it starts the participative research cycle again for the next 
problem. 

Results: The Town 

During the first phase of the project, the community identified nutrition as an important area 

of study, especially the utilization of natural resources available in backyards in order to 

improve the nutritional status of family members (Ortega and Dickinson 1991). A group of 
twenty-two families interested in this issue was organized to begin the participative research 

process. 
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These families, particularly the women, have put much effort into the development of the 
Backyard Program, in which traditional knowledge, provided by elder members of the 
community, has been recovered. Several modern production systems and technologies have 
been incorporated, and the available resources are now used in a more efficient way, not 
only for self-consumption, but also to increase family income through marketing surpluses. 
In order to decide, organize, and assess the actions undertaken, this group of families held 
participative research meetings with members of the scientific team and personnel of the 
Faculty of Veterinary Sciences of the Universidad Aut6noma de Yucatan. An analysis of 
other problems identified by the community and the multidisciplinary team, such as water 
pollution, was also started. 

Results: The Port 

In the Port, the population chose the lack of available medical assistance as the first problem 
to be solved. When the study began, individuals had to travel to the Town, where there is a 
small governmental clinic [IMSS-SOLIDARIDAD (Mexican Social Security Institute- 
Solidarity program)], to receive medical care. The Port population did not have efficient 
access to medical services due to the difficulties and expenses related to travelling to the 
Town. 

The problem was first described in an attempt to analyze and look for possible solution 
strategies. The community perception of the problem was considered, and the following 
questions were asked: What is the problem about? How does it manifest itself? How many 
and which sectors of the population are affected? When did it begin?, and so on. The next 
step was to judge or analyze the problem, emphasizing its causes and consequences. 
Members of the project's scientific team, acting as external "attendants," provided 
information to the community on the situation of medical assistance throughout the Yucatan. 
Information was provided concerning the way physicians were distributed in different cities 
and towns of the state, in relation to the size of communities. The third step was to analyze 
the experience of the community in solving the problem, and the reasons for successes and 
failures. Several actions and negotiations were then started which were designed to solve the 
problem. 

As a result of these actions, the Coordination of Health Services in Yucatan agreed that a 
physician should provide consultations two days per week in San Crisanto in the small 
"House for Communal Health" built by the community. Equipment for the premises was 
also obtained, including some furniture, a scale, and a supply of basic medicines. Further, it 
was agreed that a community member would be trained to attend emergencies in the absence 
of the physician. A Communal Health Program has also been established which focuses on 
individual health, nutrition, environmental health, and communal health. 

These programs have not been the result of external initiatives, but rather have risen from 
the needs of the community involved. The real possibility for success is related to two central 
elements: (1) an increased capacity for community self-negotiation based on an acquired 
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knowledge of the participative research methodology; and, (2) the availability of a scientific 
team, which provides feedback to the community through community workshops and 
participative research meetings. 

Participation of Women 

While some men attended the first community meeting, they did not identify themselves with 
the activities and instead delegated participation and attendance at the meetings to their 
wives. During subsequent meetings, more men participated, but this participation was 
inconsistent. 

In the Port group, the participation of one elderly man was outstanding. Despite the fact that 
he was 87 years-old, he was one of the few active agriculturists in the community and very 
respected. Although his voice and experience were not revered at the beginning of the group 
activities, little by little he gained the recognition and attention of the community. 
Afterwards, during the participative research process, the relevance and value of each 
community member's opinions were evaluated independently of gender or age. 

In the Port, between five and thirty-seven people participated in the weekly meetings. A 
regular group was formed by people aged between 20 and 87 years, with an average age of 
42 years (39 for women and 54.6 for men). Since most of the participants were women 
(85%), the most frequently claimed occupation was housewife. Among men, represented 
occupations were day labourers and agriculturists. Most of these people were Catholic, and 
approximately half the members of the group have consanguineous or political ties among 
them. In both communities, the community groups investigating the identified problems 
were constituted mainly by women. The participating women assumed on their own the need 
to devote their time and effort to the achievement of family and community well-being, 
primarily concerning health matters. They have incorporated, to the extent possible, the 
collaboration of their children and their husbands. 

Results and Discussion 

Despite the diversity of roles performed by women within the family, including reproduction, 
the care of children, the administration of home expenses, and the generation of material 
resources for the household, women also assumed the challenge of ensuring a healthy family 
and community, with better material life conditions. The participative research process in 
both communities has been developed mainly through the effort, time, and interest of 
women. This may be partially explained by deeply-rooted cultural practices, in which 
women are deemed to be responsible for the organizational needs related to the family and 
the community, such as school, health, religion, and even small production and political 
participation. Men, on the other hand, place more importance on their participation in 
production and political processes, and are only sporadically involved in other organizational 
processes. 
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To date, there have been no important differences between the two communities with regard 
to the participation of women. In the Port, women defended the criteria determined by the 
community, and carried out negotiations with local and state health authorities to obtain 
medical services for the community. In the Town, the Backyard Program has advanced due 
to the work of women. In addition, these women have served to motivate and incorporate 
other members of their families into such efforts. 

Although much of the progress made in both communities has been the result of the work of 
women, it must be stressed that community organization and advancement must not rely only 
on women. The involvement of men, young people, and children must also be considered in 
order to fairly distribute the participation for community problem-solving. 

In both communities, the participative research process has promoted the generation of new 
knowledge and behaviours aimed at changing the organization of the community and 
families, which has increased well-being at both levels. Despite the success achieved, 
however, these are long-term processes, and much work remains to be done. 

Community processes, where the population performs an active role, and where actions are 
decided by the communities themselves, are notably different from, and more successful 
than, the more traditional top-down approaches. Participative research recognizes the 
capacities and underlying experiences of communities, especially women. We must continue 
to strengthen the participation of both women and men in the communal organization for 
health, and consolidate the progress made to date. 

Acknowledgments 

We wish to acknowledge Dr. Federico Dickinson Bannack for his contribution to our 
professional formation process, and his comments, suggestions and criticisms of this work. 

References 

Barquera, H. 1986. "Una revisi6n sintetica de investigaci6n participativa." Cuadernos del 
CREFAL 18. 

Castillo, M.T.; Dickinson, F. 1994. "Estado, Ecologfa y Estrategias de Sobrevivencia en 
un municipio rural de Yucatan. " En Estrategias de sobrevivencia rural y urban 
frente a la crisis y las politicas de cambio estructural. Economfa: Teorfa y Practica 
2, 123-132, UAM-X. Mexico. 

Dickinson, F.; Ortega, J. 1994. Ecological, Sociological and Health Assessment (Mexico) 
Phase II (91-0204). Final Technical Report, submitted to the International 
Development Research Centre, Ottawa, Canada. 

163 



GCEUM (Gobierno Constitucional de los Estados Unidos Mexicanos). 1992. Programa de 
Desarrollo Regional de la Zona Henequenera de Yucatan 1992-1994. Programa 
Nacional de Solidaridad, Presidencia de la Republica. Mexico, D. F. 

INEGI, 1990. Yucatan. Perfil Sociodemografico. XI Censo General de Poblaci6n y 
Vivienda, Instituto Nacional de Estadistica, Geograffa a Informatica, Mexico, D. F. 

Ortega, J.; Dickinson, F. 1991. Ecological, social and health assessment. Final technical 
report of the first phase of the project, submitted to the International Development 
Research Centre, Ottawa, Canada. 

Rifkin, S.B., et al. 1988. Primary health care: on measuring participation, Social science 
and medicine, 26:9. 

Wolanski, N. 1990. Glossary of terms for Human Ecology. Commission of human 
ecology, international union of anthropological and ethnological sciences. Warsaw, 
Poland. 

164 



Differential Prevalence of Malaria in Costa Rica: 
Ethnic Origin and Gender 

Alvaro Dobles-Ulloa and Catherine Perriard' 

Introduction 

Reliable malaria registers exist for Costa Rica from 1916. Although mortality due to this 
disease has not been reported in the country since 1963, the morbidity rate has been 
sustained. Malaria is considered endemic in all areas under 500 metres below sea level. 
Between 1970 and 1984, the annual parasitic incidence (API) remained below one; however, 
from 1985 onwards, a rate increase was noticeable, with rates highest between 1991 and 
1993 (Health Ministry 1993a; Escobar 1987). 

Health Ministry Reports indicated that during the years of API increase, a high percentage of 
the cases, up to 60% in the first trimester of 1993, were concentrated in the province of 
Lim6n on the country's Caribbean coast (Health Ministry 1993b). This province, which also 
constitutes a region for planning purposes, has almost 35 % of the country's indigenous 
population: 4489 out of a total of 11557 (Bozzoli 1986). Within the stratification approach 
of malaria (OPS 1981), it would appear important to evaluate a possible differential between 
the indigenous and non-indigenous populations of the province of Lim6n. 

This proposal clashes with Costa Rican law, the interpretation of which has led to the lack, 
in malaria registers, of differentiation with respect to ethnic origin of the persons affected. 
However, the biologist Ramiro Barrantes obtained privileged direct access to bulletins for the 
years 1980-1990 for the canton of Talamanca. He subsequently managed to differentiate and 
quantify the prevalence of malaria in the indigenous population of that canton (Barrantes 
1994). The comparison of these published figures (Barrantes 1993) with those of the 
remainder of the malarial area of Costa Rica are the basis of this analysis. The main 
limitation of Barrantes' figures is that they ended just before the latest and most acute 
outbreak of malaria. 

Barrantes also distinguished the prevalence of malaria among the Amerindians of Talamanca 
according to gender. Unfortunately, the figures published by the Ministry of Health did not 
make this distinction. This renders a comparison with the situation with respect to gender in 
the rest of the malarial area impossible. 

' Epidemiology Unit, Tropical Disease Research Programme. Health Sciences Faculty, National University. 
Heredia, Costa Rica. 



The questions examined were: Is the prevalence of malaria significantly different between the 
indigenous population of Talamanca and the rest of the population of the malarial area of 
Costa Rica? If so, in what direction? Is the prevalence of malaria significantly different 
between men and women within the indigenous population of Talamanca? If so, in what 
direction? 

The working hypotheses employed were: 

that the prevalence of malaria is significantly lower among the indigenous population 
of Talamanca than among the rest of the population of the malarial area of Costa 
Rica; and, 

that within the indigenous population of Talamanca the prevalence of malaria is not 
significantly different between men and women. 

Materials and Methods 

In order to analyze the differential between the indigenous inhabitants of the canton of 
Talamanca, and the rest of the inhabitants of the malarial area, one contingency table was 
elaborated for the period 1980-1985, one for each of the years 1986, 1987, 1988, 1989 and 
1990, one which summarizes the five years mentioned separately, and one which summarizes 
all of the above. 

The absolute number of cases in the indigenous population of Talamanca (Barrantes 1993) 
was placed in square A. The result of subtracting this figure from the estimated number of 
indigenous inhabitants in the canton of Talamanca was placed in B, using the year 1986 as a 

base and the most reliable figures available (Bozzoli 1986). For the table corresponding to 
1980-1985, 10% for each previous year was subtracted successively from the base and the 
sum was allocated; for each subsequent year, 10% was added successively. The result of 
subtracting the absolute number of cases in the indigenous population of Talamanca from the 
absolute number of cases in the country was placed in Square C. The result of subtracting 
the three previous figures from the estimated population of the malarial area according to 
Health Ministry figures was allocated to D. The X2 test was then applied to these tables. 

In order to analyze the differential between gender of the indigenous inhabitants of the canton 
of Talamanca, the same series of contingency tables as those used in the previous analysis 
was set up. The absolute number of cases in males from the indigenous population of 
Talamanca was placed in A, and the absolute number of cases in women from the same 
population (Barrantes 1993) was allotted to C. The result of subtracting the previous figures 
from the respective portions of the total population were placed in B and D, according to 
how they affect the latter (total population) in proportion to the "sex ratio" of the three ethnic 
groups present (Barrantes 1993). The population base for 1986 was divided into 2372 Bribri 
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with 1.09 male/female; 464 Cab6car with 0.92 male/female; 30 Teribe with 0.82 
male/female. This signifies 54% females and 47% males, the ratio applied to the other 
periods. In the same manner, the X2 test was carried out on these tabulations. 

Results 

Contrary to expectations, the malarial prevalence was significantly greater in the indigenous 
population of Talamanca than in the rest of the population of the malarial area, both in the 
period 1980-1990 as well as in the subperiods 1980-1985 and 1986-1990. The respective X2 

were 8829,43621; 3,81105663 and 19304,8294 with significance levels between 0.05 and 
0.025 for the first, < 0.0005 for the other two (one-tailed hypothesis). With the latter, it 
was only possible to affirm the same for the year 1990 individually (X2 = 175,166058 with a 
significance level < 0,0005) since for each of the other years, the expected number of cases 
in the indigenous population was less than five. 

Also contrary to the expected, malarial prevalence was significantly higher in males than in 
females from the same indigenous population of Talamanca, both in the period 1980-1990, 
and the subperiod 1986-1990. The respective X2 were 18,1907734 and 19,3842313 
respectively with significance levels between <0.0005 (two-tailed hypothesis). For the 
subperiod 1980-1985, the expected number of cases in men or women of the indigenous 
population resulted in less than five. Within the subperiod 1986-1990, the malarial 
prevalence can be said to have been greater in the males of the indigenous population of 
Talamanca than in the females of the same population for each individual year, except for 
1987 when the distribution observed corresponded fairly well with that expected. 

Discussion 

The first working hypothesis had predicted that the indigenous population of Talamanca 
would present a lower malarial prevalence than would the rest of the population in the 
malarial area. The results showed the contrary. The second working hypothesis had 
predicted that there would be no significant differences in the prevalence of malaria between 
men and women within the indigenous population of Talamanca. A significant difference 
was found, showing the prevalence in males to be higher than that in females. Some 
tentative elements of explanation for both phenomena, expressed in environmental, 
socioeconomic, and cultural terms, as well as in those of access to health services, are 
offered below. The statements which are not accompanied by a reference correspond to 
direct observations of the authors. 

Environmental macro-characteristics have remained relatively stable within the indigenous 
reserve of Talamanca in comparison to the substitution of forest by banana plantations 
outside the indigenous reserves in the rest of the malarial area. However, on a smaller scale, 
use of the land has varied during the last fifteen years, above all in the most densely 
populated valleys situated at less than 100 metres below average sea level (Vargas 1989; 
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Borge et al. 1991). The general tendency has been to go from varied, seasonal crops for 
self-sufficiency, to permanent monocultures, principally plantain (Musa balbisiana), destined 
for trade. 

The micro-environment of the workplace has therefore been modified: flooding, increase in 
marshy lands, uniformity and reduction of covering vegetation, reduction of alternative hosts, 
creation of passages or pathways between formerly isolated work camps. It maintains, in a 
more permanent manner, characteristics favourable to proliferation of the vector and to 
transmission of the disease. Work characteristics have also been altered as changes have 
been made from the cultivation of several plots by one particular nuclear family, who only 
made use of the manpower of extensive family members during short periods of intensive 
labour, to an almost permanent and fundamentally masculine intensive exploitation. 

In the lowlands nearest to the communication waterways, plantations belong to latinos and 
"rich" Amerindians. There, "white" manpower hired outside the reserve joins together for 
long periods with indigenous workers hired inside. The latter includes populations from 
high, isolated valleys which presumably had previously had only very limited contact with 
malaria. Many Amerindians, especially the young, prefer to go directly to the large banana 
plantations as these departures have the acquired characteristics of initiation into manhood. 

The reduction of masculine labour in the lowland plots used for self-sufficiency has been 
substituted almost purely and simply by the increase in the consumption of goods obtained in 
shops, using part of the income acquired by the salaried man. The perverse effects of this 
situation have already begun; in places where substitution is greatest, dental health and 
nutritional standards are deteriorating (Bremes 1989; Mata et al. 1986). An additional 
unwanted consequence is the increased dependence of women on men, which is partly 
compensated by female labour outside the home, mainly in the service industry. 

In the highlands, the above-mentioned situation is not as serious, and is less regular; the 
principal compensation mechanism is the increase in the number of hours and intensity of 
work carried out by women and children to keep the family lot productive, which in any case 
belongs to the woman, culturally speaking, and secondarily to the children, as in a 
matrilineal filiation system the husband belongs to a different clan. Here also there is 
evidence of seasonal or definitive emigration of female labour, particularly in girls less than 
20 years old, who find work in the lowlands primarily in the service sector. 

The settlement pattern has also been modified, especially in the lowlands, increasing the 
population density as houses are built closer together and nearer to the service centres 
(including that of health). Density has also increased inside houses due to the fact that they 
seasonally receive outside workers, relatives, or strangers. 
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The characteristics of the residential micro-environment are also conducive for the 
transmission of malaria since they do not offer sufficient protection against contact with the 
vector. In more isolated areas, this is even more accentuated as the houses normally do not 
have any walls at all. 

Systems of active search and reporting of malaria cases inside and outside the indigenous 
reserve of Talamanca are comparable, although difficulty of access would tend to inflate the 
number of non-indigenous patients. Therefore, the increase of reported cases and of the 
proportion of masculine ones after 1985 would appear to reflect a real change in the disease's 
behaviour, and not an improvement in the reporting systems, or an intensification in the 
active search for patients (these changes only occurred after the 1991 earthquake and affected 
both the indigenous and non-indigenous population similarly). 

