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PREFACE

At the end of the Cairo International

Conference on Population

and Development (ICPD), there was much hope that

commitments

by governments to the Programme of Action would be swiftly
transformed

into action. The Cairo Agenda was heralded by women

NGOs as the most important

and progressive international

agenda to secure women's health and rights, and to promote
gender equality.
The challenges of implementing

the ICPD Programme of

Action have been greater than anticipated.
been significant

achievements,

Taking Up the Cairo Challenge presents
and regional efforts,

Although there have

there is still a long way to go.
some of the first

globally, to monitor achievements

obstacles to ICPD implementation

at country

levels,

national

and

two years

after Cairo. The specific focus is on the area of reproductive
health and reproductive
extent these concepts
concretely addressed

rights, with the aim of assessing
have been understood,
in health, population

policies and programmes.
the commitment
researchers

accepted

to what
and

and family planning

Taking Up the Cairo Challenge represents

and competency

of women NGOs and women

in Asia and the Pacific in ensuring the ICPD

implementation.
In mid-1995,
post-Cairo

ARROW carried out a preliminary survey on

changes in Thailand and Indonesia, interviewing 12 to 15

people in each country. This survey was aimed at highlighting
areas and issues to be addressed
thus, provided a conceptual

in the research project and

framework for implementation

wider research. As a result of this preparatory
enthusiastic

responses from countries

eight-country

of the

work and due to

around the region, an

research project on Changes in Population

and Programmes

Post-Cairo

was initiated

Policies

in 1996. The countries

covered included Fiji, China, Indonesia, Malaysia, Pakistan,
Singapore, Thailand and Vietnam. In the implementation
project, ARROW had collaborated

with women's health NGOs,

development

NGOs and women's health and population

researchers.

A consultation

to discuss the findings of this

research project and follow-up activities

at national

organised by ARROW in December 1996. Although
were completed

of the

in 1996, many of the country

underlying barriers to more effective

level was

country

scenarios and

implementation

of the Cairo

Programme of Action, remain the same. The eight country
overview and report of the Regional Consultation
Change contained

in this publication

studies

studies,

on Strategies

for

are, thus, still highly relevant

TH E RESEARCH
Eight country studies
covering FUi,China,
Indonesia, Malaysia,
Pakistan, Singapore,
Thailand and Vietnam,
assess the extent of
governments' action
and commitment
towards the full
implementation of the
ICPD Programme of
Action in the areas of
women's reproductive
health and reproductive
rights.

C HANGES IN P OPULATION P OLICIES
AND P ROGRAMMES :
O VERVIEW OF F INDINGS

1

Rashidah Abdullah
Introductionand
Background
There is still a long way to go
beforetherecommendationsof
theInternationalConferenceon
PopulationandDevelopment
(ICPD) in Cairo 1994 are known,
understoodandactedupon
primarilybygovernment,
internationalagenciesand
donor organisations in Asia
and the Pacific.This was one of
the main conclusions of a
regional research project
ChangesinPopulationPolicies
and Programmes Post-Cairo,
co-ordinated by the AsianPacificResourceandResearch
CentreforWomen(ARROW)in
1996,covering China,Fiji,
Indonesia,Malaysia,Pakistan,
Thailand,Singaporeand
Vietnam.ARROW is a regional,
non-profit,women’sNGO
focussingonwomen’shealth.
The project was initiated in an
effort to understand more
deeply the extent to which the
principles and specific
recommendationsoftheICPD
ProgrammeofAction,
particularly in terms of
reproductive rights and
reproductivehealth,were
understood,acceptedand

concretelyaddressedin
population,familyplanningand
healthpoliciesandprogramme
implementation.Country
research co-ordinators and
their teams carried out indepth interviews with key
government,NGOanddonor
agency personnel in positions
ranging from policy to fieldlevel.Research co-ordinators
weredemographers(Thailand
and Fiji),public health
specialists (China and
Malaysia),women’s studies
academics(Indonesia)and
social scientists (Vietnam,
Singapore and Pakistan),most
of whom were also affiliated to
NGOsconcernedwithCairo
implementation.
This chapter presents an
overviewoftheresearch
processandmethodologyand
a synthesis of the main
findings,the immediate
recommendationsofthe
country researchers and some
overall conclusions.It is based
on the eight country studies
which are presented in this
publication.
The rationale given for the
research was as follows:
It is now known that the
existence of well articulated,
internationally endorsed

the

Author

Rashidah Abdullah is
the Director of the
Asian-Pacific Resource
& Research Centre for
Women(ARROW)
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documents outlining actions
that need to be taken by
governments,international
agenciesandNGOstoadvance
women’s position,are slow to
beratifiedandimplemented.
Suchdocumentsincludethe
NairobiForwardLooking
Strategies (1979),the
Convention on the Elimination
of All Forms of Discrimination
AgainstWomen(Women’s
Convention),and the Platforms
and Programmes ofAction of
the 1992 Rio Earth Summit,
the1993WorldConferenceon
Human Rights and the ICPD
1994.WomenNGOshave
recognised that it is critical
that governments,donor
agenciesandother
international organisations be
monitoredandmadeto
account for their actions to
complywiththesedocuments.
At the end of 1996,
progress appears minimal in
most countries of the AsiaPacific and the world.This was
also the assessment at the
Post-Cairo Workshop at the
NGO Forum in Huairou,from
both plenary presentations and
discussions.Among the
factors involved are:
n The lack of an effective
women’smovement,including
awomen’shealthmovement,
nationally and regionally to
actasawatchdog,tolobby
andadvocate.
n Absenceofconcrete
accountabilitymechanisms,
andthetendencyof
population,healthandfamily
planning organisations to
claim that they have
implemented
4