It is possible that malaria has maintained a sustained but low-key presence for a long time in 
the indigenous population. Indirect evidence of this is the fact that malaria is included in the 
indigenous nosology with several proper names. Although inside it is considered a disease 
coming from outside and, more precisely, from "white" people and from the sea, the 
cognitive, attitudinal, and practical system (in its double aspect: ritual and 
etnophytopharmalogical) provides a niche for it. Thus, individual shamans can carry out 
practices for the remission of symptoms for individual cases, and "white" medicine is only 
used when the problem takes on epidemic proportions. In these circumstances and in many 
cases on the shaman's recommendation, the sick move to state health services: community 
health auxiliaries, district health posts, the integrated cantonal health centre, or, as a last 
resort, to the Costa Rican Social Security provincial Hospital in Lim6n. 

It is also when the disease takes on epidemic proportions that the "white" health system 
intervenes directly in homes with a prophylactic end, administering oral doses of 
chloroquine. This activity is carried out by the Ministry of Health through auxiliaries who 
are of great merit but badly trained and, in the majority of cases, lacking in knowledge of 
indigenous languages and cultures. However, it appears probable that the women ingest 
doses of chloroquine more regularly than the men as they are more often at home when the 
auxiliary visits; this would result in a differential protection in favour of women. 

The only moderate success of this intervention is also due, in part, to the idea that ingesting 
something which provokes real, unpleasant symptoms with the intention of preventing the 
apparition of potential, eventual symptoms is foreign to indigenous conceptions. 

Conclusions and Recommendations 

Contrary to the working hypothesis, it can be concluded that the prevalence of malaria 
presents various differentials disadvantaging the indigenous population of the canton of 
Talamanca, in comparison with the population of the rest of the malarial area of Costa Rica. 
Furthermore, within the indigenous population of the canton of Talamanca, the prevalence of 
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malaria presents differential values disadvantaging men in comparison to women. Although 
some elements of explanation can be enunciated, as has been the case here, these are 
incomplete and unsatisfactory as long as their association with the disease cannot be 
demonstrated and whilst the situation of the population of the rest of the malarial area of 
Costa Rica remains unknown. 

It is recommended that malaria registers be kept and published in such a way as to make 

possible, at less expense, differential analyses according to ethnic origin and gender. The 

objective is to better orientate public health policies, not to encourage unfounded 
discrimination. It is also desirable that the present analysis be extended to 1991, 1992, and 

1993, and continued later, as well as extended to other indigenous populations included in the 

rest of the malarial area. If the analysis was restricted to the province of Lim6n (Atlantic 

Huetar Region), more subtle differences could be perceived. It would be equally necessary 

to complete the documentary research with field research carried out with an ethnographic 

approach which .complements analytical epidemiology and vectorial populations entomology. 

The conclusions emerging from this analysis should be sufficient to attract the attention of 

the health authorities to the fact that malaria treatment and prevention policies cannot and 

should not be generalized. On the contrary, these policies should highlight the existence of 
important differences between ethnic origins and genders, besides the merely biological. It is 

equally important to point out the possibility of complementary and concerted cooperation 

between official Latin services/action and traditional therapeutic practices. 
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Health Among the Mapuches of Chile 

Teresa Durdn P., Jose Quidel L., and Catriquir C. Desideriot 

Introduction 

This paper is based upon results from a recently concluded project (April 1994) entitled, 
Quality of Life, Health, and the Environmenf. This project explored the inter-relationship 
between perceptions of the environment and perceptions of well-being, within indigenous 
Mapuche explanatory systems of health and illness. The research, carried out with a team of 
Mapuche professionals knowledgeable about their own culture, studied several aspects related 
to the health of the Mapuche population, including: cultural notions and means of expression; 
the nature of inter-ethnic contacts with government services; and, projections for the future, 
taking into account official development plans, and the role of private or quasi-official 
development initiatives, in connection with the current legal position of indigenous 
populations in Chilean society. 

From a theoretical perspective, the work was based upon concepts found in Dialogical 
Anthropology (Tedlock 1991), which stresses the need for a horizontal dialogue between 
groups of peoples. It also emphasizes the importance of recognizing and incorporating the 
symbolic dimensions of non-Western dialogue when working with indigenous populations 
(Arnold et al. 1992). Special attention has also been paid to understanding the way in which 
men and women relate to one another within the Mapuche culture (Londono 1993). With 
regard to the sociocultural dimensions, the work was based principally on the Social 
Structure and Individual Behaviour theory (Stuchlik 1976; Stucklik & Holy 1981). 

Background 

The Mapuche was the only indigenous group to maintain socio-cultural and territorial 
independence until the end of the last century. Other ethnic groups in the country either 
underwent massive crossbreeding, as in the case of the Atacamenos, or disappeared almost 
completely, as did the Kahuaskar. 

' Catholic University of Temuco, Temuco, Chile. 

2 The project, financed by the International Development Research Centre, was carried out through PAESMI 
by the Department of Anthropology, between 1992 and 1994. 



The Chilean government used military strategies to dominate the Mapuche from the second 
half of the nineteenth century. Beginning with forced settlement laws (1866 and 1881), the 
Mapuche population was obliged to submit to a "Chilean" lifestyle. Today, the Chilean 
parliament does not recognize these ethnic groups as indigenous populations. While 
acknowledging the special cultural and historical situation of the Mapuche, the Parliament 
states that they must solve their development problems within the juridical and institutional 
context of the national society and culture. 

Health and Disease Among the Mapuche 

In order to execute the Quality of Life, Health and Environment Project, it was hypothesized 
that perceptions of the environment, as well as beliefs about well-being, could be recorded, 
with a view to explaining phenomena about health and disease among the Mapuche. 
However, the possibilities of understanding these cognitive and cultural beliefs were limited 
by socio-structural differences between the Mapuche culture and the culture of the Western 
world. 

Magical-religious concepts of health and illness, and the relationship between people and the 
environment, have been documented since the earliest recordings of the Mapuches. This 
knowledge has different levels of complexity, ranging from the level which characterizes 
objects, animals or man, to the explanatory or interpretative level. Mapuche terminology has 
been used to describe geo-ecological subjects, or curative ceremonies, such as the machitun 
(Pineda & Bascunan 1973). Over the past two decades, together with advances in the social 
sciences, experts have linked the type of data recorded and its systemization, to the kind of 
theoretical and/or methodological approach described by the author. Over the past five 
years, the Mapuche themselves have made efforts to share their philosophy with others 
(Marileo 1992; Huenchulaf 1992; Nanculef 1991). They have also been involved in external 
investigations with the same objectives. 

Traditional Mapuche knowledge and practices have been maintained (Oyarce 1988). Oyarce 
(1988) believes that this continuation is due to the fact that the Mapuche traditional system 
"is based on the magical-religious nucleus." American anthropologists, among others, have 
drawn a causal link between the magical-religious character of the Mapuche cosmovision, 
and sustained survival of the Mapuche over time (Faron, 1961; Dillehay, 1990). 

There are few descriptions of this system and its links with other spheres of culture and 
social life. Dillehay (1990) attempted to link the concepts of time, ritual space, and the 
ecological order, in a more structured and systemic fashion. Other authors have described 
the medical system without considering the epistemological relationship to the "folk 
knowledge and/or model and action" (Stuchlick 1976; Stuchlick & Holy 1982). Many 
authors, such as Montecinos (1985), have discussed general concepts about the "Mapuche 
medical model" or "Mapuche medical system," classifying illnesses and describing the main 
therapeutic ceremony (machitun), including a presentation of some "medicinal herbs." In 
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these investigations, efforts are focused on translating ethnographic materials into a Western 
understanding of health. For example, self-care is considered to be a "prophylaxis, " and not 
an important aspect of the Mapuche educational system, inherent in their philosophy of life. 
Other studies presented the characteristic features of the identified system. Montecinos and 
Conejeros (1985), for example, stated that "the Mapuche people have known since ancient 
times formulae for the curing of illnesses through the herbarium." Women have been 
identified as being closely linked to the sacred, with a unique capacity to manipulate the 
natural and the supernatural (Montecinos & Conejeros 1985). 

Kumelen Condition: "To be Feeling Well" 

Every time pentukun (a greeting) occurs, both in rural and urban areas, among both men and 
women, is it customary to ask how the other person is or feels. Gender differentiation in 
greetings is established by identifying family positions or relationships. For pentukun to take 
place, the people must be of the same culture and language (Duran 1986), and must have 
enough time and space to meet. If an individual is "feeling well," this is expressed with the 
term kumelen or kumelkalen. Kumelen means that "there are no problems in the family," 
"no one is sick," and "the crops are doing well." This state implies a sense of wholeness; it 
does not only involve physical well-being (tremolen). This kumelen state also means that the 
person is alert, an indispensable condition in order to stay well, given the different influences 
(physical, religious, ritual) operating in an individual's environment. 

A state of health depends on an individual's capacity to maintain a balance. It also depends 
on the way community members interact with the environment. The state of health involves 
the group, and concerns the various dimensions of social and spiritual life. Therefore, the 
state of health might correspond to what experts now call "quality of life." The kumelen 
state requires at least three conditions: (1) to have what is necessary for subsistence; (2) to 
do what everyone else does, in terms of equality and reciprocity; and, (3) to be alert to one's 
own behaviour and to the behaviour of- others. 

If a person alters or ignores these necessary conditions, he or she puts the state of kumelen at 
risk. Extreme poverty, the lack of the essentials necessary to live, being too different from 
the majority, or not controlling negative influences, leads to a lack of balance, and even 
illness. 

Ethnolinguistic research understands kumelen as an existential state. The Mapuche team 
ratified that this state may be expressed through the following conducts: 

to be happy; 
not to be ill, or to be particularly healthy (tremolen); 
to feel a sense of self-satisfaction and acceptance, a deep joy at being alive; 
and, 
to have a sense of purpose or a will to do what must be done (newenkulen). 
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This psycho-socio-cultural state is understood to be a matter of education. The Mapuche 
model of man (the kimche) must be taught from an early age, in order to avoid the 
emergence of personalities which, by departing from the model, may damage the community 
(Catriquir & Duran 1993). Adults are encouraged to exercise social control over children 
and adolescents so they do not "become odd" (kangewey weluduam), or mistakenly search for 
their own needs (wekufuche). A Mapuche education, under the responsibility of the family, 
aims to teach children and young adults "a straight way of thinking" or kine nor rakiduam, 
as well as to educate children about all aspects of life through personal experiences (Hilger 
1957). Children are taught, for example, how to care for the body, how to deal with new 
situations, how to avoid risks, and how to carry out various jobs according to their age or 
sex. Children learn that physical survival has many components, and that an individual has 
personal responsibility for his or her survival. 

Chem ania kutrankuley 

Illness is understood as "a negative state into which one part or the whole body falls" 
(kiitrankiden). In the case of an illness, the first step is to discover what area of the body is 
unwell (chem anta kutrankuley). The illness takes the name of the affected area. An 
explanation for the illness, as well as a remedy, will be sought. When the cause is unknown, 
concerns arise which may be resolved through dream messages (peuma), which generally 
point towards the intervening agents (ngenruka) or the closest family members (trokinche). 
Depending on how the illness manifests itself, the most frequent suggestion will be to go to 
the machi, in the valley's lof, especially if an illness is suspected to be due to malevolent 
forces (wedakutran). 

Physical illnesses are distinguished by gender, and it is recognized that diseases can have 
their origin in the sex of the sufferer. Illnesses pertaining to the menstrual cycle are called 
fillki yen or kuyentun, while testicular hypertrophy is called paguakutran. It is also 
understood that culturally-determined activities can cause sex-specific illnesses or diseases. 
Thus, it is accepted that men have accidents or allfen resulting from their work in the fields, 
while women suffer from visual discomfort due to excessive weaving (furrikutran), or from 
being regularly subjected to smoke from the cooking stove (ngekutran). With regard to 
spiritually-influenced diseases, sex differentiation operates in another way. It is believed that 
men and women can both be victims of disease caused by negative influences (wedakutran). 
However, there are certain conditions affecting men which are caused primarily by women. 
For example, there have been cases of women who have taken revenge against men who 
abandoned them after marriage, by inflicting injury to their genital organs by means of ritual 
harming practices. 

Gender differences were also recorded in the case of natural diseases, and in situations when 
official health services were used. During a random sample of hospitalized adults, it was 
observed that the stronger the feelings of ethnic identity within the family unit, the less the 
disease altered gender-differentiated functions and duties. Thus, if the patient was a 
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man/husband/head of family, his eldest son would take over his duties, rather than the 
mother, who must continue to fulfil her own functions of supervising the harmony of the 
family group. 

The function of the shaman or machi, seems to express itself more fully in women. If the 
function is performed by a man, he is expected to adopt "feminine traits," either in speech, 
gestures, or by wearing feminine apparel. The transition from the social role of wife, 
mother, or daughter, to that of shaman, is considered to be "natural" for women. Research 
suggests that the predominance of female shamans is related to the fact that the 
accompanying spiritual entity is male and demands female complementarity. The spirits of 
the machi are believed to be helpful in the diagnosis of individual or collective diseases, as 
well as to indicate appropriate treatments. 

Gender is also relevant when it comes to curing diseases. While disease classification can be 
clearly explained by men and women through knowledge and cultural practices, the curative 
process rests mainly with women. 

The female gender is associated with "sensitivity, energy, harmony and smoothness," while 
the male gender is associated with "strength, organization, initiative, and support." This 
gender differentiation determines the social activities of each sex. The sexes assume specific 
unchangeable roles. Therefore, the relationship between the genders in the field of health 
and disease adheres to defined patterns. 

Health Care in an Inter-Ethnic Context 

Today, different medical systems operate depending on whether or not the area is urban 
(official system) or rural (indigenous system). Health and disease are defined according to 
different ways of thinking depending upon the system. The official system predominates 
independent of the validity or effectiveness of the indigenous system. The indigenous system 
coexists with the official system. There is a lack of systemized knowledge available about 
the relationship between the two systems. 

In the official system, statistical indicators of morbidity and mortality are used for the whole 
population. Based upon these indicators, institutional circles are of the opinion that health 
among the Mapuche is deficient, even though it is improving if the increasing care provided 
by the system is considered. The regional infant mortality rate (IMR) was 21.4% in 1988, 
compared to 15.9% in 1991. Temuco's IMR was 16.8% in 1988, and 12.3% in 1991. 
Nueva Imperial's IMR was 24.2% in 1988, and 18.4% in 1991. The Nueva Imperial 
community has the largest aboriginal population and the highest levels of poverty. Nueva 
Imperial also showed an increase in biomedical risk rates between 1988 and 1991, which was 
higher than that recorded for Temuco during the same period. 
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Data analysis from the last census of aboriginal settlements throughout the region confirmed 
that "infant mortality is significantly higher in said settlements; estimates made for 1985 
show a figure which is twice that of the country and 5 times higher than in high class 
communities of the Metropolitan area; the 1988 expected life span at birth was 63 years, and 
this corresponds to the general rate in the country between 1970-1975" (Oyarce 1988). 

National health.services have either not reacted to this data at all, or have done so slowly. 
Since the 1980s, when international organizations such as the WHO and PAHO began 
organizing personnel training sessions addressing the need to acknowledge the inter-ethnic 
characteristics of the region, particularly in the case of health care', only two important 
programs have emerged to try to approach the coexistence of medical systems. These 
programs, called the Attention to the People Program and the Amuldungun program', were 
both activated by specialized technical personnel from the health services and indigenous 
collaborators known as "Intercultural Facilitators." There were problems in some areas with 
large indigenous populations and extreme poverty, due to a lack of communication between 
the Mapuche population and technical personnel. In 1991, the Ministry of Health responded 
to these concerns, as well as to demands for the recognition of alternative medical practices. 
In January 1992, a traditional medicine unit was formed within the department. It should be 
noted that, in the work program set out by this unit's national commission, the indigenous 
medical system is not identified within the context of traditional medicine. 

Within the region, concern for the health of the Mapuche has gradually been included in the 
national institutional framework in a far more definite manner. Within the units supporting 
the four programs which are the cornerstones of the Attention to the People Department, 
there is a program known as "Mapuche. " A doctor, an anthropologist, and an intercultural 
facilitator work in this program in four communes of the region. Attempts are being made 
to train teams in understanding the aboriginal perspective, especially the models explaining 
health and disease. 

The motto of these teams is Health for all by the year 2000. According to the intercultural 
facilitator, one of the greatest achievements of the program to date has been the ability of 
people in the communities to understand the contribution of official medicine, and 
acknowledge that both systems of medical care are important. 

The Amuldungun program, which began in 1993, focuses on the incorporation or relocation 
of Mapuche health personnel, in order to create an intercultural medical service in response 
to the Mapuche population's demand for official health services in regional hospitals. While 
this program is being evaluated at present, it was considered to be highly suitable from the 

3The author participated in these initial sessions, together with colleagues from the department, providing 
anthropological methodologies for the recording and analysis of cases. 

'Amuldungun means: "we're talking about what people know" (approximate translation). 
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start. Cultural communication between the Mapuche people and the official services has not 
been overcome by the dispensing of medical treatment, according to reports by Mapuche 
personnel of the team participating in the Quality of Life, Health, and Environment project. 

In the private sector, there are at least three other programs guided by concerns about health 
among the Mapuche: the Household Medicine program, the Peasant and Indigenous Woman 
program, and the Health Monitors programs. The common characteristic of these programs 
is that they have considered the region's rural areas and have attempted to incorporate the 
participation of peasant and indigenous women. However, their methodologies and results 
have not been linked permanently with the relevant institutional sectors (Health and 
Education). 