recommendationsandhave
“changed”substantially
whereaschangeappearsto
havebeenminimal.The
assertion that policies and
programmesarealready
sensitive to women and
thus,there is no need to
change.There is therefore a
need to systematically
assess country situations
and the regional scenario as
part of the monitoring and
accountability process
post-Cairo and to determine
effective strategies to
strengthen this process.

Designand
Methodology
PreliminarySurvey—
PreparatoryWork
ARROWplannedtoconductthe
research using interviews with
key people from the various
sectors involved with ICPD
implementation—government,
NGOs and donors.The use of
interviewswasbelievedtobe
more effective than
questionnaires as points of
viewcouldbeexploredmore
easily and related more
holistically to one another.
In June–July 1995,a
preliminary survey was carried
out in Thailand and Indonesia,
in order to identify more clearly
theareasandconcernswhich
neededtobeaddressedinthe
researchandthepeoplewho
should be interviewed.The
survey was carried out by
Bharati Sadasivam,a summer
intern with ARROW from the
Graduate School of
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International and Public Affairs,
Columbia University,NewYork.
Prior to the survey,the
framework of issues and
questions drawn up was sent
to women’s health activists in
five countries for their input.
These were Indonesia (Ninuk
WidyantoroandAdrina),
Thailand (Dr.Kritaya
Archavanitkul),India (Sundari
RavindranandInduCapoor),
the Philippines (Marilen J.
Dañguilan)andBangladesh
(Nasreen Huq).Based on these
inputs and also in reference to
a“Post-ICPD Survey on
GovernmentAccountability”
initiated in July 1995 by the
HealthandDevelopmentPolicy
Project in the United States,a
draft framework of questions
was developed.Using this
framework,Bharati conducted
twelve interviews in Indonesia
(Jakarta andYogyakarta) and
ten in Thailand; collected and
assessed other relevant
documents and materials; and
produced the very useful report
“Preliminary Survey and
ConceptualFramework”
(Sadasivam 1995).Following
the preliminary survey process,
the framework questions were
thenmodifiedtoincludesome
additional concerns that had
surfaced.

ResearchObjectives
The set of objectives for the
regionalresearchweredefined
as:
n To assess to what extent
the principles and specific
recommendationsofthe
ICPDProgrammeofAction,
particularly in terms of
reproductive rights and

o

o

o

n

o

o

o

n

reproductive
health,havebeen:
understood,“accepted”,
discussed and
commitmentsmade;
concretelyaddressedin
population,healthandfamily
planningpolicyreviewand
reformulation;
concretelyaddressedin
programmeimplementation,
in terms of change in
objectives,servicerange,
service delivery processes,
training and budgets.
To determine the
opportunities and barriers
to facilitating such changes
in various country contexts
such as the:
roles and effectiveness of
women NGOs; the roles of
donors and international
agencies.
political will and interest in
women’s issues in general;
thedemographiccountry
scenario.
status of health needs and
quality of the health care
system in general/the
acceptedindicatorsof
successful population,
healthandfamilyplanning
programmes.
To recommend strategies
and activities at all levels in
order to overcome barriers
and maximise opportunities.

AreasCovered
In addition to areas specified in
the objectives,the following
guideswereprovided:
n Bharati Sadasivam’s
“Framework Questions”(see
Appendix1.2)
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n

A“Women-Centred
ReproductiveHealth
Framework”forprogramme
implementation areas (see
Appendix1.3)

Additional questions/areas
givenwere:
n Has the ICPD Programme of
Action or sections been
translated into local
languagesand
disseminated? If so,who
initiatedandimplemented
this?
n Havenewmechanisms/
linkagesbetweenwomen
NGOsandgovernment
bodiesorotherNGOsbeen
firmly established?
n Howhavekeyconceptsin
the Programme ofAction
(e.g.reproductivehealth,
reproductive rights,gender
equality,male responsibility,
quality of care,etc.) been
understood,acceptedand
operationalised in
programmes?
n Whatcommitmentshave
beenshownbythe
governmenttowomen’s
advancementingeneral
(e.g.ratifying the Women’s
Convention,monitoringthe
ICPDProgrammeofAction,
theBeijingConference)?
n Has a gender analysis of
women’shealthneeds,
includingpopulationand
familyplanning,beendoneby
eithergovernmentorNGO
women’s groups? Is there a
need for this?
n Has a gender analysis of the
populationpolicyandfamily
planningprogrammesbeen
done?
6

n

What was the extent of
nationalmediacoverageon
ICPD and Beijing, especially
onreproductivehealthand
reproductive rights?