Health, Identity and Culture 

In order to fully address the health situation of the Mapuche in Chile, the complexity of the 
health-disease relationship must be understood not only within the ethnic communities 
themselves, but also within the official health care services. It is also very important to 
consider how development plans for these ethnic communities are conceptualized, and to 
what extent these plans effectively deal with the health situation. 

It is increasingly evident that the Mapuche people wish to restore the lifestyle in which they 
lived, in order to achieve a psycho-cultural balance. They also wish to create better 
conditions to communicate with others, who currently do not understand the true nature of 
their problems. The Mapuche people must be more conscious of the value and role of their 
own vision of the world (Vidal 1989). 

This research has increased our understanding of the importance of the concept of health in 
the life of the Mapuche people, and how "development" with "aid" from different sources 
may in fact contribute to the reappearance of old failures, unless deep thinking is done about 
their way of life. Together with the Mapuche people, we must examine the contemporary 
lifestyle from a gender perspective, in order to reconstruct a complementary relationship, so 
as to overcome inequities and disharmonies derived from contemporary living conditions. 
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Discussion 

Following presentations by Xochitl Herrera (Colombia) and Teresa Castillo (Mexico), a 
general discussion took place on the topic of Indigenous Peoples' Health Issues. The 
following points were raised: 

A sexual division of labour usually exists among indigenous peoples. Men usually 
hunt, while women usually manage the crops and play an instrumental role in 
harvesting. Women may also collect edible products and insects. 

While it is true that men have a great deal of public power, the power of women in 
their communities should not be overlooked. While women work hard, men have to 
do many difficult things as well, including fasting for days while they are hunting. 

Environmental crises, such as drought, can seriously impact on the lives of indigenous 
women. Women may be forced to go to the city with their children in search of 
work. They may be forced to beg for money to survive. They may also have to 
leave their children in the care of others while they go out to work. 

When indigenous populations enter the labour market, serious changes may affect 
their sustainable development model for managing the environment. For example, 
changes in agricultural practices may lead to serious land erosion. Changes may lead 
to less productive land which creates problems for future development. The 
traditional variety of crops may be left aside and a community may instead focus on 
only one cash crop. As a result of changes in family crops, many people may suffer 
from malnutrition and children may experience growth deficiencies. These types of 
problems occur as a result of bad management of resources, not because of a lack of 
land. 

A need exists for more research exploring how equality between men and women is 
affected when a community enters the Western market economy. When indigenous 
people enter the labour market, a greater amount of inequality often results. Women 
play an important role in traditional cultures, compared to their marginalized role in 
the market system. Strategies to help women maintain their power and position when 
their communities enter the labour market need to be developed. 

Urban communities can learn a great deal from indigenous communities. Many 
participants stressed that it is crucial that researchers have a thorough understanding 
of cultural values when devising methodologies, carrying out and analyzing research. 
When conducting research involving rural indigenous women, many urban analysis 
methods may not be applicable. For example, in Ecuadorian rural communities, it is 
not uncommon to see a man riding a donkey while the woman walks alongside. A 



historical separation of labour may exist which may be more egalitarian than the 
division of labour which exists in urban societies. Viewed from an external 
perspective, the heavy work that women perform, such as carrying firewood, may 
suggest domination. Before making such an assessment, a researcher must be 
intimately familiar with the community. 

Alternative means of communication with indigenous communities need to be 
explored. For example, group techniques and games may encourage active 
participation, rather than passive interaction. While individuals may be initially 
reluctant to engage in what appears to be child-play, increased participation may 
result once the ice has been broken. For example, one participant described a game 
which was initiated to help researchers see problems from the perspective of the 
community. The researcher pretended he was a blind man and covered his eyes and 
began walking. As the blind man encountered obstacles, they were seen as symbols 
for community problems and explained to the researcher by the community members. 

A discussion took place concerning the role of gender research in indigenous 
communities. One participant felt that researchers should be careful not to focus on 
gender issues if the community does not view them as important. Indigenous 
communities may be more concerned with the profound loss of traditional cultural 
values and the extent to which this impacts on their health. Another participant felt 
that gender issues should be studied even if individuals in the community are 
presently unaware of their importance. 

One participant suggested that the domination of women by men in indigenous 
cultures, including violence in relationships, is related to the Spanish conquest and the 

historical culture of domination and conquest. Many indigenous men are concerned 
that the women of their communities prefer Spanish men over indigenous men. Men 
therefore dominate women as a way of trying to prevent them from moving toward 
the Spanish, which would result in the eventual assimilation of the Indian race. To 
maintain the Indian race, the process of discrimination and domination over women is 

perpetuated. 

Some indigenous people are reluctant to defend a gender perspective, because they are 

also concerned with their identity generally as indigenous people. Indigenous women 
may be reluctant to contradict the general interests of indigenous men, as it would 
hinder their attempts to present themselves as a united front. 
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Gender Differentials and Primary Health Care 

Constanza Collazos V.1 

Gender, Health Services, and Primary Health Care 

The division of labour, based on biological differences and grounded in a patriarchal 
ideology, has restricted women to the private/domestic sphere, under conditions which have 
historically legitimized the subordinate position of women. This subordination has had 
serious effects on women's public and private lives, with repercussions in the home, in the 
paid workforce, and in cultural and educational spheres. It has also had negative 
implications on the health of women. Gender stereotypes and sexual discrimination affect 
attitudes, behaviours, and activities, which lead to differential health risks for men and 
women, as well as different degrees of accessibility to health services. 

Health services have traditionally focused on illness and the biological functions of 
individuals. Medical, educational, and research activities have concentrated on the search for 
treatments or cures for very specific ailments. This specific biological focus helps to explain 
why health institutions have focused on the reproductive function of women, while other 
aspects of women's health and well-being have been largely ignored. Women's bodies are 
treated only in their reproductive capacity, their natural functions are medicated, and 
phenomenons resulting from social and cultural factors are treated as psychiatric conditions. 
Health systems face other problems such as inadequate facilities, inadequate professional 
training, poor remuneration for health professionals, and lack of social commitment. 

Although primary health care activities attempt to be innovative, these activities have not 
escaped from health reductionism, or from considering women as instruments. Many 
institutions emphasize "healthy lifestyles, " ignoring cultural, social, economic, and political 
factors that have implications for women's health. Health activities are regularly confronted 
with numerous administrative, political, and financial difficulties. 

Even with an integrated orientation, adequate administration, and an excellent team, primary 
health activities are still limited in achieving their goals. This is a result of problems related 
to health delivery, especially in rural areas. Insufficient attention has been given to women's 
health issues. Indeed, women's health is now considered one of the most critical problems in 
Latin America. 

' Investigadora del Centro de Investigaciones Multidisciplinarias en Desarrollo (CIMDER), Cali, Colombia. 



Health programs should be guided by a recognition of the existence of different requirements 
by different groups. Special intervention strategies should be developed for these groups. 
Given the recognition of the social and biological differences between men and women, 
health interventions specifically directed to women are not only encouraged, but necessary 
(de los Rios and Gomez 1992). 

Women as Health Agents 

The role of women has historically been limited to the private and domestic field. Women 
have been largely denied a place in formal economic work outside the home. Socialization 
has led women to fulfil the role of procreator, and beliefs, morals, customs, and habits have 
perpetuated the subordinated position of women in society. Dora Cardaci (1992) identified 
three aspects of women's "informal" work related to health: women work as health 
providers, as educators, and as mediators of the conventional health system. 

As a provider, the woman is responsible for guaranteeing domestic surroundings for the 
maintenance of health and recovery of illnesses. This includes the guarantee of a safe 

atmosphere: a warm and clean house where family members are protected from illnesses and 
dangers, where children, young people and adults are offered a balanced diet, in quantity as 

well as quality, in order to cover their nutritional needs. This, as well, assumes to provide a 

social environment that could allow adequate growth and health. It is a woman's role to 
maintain family harmony inside a home and to diminish the anxieties and tensions that emerge 
when these relationships don't go well. Home as a refuge, as a mean against all kind of 
violence, is "typically" a woman's responsibility. The second dimension of their role in the 

informal health system derives from the first one. When struggling for their family health, the 
woman also carries out an educational task. She fixes rules for dieting and discipline and 
transfers a specific "culture" which should contain health and illness, risks and benefits for the 
members of the family group. The domestic responsibilities of the woman for the health of 
others, places her in constant contact with medical staff, social workers, health technicians, 
etc., making her a mediator between them and her family members. 

If these workers are women, they will have in common with the patient the responsibility of 
health and family harmony, but these aspects are hidden, neutralized; the established 
relationship is enhanced by that situation but is not identified and doesn't emerge because of a 

shared "gender blindness." 

Responsible for the well-being of the family, women often ignore their own illnesses and 
health. A woman's everyday routine is full of small waivers of herself which are acts of 
giving herself up to others. 

Local Health Systems and Women's Participation 

The importance placed on a biological understanding of women's health and illness has 

undoubtedly shaped the knowledge of health agents with regard to women's health at all 
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levels, even at the community level through voluntary personnel. In order to transform this 
situation, the full involvement of women is required. The local level is essential to the 
processing of social outcomes related to health. 

Primary health care needs to be reviewed, and the risks related to the assigned social roles of 
men and women need to be considered. These socially-defined roles should be considered in 
the development of health promotion and prevention programs. Intervention methods 
directed at women in the primary health care field need to be reviewed. "Invisible" 
problems, such as violence against women, need more attention. Effective interventions, 
aimed at the prevention of accidents which may occur at a local level, should be introduced. 
The health risks for women associated with stress, overloading of tasks, and feelings of guilt, 
cannot continue to go unnoticed within primary health care (de los Rios and Gomez 1992). 

It is not enough, however, to simply organize social services. Rather, it is necessary to 
work in society itself, in pursuit of health development at the local level. The definition of 
women's health within the concept of primary health care begins with the recognition of the 
capacity of women to decide, to choose, to select and influence the maintenance and 
preservation of their own health. Decisions about their health are established as a conscious 
act and as a commitment to themselves. This does not mean the loss of their rights to decide 
and/or demand medical attention from public institutions; nor does it make them responsible 
or "guilty" for their mental, emotional, or organic dysfunctions; nor is it considered an 
answer to the complexity of social, economical, cultural, and political proceedings, which 
can lead to negative health implications. The act of a woman taking care of her own health 
is sustained by her ability to recognize herself as an individual, to find herself worthy, to 
strengthen her self-esteem, and to regain the power to decide about her own health. The 
participation of women is indispensable for the transformation of health services, especially 
at the local level. 

Promotion of and Self-Care for Women's Health 

The health sector must act in an integrated manner with other social sectors. Traditional 
restrictions with reference to the treatment of illness and the promotion of "healthy lifestyles" 
must be overcome. Given that the concept of health and well-being implies the idea of 
healthy lifestyles, the promotion of health is not exclusively the responsibility of the medical 
sector. 

In order to overcome inequity in health care, social conflicts must be solved. Services and 
conditions that may lead to illnesses and discomforts must be changed. Health goals must be 
defined. Health education should be based on ideas, beliefs, ethics, attitudes, relationships, 
institutions, knowledge, and technologies which allow human beings and communities, not 
only to survive, but to live with dignity (Rozental 1992). 
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Because of the social subordination of women, in order to achieve the evolution of new 
health education, it is essential to find ways to redefine a woman's role, purposes, and her 
participation in decision-making. A transformation of the roles ascribed to the different 
genders, social groups, and social classes, is needed. We must work towards mutual respect 
between men and women, as well as an understanding of differences, not from the point of 
view of inequality or discrimination, but from characteristics, specifications, and 
individualities of each sex. The participation of the woman acquires new characteristics, 
shades and dimensions (Arango 1992). The woman as an acting social being redefines her 
means of participation. A woman needs to care and make decisions about her own health, 
based on the recognition of 

...her capacity to decide about her body and her health (physical, mental, and emotional) 
according to her development as a human being, as a social being, from the point of view of 
her reassertion as a person, and in the prospect of her personal growth, based on her 
individual necessities that leads to her making conscious and permanent decisions ... (Arango 
1992) 

Self-care, specifically with regard to women, counteracts class, ethnicity, territoriality, and 
culture, which prevent homogeneity within the health field. One cannot ignore the complex 
history of life which accompanies each person, through which each individual has gained 
affections, dislikes, interests, and options. 

In the establishment of strategies aimed at transferring health responsibilities, and 
encouraging the self-care of communities and populations, there is a risk that there will not 
be a corresponding transference of authority on goods, finances, and decisions (PAHO 
1992). Health education needs a new concept with a gender approach in the promotion of 
health support and in the prevention of violence against women. Changes to the social rules 
and norms that are promoted from a very early age through public and medical institutions 
might lead to the redefinition of men's and women's behaviour in relation to health. 

Proposals for interventions are not enough to achieve a more equitable relationship in health, 
if they are limited to the confines of socially-defined gender roles that are influenced by the 
health sector and primary health care. Interventions in accordance with political and legal 
policies, and with the state and society, play a fundamental role in the process of defeating 
discriminatory barriers against women (de los Rios and Gomez 1992). 

To strengthen women's participation and their leadership in health, it is necessary to rescue 
their creative potential in a constructive sense, reinforce their identities, citizenship and 
acquisition of power as health agents, with the attendant rights and duties. 

Building the Ideal 

When asked to participate in health programs, women offer their services much more than 
men. Despite their already long and arduous working day, they volunteer to assist in health 
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programs. Is this cooperation a result of socially-defined and established duties, poor 
valuation of their work, or because of some other factor? Why are women drawn toward 
working collectively in groups to achieve some desired goal? 

Although there have been many mistakes made, primary health care efforts for women's 
health have contributed to the personal development of hundreds of women. The actions 
taken and the requests to participate in health care have been avenues for women to achieve 
personal advancement, and to enter into other social areas which are traditionally regarded as 
out of reach for women. Whether or not personal development is an objective of the health 
program, women establish their own dynamic relationships, and make their own discoveries 
about the world, even though they may not completely understand what health is all about, or 
the reasons why certain preventive actions are taken. This in itself encourages us to continue 
working, to keep learning and understanding, to amend mistakes, and learn from them. We 
have to start now, not tomorrow. 

A participant of an education and development program in primary health care on a sidewalk 
of the Municipality of The Tambo, Department of Cauca, Colombia, provided the following 
account: 

We attended the Program, we found out that it was not about first aid, we learned that health 
is a very important aspect, that we have to learn many things, not learning how to treat 
illnesses, but how to prevent them. And that really encouraged me to go on week by week up 
to where we are. 

In the course of these fifteen months attending the Program, I have only missed two Tuesdays. 
On those two days when I couldn't come, I felt very distressed, worrying about what I missed. 
During one of those days, there was the filming in the Romelia; that day I was mad and 
wanted to quarrel with every member of my family, because I couldn't go, because I was 
working. That Program has helped me a lot, because as a person, although I am still a little 
shy, I already speak to others and we deal with each other, we feel like equals, and the fact 
that everybody knows what I know, is very nice. It is also nice to deal with the people of our 
community, to go and teach them. Sometimes we are welcomed, sometimes we are not, but at 
the end they understand what we are teaching them. For example, when we dealt with 
installation of sanitary toilets, they at first used to fill up the toilets, but later on they 
understood the necessity, the importance of installing a toilet, because we explained to them 
the risks that they were exposed to for not having an installed sanitary toilet. 

Conclusion 

Many actions have been developed in the field of primary health care and in the linkage 
between gender and health practices. These actions are strengthened if concepts of health are 
integrated, and the traditionally subordinate and restricted views about women move toward a 
vision of rights equity and equality. Such initiatives should strive to do the following: to 
improve the services and quality of health institutions in order to fulfil local medical needs, 
in accordance with values and beliefs of women and men; to educate the personnel which 
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work in the organizations in pursuit of a humane, integrated, and thoughtful program; to 
work together with other sectors in order to achieve integrated goals that will help to 
improve the status of individuals; to strengthen local identities, and influence decisions of 
other levels; to acknowledge the differences between people and human groups in order to 
encourage specific and selective approaches. They should also promote a notion of health 
which integrates popular knowledge and traditional practices. The commitment that women 
have to this change is evidenced in their willingness to participate in an active way, 
choosing, influencing, and making decisions about every situation that concerns their lives. 
Governments should ensure that they do more than just express goodwill, but also take 
concrete steps to contribute to such change. 
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Health Promoters: Invisible Providers of Care 

IIta Lange, Alicia Aguilo, and Carmen Barros' 

Introduction 

This paper is a secondary analysis of research on health promoters which explored the 
motivations and expectations of health promoters, as well as the way they perceived their 
roles and relationships with their communities, and with their health teams. The study was 

carried out in two communities that are served by a community outpatient clinic in Santiago, 

Chile.' This paper, based on the research results, includes a gender perspective. 

Reflections Made by the Research Workers 

It is interesting to note that the research unconsciously began from a masculine-oriented 
perspective. Masculine language dominated, with the Spanish word "monitores" being used, 

which refers to masculine monitors or health promoters, as opposed to "monitoras, " which 
refers to feminine monitors. During the first study group, it was realized that all of the 

health promoters were women. Even though there were no male monitors, it was difficult to 

use the feminine word for monitors. This demonstrates how society has been socialized to 

use the masculine form of words in daily language. Without realizing it, researchers 
contribute to the perpetuation and reproduction of sexist cultural patterns. 