AgenciesandPeople
Interviewed
The guidelines suggested indepth interviews with 15–20
keypeopleinthemainhealth,
population,familyplanningand
women’sdevelopmentagencies
such as: Ministry and
Department of Health;
Population Ministry or agency
responsible for policy
formulation,research and/or
servicedelivery;population
research bodies—University
departments,research
institutes,etc.; health NGOs
withacomponentonwomen’s
health,family planning etc.
(education or service delivery);
family planning NGOs,for
example,theFamilyPlanning
Associations and others;
women’s NGOs with an interest
inwomen’shealthand/ora
servicedeliveryprogramme;the
Ministry of Women’s Affairs or
Women’sDevelopment
Department;donorand
International agencies such as
UNFPA,IPPF,USAID and Ford
Foundation.It was also
suggested that interviews
neededtobeconductedwith:
(i) both top policy makers and
programmemanagersinorder
to obtain the“official”view as
well as with middle level officials
involved closer to delivery of
services; (ii) people outside of
the capital city and if possible,
in several locations; (iii) some

Taking Up the Cairo Challenge—Changes in Population Policies and Programmes: Overview of Findings

of the main country delegates
to the Cairo ICPD.

the final list of countries and
peopleinvolved).

Discussion of Draft Paper in
aCountryConsultation

Implementationofthe
Research

After preparation of a first
draft,countries were asked to
discuss the draft with“women
NGOs and other relevant and
sympatheticagencies(about
10–15 people)”,in order to gain
input before preparing a final
draft.

Eight country reports have
beencompleted.Mostfollowed
the framework in terms of
objectives,questions and
methodology,producingreports
ofcountryscenarioswhichhave
commonqualitieswithone
another while also projecting
individualneedsand
circumstances.All used the
interviewmethodologyand
some also sent out
questionnaires.Only a few
countries were able to hold
country consultations due to
funds and time,but those who
did not,were able to circulate
their draft reports for
commentsbykeypeople.

IdentificationofCountry
Researchers
Through friendship and
contacts withARROW’s
informalnetworkofwomen
NGOs and other organisations,
andthroughrecommendations
from this network,ten people
and/or organisations were
identified as being potential
country co-ordinators.
Generally,thepeopleneededto
haveresearchandanalytical
skills; be familiar with
population,demography,family
planningandwomen’shealth;
andbesympathetictowomen’s
health needs and rights.In the
selection of countries,the
geographicaldiversityand
needs of the region were kept in
mind.
The invitation to
participate in the research was
responded to enthusiastically
byallthoseapproached
(exceptBangladesh).
Unfortunately,however,India
and the Philippines dropped out
due to unknown reasons soon
after the beginning, and the
lack of time did not allow for a
replacement(seeTable1.1for

ConsultationtoStrategise
basedontheFindings
All the reports are rich in
information analyses and
insights.In terms of identifying
strategies for action,however,
there are fewer ideas.It was
thus decided that a
consultation be held to
specifically discuss the
implications of the research
andwhatshouldandcould
strategically be done at
nationalregionaland
international levels.The
Regional Consultation on
Strategies for Change:
Implications of ARROW’s PostCairo Research Project,held at
the end of November 1996,
involved the researchers,
nationalwomenNGOsfromthe
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Table 1.1: Final List of Countries and Researchers Involved

Country

8

Researcher/Organisation

Other Researchers

China

Dr. Zheng Xiaoying
Director
Institute of Population Research
Peking University, Beijing

Fiji

Dr. Margaret E. Chung
United Nations
Freelance consultant
Suva

Indonesia

Dr. Saparinah Sadli
Director
Women’s Studies Program
Universitas Indonesia, Jakarta

Ms. Kristi Poerwandari
Ms. Anita Rahman

Malaysia

Dr. Wong Yut Lin
Lecturer
Health Research Development Unit
Faculty of Medicine, University of Malaya
Kuala Lumpur

Ms. Carol Yong

Pakistan

Ms. Hilda Saeed
Co-ordinator, Shirkat Gah
Women’s Resource Centre, Karachi

Ms. Khawar Mumtaz
Ms. Fauzia Rauf

Singapore

Dr. Vivienne Wee
Director
Centre for Environment, Gender and
Development (ENGENDER)

Ms. Tan Kay Hoon
Ms. Charulata Prasada

Thailand

Women’s Health Advocacy Network
Institute for Population and Social
Research, Mahidol University
Buddhamonthan, Salaya

Ms. Varaporn Chamsanit

Vietnam

Prof. Le Thi Nham Tuyet
Director
Research Centre for Gender,
Family & Environment in Development
(CGFED), Hanoi

Dr. Pham Xuan Tieu
Mr. Hoang Ba Thinh
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same countries and other
womenNGOresourcepersons
fromARROW’sProgramme
Advisory Committee (see
Chapter 10 for the report).

Understandingand
Acceptanceofthe
ICPDProgrammeof
Action
Not all researchers directly
reported on the level of
understanding of the various
agenciesandlevelsofpersonnel
on key concepts of the
Programme of Action,such as
reproductive rights,
reproductive health,sexual
health,genderequalityandthe
empowermentofwomen.Some
commented informally that it
was difficult to find out
throughinterviewswhatpeople
understood by these terms.

AwarenessoftheICPDand
ProgrammeofAction
The general finding was that
there was low awareness
amongboththeagencies
concernedandthegeneral
publicregardingtheexistence,
contents and significance of
the ICPD Programme ofAction.
Singapore reports:“There has
been little,if any,information
dissemination about the
content of the ICPD and other
international conventions/
agreements to the general
public.MostNGOsapproached
for this (research) were not
aware of the ICPD”.Similarly in
Thailand, understanding

appearslowasexplainedbyan
official from the Ministry of
Health: “I would say that the
Cairoconferencedoesnothave
muchinfluenceonthe
population situation in
Thailand.Meetingswerecalled
after the conference so that
health officials would
acknowledgetheconference
resolutions.In spite of this,I’d
rather say that the recognition
oftheconferenceamonghealth
officials is limited. It’s true
that summarised copies of the
conferenceresolutionswere
distributed. But it depends on
each official whether he/she will
readthedocument.Idon’t
think our local service providers
knowmuchaboutthe
conference”.In Pakistan,a top
gynaecologist said:“There’s a
lot of talk about the ICPD and
reproductivehealth,butpeople
are not familiar with its overall
concept”.

In some countries,
researchers found that
the lack of awareness
and in-depth
understanding of the
ICPD is due to the fact
that the Programme of
Action is not regarded
as a significant
document by these
governments. Moreover,
it is considered not
relevant as it promotes
Western values or it
does not relate to
current realities of
developing countries.

NationalInfluence/
ImportanceoftheICPD
In some countries,researchers
found that the lack of
awarenessandin-depth
understanding of the ICPD is
due to the fact that the
Programme of Action is not
regarded as a significant
documentbythese
governments.Moreover,it is
considered not relevant as it
promotes Western values or it
does not relate to current
realities of developing
countries.
For Singapore,the
Population Planning Unit of the
Ministry of Health stated in a
letter to the researcher:
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“Singaporegenerallyadopteda
low profile at the ICPD”
explaining that “no signatory
was required for the ICPD
Programme ofAction as the
documentwasonlymeantto
serve as a guide [his emphasis]
for countries to draw up their
ownpopulationprogrammes”.
The Singapore researcher
suggested that one of the
weaknesses of the ICPD is that:
“it may lead to the perception
that a country which has
already met its people’s
primary healthcare needs has
already surpassed the
initiatives outlined in the ICPD
Programme of Action.Also,the
Programme ofAction does not
deal substantially with the
issue of eugenics which is a key
population thrust in
Singapore”.
In Malaysia, some
misconceptionsaboutthe
ProgrammeofActionwere
noted.The researcher reported
that “ . . . one middle
management staff mistakenly
referred to‘free sex’as being
oneoftherecommendationsof
theProgrammeofAction,which
heperceivedwasnot
appropriate to Malaysian
society”.There were also
reservations about
recommendationsonabortion
and adolescent sexuality,which
are“highly controversial and
sensitive”,particularly for our
Muslim communities
(researcher’s words).
Ontherelevanceofthe
ICPDdocument,top
management staff of the
Ministry of Health (MOH)
expressed that“while the Cairo
10

conferencewasgood,itwas
just a booster”.Throughout the
MOH interviews,it was
constantly stressed that
women’s health rather than
maternalhealthhadbeen
focussed on since 1991 and as
“Malaysiaismoreadvanced
than other countries,(we) only
need to iron out some issues”.
One of the largest and more
mainstream but very influential
womenNGOsstated:“Wedon’t
bother about the Cairo
Conference,wegobywhatis
current in the country ...”.
The Malaysian researcher
concludes: “The spirit of the
Cairo ICPD,which is its
emphasis on women’s rights,
sexuality and gender relations,
is not part of the change here
yet”. She attributes this to
Malaysia’s official stand on the
right to adopt the Programme
of Action “within the context of
our social,cultural and religious
framework”(statement by
Malaysia at the Third Session
of the Preparatory Committee,
PopulationandDevelopment
Commission, 1994).
In Thailand, some policymakers remarked that the
most important impact of the
Cairo conference was that it
provoked them to rethink
population/familyplanning
policies.Theexperiencesand
ideasexchangedledthemtoa
holistic perspective towards
the issues.Fiji reported a
“complacency”afterCairodue
to“ageneralviewamong
delegates [Cairo] that the
principalrecommendations
werealreadyimplemented”.
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Pakistan noted that
althoughtherehasbeensome
“excellent analytical features”
inthemediafollowingboth
CairoandBeijingconferences,
the critical articles frequently
contend that the conferences
are“promoting aWestern
mind-set” and that the ICPD
was organised to promote
abortion.The Pakistan
governmenthas,however,
appearedtoacceptabroad
understandingofreproductive
health(includingahuman
rightscomponent)whichwas
put forward in the National
Report to Beijing and has led
to a re-design of family
planningandhealth
programmesforwomen.
In Indonesia, most
governmentofficials“claimed
that Indonesia has already
implemented the issues
outlined in the ICPD Programme
of Action” and that the
country has been carrying out
“moreadvancedprogrammes
relating to family planning and
reproductive health”than
those advocated in Cairo.The
report states that NGOs
interviewedaredisappointedin
thegovernment’slackof
interest in the issues,and
someevenbelievethat“lip
servicetoICPDhasbeengoing
on to equip Indonesia with
somebargainingpowerinthe
international world”.