Reflections Based on Observed Reality 

This section discusses perceptions regarding the role of monitors, stressing their own and 

society's ambivalence in defining this role, and in judging its effects. According to classical 

gender stereotypes, health care is a woman's role (Salinas 1988). When the outpatient clinic 

decided to initiate a training program for health monitors, it was not surprising that women 

responded favourably to this decision. However, because women feel that this role is an 

extension of the tasks socially assigned to them as women, they are neither paid for their 

work as health promoters, nor is the value of their contribution fully recognized. The health 

monitor role is considered to be "naturally" feminine and is undervalued. Consequently, 

' School of Nursing, Universidad Catolica de Chile, Santiago, Chile. 

2 The research is being carried out as part of the Kellogg International Leadership Program (KILP) by a team 

of professionals from the Faculty of Medicine, Social Sciences Division, Universidad Catolica de Chile. 



while women are initially motivated to assume that role, they subsequently become 
discouraged by the lack of recognition they receive. This negatively affects the stability, 
continuity, and effectiveness of their work. 

The answers provided by female health providers during the research project highlighted the 
lack of social recognition of the role of health promoters. The women were asked what they 
had disliked most about their previous community "voluntary work." Seventy-five percent 
pointed out elements related to the way other people reacted to their wish to help, mentioning 
apathy, lack of cooperation, criticism, ungratefulness, and the fact that their work was not 
recognized by the community which they were serving. They also mentioned the lack of 
team work, negative statements made by the other monitors, and their poor organization as a 
group. Some women mentioned that they felt manipulated by authorities and political 
manoeuvres. They also mentioned the existence of administrative obstacles in the health 
services which affected their effectiveness. 

On the other hand, all the monitors pointed out that the positive relationship established with 
the members of their community allowed them to help others, which made them feel good, 
helped them to make good use of their time, and enriched their development as human 
beings. The main motivations for taking on the role of health promoter mentioned by the 
sixteen women who were interviewed were: 

the expectations of personal development which could be attained through further 
training; and, 
the perception that this work represented an opportunity to do something useful for 
the community. 

For those women who felt motivated by the expectation of personal development, training 
made them feel more self-reliant, and better able to face certain daily situations. For 
example, they stated that prior to being monitors, they did not feel confident to speak in 
public, or to discuss issues with physicians or with other health professional or public 
authorities. After being trained, they were able to overcome this obstacle. They also stated 
that training strongly increased their self-esteem, and that they now felt capable of 
undertaking important tasks. All of the women indicated that training was an enriching 
experience. 

Training not only provided the female monitors with the chance to acquire knowledge on 
specific subjects; it also positively affected their self-reliance and increased their self-esteem, 
as well as their autonomy to make decisions. From a gender perspective, it contributed to 
the improvement of the position of women in society. 

Another reflection concerned the way in which monitor training programs were evaluated. 
Traditionally, there is an evaluation of whether or not the relevant knowledge and skills have 
been adequately acquired. In addition to this type of evaluation, it is also crucial to assess 
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other changes undergone by the person who has been trained, such as changes in self-image, 
self-esteem, and so on. In other words, the evaluation process must also be geared to 
identifying any changes in the development of new potentials. 

The unconditional willingness to help others, which was expressed by the monitors who were 
mainly motivated by the desire to do something useful for their communities, was surprising. 
It reflected the cultural mandates directed to women in terms of "what is expected of them. " 

According to Daskal (1990), there are many expectations of women, including: 

having the vocation to serve; 
containing, accompanying, understanding, enduring, and keeping quiet; 
not expecting any praise; 
never refusing any request made by others; and, 
not being interested in money. 

With regard to money, it was found that half of the monitors interviewed did not expect any 

economic compensation for their work. Furthermore, they emphasized that their work was 

voluntary, and that they were proud of it. They stated that if they were paid for this job, it 

would lessen the value of their work. The monitors who indicated that they would like to be 
paid, expressed that they would use the money to reduce the expenses incurred in performing 
the work, or to buy implements necessary to carry out their work better. According to Coria 
(1991), in Chilean culture, money is "silenced" and omitted by women, and this "silencing" 

is neither ingenious nor harmless. Thus, it may be concluded that acting as monitors permits 
women to expand their restricted domestic environment and to value themselves in a way that 
does not violate the prescribed cultural patterns. It does not, however, significantly modify 
their social recognition. 

Health monitors perceived that one of their responsibilities was to provide cognitive and 

emotional support (Lin and Ensel 1989). Cognitive aspects relate to the provision of health 
promotion and prevention information emphasizing the importance of a healthy lifestyle, 
helping to decide when to go to the health services, stressing the importance of continuity of 
care, and of complying with the health programs and indications given by the health team. 
Health monitors provided emotional support by listening to the members of the community 
who seek their help, and by supporting and understanding them. Both kinds of support 
provided by the monitors were accepted by the members of the community as "normal" or 
"natural" roles for women because health is a subject that concerns women, and women are 

culturally expected to provide emotional support. 

These cognitive and emotional aspects related to the work of health monitors lead to two 
reflections: 
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Health organizations must be cautioned that if they direct health related messages to 
women, they will contribute to the perpetuation of the idea that family health is 
primarily or exclusively the responsibility of women (Williams et al. 1981). This is 
consistent with PAHO's perspective that the woman's image as the only one 
responsible for health should be changed by more equitable criteria, to avoid 
assigning roles based on the division of labour and sexist responsibilities (OPS 1981). 

The belief that health promoters have more and better opportunities of providing 
social support, especially emotional support, than health personnel who work in a 
clinic, becomes true because the health promoters have more opportunities to establish 
frequent and timely relationships with the community members, with whom they share 
a common cultural background, common experiences and a common language. 

It is also worthwhile to analyze the tasks carried out by the monitors as health providers. 
The monitors interviewed in this study said they were responsible for the following tasks: 
providing first aid, controlling blood pressure, going very early in the morning to the 
outpatient clinic to ask for an appointment for a person who needs it, carrying out surveys, 
participating in scabies and lice prevention campaigns, and sending high risk people to the 
outpatient clinic or to the emergency room. Clearly, health promoters feel responsible for a 
great number of activities. They risk being perceived and treated as resources that can be 
drawn upon until exhausted. In the case of the women interviewed, their work as monitors 
was additional to their work at home. Most women were married and had children. None 
of the women had any help at home, and some even had additional jobs. Despite the heavy 
workloads, monitors did not complain about their work, and instead said that they found this 
voluntary activity to be rewarding. These women did not challenge the culturally accepted 
notion that women should endure such conditions. 

There has been some discussion surrounding the notion that health care coverage could be 
expanded to lower-income sectors by using the work of health monitors. Female health 
monitors are seen as a positive way to expand access to health services, increase activities 
related to health promotion and prevention of disease, and to improve the levels of continuity 
and timeliness in health care. Health promoters are viewed as a link between health 
professionals and the community, and a way to improve the effectiveness of professional 
care. Health monitors serve to explain and reinforce messages given by the health team. 
However, this use of health monitors to replace the functions of the formal health team, 
means that some community members would receive technically under-qualified medical 
care. Furthermore, the use of female health promoters to make health services more widely 
available, may also be seen as a cheap way to provide health care. The formal health care 
system could save significant expense if voluntary health care providers are used instead of 
paid health professionals. Instead of exploiting female health promoters, efforts are needed 
to enure that their work is fully acknowledged, and that they are adequately remunerated for 
their work. 
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Psychosocial Determinants of the Use of Maternal-Child 
Health Services in Areas of Poverty 

Maria Boninol 

Introduction 

This work is part of a larger investigation2 currently taking place, which studies the use of 
maternal-child health services in areas of extreme poverty in Montevideo, Uruguay. This 
research is being undertaken for the School of Medicine at the University of Uruguay, with 
the support of the International Development Research Centre (IDRC). 

The study area which was selected suffers from relatively high levels of malnutrition, infant 
mortality, unplanned and high-risk pregnancies. The research team set out to investigate the 
various factors which may lead to the inadequate use of existing health services. The results 
from this study will allow for better training of health personnel, as well as the 
reorganization of services to ensure that they are more suitable to the needs of women in the 
area. 

The project was designed to be carried out in two stages: (1) an initial qualitative stage aimed 
at learning more about the variables, indicators, and categories associated with the use or 
non-use of health services. In this stage, which has already been carried out, individual and 
collective interviews were held with women in the area, and with health personnel; and, (2) a 
second qualitative stage aimed at carrying out a multi-variate study of this information on the 
basis of a poll of the area (this is currently under development). 

"Use of health services" refers to the use of health services by women for gynaecological 
care, the control of pregnancy and childbirth, as well as for the care of children up to two 
years of age. A number of independent variables which might affect the use of health 
services were explored including geographic, functional, technological, psychosocial, and 
socio-demographic. 

This paper refers exclusively to the psychosocial factors that were found to be associated 
with the inadequate use of maternal-child health services. There was a close interrelationship 
between many of the different variables which influence the use of health services. The first 

' Faculty of Medicine, Universidad de la Republica, Montevideo, Uruguay. 

Z "Beliefs and Practices of Women in Relation to the Use of Mother-and-Child Services". The research team 
is also composed of Luis Faral, MD, Rende Richero, MD, and Cristina Terra (Psychologist). 



stage of this study demonstrated that the use of health services for pregnancy control and for 
care of infants was carried out inadequately, while gynaecological and puerperium care was 
virtually non-existent.' Childbirth is almost entirely institutional. 

Isolation and Undervaluation 

The majority of women in the study area lived in conditions of extreme poverty. Recent 
research (Pablo 1989) demonstrated that poverty has many manifestations, including 
unemployment or under-employment, malnutrition, school dropouts, and alcoholism. 

An important source of work for many men and women in the area is the collection and 
separation of what the rest of society throws away. Rubbish is part of the environment and 
daily life, and affects the self-perception of the people of the area. 

Because it's terrible, all the shacks which have pigs and have horses, they throw all the 
rubbish there. There are many that throw it down from the bridge, and when the river swells, 
it carries everything away ... I have already spoken to them to clean the rats, [sic] but if it 
becomes a rubbish dump again the rats come back. 

Living conditions influence perceptions about the world. Negative living conditions can 
contribute to feelings of frustration. Harsh living conditions can also lead to feelings of 
undervaluation and isolation, which are important psychological variables affecting the 
attitudes of women about their health, and whether or not health services are used. A 
member of the health personnel made the following association between living conditions, 
undervaluation and negative attitudes, and the use of services: 

I admit that if I myself had to live in the situation in which they live, I would act the same way ... 
because pigsties are better than many of the shacks of these people here ... it is difficult to have self- 
esteem that way, everything points to your undervaluation as a person ... that is why I understand that 
attitude ... that is why I think that the important thing is education. 

While harsh living conditions generate feelings of undervaluation for both men and women, 
discrimination against women can make the feeling more acute for women. A member of 
the health personnel analyzed the problem in the following way: 

...they do not take care of themselves as people, they belittle themselves as women. They feel the 
obligation to have children, to have a partner, but they have no self-respect. The other day I heard one 
saying to another "but if your husband did not want you to come, how are you going to have an IUD 
put in? Three children is nothing my dear." And every now and then they appear beaten up, by the 
husbands or by the elder sons. Because once the father goes, the chief is not the mother, it's the eldest 
son... 

There was a discussion about whether patriarchal values prevail when a woman is the stable 
figure in the family and the man an absent member, or whether the situation is more like a 

matriarchy (Mazzotti and Tricotti 1985). Based upon the information gathered during the 
interviews, men were perceived as having the physical "power" to hit, as well as the 
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psychological power to choose a woman, and to leave her for another woman. On the other 
hand, women usually have possession of the children. A community leader who brought 
together a group of neighbourhood women described the situation: 

A woman here does not take care of herself at all. The husband or the children always come first, for 
the children she does have time. But as for herself, nobody takes care of her, nobody cares that she 
doesn't feel well, they see her as an object. They say "what should I go and see the doctor for, I 

waste time." 

Women usually do not recognize or express their personal undervaluation, except if they 
have undergone a process of change through participation in community groups. When 
women were asked about health care, this undervaluation could be inferred from comments 
that they had a "lack of time," or were "not able to leave the children alone." It could also 
be seen in the total absence of personal or collective projects except those tied to 
motherhood. Women said that they "give everything to [their] children" and that "the only 
thing [they] have in life is [their] children. " 

In addition to the undervaluation associated with being poor, with living in a particular 
neighbourhood, and with being a woman, another important element was isolation. The 
women in this area were isolated from the rest of the society in Montevideo because of 
where they lived. They were also isolated from the men of their neighbourhood, because 
only women tend to remain in this area all day. This isolation had dramatic effects on the 
personalities, attitudes, and beliefs of young girls and women. According to one woman, 
they were "totally isolated, only one bus gets here, and nothing at night. " Going downtown 
or merely getting out of the neighbourhood was a complex activity to carry out. These 
problems should be considered when exploring alternatives for health interventions. Another 
problem, according to one woman, was "shyness, the bashfulness of getting close to other 
women to chat. There is very little dialogue here between neighbours, rather each one closes 
in on her own things. " 

Social Barriers to the Use of Services 

Little Value Attached to the Importance of Preventive Care 

Many women reported that they did not go for regular gynaecological care, or for care 
during the puerperium stage. A neighbourhood women's organization held a poll in the area 
and "found that over 70% of the women did not know what a Papanicolaou test was and had 
never had one. " Lack of information was related to the lack of importance which was 
attached to prevention. The majority of women admitted that they only went to the doctor 
when they were in pain. According to one woman, "sometimes I take Novemina [a strong 
pain killer] and it doesn't go away. I try not to go. I know I am hurting myself. " 

201 



According to community women and health personnel, health education activities were few 
and virtually non-existent outside the health centres. The importance of routine 
gynaecological care was not well understood. After childbirth; only some women were 
informed that they should go for regular check-ups. 

The majority of women stated a clear difference between what they did for themselves, and 
what they did for their children. "I went to the pregnancy check-ups as a duty, because I 

think it is a duty to do it for the. welfare of the child." "One thinks of going, wants to go, 
but afterwards one starts thinking at home and does not go. One does take the children, I 
think that we give more importance to our children than to ourselves. " The testimonies 
gathered suggest the need to broadly educate women about the importance of regular 
gynaecological care, as well as care surrounding childbirth. The role of self-esteem, an 
important factor affecting whether or not women seek care for their own health, should be 
considered when implementing educational health programs. 

Women's Fears of Check-Ups 

That Diseases will be Discovered 

Some women expressed concern that diseases would be discovered during check-ups and they 

did not want to know about them. "My mother-in-law died of cancer of the uterus. My 
sister-in-law left behind five children, she died of cancer of the uterus. I'd rather not know. 

I don't want to know." The recent inclusion of blood tests as part of regular check-ups may 
lead to other fears. According to one woman, "if they are going to do the HIV, I'm not 
going - what if I've got AIDS?" 

Of Procedures 

Some women feared gynaecological procedures, especially women going for gynaecological 
care for the first time who had heard about the bad experiences of other women. "The 
students were there, they undressed me, they all touched me. I am scared to go back." "My 
sister told me that they were going to cut me up from top to bottom - and so I never went. " 

Many women do not go for check-ups because the doctor "checks them up, and puts his 
finger in [the vagina]... " Better education of women, as well as more sensitive behaviour on 
the part of physicians, are necessary to deal with these obstacles. 

Of Habits Being Found Out 

Some women were concerned that they would be scolded by health professionals because 
their lifestyle and behaviours would be deemed inappropriate. According to one woman, 
"the doctor should not scold one for taking the child [who is] dirty because if she goes for an 
emergency, she's not going to be thinking that she should wash him beforehand. " Another 
woman reported that her "sister was three months pregnant and when the doctor went out to 
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call her she was smoking and she got scolded. And right then and there she did not go in. " 

Other women said that they felt concerned about their level of cleanliness and type of dress, 
and felt that it would be too much effort to "get ready" to go to the clinic. 

Mistrust 

Of Outsiders 

Some women felt the weight of the stigma associated with coming from a very poor 
neighbourhood. They may feel that they are not valued by society, and they may also not 
value themselves. A community leader described the problem in these words: "... we are 
people although nobody recognizes us as people. Here too there is love, rivalry, struggle, 
work, scarcity." Another community leader reported the following: 

There always appears to be a distance between the one that goes for the check-up and the one 
that is the doctor. I do not think so, I think that we are all human beings and we are all the 
same ... In a neighbourhood there are all sorts, people who worry about their children and 
those who don't ... It is important that the doctor is prepared so that there isn't that distance. 

There was a barrier between those living in the neighbourhood, and those who came from 
the outside, because of the way society marginalizes the people from the neighbourhood. 
Some people have been working with the neighbourhood for many years, and have gained 
the trust and respect of the population, and therefore "belong. " According to one person, 
"the thing is that Father Cacho belongs to us, Father Cacho belongs here, like Violeta, those 
people are already ours... " Another woman, when discussing a family doctor who has been 
working for years in the area, reported that, "with him it's different, he explains everything 
and you understand it all; it's as if he was one of us, as if he belonged here. " 

Lack of trust of outsiders generates fear: 

These people lack that trust in the doctor a lot ... There are things that stop them from having 
that trust, to find that doctor that you feel as a truly human person. People lose faith and do 
not go to the doctor because they are scared. Like me, I went to the traumatologist at the 
Police Hospital and they treated me so bad, so bad, that I didn't say anything, I came back 
home and never went back. 