AcceptanceofKeyConcepts:
ReproductiveRights
Thus far,only the China report
hadindicatednational
acceptanceofthebroad
conceptsofreproductivehealth

as defined by the international
community(whichincludesa
reproductive rights
component).Theresearcher
states that“almost all of the
peopleinterviewedforthe
report think that China must
have reproductive rights with
social responsibilities”.As
compared to the other country
reports,the China report
includedmorementionof
individual rights—an issue
thatmayhavecomeupoftenin
the interviews.1
The issues of
reproductive rights and gender
equality are not mentioned at
all in the government’s
reference to the ICPD in Fiji.The
focus is to continue longstanding policies.
In Thailand, the concept
of reproductive rights was even
less clear than reproductive
health.Policy-makers believed
that there was no serious
problem of reproductive rights
violations compared to that of
developed countries.Thus
presumably,reproductive rights
is not an issue for government
organisations,althoughwomen
NGOshaveadeeper
understanding of this concept.
TheVietnam report does
not discuss the acceptability
of the term“reproductive
rights”conceptually.However,
women’s right to reproduction
and to reproductive health is
reportedtobearecognised
part of the MOH’s programme
objectives.
All government officials
interviewedinIndonesia“agreed
that individual rights must be
matched with individual duty to

. . . only the China
report had indicated
national acceptance of
the broad concepts of
reproductive health as
defined by the
international community
(which includes a
reproductive rights
component).
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The ICPD document
should not be
recontextualised into a
nations culture and
values, as this would
only limit womens
reproductive rights and
needs, and lead to
discrimination.
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thecommunity”.Oneofficial
believed only families (i.e.
married persons) had a right to
reproductive health services.
The researcher pointed out
that this would exclude all
unmarriedcouplesand
homosexualcouples.NGOsand
researchers interviewed in
Indonesia,however,also
stressed that the essence of
the ICPD is to respect
individual rights and needs of
all individuals,and it is
important for the government
to give priority to these rights.
TheICPDdocumentshouldnot
be recontextualised into a
nation’s culture and values,as
this would only limit women’s
reproductive rights and needs,
and lead to discrimination.
The Ministry of Health in
Malaysiarecognised
reproductive rights in terms of
women’s right to sexuality and
decision-makingonchildspacing, but this right is not
seen as applying to unmarried
women.Oneofficialfroma
health NGO explained that the
term“reproductive rights”in
Malaysia is interpreted as
recommendingabortion,free
sexandhomosexualityand
therefore,“reproductive health”
is the preferred term.

PopulationPolicy
Changes
None of the countries reported
any changes in actual national
policy statements on
populationasanoutcomeof
Cairo.The goals,assumptions
and principles of population

policy are the same.In China,
Fiji,Indonesia,Pakistan,
Philippines,Thailand,Vietnam,
the policies remain antenatalist,aiming at reducing
populationgrowth,whereas
Singapore has a pro-natalist
policy.At the time of the
research,Malaysia’s population
policy statment remained
ambiguous.2
Populationpoliciesremain
demographic-centredand
target-oriented in terms of
quantified goals,and have not
shown any shift towards more
people-centreddevelopment.In
fact, the success of Indonesia
andThailandinachievingthe
goals of their population
policies,as rated by the
international population
agencies,is reported to have
madethesecountrieseven
more sure that they are on the
right track.
Somecountry
researchers(Chinaand
Vietnam) stated that
population size and growth is
such a serious problem for their
countries that there is no way
that their population policies
canchange.TheThairesearch
group noted that the Thai
populationpolicyhasbeenwell
acceptedbythepeoplewho
also aspire to smaller families.
It has contributed to improving
mothers’and children’s health
as well.For Pakistan,which is
the least “successful” of the
countries studied in achieving
its population policy goals,the
researchers felt that women’s
healthandliveshavebeen
negatively impacted by this
failure to reduce fertility rates.
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Policy statements take a
longtimetochange,especially
if they are tied to national
developmentplans.The
Pakistan researcher comments
that although Pakistan’s
Eighth Five-Year Plan (1993–
1998)“hasnowbeenmodified
in light of the ICPD in order to
ensure a reproductive health
focus”,however,“in the Plan
itself,despite these
refreshingly new strategies,the
overallobjectivesremain
disappointingly targetoriented”.
It also appears as though
there is not yet any new
thinking reflected in policy
statements regarding the
dynamics of fertility decline
and the link to women’s
position.Researcher Dr.Chung
(Fiji) notes:“Throughout,the
assumption has been that
fertility rates in Fiji reflect the
state of the family planning
programme,not that fertility is
respondingtoeconomicand
other institutional changes”.

FamilyPlanning
Programmes
Concept
Themostwidespreadchange
reported was a shift
conceptuallytoexpandfamily
planningfrompromotionof
contraceptiveusetoaconcern
with reproductive health.Broad
changes along this line were
reported in Pakistan,Malaysia,
China,Thailand,Fiji and
Vietnam,whileSingaporedid
not comment on this.Countries
like Malaysia and Thailand said

this shift was not an outcome
of the Cairo process,but had
changedaccordingtothe
health needs of the country,
and was part of the
developmentoftheirmaternal
andchildhealthcare(MCH)and
family planning services.
Indonesia, on the other
hand,reported that“the
governmentclaimedtohave
beencommittedtowomen’s
reproductive health since the
verybeginning,whichwas
manifested in the existence of
various programmes such as
family planning (since the
l970s), and the safe
motherhoodprogramme(since
1988) . . .”.
Themeaningof
“reproductive health”was not
clear in a number of countries
(e.g.Thailand and Malaysia),
and this,as explained,was due
to the newness of the term.
China’s report stated that
“Chinaagreeswiththeconcept
of reproductive health”put
forward by the international
society (the WHO definition).
Whether or not this broadened
concept was translated into
neworamendedprogramme
objectives and principles to
provideanexpandedconceptual
frameworkforprogramme
implementationwasnot
reported.In Indonesia,
reproductivehealthhasbeen
translated by the government
as reproductive welfare with an
emphasis on the family and
materialimprovement.