In Medical Diagnoses 

Some women reported that they did not trust the diagnoses of health care professionals. 
Many women stated that they had received inaccurate diagnoses in the past: "The doctor 
told me that it was gas and I was pregnant"; "He told me that I was pregnant and it was the 
gall bladder"; "The doctor never told them the truth, he told them they were fibromas so 
that they would not have an abortion. " Other women, however, greatly appreciated their 
doctors: "For me, the most important things are God and the doctor"; "What happens is 
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that one tells the other and so on, and the word gets round and people believe what the 
person is saying and do not believe in a doctor, who is a person who has studied and knows 
a lot more. " 

In Contraceptive Methods 

Many women reported that they did not trust certain contraceptive methods, or the advice 
they received about contraceptives: "They told me not to take pills while I was breastfeeding 
because the kid becomes gay"; "I feel that hormones go to the kid and that hurts him"; "The 
pills they give you at the Pereira Rossell are no good, they are faulty"; "My sister-in-law's 
sister got an IUD and she got a massive cancer in the uterus. " These comments suggest that 
women need more up-to-date, accurate information on contraceptives. 

Many women had a fatalistic attitude towards life, and this was reflected in their attitudes 
about contraceptives. According to one woman, "we cannot provide for anything, the 
children that have to come, come. " Women's ambivalence toward family planning might 
also be tied to the mixed feelings they have towards pregnancy itself. Motherhood provides 
these women with their only "personal project," their only source of identity, and their only 
personal "possession. " On the other hand, an excessive number of children creates an 
economic burden for the woman. The unconscious desire for maternity is therefore coupled 
with a conscious desire to control the number of pregnancies. The failure of contraceptives 
was not seen as a "terrible thing," and doctors were rarely consulted on family planning or 
on the proper use of contraceptive methods. 

Lack of Social Support Networks 

Social networks refers to the set of contacts, both formal and informal, with relatives, 
friends, neighbours, and so on, through which individuals maintain their social identity, 
receive emotional support, material help, services and information, and develop new social 
contacts (McKinlay 1990). Several researchers have explored the important role that social 
networks play in fostering the physical and psychological health of people (Ricardo and 
Castaneda 1990). In this study, it was reported that, "the woman lacks the support of the 
family, someone to tell her to go to the doctor, to take care of herself, no one worries about 
her." One woman said that, "what happens is that I went to the hospital by myself, I have 
no one to take me and so on, so I stopped going." According to another woman, "I cannot 
leave four children on their own. Women need to be told to go for their own good and for 
that of the baby, someone to support her, to support her at all times. " 

Isolation and the difficulty in establishing relationships with others may be a direct barrier to 
the use of the medical services. Social organizations and some community leaders may be 
able to play an important role in providing support with regard to the use of services: "We 
told her to take the child for a check-up, we were on top of her all the time for her to take 
him"; "We help women get their health certificate, sometimes we give them money to take 
the bus when they don't even have enough for that, for them to go for some examination" ; 
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"If we need something today we can talk to Marta, if we need medicine or we have a 
problem"; "Because she gets around, she talks to one, talks to another and gets us what we 
need." 

Apathy and Depression 

The women interviewed made a clear distinction between their "stupidity" in not consulting 
doctors with regard to gynaecological care or care surrounding childbirth, and the 
"slovenliness," "laziness," or "idleness" implied by not taking children to a check-up. 
Women seemed to be aware that not taking their infants for check-ups may cause damage to 
the child. According to one woman: "I think I don't go just because of being lazy, silly, but 
slovenliness is something different ... it's being dirty, slack ... Not taking a child, that's 
being sloven, there is nothing more important than your child. " When examining the reasons 
for this slovenliness, women cited the difficulty in getting up, the lack of patience in waiting 
for their number to be called, and the difficulty in walking three or four blocks to the clinic. 
One woman reported: "I didn't go for my check-up out of laziness, for not getting up at five 
in the morning, I'm used to getting up at ten. During a pregnancy you sleep a lot, and what 
was it to me if the hospital is so close. But I did not get up. And time went by, and by, 
and you don't go for your care. " 

Through interviews with women, this project sought to find out why some women appeared 
to be struck by this sense of apathy toward health care. These same women who were 
unconcerned about their own health care also. tended to have difficulty maintaining a job, and 
were reluctant to participate in community activities, and to engage in social networks. 
Some believed that the explanation was rooted in socialization practices: "I think this goes 
back to what she saw in her home"; "I think it is something you inherit, in the sense that 
they are a symbol of your family. I myself, for example, we were eleven very close 
brothers, we all helped each other, and that is the way I am with my children. " For other 
women, there was more behind this apathy: 

There's something behind this. Because I cannot believe that they do not worry about 
knowing whether the baby is coming along all right or not. I cannot believe they do not care. 
I think they are alone, that someone should tell them to go to the doctor. If you ask them why 
they do not go they can't tell you why, they cannot give an explanation for not wanting to get 
treatment... 

There are a lot of women here that are ill. Sometimes physically and sometimes spiritually. 
That is the worst illness, it is to always think bad ... They let themselves be bogged down by 
problems ... nerves used to dominate me, but now I dominate myself. 

Some women interviewed, like the woman quoted above, reported times in their lives when 
"I spent all my time lying in bed, I had no strength to get up. " However, the women did not 
link this depressive state with their lack of control. In fact, none of the interviewed women 
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recognized their "laziness" or "slovenliness" as apathy, which is part of a depressive state. 
According to Bernardi and Mourino (1991), a number of life conditions of women may work 
together to produce a state of depression or apathy. These adverse conditions include: 

extremely hard living conditions, which act as stressing situations; 
isolation or lack of social support; and, 
personal histories that condition a vulnerable psychological structure. 

Some women may have difficulties verbalizing their problems and this adversely affects their 
psychological health. For other women, childhood experiences of violence, rape, or incest, 
may be factors relating to their apathy or depression (Ferrando 1992). In a study conducted 
in Chile (Magdalena 1993) addressing childhood diarrhea in a population of extreme poverty, 
a clear association was found between the development of acute diarrhea and "the general 
average of the population with neurotic symptoms, the highest points corresponding to 
answers expressing anxiety, depression and its somatization ... " An American study (Joyce 
1988), which reviewed the histories of seventy women who had not had prenatal care, 
concluded that "the psychosocial barriers of depression, negation, and fears" were more 
powerful factors affecting the use of prenatal care than "external barriers such as the lack of 
medical insurance or transport." 

For women living in permanently difficult situations, where change seems impossible, apathy 
and depression may be a way of maintaining a distance from reality. As McKinlay (1974) 
pointed out, "the knowledge, attitudes and practices of people living in situations of extreme 
poverty can be seen as answers that are consistent with, and understandable with regard to, 
the problems directly associated to their position in the social structure... " 

Conclusion 

There are a number of variables which are obstacles preventing women from seeking regular 
preventive gynaecological care for themselves, as well as care surrounding childbirth, and 
care for their newborn infants. The negative living conditions of poor women may adversely 
affect their attitudes, feelings, and beliefs about reality as a whole. Lack of self-esteem, and 
the difficulties of interacting with others, may contribute to fear, mistrust, lack of 
information, and lack of appreciation of health care services. For some women, in addition 
to the obstacles mentioned above, apathy and depression may be serious stumbling blocks. 
Another barrier may be the high cost of transportation to a health centre. 

Any project that sets out to address the barriers to the use of health care services by women 
should carefully consider psychosocial barriers. The devaluation of women generally, and 
poor women in particular, as well as their isolation, needs to be addressed. Support and 
respect of health professionals, as well as individual and collective support from formal and 
informal social networks, are important ways of increasing the use of health services by 
women. 
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Knowledge, Attitudes, and Practices of Women 
Concerning Pregnancy and Birth 

Giovanna Chiarellal 

Introduction 

This paper is based on an investigation that is part of a research process proposed by the 
Latin American Perinatology Center (CLAP) to identify a series of factors which could 
contribute to the better development of the CIAES Perinatal Health Development Project 
(DESAPER). The CIAES (Health Research, Advice and Education Center) is carrying out 
research based on a qualitative research model generated by the institution. It is also writing 
a proposal for the analysis and processing of information, aimed at planning and executing 
interventions in the health field. 

Utilization of Services 

The study area, the Tropical Chapare, is a region in the rural area of Cochabamba (Bolivia), 
with an estimated population of 66,443 inhabitants. Its population has the special 
characteristic of being formed by numerous migratory peoples descended from different 
ethnic groups (Quechua, Aymara, Oriental and others) which co-exist in the same 
geographical area. As a result, a variegated cultural conglomerate exists. 

There is evidence suggesting that indigenous peoples are reluctant to seek attention from the 
established health care system (formal model). Even though it seems quantitatively adequate 
in relation to the established population of Chapare, there exists a clear under-utilization of 
the system on the part of the region's inhabitants. The following operational hypotheses 
were proposed in order to explain the possible reasons for this under-utilization: 

economic factors: could be limiting access to the desired services, which are 
appropriate from a non-financial perspective; 

social factors: could be limiting the use of technically appropriate services which are 
rendered in an inappropriate manner; and, 

cultural factors: might limit the use of services which are not appropriate to the 
medium in which they are inserted. 

' Health Research, Advice and Education Center (CIAES), Cochabamba, Bolivia. 



These three reasons are complementary. Social and cultural factors, involving the training of 
human resources and the rendering of services, may require the most change within the 
health system. The investigation aimed to shed light on some of the reasons why indigenous 
women do not use the health system. 

Perinatal Health Development Project (DESAPER) 

The study was carried out between the months of August and September 1993, in the area of 
Tropical Chapare, which corresponds to Health District III, in the Cochabamba Health Unit. 
The identified problem was the following: 

A good supply of health services existed, which were organized and administered 
from a western perspective (bio-medical basis). However, there was a poor demand 
for this system, because of beliefs, attitudes, and practices deriving from another set 
of perceptions. 

The traditional and western health systems contradicted each other in some cases, and 
complemented each other in other cases. The basic purpose in carrying out this type of 
analysis was to identify intervention strategies which would permit the closing of the gap 
between these two systems. 

Methodology 

Different qualitative techniques were used, based on information provided by inhabitants of 
the rural area. To carry out the study, DESAPER personnel and a group of pollsters were 
trained in focal group techniques, and in conducting in-depth interviews. 

Structured Observation: consultation observation guide; educational talks; 
observation guide; service user satisfaction survey. 

Work with Focal Groups: selection criteria sheet; recruitment sheet; discussion 
guide. 

In-Depth Interviews: in-depth interview guide. 

Features of the Women in the Study Group 

The study group was composed of women in their childbearing years (15-49), who had lived 
for at least two years in the area, and with at least one child born alive. The women had 
little or no experience or acceptance of the formal health system, were able to undergo not 
more than one pre-natal check-up, and gave birth at home. 
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Summary of Study Group 

The average age of women in the study group was 27.5 years. More than half of the women 
were married, only 9% were single, and the rest were concubines. The average number of 
children born alive to women in this group was 3.8. Although 55 % had received some 
primary education, 33 % had received none at all. Only 12 % had received secondary 
education. Eight percent were members of a Mother's Club. 

General Features of Women Belonging to Reference Group 

The reference group was composed of women in their childbearing years (15 to 49 years), 
with at least one child born alive and over two years' residence in the area, who had 
accepted the formal health services, with a minimum of prenatal examinations and/or 
institutional births. 

Summary of the Reference Group 

The average age of women in the reference group was 28 years. Sixty-three percent were 
married, with only 4% being single. An average of 3.1 children were bom alive to these 

women. Although the same percentage of women (55 %) had received some primary 
education, 31 % also had received some secondary education. Twenty-two percent were 
members of a Mother's Club. 

Ethno-Physiological Model 

With the assistance of findings from previous investigations (CIAES 1991), an ethno- 

physiological model was generated which allowed for an explanation of a series of beliefs, 
attitudes, and practices associated with the reproductive cycle of the Cochabamban woman. 

It could be seen that the health-disease process was considered as the starting point for a 

balance of elements which compose the world, where one element is not negative or positive 
in itself, but in relation to the moment, to its place in time, and to its capacity to move 

opportunely. In this way, the beliefs and behaviour model of the women of Tropical 
Chapare has three factors which are elemental symbols: space, time and movement. Health 
is the relative balance among these three elements. This balance will be different at different 
times, such as during pregnancy, at birth, and during the breast-feeding stage. 

Physical constitution appeared to be a highly important indicator of the health of mother and 

child. There were two distinct categories: strong women and weak women. Strong women 

were seen to have more blood in their bodies, which accumulates during pregnancy, lessens 

the possibility of a bad birth, and increases the chance of a good birth. It was felt that these 

women would have healthy children, and would be able to carry out certain tasks such as 

working, lifting weights, walking, and so on. 
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Weak women were believed to be thin, pale (anemic), without much blood flowing in their 
bodies, had difficult deliveries, required more care during pregnancy and the puerperal stage, 
could not work, and would have weak children. 

Theoretical Support for the Investigation 

Through the methods and techniques of qualitative research, it is possible to obtain answers 
which explain the "why" of a group's beliefs, attitudes and practices. Qualitative research 
has the following characteristics: 

it is flexible, allowing for the development of concept and model throughout the 
investigation; the data gathered need not always prove pre-conceived hypotheses or 
theories; 

it provides the possibility of investigating essential elements and people as a whole, 
not as variables; 

data integration is carried out from the point of view of the informants themselves; 
and, 

it rejects pre-established prejudices and beliefs, trying to see facts or processes as if 
they were occurring for the first time. 

The Health Research, Advice and Education Center (CIAES) proposed an action plan in 
order to implement programs at a national level. This action would be based on the 
availability of basic informal expenditure data generated by the potential beneficiary 
population, which would allow for the identification of the community's priority needs. 
Thus, it would be possible to plan actions for involving the population in the execution and 
implementation of the program in order to achieve a greater impact on its health situation. 

In this paper, the authors describe the knowledge, attitudes and practices of the individuals 
interviewed, without making any judgements as to their merits. 

Findings 

Pregnancy 

Awareness of Pregnancy 

Study Group: Most of the women became aware of their pregnancy at an early stage, due to 
the absence of menstruation. No laboratory procedures were habitually used in the area. 
With regard to attitudes toward pregnancy, the first child usually caused feelings of 
happiness; subsequent ones caused concern, or sadness, due to financial problems. Husbands 
shared the same feelings, although most of them were indifferent. 
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Reference Group: The absence of menstruation was the first sign of pregnancy, as well as 
nausea, vomiting and rejection of food. In this group, the majority confirmed their 
pregnancy with urine tests and medical examinations in the first and second months. 
Feelings expressed were similar to those in the study group. Husbands or partners showed 
happiness at the news and in some cases, concern. Indifference also existed. 

Special Care During Pregnancy 

Study Group: Most of the women considered pregnancy as a normal and natural period, 
which required special care (activities which must not be indulged in and those that may) and 
which caused a change in their normal life. They said they must not lift heavy weights, eat 
hot foods, be exposed to too much sun or fire, or sleep during the daytime, as this could 
cause the "magre" 2 to rise after the birth and cause the death of the mother. They 
considered that walking would help to promote an easy birth and that they must eat well (not 
in quantity) so that both mother and child kept healthy. 

Reference Group: Only half considered pregnancy as a special moment, the rest said it was 
not, because they had to continue working just the same. Food and activities were similar to 
the study group. The women mentioned certain needs regarding the baby's clothes, and they 
saved money for the birth and pre-natal care. 

Special Care Regarding Food 

Study Group: Certain types of foods were considered dangerous because they could cause a 

difficult delivery, stomach pains, bleeding or harm to the child. These foods included: pork, 
spicy food, oregano, fats, onions, bread, tangerines, oranges, and garlic. The best foods 
were considered to be beef, eggs, milk and vegetables. The majority felt that it was not 
good to gain too much weight because this would result in the woman not being able to walk 
and tiring too easily, the birth would become difficult, and the "wawa" (baby) would grow 
too much. 

Reference Group: Foods considered dangerous were similar to those in the study group. 
Bees' honey and purple banana were also mentioned. These women believed that they must 
not gain too much weight because it made walking difficult, they looked "ugly," and the 
baby grew a lot, causing it to get blocked and making the birth difficult. Most of these 
women had their weight checked at the hospital, by doctors or nurses, or at public scales. 

Pre-Natal Care 

Study Group: Even though none of these women went for a pre-natal check-up, they 

acknowledged that every woman should have herself examined in order to know how she and 

2 The "magre" is a mythical "organ" they believe is formed during pregnancy, behind the navel, which could 

"rise" and cause death by asphyxiation. 
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the baby were progressing. However, some indicated that they did not want these 
examinations. The reasons most frequently put forward were: they were poked everywhere; 
they were scared; money was spent; doctors didn't know anything; they went for nothing; 
nothing was hurting; and they were embarrassed to be seen by the male doctor. 

Those who did go to be examined, did so because they were not feeling well. They said 
their stomach was touched, they were weighed and measured, but they did not know "why" . 

These women were dissatisfied because "they looked at us all over"; they didn't feel better; 
they were scolded; they were charged too much; and they didn't receive any explanations. 
On the other hand, some were satisfied because pain was eliminated, and they were told how 
the baby was progressing. 

Concerning ferrous sulphate, these women did not know what it was for, they did not like it, 
it made many of them vomit, and they thought it might harm the baby. Concerning the 
Tetanic Toxoid vaccination, they said it was good and prevented infections in the child. 

Reference Group: All the women in the reference group stated that pre-natal care should be 
effected during pregnancy in order to know how the baby is progressing (health, growth and 
position). These examinations should be carried out from the third month and should occur 
at least three times. However, these women were dissatisfied because: they weren't told 
anything; they didn't understand; they were frightened; only the doctor did the controls; "he 
told me I had to have a Caesarean"; and, it was expensive. Most of the women were 
checked at the hospital and by the doctor. 