Population policies
remain demographiccentred and targetoriented in terms of
quantified goals, and
have not shown any shift
towards more peoplecentred development. In
fact, the success of
Indonesia and Thailand
in achieving the goals of
their population
policies, as rated by the
international population
agencies, is reported to
have made these
countries even more
sure that they are on the
right track.
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StructureandDesignof
Programmes

The most widespread
change reported was a
shift conceptually to
expand family planning
from promotion of
contraceptive use to a
concern with
reproductive health.

Four countries described
changesinprogramme
structure as related to Cairo.
InThailand,the Department of
Health has proposed a
restructuring to reflect a more
holistic perspective by
integrating family planning and
reproductivehealth
programmesaspreventive
health within a life-cycle
approach—infantsand
mothers; students and youth;
workingagedpeopleandelderly
people.Malaysia’s Ministry of
Health has renamed its
Maternal and Child Health
ProgrammetoReproductive
Health. Similarly, in Fiji, the
FamilyPlanningProgrammein
the Ministry of Health has been
renamedastheReproductive
Health Programme.In Pakistan,
theprogrammedesignhasbeen
modified to focus on
reproductive health with
implementationguidelinesbeing
developed.Morestringent
monitoringandevaluation
mechanisms are also intended.

ProgrammeImplementation
Whenhealth,populationand
familyplanningpersonnelwere
askedwhatconcretechanges
had taken place,their
responses were directed to or
fell into the following
categories:
n range of services
n women-centred lifestyle
needs
n improvementof
contraceptiverange
n quality of care of family
planningservices
14

n
n

incentives/coercion
men’s responsibility

Range of Services: Overall,
either before or after Cairo,a
numberofcountrieshavebegun
to expand their services to
covermorereproductivehealth
concerns.The Pakistan
government,was at the time of
the research,planning to
implement a full range of
comprehensivereproductive
health services,including
treatment for sexually
transmitted diseases (STDs)
and reproductive tract
infections (RTIs).
In Malaysia, the Ministry
of Health’s reproductive health
programmehadbegunpriorto
Cairotoprovidereproductive
cancerscreeningand
menopausalcounsellingfor
women.HIV/AIDSeducation
and screening facilities have
increased,and there is a plan
to prioritise family planning
services for high-risk mothers
and the rural population.
Support services for battered
womenaretobeprovidedinall
district hospitals throughout
the country with the
establishment of one-stop
centres.The National
PopulationandFamily
Development Board’s priorities
includeHIV/AIDSeducationand
safemotherhood.
In Fiji,a research centre
onreproductivehealth
established at the Fiji School
of Medicine aims to improve the
delivery of reproductive health,
familyplanningandsexual
health services.More emphasis
has also been given to the
preventionofcervicalcancer.
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The Ministry of Health in
Vietnam is stepping up its
maternal health services and
reproductivehealtheducation
programmeforwomen.Some
NGOsinIndonesiacommented
that the government“only sees
the issues of reproductive
health,especially abortion,
from one side,that is [from a]
moralistic [perspective]”.
Issues such as sexual abuse
and marital rape are not being
identified as reproductive
healthconcerns.
From the Indonesian
report,there appears to be no
expressed attention given to
the high maternal mortality
rate,which the researchers
say,is also linked to unsafe
abortion.Programmepersonnel
do not discuss safe abortion
services as abortion is still
regarded as illegal.
Access to services—age,
marital status and location:
l
Adolescents
TheProgrammeofAction
states that health eludes
manyadolescents,becauseof
their lack of information and
access to relevant services
(ICPDProgrammeofAction,
page 44).Therefore,innovative
programmesmustbedeveloped
to make information,
counselling,and services for
reproductivehealthaccessible
to adolescents.It is suggested
that these programmes reach
adolescents through school
andotherplaceswherethey
congregate(ICPDProgramme
of Action, page 45).
In Malaysia, the topic of
adolescent sexuality was said