Reactions to ferrous sulphate were similar to those of the study group and they too 
considered the anti-tetanic vaccination important. 

Pregnancy Complications 

Study Group: The great majority did not recognize complications or problems in pregnancy 
that placed the mother's or the child's life at danger. In general, the attitude assumed in 
situations of risk was to go to the hospital, to the midwife, or to the local sanitary post to 
find out what was wrong and try to get better. Few said that they resorted to their husbands. 
They agreed that "weak" women were more likely to have complications. 

Reference Group: Only a few women were aware of the signs of danger during pregnancy; 
haemorrhage and "blocked child" were the signs commonly mentioned. In general, these 
women went to the doctor or the "specialist" to be cured. 

Accessibility to the Health Services 

Study Group: For the great majority, it was difficult to reach a health service centre. 
Reasons cited included: lack of transportation; distances were too great; it was too expensive; 
embarrassment; they didn't like hospitals; and their husbands didn't want them to go. Those 
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who did reach the services, did so on foot, and they said that when they got there "it was 
closed" or "the doctors weren't there." 

These women preferred to go to state hospitals because they were cheaper, or to hospitals 
administered by religious orders where they "are kind" and it was cheap, or to private clinics 
because they were "faster." 

The changes they suggested were "make it bigger, more personnel and beds, " "it should be 
women who attend to us," "they should not close when they go out," and "we should be 
well-treated. " 

Reference Group: Over half said they had no difficulty in reaching the centres; however, they 

pointed out that distance and transportation problems were limiting factors. Choice of type 
of service was made on the basis of cost and of whether the attention was good and fast. 

Delivery 

Study Group: Generally the women recognized the start of labour (becoming ill) because of 
pain in the stomach, elimination of the "sera" (cervical mucus) and back pain. Actions 

carried out before delivery were basically walking and preparing instruments for the attention 
of the child and for use during delivery (swathing cloth, aniseed "mate" tea, thread, diapers). 

Generally the husband attended the delivery, helped by his mother, mother-in-law or some 

other relative. On rare occasions, the midwife attended the delivery. They showed 
awareness of very few of the problems for the mother or the child which may have arisen 
during delivery. Some referred to: heavy haemorrhage; "the baby doesn't come out, it's 
blocked or it's too big"; the placenta doesn't come out; the cord is wrapped around the 

child's neck; the child's feet may come out. 

Very few of the women said they had problems during their deliveries. Those that did, were 
cared for either at the hospital or at home by their husbands. 

To ease labour and delivery, they used herbs such as orange blossom, "cedron, " coca leaves, 

wheat, camomile and "paico," which they prepared as "mate" tea. The use of labour- 
inducing substances was guided by advice from the chemist or the midwife. Most preferred 
delivery at home because it was free of charge, only their husband was able to see them, 
which caused less embarrassment, and they could take "mate" and walk. 

Reference Group: Awareness of the start of labour was similar to that described in the study 

group. The husband was the first person they turned to for help during labour. There 

existed however, a lack of knowledge about the danger signs during delivery. Some 

mentioned haemorrhage, narrow hips, cord circling and prolonged labour. They did mention 

that when problems arose, the principal limitation to getting to the hospital in good time was 

lack of transportation. 
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Knowledge of herbs and teas was similar to that of the study group. These women accepted 
and used labour-inducing substances which they acquired from the chemist, and which were 
recommended by the doctor and the chemist. The main delivery site was the hospital, 
followed by private clinics and medical posts. The women were attended by a doctor or 
nurse because it was seen as safer. Cost varied from US$40 to US$50. 

Care of the Newborn Child 

Study Group: In most cases, the baby was handed to the mother immediately after birth and 
most babies were bathed after delivery. After the bath they were wrapped in diapers and 
swaddled in a "chump. " 3 The cord was cut with scissors, sometimes with a piece of glass, a 
razor blade, or a broken piece of tile or ceramic, and then tied with cotton or woollen 
thread. 

Reference Group: Due to the fact that most of the mothers in this group had their deliveries 
at the hospital, descriptions about the care of the newborn child were rare. 

Afterbirth 

Study Group: Once the baby was expelled, the placenta must quickly follow. If it did not, 
the person in charge of the delivery cooperated with the following manoeuvres: pressing the 
stomach, rubbing the woman's back with oil, offering cummin "mate" tea, making the 
woman blow into a bottle, tying a string around the big toe. Once the placenta was expelled, 
it was washed and buried in a shady spot. 

It is important to note that if the child was a boy, the placenta was buried in the coca patch, 
and if it was a girl, they washed and buried it in the kitchen. If this rite was not adhered to, 
the following problems were said likely to arise: 

the child will be irresponsible and dirty; 
the child will be alcoholic; 
the baby may sicken and die; or, 
the mother may sicken. 

The women said that following this ritual with the placenta gave them feelings of security. 

Reference Group: As the delivery was institutional, most of the women said they did not 
know what became of the placenta after the birth. Some of those who were attended 
privately said that the placenta was returned to them, and they then followed the rites 
described. 

3 A "chumpi" is a woollen swaddling cloth which is used to wrap the mother's stomach with and also the child. 
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Puerperal Stage 

Study Group: After the baby was born, the women remained in bed for a few days, and after 
a month, returned to their normal tasks. They knew of certain care routines they must 
follow: not to touch water, not to lift heavy weights, not to walk, not work too much, and 
protect themselves from the sun and the wind. They also felt it was necessary to avoid 
"fresh and hot" foods, onions, bananas and alcoholic beverages because they "stop the flow 
of the dirty blood from the birth. " On the other hand, chicken broth, potatoes, quinua, eggs 
and broad beans were seen as healthy foods. 

Reference Group: General care during this stage was similar to the care described for the 
other group. These women usually returned to their usual tasks after a month. Diet was 
similar to that of the study group. 

Breastfeeding and Complementary Feeding 

Study Group: Feeding. the child during the first hour of life was limited to elements which 
"cleaned" the body (the father's or elder brother's urine), or which calmed stomach aches 
(aniseed "mate" and coca leaves). Mother's milk was given during the first day. The 
feeding bottle was practically not used at all in feeding the baby. 

The mother's breast was offered immediately after birth. Sometimes it was given only from 
the second day, on the advice of the mother or mother-in-law. The first milk is named in 
various ways, such as: "corta" (short), "suero" (serum), "nata" (cream), first milk, yellow 
milk. It is considered to clean the stomach. Only a few discarded it, "for the child to grow 
quickly and healthily." Complementary feeding was started in the third month and was 
based on soups, normal food, fruit, potatoes, and ice cream. 

Reference Group: Most of the mothers did not give the child anything during the first hour. 
Then they began with aniseed "mate" tea, to clean the stomach and prevent colic. This was 
generally offered in a feeding bottle, usually on the advice of the nurses. The use of the 
feeding bottle to give powdered milk was quite frequent, although some women breastfed. 
In this case, they also gave the first milk; few discarded it. 

Like the study group, these women started complementary feeding towards the third month. 
In many cases, the recommendation to start at this age was given by the doctor. 

Family Planning 

Study Group: Women who discussed the need to avoid pregnancy did so considering their 
financial situation and the difficulties of raising children. The great majority did not discuss 
the subject with their husbands, and became pregnant without being aware of it. The most 
common number of children born by these women was between two and five. 
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Knowledge about contraceptive methods was extremely rare; the best-known is through 
menstruation dates control. Knowledge of modern methods (IUD, condoms) was almost non- 
existent. The women who had discussed the subjects had generally done so with female 
friends, and very rarely with their husbands. 

Reference Group: Women in this group expressed the need to use some method of family 
planning, though many stated they knew of none. As with the study group, the average 
number of children for these women was two to five. They generally talked about family 
planning with friends, and very rarely with their husbands. 

Conclusion 

Results obtained during this investigation confirmed the initial belief that, while there is an 
appropriate supply of services and health programs, there is a low demand from the 
population. Women of the Tropical Chapare use the health services of the formal system 
infrequently due to the fact that hospital practices contradict with beliefs of what constitute 
desired practices with regard to their health. Socio-economic reasons, such as geographical 
inaccessibility, and the financial difficulty in paying for the services, also hindered their use 
of the services. 

One of the principal objectives of this research was to identify and explain the behaviours of 
women during their reproductive cycle. This required comparisons between two systems, 
which have developed specific ways of handling the health-illness process. There are 
instances in which the two systems complement one another. In other cases, the systems are 
very different and in opposition, which leads to the under-utilization of services. 

The following charts highlight the ways in which the traditional and western systems differ in 
their practices and beliefs related to pre-natal care, labour and delivery. 

Contradictory Knowledge and Practices 

Pre-Natal Care 

Traditional System Western System 

We are afraid of the hospital There is ill treatment and scolding by doctors 

We are "poked" all over Complete examination (breasts, vagina) 

Weight loss/swelling of feet not dangerous Emphasis on swelling and weight loss 

We are embarrassed to be attended by a male Attention generally by a male 
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We spend our money 

We have to go only when we feel discomfort 

We go to know how the baby is placed 

Hospitals are very far away 

They do not give us any information 

They talk about things we do 

Respect for conception 

Because we feel ill, we want to be given medicine 

Traditional System 

We walk 

The correct position is vertical 

We wrap up warmly 

We do not undress 

At home it is warm 

We close all doors and windows 

We take "mates" to help us in labour 

Relatives prepare the instruments and clothes 
(swaddling cloth, scissors, thread, etc) 

Nobody examines us 

We are not shaved 

If the baby is blocked we are tossed in a blanket 

The service is charged for 

Greater emphasis on prevention 

Information is not given, or is very complex 

They are often closed 

They are weighed, measured, etc. Sulphate is 
given. Little explaining is done 

Traditional concepts are not understood. They do 
not know what (traditional words) are 

Lack of respect for the woman's reproductive role; 
.you breed like a rabbit." 

Generally they are given nothing, or a prescription 

Labour 

Western System 

Not allowed to walk 

They are made to lie down 

Not allowed to be dressed 

They are undressed or given a hospital gown 

In hospital it is generally cold 

Everything is open 

Nothing is allowed to be consumed 

Preparation by hospital personnel 

Many people examine them 

Trichotomy is carried out 

Tossing is not effected 
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Delivery 

Traditional system 

Our home is warm 

We deliver fully dressed 

Relatives attend to us 

Personalized care, with affection 

We squat on our haunches 

No enema is administered 

Every comfort is provided 

It is free 

Only our husbands attend to us 

We are not cut 

We are cared for best 

Baby is bathed immediately after birth 

We use a "chumpi" to swaddle ourselves and the baby 

The placenta is given an important destiny 

We swaddle ourselves so the "magre" will not rise 

Western system 

Delivery room is cold 

Only a gown is worn 

Attention by strangers 

Impersonal care 

Gynaecological position 

Enema is administered 

Complaints of discomfort 

Service has a price 

Many people watching 

Episiotomy carried out 

Care of mother and child according to needs 

Baby is not bathed 

Only diapers are used 

Placenta is thrown out 

"Magre" is not taken into account 
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A Need for Research on Women's Health 

Jasna Stiepovich and Julia Ramirez' 

Introduction 

In Chile, the subject of women's health has not received much attention. The majority of 
available studies concerning women's health focus on problems related to the reproductive 
process (generally from a biological perspective). Therefore, the necessity arises to create a 
conceptual framework that allows for the formulation of policies and actions designed to 
improve the health and living conditions of the female-child, female-adolescent, adult-female, 
and senescent-female, from a holistic perspective. Biological, cultural, social, economical, 
and political conditioning must be taken into consideration. This report reflects upon these 
particular sectors that suppliers of health care and human resources will have to confront in 
order to establish future research that will generate a profile of the real health needs of 
women. 

Health in Chile 

The health care sector in Chile consists of two sub-systems: the public and the private. The 
public sector serves 70% of the Chilean population. In 1991, the population was estimated 
at 13,385,806 inhabitants, of which 30.6% were under fifteen years of age, and 6.1% was 
over 64 years old (Ministerio de Salud 1993). The female population constitutes 50.4% of 
the total inhabitants in Chile. 

The Ministry of Health is the highest institution at the national level responsible for the 
formulation of policies, strategic programs, and ethical and administrative norms concerning 
health. These policies, programs, and norms are oriented toward achieving full constitutional 
health rights for the population. The Subsecretariat of the Ministry coordinates the execution 
of programs on health for the public sub-sector, which is made up of twenty-seven 
decentralized health services. 

The model for health care adopted in Chile is based on specific populations, with particular 
programs designed to reach selected segments of the population. As an expression of an 
effective health policy, the principal programmatic lines allow the objective channelling of 
health care resources. In 1992-1993, the priority programmatic lines were as follows 
(Ministerio de Salud 1992): 
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Maternal - Prenatal - improving quality care during pregnancy, especially in high risk 
groups: increasing the early detection of cervical-uterine cancer; progressive 
implementation of specialized clinics for pregnant adolescents; greater access for the 
population to responsible paternity; improving quality of care during childbirth; and 
increasing survival of newborns. 

Infant - Adolescent - increasing the coverage and quality control of the healthy child: 
improving accessibility and efficiency of the investigation of risk groups; increasing 
attention given to priority high risk groups (children less than six months, the 
malnourished, carriers of chronic illness); evaluation of psychomotor development in 
pre-school children under two years; and strengthening of community education. 

Adult - strengthening of programs for chronically ill patients: arterial hypertension, 
diabetes militeus, alcoholism, tuberculosis; implementation of activities promoting 
health and prevention of illness in the working adult population; development of 
health care models geared to the senior adult population. 

Mental Health - increasing early detection of and intervention on mental disorders and 
risk factors: drinking problems, emotional disorders, adolescent pregnancy, drug 
consumption; developing mental health programs for children and adolescents. 

Oral Health 

Environmental Health 

These pragmatic lines place special emphasis on the maternal-infant group, favouring 
binomial care for mother and child, and for the school-age population or adolescent. 

In recent years in Chile, it has been possible to detect important changes in health indicators, 
which is a likely consequence of: 

the increasing level of education in Chile, with an average education rate of 76%; 

health policies aimed at priority groups; 

the adoption of scientific and technological advances which have not only been 
progressively incorporated into health care, but which have also improved the living 
conditions of communities; 

important advances in environmental sanitation such as: drinkable water for 95.2% of 
the urban population and for 73.3 % of the rural population, sewers for 73 % of the 
urban population; and, 
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a progressive stabilization of the Chilean economy, which has allowed for a major 
contribution to health care costs which, in 1990, were $1,315 million ($1,000 per 
capita), figures which are nonetheless lower than those of developed countries: the 
United States of America with total health care costs of $690,607 million ($2763 per 
capita), and Canada with a contribution of $51,594 million ($1,945 per capita) (Banco 
Mundial 1993). 

Health and Gender 

At present, life expectancy at birth for Chileans is 75.6 years for women, and 68.5 years for 
men. In 1991, the mortality rates for Chilean adults (15 to 59 years) rose to 214 (65.6%) 
for men and 112 (34.4%) for women (Ministerio de Salud 1991). It is interesting to note 
that the mortality rate for men was 91.2% higher than for women. 

When comparing hospital expense figures for the year 1991, for both the public and private 
sectors, it can be observed that, of the total expenses of US$1,387 million, 64% 
corresponded to women's and 35.9% to men's health care. It is important to point out that 
65% of the "female expenses" were concentrated in the 15-44 year old age group. It is 

interesting to note that, although the great majority of expenses related to women's health 
care were a consequence of "reproduction", it is possible to observe that US$139 million 
more in hospital expenses were spent on women than on men for mortality not associated 
with sex. 

Statistics of hospital expenditures generate a good approximation of the causes of morbidity 
which effect the Chilean population. These figures raise several questions: 

Do women in Chile access health services more often than men? 

Which factors determine the differences in mortality and morbidity between men and 
women? 

Does a relationship exist between higher hospital costs for woman and their 
progressive incorporation into national economic production? 

The incorporation of women into the workforce is not free of risks. In addition to biological 
health issues associated with the female sex, there are other issues which arise from her 
changing role in society, her self-esteem, and the need for fulfilment beyond the functions of 
mother, spouse, and housewife. 

Currently, the workforce in Chile includes 1,700,000 women, resulting in a participation rate 

of 34.5 %. In 1980, the inclusion of woman in the formal economic sector was 29.4 %. The 

figures indicate that the majority of productive age women perform unpaid labour. Sixty-five 
percent of women (3,172,000) are devoted at present to continuing the pattern of their 
biologically-defined identity: mothers, wives, and housewives. 
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Cultural traditions maintain a gender-based division of labour. The responsibility for 
domestic work is attributed to the woman, while the man focuses exclusively on economic 
activities. The woman is responsible for care of the home and family, regardless of whether 
or not she participates in the labour market. This reality represents a double workload for 
many Chilean women. They are forced to take on excessive responsibilities: that of the 
home, and those deriving from a highly competitive labour environment, especially in those 
economic activities where women are just gaining positions traditionally reserved for males. 

This double workload can cause significant stress for women. The stress can stem from one 
or more of several factors: cultural changes, conflict of roles, incongruency of status, forced 
vital changes, group changes, social rejection, and deprivation of physiological necessities, 
such as sleep. 

Psychological stimuli with enough intensity and duration can cause great psychosocial 
demands on a person. When his or her neuroendocrine, psychological, and social resources 
are strong enough, and exceed the demands made on them, the person may be said to have 
adapted to a particular situation. When the perceived demands exceed the available 
resources, however, poor adaptation ensues. This produces an exhaustion of the adaption 
mechanisms, predisposing the individual to maladjustment which may significantly alter the 
quality of their life. 

Therefore, new questions arise: 

Do differences exist between the health of women involved in productive activities 
and that of women who devote their time solely to the care of their family? 

What is the health profile of Chilean women devoted to the care of their families, 
considering independent variables such as education level, socioeconomic level, and. 
number of children? 

What is the health profile for Chilean women performing economic activities, 
considering independent variables such as education level, socioeconomic level, 
number of children, work achieved, and work accomplished in the home? 

It is also necessary to investigate the effects within the family when the woman makes the 
decision to re-enter the workforce: 

Does the involvement of women in extra-domiciliary economic activities affect the 
health of the family unit? 

Are there any effects on group dynamics within the family? How do these effects 
manifest themselves within the family unit? 
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Another research area which has not been deeply explored in Chile relates to the women who 
have lived their lives through their children and husband. In the mature stage of their lives, 
they begin to experience various losses: the absence of their children, the end of their 
reproductive life, the first signs of aging, realizing that their relationship as part of a couple 
has deteriorated over time, finding themselves alone, living day after day in their solitude 
without finding the motivation to determine what to do with their own life. Furthermore, in 
this stage, many of these women are confronted with the loss of their spouse, experiencing 
the process of widowhood, which itself is considered to be highly stressful (fifth highest 
stressor on the Holmes and Rahe "Social Readjustment Scale"). It is therefore necessary to 
focus our attention on the emerging senescent female population. Little is known about the 
problems that they face in life, of the socio-psychological and cultural factors that affect 
them. These problems are likely the source of many mal-adaptation illnesses in older 
women. 

The questions arising around the topic of women's health need to be confronted in the short 
term in Chile in order to devise a theoretical framework which would allow attention to be 
focused on specific needs of women's health, considering their social, cultural, and 
environmental contexts. Only with sustained attention can effective and efficient answers be 
provided. Because of its complexity, women's health should be addressed in a 
multidisciplinary and holistic manner which underlines the need for promoting qualitative 
research. This allows for a greater understanding of "how a woman lives her own health," 
uncovering diverse phenomenon: "how she experiences her sexuality," "how she 
experiences the birth of her children," "how she experiences her menopause," "how she 
experiences her condition as a woman. " 

The phenomenology offered by Hussel provides a look at the world of experiences, 
facilitating the view of things as they are revealed to people. It is necessary, according to 
Martins (1990), to get to the essence of the phenomenon. Phenomenological research offers 
the possibility of understanding the meaning of a phenomenon through the descriptions that 
the subjects who have lived the experience provide, thereby revealing facets of the 
phenomenon which were previously concealed. This proposal does not attempt to disqualify 
positivism; both tendencies have to be addressed and should coexist for a greater 
understanding of the phenomenons of life. 

As a final reflection, it is necessary to shift the focus of research to the starting point for a 
greater understanding of the problems of women's health: The Formation of Human 
Resources in Health. Attention should be centred on the nurse as a human resource. 
Women comprise seventy percent of the labour force of the public sector providing health 
care in Chile (Area Salud de la mujer 1991). This figure reflects the fact that health is 

generally conferred by woman and that nursing has traditionally been a woman's profession. 
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The nurse has been a pioneer in adopting the philosophical bases of the holistic concept of 
humans; in motivating important curriculum changes and incorporating social sciences and 
behaviour in the development of subjects. This vision permitted the banishment of the 
medical model as the curriculum core, being substituted by the process of nursing, which 
was adopted in its entirety by the academic entities developing nursing in the country. 

Women's health has not been absent in the training of the male/female nurse; however, 
continued special emphasis should be given to the problems of health deriving from the 
reproductive process. Some academic units have made an effort to include subjects on 
"Women's Nursing," where a conceptual framework revolves around the situation of women 
from a biological, psychological, social, and ethical-legal perspective as a first approach, in 
order to provide attention to nursing care for women in health and illness, considering their 
integrity and their condition as women. 

Given that nursing duties are mostly carried out by women, some questions surface: 

Since the majority of nurses are women, why has the topic of women been explored 
so little? 

Does being a female nurse constitute a comparative advantage in greater 
understanding of the health problems of the female population? 

Women, health, and research constitute a triad that providers of health care and developers 
of human resources should confront with greater aggressiveness in order to start changes in 
health care for women in their distinct stages of life, thereby making an impact on their 
well-being, which undoubtedly would be felt in the entire community. 
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Discussion 

Following presentations by Constanza Collazos (Colombia) and Ilta Lange (Chile), a general 
discussion took place on the topic of Health Care Providers and Gender. The following 
points were raised: 

Women are the primary health providers - to their families, to their communities, as 
well as to health institutions. While the work of women is indispensable, it is often 
not given the recognition that it deserves. In the family, a woman's role as health 
provider is often overlooked. Furthermore, voluntary community health work of 
women has a low profile and is often unrecognized. In the formal health care system, 
women work as nurses, paramedics, midwives, and auxiliary assistants. Nursing is 
not valued because it is perceived to be a 'feminine activity, and is carried out largely 
by women. If a man chooses to be a nurse, he will be in a disadvantaged position. 
The inequitable treatment of women as health care providers needs to be addressed. 

A potential methodological problem relates to the possible discrepancies between what 
people say they know, what they say they do, and what they really do. Women are 
often aware of what they should be doing to stay healthy; they are aware of what they 
should respond in an interview situation. However, for various reasons, they may not 
be able to carry out desired health practices. Researchers therefore need to find ways 
to learn about the gap between desired intentions and actual practices. Women need 
to share their impressions about the difficulties that prevent them from exercising 
positive health behaviours. It may be helpful to ask questions such as: "What are the 
problems or obstacles that you face in fulfilling what you know should be done?" 

It is necessary to address what actions are needed, who defines these actions, and who 
carries out the actions. It is important to allow the community to define their own 
needs, rather than impose needs on the community. For example, when selecting 
health monitors and promoters, members of the community should play a prominent 
role in the selection process. Health monitors should only be introduced if the 
community has expressed a need for them. Otherwise, the monitors will not be 
respected or valued, which will present obstacles to their work. 

A bridge must be built between community desires and health services. It is 
important to have a group of monitors who are responsible to the community. This 
can bridge the gap between the community and health services, and help to promote 
positive changes in health services. 



Women's health activities at the community level are crucial and need to be 
acknowledged and valued. In rural areas, women may start out as health promoters 
or providers, and then move on to other roles. Women should be given more 
opportunities to diversify their activities. 

Health providers should focus more on prevention than on curative aspects of 
medicine. 

It is important to find ways to encourage men and women to depart from their 
traditional spheres (e.g., men in the public sphere, women in the private). Men 
should be encouraged to engage in traditionally female domains and vice versa. For 
example, men, who usually have more leisure time than women, should be 
encouraged to participate as health providers. Family roles in the home also need to 
be distributed more equitably. 

Interventions should inform both men and women about important health promotion 
activities, and should encourage men to take a more active participatory role in family 
health matters. For example, many women are unaware that lack of good prenatal 
care increases their risk of having problems during pregnancy. Their partners, also 
unaware of the importance of this activity, may not encourage them to attend prenatal 
care services. Men, as well as women, should be informed of the importance of such 
health practices. 

Health monitors are often dissatisfied with their work and find it very difficult. 
Avenues to help female monitors to improve their situation and make their work more 
gratifying need to be explored. 

There is a need for further research concerning the mental health of health providers. 

Further research needs to explore the differences between traditional and modem 
systems of health care. Each system has positive and negative aspects. For example, 
women may be reluctant to attend hospitals for deliveries because of drawbacks 
inherent in the modern health care system. Many women report that they are afraid 
of hospitals and doctors. Some women report that doctors yell at them. Other 
women object to vaginal examinations, or may be ashamed to let a male doctor see 
them without clothes. Doctors may not provide adequate explanations, and may not 
show proper respect to women. The traditional delivery method is quite different 
from the modem method. A woman can stand vertically during a home delivery, 
while she must be horizontal in a hospital. In the hospital, a woman cannot wear her 
own clothes and has to be shaven. In the traditional system, the placenta is viewed as 
a continuance of life and therefore washed, burned, and buried, while in the modern 
system, it is dumped in a waste basket. 
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Working Group Discussions 





Principle Goals for the Workshop 

To share experiences and research results 

To introduce and reinforce gender-sensitive methods and analyses to 
researchers 

Working Objectives 

To identify key gaps in gender and health research in Latin America 

To identify roadblocks/impediments to gender and health research in Latin 
America 

To identify priority areas for research 

To develop "example" research proposals (based on one of the priority topic 
areas) 

Outputs of the Workshop 

Priority areas for research 

Improved capacity for gender analysis 

Publication of a manuscript which will be: 

shared among researchers who participated 

shared among other researchers and policy advisors who may wish to 
collaborate with workshop participants 

a contribution to the Global Commission on Women's Health and the 
Beijing Conference 





Working Group Discussions 

Workshop participants were divided into two working groups and asked to consider gaps in 
health research with respect to gender differentials, as well as obstacles hindering health 
research from a gender perspective. In addition, each group was asked to consider what, 
from its point of view, were the priority research areas with respect to gender, health, and 
sustainable development. 

All participants agreed that the gender perspective needs to be studied in depth, and that the 
exchange of information and experiences that occurred at the workshop needs to continue. 
The participants had a great variety of experiences and had been exposed to diverse situations 
in Latin America. Researchers need to jointly explore the similarities that exist in different 
Latin American countries, as well as the differences. The establishment of a network of 
researchers interested in gender issues is necessary. Researchers need to build upon the 
findings of other researchers working in Latin America. It is hoped that further sharing 
among researchers will lead to the development of comparative research studies that will 
increase understanding about gender, health, and sustainable development, from a Latin 
American perspective. 





Working Group I 

Part I. Definition of Research Gaps 

The first task the working group assigned to itself was to define "research gap. " The group 
decided that the use of the English word "gap" was confusing, given that its translation in 
Spanish referred more to an "empty space" or "hiatus." After some discussion, it was 
agreed that the best terminology would be the Spanish word brecha, defined as 

to que hace falta investigar en el area de salud y genero (what is missing in 
research in the area of health and gender) 

This definition involves, then, areas which have not been researched, and the necessity of 
developing/defining new lines of research/investigation. 

Part II: Identification of Research Gaps (Brecha) 

In order to prevent any predefined limits being placed on what were considered to be 
research gaps, the group agreed that each participant would write down individual gaps as 
he/she saw them, within the context of his/her own research. After all the gaps had been 
presented and put on the board, the group then collectively decided how each should be 
classified. It was interesting to note, given the varied educational and experiential 
backgrounds of the participants, that the gaps could quite uniformly be fit within identifiable 
classification areas, often with considerable overlap and/or complementarity. The following 
provides a succinct summary of the contributions made by the participants: 

1. Information Systems 

a lack of adequate national level gender-based statistical information systems 

2. Training 

a lack of training and gender-sensitization for health care providers within the formal 
health care system 

3. Methodology 

a lack of research on and operational methodology for the implementation of new 
participatory epidemiological surveillance systems as a means of empowerment 



4. Perception 

a lack of research on health service users' perceptions about the health process (i.e., a 
non-medicalized point of view) 
a lack of research on health service users' perceptions on the quality of health 
attention received 

5. Policy 

lack of study on the factors conditioning the (non)participation of women in public 
discussions for health sector decisions 
absence of a women's health policy with a gender perspective 

Part III: Lines of Research 

After analyzing each area and the gaps within them, the group identified priority lines of 
research needing a gender perspective. This was quite difficult to do, given each person's 
personal perspectives and biases. Identified priority research areas include the following: 

Occupational Health: double workload 
domestic/informal work 
reproductive and sexual risks and hazards 
occupation-related disease and injury 

Risk and Prevention Factors for Health 

Parasitic and Tropical Diseases 

Violence: domestic 
homicide/suicide 
role of health services 
mental abuse 

Accidents 

Mental Health 

Sexual and Reproductive Health 

Alcoholism, Drug Addiction and Tobacco Use 
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Working Group II 

This working group was very heterogenous. Some participants had already had a great deal 
of experience with gender issues, while others had only recently begun to work in this area. 
This diversity of exposure was reflected in the discussion, which took place in a highly 
democratic atmosphere, with the very different viewpoints being treated with equal respect. 

What is Gender? 

The first issue discussed by the group concerned the need to clarify exactly what is meant by 
the word "gender, " and how it relates to health research. The following points were raised: 

Gender is about the subordination of the female sex and the historical roots of 
patriarchal power. 

Gender relates both to what is masculine and what is feminine. Gender identity is 
related to the socialization process. Some participants felt that the word gender has a 
strong feminine bias and is used primarily to talk about women. Men should also be 
discussed. While men tend to dominate women, they also face sex-specific problems 
(for example, they die earlier than women; they feel they have to be macho). Both 
the similarities and differences between men and women should be researched. 

When looking at gender issues, we cannot forget that women also have great power 
and strength. This needs to be addressed in a fuller way. 

Traditional expectations of how males and females should behave have severe 
consequences for men, as well as for women. For example, through gender 
socialization processes, boys are taught to bottle up their feelings. The resulting 
implications for society are obvious: violence levels are much higher among men. 

When researching indigenous cultures, it may be difficult to determine what is 
equality and what is inequality. Researchers must thoroughly understand the culture 
in order to understand the gender relations. 

Gender crosscuts class, age and ethnicity. Addressing gender issues brings about a 
revolutionary way of thinking, in the same way that addressing the concept of class 
was revolutionary when it was introduced. There is also an inter-relationship between 
gender, race, and class based on power. 

What is Sustainable Development? 

The group also discussed the term "sustainable development" and the way that it integrates 
with gender and health. The following points were raised: 



All research should be sustainable. Communities should be able to continue the 
research process after the researchers have departed. 

In order to achieve sustainable development, it is necessary to integrate a gender 
analysis into research. 

Women, as family leaders, are key influencers of sustainable development. 

Health is key to sustainability. We must begin from the perspective of healthy human 
beings. The level of health in communities is dependent on models of sustainable 
development. Deterioration of the environment leads to the destruction of health. 
Research must look at how environmental changes affect morbidity and mortality. It 
must also address how environmental changes affect men and women differentially. 

The link between harsh economic policies, poverty, environmental degradation and 
deterioration of life quality was discussed. Women and children are particularly 
affected by poverty, which is more than just a decline in material and physical 
conditions, but also psychosocial. Self-image and self-reliance are affected by 
poverty. The link between violence against women and poverty was also discussed. 

The Link Between Research and Policy 

A discussion on the link between research and health policy followed. Many participants 
stressed that good research data can also be used for political purposes. Data can be a 
powerful tool and can be used to influence decision-making with regard to important health 
policy decisions. However, it was cautioned that, if researchers have political objectives, 
they need to ensure that their methodology is not contaminated with ideology. 

Obstacles Hindering Research on Gender and Health 

The working group discussed various obstacles which hinder research on gender, health and 
sustainable development. Obstacles include the following: 

Health institutions do not pay enough attention to gender issues. There is a lack of 
institutional and financial support for these issues. 

Many participants said that they lacked the necessary tools to incorporate a gender 
perspective. They lack basic information and understanding about gender issues. 
There is a lack of good research and quantitative information and a dearth of recent 
publications and updated bibliographies published in accessible languages. A need 
exists for more, and a wider dissemination of, publications in this area. Researchers 
need to be trained in this area. They are unaware of methodologies, techniques and 
specific instruments for studying gender dimensions. 
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Some rigidity exists concerning what constitutes appropriate research. Many 
researchers are not convinced that it is useful to work from a gender perspective, and 
are therefore resistant to incorporating a gender analysis. The subject area tends to be 
monopolized by females; many men are not interested in the area or do not view it as 
legitimate. 

There are difficulties concerning the definition of "gender," and confusion concerning 
the differences between gender and sex. Gender involves the interrelationship 
between the masculine and the feminine. 

A better definition is needed to clarify and elaborate on the relationship between 
gender and other social categories, such as race and ethnicity. 

Obstacles that confront female researchers need to be addressed. For example, many 
female researchers are unable to have families because of the demands of their work. 

Avenues to Improve Research 

The participants then discussed various ways that health research may be improved, including 
the following: 

Methods to establish bridges between research and the cultural wealth of communities 
need to be explored. Researchers should strive to ensure the full participation of the 
populations being studied in the design of the research. Priority research areas should 
be determined by the populations being studied. 

Important research results need to be better applied to interventions. 

The gender of the researcher team members may affect or bias the results. 

A need exists for more legislation and governmental support with regard to gender 
and health issues. There is a need for more participation of women in the 
formulation of legislation and policies. 

The effects of research on sustainable development should be at the forefront. 
Environmental issues, including the impact of deteriorating environmental conditions 
on the health of men and women, are paramount. 

Research should incorporate ethics to protect the dignity and rights of human beings. 

Researchers should not just diagnose problems, but should also attempt to turn 
research into action. 
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Priority Research Themes 

A need exists to establish priorities for health research from a gender perspective. The 
following is not intended to be a complete list of priorities, but rather a sampling of some of 
the areas which were deemed by group members to be important: 

gender relations among indigenous groups and peasants; 

the health effects on men and women of working conditions; 

evaluation of intervention methods; 

health problems specific to men; 

the impact of mass media/communications on gender relations; 

violence against women and assessing preventive strategies; 

the link between declining health and the degradation of moral and ethical values in 
society, as well as the loss of cultural identity; 

interventions for increasing women's self-esteem; 

gender and mental health issues; 

the effects of colonization, as well as the effects of excessive urbanization, on the 
health of men and women; 

the influence of government policies on the health of populations; 

how traditional gender role expectations and divisions between men and women can 
be changed; 

the impact of poverty on the health status of women; 

gender issues with regard to the sexual conduct of adolescents; and, 

the effect of pesticides which are controlled and used by female farmers. 
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Related Topics and Initiatives Informally Presented at the Workshop 





Gender Analysis and Health Research 

Gender and Development Unit' 

Introduction 

The following outline will highlight some key elements of gender analysis and methodology, 
particularly related to health research. Incorporating a gender perspective into any research 
process is crucial if the research outputs are to lead to sustainable policy decisions. The focus 
on gender analysis is not on women alone, but rather on gender relations. Gender, analysis 
takes a holistic approach to structural conditions and their impacts, and therefore emphasizes 
relations and processes, as well as roles. 

Gender Research 

Gender does not mean women. 

Gender is a socio-cultural construction; it refers to what society defines to be 
male or female, which results in differential: 

male and female roles; 
male and female responsibilities; 
male and female knowledge bases; 
male and female position and status within society; 
male and female attitudes and perceptions; 
male and female access to and use of resources and information; 
male and female participation in decision-making; and, 
social codes and attitudes governing male and female behaviour. 

Implications for Health Sciences Research 

The questions put forward by a gender analysis approach build on the social, cultural, 
political, economic and ecological constructions of gender relations. Research incorporating a 
gender perspective must also take into consideration the implications of women's subordinate 
position in society and the subsequent conditions they face. For health research in particular, 
the implications of these differences in relation to the following factors (differentiated by 
gender) must be closely examined and taken into account for the development of sound 
policies: 

1 Gender and Development Unit, Corporate Affairs and Initiatives Division, International Development 
Research Centre, Ottawa, Canada 



definition of health and well-being; 
vulnerability to and manifestation of certain diseases; 
responses to illness/disease; 
access to and use of health care information, services and facilities; 
control in decision-making on personal and family health matters; and, 
participation in policy-making and resource distribution. 

Some Methodological/Practical Implications 

Data must be desegregated by sex. 

Biological differences become significant to the extent that gender biases, and the 
dominance of males in decision-making and research leadership, ignore their 
implications. For example, water pumps have been installed in many 
communities which have proven to be useless. Although women tend to be 
responsible for water collection, these pumps have primarily been designed and 
located for use by men. In addition, many AIDS programs have been gender 
blind, as one of their basic premises has been that women can ask their partners 
to use condoms even though in many cultures this is socially unacceptable. 

Research team composition is an important methodological issue given pervasive 
gender biases and sensitivities. 

Sampling, testing and evaluation procedures must incorporate an appreciation of 
gender differences and implications. Timing of interviews must build in a 

recognition of which respondents will be available, given roles and 
responsibilities in particular contexts (for example, in an agricultural community, 
a relevant sample is likely to be skewed if interviews are conducted when most 
women are in the fields). 

Premises of all research must be filtered through a gender lens, even if the 
project focuses on women. 

Research Example 

A Chagas study evaluating incidence among pregnant women and prevalence of vertical 

transmission was carried out sampling only pregnant women. It was designed to inform those 

women who were infected, and those whose babies were infected. The women were to be 

advised on where they could obtain treatment. The following gender-related questions need to 

be asked: 

will pregnant women, informed that they have Chagas disease, be able to access 

care, given their multiple roles and responsibilities and social constraints? 
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how will existing gender biases affect their spouses/partners' responses? 

what changes in methodology need to be incorporated so that the women 
involved the study are facilitated in seeking care? 

what changes need to be incorporated in sampling and orientation so that they 
are not viewed by their spouses as responsible for infecting the children and 
household? 
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Case Study: Adolescents and Sexually Transmitted Diseases 

The participants were asked to consider how they would approach the research topic of 
Adolescents and Sexually Transmitted Diseases from a gender-sensitive perspective. 
Considerations from a gender perspective include the following: 

Both girls and boys are at risk of STDs. The risk may be different for the sexes due 
to biological and sociological differences. A research study could look at the extent 
to which adolescent males and females are vulnerable to STDs. Vulnerability to 
STDs may be influenced by a number of factors including: attitudes about femininity 
and masculinity; age of onset of sexual relations; and knowledge levels. The 
differences between adolescent boys and girls with regard to these factors could be 
explored. 

Sexual initiation patterns may be an important consideration. Boys may be pressured 
by male role models, such as fathers, to have sex early or to have sex with 
prostitutes, while girls may be pressured to abstain from early sexual relations. There 
may be gender differences in the way that parents talk to their sons and daughters 
about the risk of STDs, which may affect vulnerability. Boys may have more 
initiative in sexual relations, while girls may be more passive. Condom usage may be 
affected by gender issues. Questions should explore why young people do not use 
protection, and what gender differences exist in this area. 

Qualitative participatory research using focal groups could be done initially, with a 
view to designing a pilot program on how adolescents could be better educated and 
trained. 

Gender differences must be recognized at every point throughout the research. 
Adolescent boys and girls should be involved in the entire research process, including 
the formulation of methodology. 

Gender differences may affect whether or not girls and boys admit to having a STD. 
The level of privacy for the study, and whether or not participants have to go to 
special STD clinics, may affect the results. Recognizing that girls may not share 
certain things in the presence of boys, and vice versa, it may be helpful to divide the 
boys and girls into different focal groups. 

Researchers should also be aware of the timing of the focal groups. Boys and girls 
have different workloads. In order to capture the desired population, timing is 
important. If the research is carried out during the day when women are working in 
the fields, or when they are at home working, key elements of the population may be 
missed, which can affect the outcomes of the research. 



Healthy Women Counselling Guide/Healthy 
Communication with Rural Women 

Ane Haaland' 

Rural women in Africa often have many complaints about the care they receive from health 
care workers in their communities. They frequently accuse them of being impatient, rude, 
and careless. They also complain that health care workers charge exorbitant prices for 
medicines and services. As a result of these problems, rural women, to a large extent, care 
for their health problems at home. They tend to only turn to the health centre when the 
problem prevents them from taking care of their daily activities in the home; even then, the 
health centre is not necessarily their first choice. 

Why does the behaviour of health care workers toward their fellow sisters often lack 
compassion? How can the health behaviour and choices of rural women for different 
diseases, in a variety of situations, be explained? Finally, what can be done to ameliorate 
the problems? By gaining an understanding of the perceptions of health care workers, 
women, men, and community leaders, can solutions be found to build improvements which 
people define themselves, take responsibility for, and practice? 

These are some of the questions on the agenda of the Gender Research Program of the 
Special Program for Research and Training in Tropical Diseases (TDR) of the World Health 
Organization (WHO). The Gender Research Program is strongly supported by IDRC, and 
by the World Bank. IDRC is one of the TDR's main partners on gender research issues. 
The cooperation between IDRC and TDR includes a joint annual award for the best research 
paper on Gender and Tropical Diseases. The topic this year is The Female Client and the 
Health Provider. 

African women researchers are currently engaged in two series of action research studies to 
investigate these questions: 

the Healthy Women Counselling Guide studies are being carried out in Sierra 
Leone, Kenya, and Nigeria; and 

the Healthy Communication with Rural Women studies are being done in 
Uganda, Senegal, Zambia, and Mozambique. 

' Special Program for Research and Training in Tropical Diseases (TDR), World Health Organization 
(WHO), Geneva, Switzerland. 



the Healthy Communication with Rural Women studies are being done in 
Uganda, Senegal, Zambia, and Mozambique. 

Healthy Women Counselling Guide (HWCG) 

The objective of the Healthy Women Counselling Guide is to understand how rural women 
look at their own health problems, how they learn about health, what they see as potential 
improvements in their situation, and how knowledge can be given to them to help them deal 
better with their health. 

Based on the findings from the studies, an educational approach will be developed. The 
information to be given to the women will be based on their own perception of the problems, 
and will attempt to build bridges between traditional and modem medicine. It will be offered 
to the women through channels they have identified as credible and useful regarding advice 
on health issues. 

In the next phase of the research, the effect of such an educational approach on women's 
health will be measured. A special feature of the study is the cooperation with health 
advocates/communicators from the planning stage. The educators/implementors can then ask 
questions which are important for finding out what kind of educational approach should be 
developed. Further information on the study, including the core protocol, can by obtained 

from TDR. 

Healthy Communication with Rural Women (HCRW) 

The HCRW is a qualitative research method designed to assist health care providers to 

identify problems related to the way they deal with women, particularly the reasons behind 

their actions, and what they themselves can do to improve the situation. 

The method was developed in South Africa by Dr. Sharon Forn, and Ms. Khosi Xaba of the 

Women's Health Project at the University of the Witwatersrand. In a series of six weekly 

workshops (each 2 1/2 hours in length) conducted in the health facility, the health providers 
are asked to describe and analyze the problems they face in providing health care to rural 
women, and how these problems affect the quality of care they are able to give. They also 

discuss the status of women in society, and women's unmet health needs, and how these 

factors affect the way they treat female patients. Then, in the last workshop, the health 

workers discuss and decide what they can do themselves, and as a group, to improve the 

situation, and which problems they need assistance with from the outside. 

One of the special features of this method is that the whole process of the research belongs to 

the health workers. They define the problems, the causes, and the solutions. The 

researchers function as facilitators, guiding the discussions, asking follow-up questions, and 

making sure everybody gets a chance to participate. Working together in a group to develop 
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solutions functions as a process of awareness building and empowerment. The health 
workers develop confidence that they can actually deal with a major part of the problems 
themselves. 

During the research, a variety of qualitative research methods are used as discussion starters: 
role playing, case studies, poems, drawings, and prioritizing tasks. The method is powerful 
in encouraging health workers to talk about problems they know exist (like overcharging, not 
giving patients the full dose of medicines so that they have to come back and pay another 
user's fee) - but would not talk about in individual interviews. They can be painfully honest 
when the intention clearly is that they themselves will solve the problems, rather than having 
them reported on by a researcher over whom they have no control. 

In April 1994, a protocol development and training workshop was conducted in Jinja, 
Uganda, by Sharon Forn and Khosi Xaba. The workshop was sponsored by TDR, and 
supported by IDRC and the World Bank. It was arranged by Dr. Jane Kengaya-Kayondo at 
the Uganda Virus Research Institute, in cooperation with the Ministry of Health. Five 
research teams were trained, and four of these (Uganda, Senegal, Zambia, and Mozambique) 
have now started their studies. The results will be available by October 1994. 

The next stage will be to conduct studies to measure the exact outcome of the health 
workers' process of change on the pattern of women's use of the health services, and 
ultimately on women's health. The protocol for the study is available from TDR, and from 
Dr. Sharon Forn. The protocol would also be appropriate for countries in Latin America 
and Asia. 
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Discussion 

The following points were raised following Ane Haaland's presentation: 

When conducting research, people are more likely to open up if they are confident 
that a change will result from the research. Researchers have a responsibility to 
ensure that something will happen as a result of their research. 

Many problems can be solved with actions at the community level by local 
inhabitants. It is important to first identify problems from the perspective of the 
community members. They may be able to solve their own problems with a little 
assistance (for example, community members may ask who they can approach to get 
some training). 

The presenter was asked how much time was spent during the workshops with health 
care providers. The presenter responded that weekly workshops, of two hours in 
length, occurred over six weeks. In these workshops, health workers decided what 
they wanted to change. Many health workers were experiencing difficulties, and were 
not motivated to deal with their female clients. They were led through a process 
which aimed to empower them to deal with their difficulties. The process had an 
immense effect on their motivation to work. 

One participant asked how improvements in the way health providers treat women 
could influence mortality rates and disease patterns. The presenter responded that, if 
health care providers did a better job with their female clients, women would be more 
likely to use services and medicines more effectively, and would take charge of their 
own health, which would undoubtedly lead to positive health gains. Effective care by 
health providers can lead to a decrease in the amount of disease experienced by 
women. Presently, health care workers are not used to the full extent possible 
because women often do not follow their advice. 

There are gender inequities in the way health care providers treat women. It was 
suggested that a workshop should be held which would be devoted to the status of 
women in society and how this affects the female client. Women have many unmet 
health needs and may be reluctant to attend health centres. It should be acknowledged 
that male health providers often treat women poorly. For example, they may become 
impatient with women of low educational levels, and be anxious to finish with them 
quicker. 

One participant asked how the researchers were able to ascertain information with 
regard to the "baggage" that the health care workers carried. The presenter explained 
that the health care workers were asked to draw the river of life as a way of 
explaining the factors that influenced their decisions to become health care workers. 



The importance of attending to non-verbal communication (i.e., body language) was 

discussed. It is estimated that fifty to eighty percent of communication occurs 
through non-verbal cues. 

The importance of nontraditional qualitative research methods, such as role playing, 
was discussed. Creative methods can elicit information that would otherwise never be 

gained through traditional interview methods. The presenter noted that participants 
were willing to participate in role playing and that no one has refused to participate. 

The importance of finding avenues to assist women who do not go to health clinics 

was discussed. A need exists to find out where these women get their health 
information (i.e., from their neighbours, the radio). What sources of information are 

deemed to be credible? 
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AGENDA 

MONDAY APRIL 25 

18:00 Meet at the hotel lobby to receive and cash per diem cheques 

19:00-21:00 Welcoming Reception at the IDRC office 

TUESDAY APRIL 26 

Chair: Anthony Tillett - IDRC, Uruguay 

09:00-10:30 Welcome and Opening Address 

Anthony Tillett 
Regional Director 
IDRC Regional Office for Latin America and the Caribbean 
Uruguay 

Introduction 

Silvio G6mez 
Health Sciences Division 
IDRC, Uruguay 

Pandu Wijeyaratne 
Health Sciences Division 
IDRC, Canada 

Rosina Wiltshire 
Gender and Development Unit 
IDRC, Canada 

Ane Haaland 
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TUESDAY APRIL 26 (cont. ) 

10:30-10:45 Coffee 

10:45-11:30 The state of activity of the proposed Global Commission on Women's 
Health 

A. El Bindari Hammad - WHO, Switzerland 

11:30-12:00 Objectives and Overview of agenda 

Janet Hatcher Roberts - IDRC, Canada 

12:00-13:30 Lunch 

Chair. Constanza Collazos - Colombia 

13:30-14:45 Plenary I - Focus Presentations: 

AIDS, Sexually Transmitted Diseases and Gender 

Leda Pesce - Uruguay 
Carmen Dora Guimaraes - Brazil 

14:45-15:00 Coffee 

15:00-16:15 Plenary II - Focus Presentations: 

Environmental Stress, Production Activites, Health and Gender 

Ximena Diaz - Chile 
Jaime Breilh - Ecuador 

16:15- 17:30 Plenary III - Focus Presentations: 

Tropical Diseases and Gender 

Elsa J. Sarti - Mexico 
Jenny Davalos - Bolivia 

18:00 IDRC video presentations 
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WEDNESDAY APRIL 27 

Chair: Elsa Sarti - Mexico 

08:00-09:15 Plenary IV - Focus Presentations: 

Indigenous Peoples' Health Issues 

Xochitl Herrera - Colombia 
Teresa Castillo - Mexico 

09:15-10:30 Plenary V - Focus Presentations: 

Health Care Providers 

Constanza Collazos - Colombia 
Ilta Lange - Chile 

10:30-10:45 Coffee 

10:45-11:30 Plenary VI - Panel Discussion 

Discussion and implications of Day 1 focus presentations in relation to 
workshop objectives 

Discussants: Rafael Garcia - Dominican Republic 
Clara Cardenas - Peru 
Maria Molina - Paraguay 
Giovanna Chiarella - Bolivia 
Alvaro Dobles - Costa Rica 

11:30-13:00 Discussion of specific objectives and Orientation to working groups 

Pandu Wijeyaratne - IDRC, Canada 
Janet Hatcher Roberts - IDRC, Canada 

Disease and Gender 
Health, Environment and Gender 

Working group discussions began 

13:00-14:30 Lunch 
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WEDNESDAY APRIL 27 (cont. ) 

14:30-17:00 Plenary VII - 

Gender Analysis - Introduction, Orientation, Methodological Issues 

Rosina Wiltshire - IDRC, Canada 

THURSDAY APRIL 28 

08:00-09:00 Informal Presentations: 

Women and Health in Canada: Highlights of Experience 

Janet Hatcher Roberts 
Health Sciences Division 
IDRC - Canada 

Healthy Women's Counselling Guide 

Ane Haaland 
TDR/WHO - Geneva 

09:00-12:00 Working groups continue 

12:00-13:30 Lunch 

Chair. Silvio Gomez - IDRC, Uruguay 

13:30-14:30 Plenary VIII - 

Working group feedback 

14:30- Afternoon in Montevideo 
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FRIDAY APRIL 29 

09:00-09:30 Plenary IX - 

Research Proposal Development: Issues, Gaps and Future Action 

Rosina Wiltshire - IDRC, Canada 
Janet Hatcher Roberts - IDRC, Canada 

09:30-10:30 Small group work 

10:30-10:45 Coffee 

10:45-12:30 Working groups continue 

12:30-14:00 Lunch 

14:00-15:15 Plenary X - 

Presentation of and Feedback on proposal outlines 

15:30-17:00 Conclusion and follow-up 

Pandu Wijeyaratne - IDRC, Canada 
Silvio Gomez - IDRC LARD, Uruguay 
Rosina Wiltshire - IDRC, Canada 
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