to be a controversial issue.
Nevertheless,it is felt that the
ICPD “legitimised” the
necessity for the education of
adolescentsonreproductive
health. Recent activities
includedevelopingschool
curriculaonreproductive
health,sinceeducationon
adolescent sexuality is still
very weak.The MOH plans to
introduceadolescenthealth
care into its reproductive
health programme,but will refer
to it under a different name.
The topic of adolescent
sexuality is also a sensitive
issue in Thailand and services
have not yet been firmly
established. While sex
education is regarded as a
preventive measure against
unsafe sex, open discussion
about sex is not a common
practice in Thai society and
thus makes it difficult to
organise sex education for
youngpeople.Aswomen’spremarital sex experiences are
often disapproved of inThai
society,contraceptives for
adolescent females (i.e.young
women)areregardedas
inappropriateandunnecessary
eventhoughmen’spre-marital
sexual activity is an accepted
norm. Clinics for adolescent
counselling often lack
continuity and die out because
of lack of support.
Similarly,in Vietnam,the
issue of sex education for
youth is still not resolved.Sex
education is not officially
included in the school
curriculum.Nevertheless,some
NGOs are working on the issue.
For example,the Research
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Centre for Gender,Family and
EnvironmentinDevelopment
has focussed its attention on
research concerns related to
the reproductive health of
adolescent girls.
In China,there is
increased attention by
researchers to issues of
adolescentreproductivehealth.
Sex education for adolescents
is quite extensive and has
played an important role in the
overalldevelopmentofyoung
people.To increase the
awareness of adolescents,
populationandsexeducation
courseshavebeencarriedout
in recent years for primary
schoolandmiddleschool
children.A telephone hotline on
pubertyeducationhasbeen
openedinmanyprovinces,
providing counselling to
adolescents on sex education.
In Fiji,the post-Cairo family
planningprogrammeisreported
tobeplacinganincreased
emphasisoneducationto
preventteenagepregnancies.
OlderWomen
OnlyThailandandMalaysia
make any references in current
governmentprogrammestothe
availability of special services
forolderwomen.
l

OtherWomen
The Thai report points out that
besidesunmarriedwomen,the
reproductivehealthneedsof
migrant women,sex workers,
andwomeninremoterural
areashavebeenneglected.In
the future,Thailand and
Malaysia’s health programmes
intend to reach out more to
womeninremoteareas.
l
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Quality of care: This is a
reportedareaofincreased
programmefocusinanumber
of countries such as Pakistan,
ChinaandVietnam.Measures
that were reported to improve
quality include the following:
n Extending the range of
contraceptivesavailable
(China);
n Improving information/
educationandcounselling
for women so that they can
make“aninformedchoice”
oncontraceptivesused
(China);
n Improvingandextending
training programmes for
service providers (Vietnam,
China);
n Improving continuation rates
of contraceptive users
(Malaysia);
n Ensuring women are not
“coerced”intoabortionor
contraceptiveuse(China);
n Reducing abortion rates for
womenforwhomtoomany
abortions is a health risk
(Vietnam).
However,some researchers
noted practices after Cairo
whichwereofconcernfroma
women-centredqualityofcare
perspective,such as:
n The introduction of Norplant
injectables in the Fiji
programme3;
n Thelackofanyfeedback
from women clients on their
needs and their satisfaction
with services.Quality seen in
terms of supply rather than
demand (Malaysia,Fiji);
n Onlyusingcontraceptive
prevalence surveys to
evaluatequalityachievement
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of contraceptive services,
withoutconsideringwomen’s
perspectives (Thailand).
Incentives/Coercion:TheChina
report emphasised that efforts
hadbeenongoingsince1992to
stopcoercingpeopletouse
contraceptives,instead,to
promotetheconceptof
voluntarism and to prohibit the
use of incentives.Although not
stated in the report,perhaps
the Cairo process appears to
have strengthened this trend.
Vietnam reports that since the
Cairoconferenceprocess,
emphasishasbeenon
eliminatingcoercionin
contraceptivepractice.
Sexual Health/Sexuality: These
terms are rarely used in the
researchers’reports.There
were also no reports of specific
services being provided in this
area,apart from sex education
for adolescents.
Men’s responsibility: Few
concretechangeswere
reported in this area.In
Pakistan,it is reported that
“the male component is still
missing”from the newly
expandedreproductivehealth
programmealthoughthree
vasectomycentreshavebeen
established and STD services
for males will be provided.
Similarly in Fiji,vasectomy
serviceshavebeenmademore
accessible to men through
mediapromotionandclinicbased rather than hospital
services.Thailand reported no
programmechangeinthisarea,
although the researchers

comment that “to most
population/familyplanning
policy-makers interviewed,...
thelowlevelofmaleinvolvement
incontraceptivepractice
seems to be the only gender
concern”.TheChinaresearcher
saysincreasedcondom
promotionhasledtocondom
use rates going up.In lndonesia,
officials interviewed explained
that the targets of family
planning services were fertile
couplesbutaswomenwere
considered“moreresponsive
and responsible,the
programme is directed more at
women”.
In Malaysia, top
management staff of the
governmentPopulationBoard
talkedabout“male-friendly”
clinics whereas their staff at
field level“revealed the realities
that male responsibility is
simply non-existent. Although
invited, men often do not
attend most of the
programmes.Men will not use
anyfamilyplanningmethod,
and in some instances,they
also do not allow their wives to
practicecontraception”.The
non-governmentfamilyplanning
programmesplantointroduce
some changes such as the use
of male recruiters and
volunteers to talk to potential
male clients and the availability
of general medical services for
men.Some of the FPA
programmepersonnelwere
awareoftheneed“tohelpmen
recognise their responsibility
over their sexual behaviour,
which affects the reproductive
health of their wives”.
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ProgrammeManagement

Some researchers
reported that the term
gender analysis (and
presumably any gender
terms) were not
understood . . ..
No gender analysis of
programmes had been
done. In fact, there
appears to have been
little general
programme evaluation.
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Training/Gender-sensitisation:
The increased emphasis on
service provider training was
reported in this paper under
the section on quality of care.
OnlyPakistanmentionedan
established training programme
for health officials and
providers in gender
perspectives,whichhasbeen
ongoing since 1994 and wellreceived.Activities have also
beguntointegratenew
conceptsofreproductivehealth
andgenderintothemedical
school curriculum.
Gender Analysis of Family
Planning and Health
Programmes: Some
researchers reported that the
term“gender analysis”(and
presumablyanygenderterms)
were not understood (Pakistan,
Indonesia,Malaysia).Nogender
analysis of programmes had
been done.In fact,there
appears to have been little
generalprogramme
evaluation—“ [T]here is still no
evaluationofourprogrammes
at government level,neither
positive or negative”(Pakistan,
NGOinterviewee).InIndonesia,
some NGOs and researchers
stated that“efforts to include
gender aspects in the issues of
familyplanningand
reproduction are invisible”and
the focus is still on the role of
womenandfamilywelfare
rather than gender and
individuals.

Participation of Women Clients
and Community in Decisionmaking and Evaluation: No new
initiatives were reported in this
area.The Fiji researcher
commentedontherecent
(post-Cairo) pilot programme
of the Ministry of Health to
introduce Norplant:“No prior
research into Norplant was
conducted,norarewomen
NGOs involved in the
implementation or evaluation of
this programme”.For Thailand,
womenhavenotyetbeen
consulted on their needs and
problemsascontraceptive
users.
Budget: Only four countries
reportedonbudgetary
allocations.China’s report
stated that government
expenditureonfamilyplanning
had gone up since 1994. But “in
spite of the increase of
financial input in family planning
every year,the actual needs
can hardly be satisfied.The
problemsofinadequate
training,insufficient equipment,
limited funds still remain
unsolved in some rural
areas ...”.Vietnam’s national
budgethasalsogoneup
significantly in 1994 and 1995.
Fiji reports that“despite the
importance ascribed to these
developmentsinreproductive
healthandpopulationplanning,
allocationofgovernment
resources to these areas and
to social services generally has
declined in recent years”.In
Pakistan,budgetary allocation
for health is still only one per
cent,compared to the 28 per
centspentondefence(preCairo figures).
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BarrierstoChange
ConceptualClarity
Inadequate
Reproductive health: In most
countries,population and
familyplanningpersonnelare
now thinking in terms of the
needtoprovidereproductive
health services rather than
just family planning or
maternal and child health.
Reproductive health,however,is
narrowlyandpoorlyunderstood
bygovernmentprogrammes
which tend to use a more biomedical point of view rather
than a socio-cultural dimension
(Thailand, Malaysia and
Pakistan).In Indonesia,this
narrow perspective does not
include a rights or gender
dimension and is regarded as
nothing new as officials feel it
is already included.
Reproductive Rights/Sexuality:
The reproductive rights aspect
of reproductive health was only
mentionedbyChina.Some
countries (e.g.Malaysia,
Thailand and Pakistan) are wary
of using the reproductive rights
concept on its own and prefer
the term reproductive health.
Conceptual clarity (as
stated in the ICPD Programme
ofAction) on both reproductive
health and reproductive rights
is a problem as is acceptance
oftherelevanceand
importanceofreproductive
rights (Malaysia and Thailand).
In these countries,reproductive
rights is only acceptable by the
mainstream for married
couples.The concepts of

sexuality and sexual health
werenotmentionedbysome
countries (Malaysia and
Thailand).
Gender Awareness/Sensitivity:
Understanding of the concepts
ofgenderequalityandgender
analysis was low among top
governmenthealth
management.Discriminationof
womeninthedecision-making
positions in the Ministry of
Health was not thought to be a
problem(Malaysia).
Gender equity rather
than gender equality is the
preferredconceptby
governmentorganisationsand
largewomenNGOsinMalaysia.
Women’s status in Singapore
and Malaysia is evaluated by
conventionalsocioeconomic
indicators.
Indonesia reports that
NG0 perception on the terms
genderandempowermentis
that they are used“without
themknowingthereal
meaning”.Theconceptof
empowermentisregardedas
too feminist and westernoriented.Somegovernment
officials believe that Indonesia
hasgonebeyondtheICPDand
alreadyhasclearprogrammes
forwomensuchasincomegeneratingprogrammeswhich
aim to empower cadres for
Village Family Planning services.
Assumptions about Fertility
Decline and Population and
Development Issues: The
current thinking has not yet
changed on the role of family
planningprogrammesand
contraceptiveusageinlowering

Conceptual clarity (as
stated in the ICPD
Programme of Action)
on both reproductive
health and reproductive
rights is a problem as is
acceptance of the
relevance and
importance of
reproductive rights . . .
reproductive rights is
only acceptable by the
mainstream for married
couples.
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The current thinking has
not yet changed on the
role of family planning
programmes and
contraceptive usage in
lowering fertility rates.
There was no mention in
country reports of the
awareness of officials
on the link between
womens position and
gender equality, and
contraceptive usage.

fertility rates.There was no
mention in country reports of
the awareness of officials on
thelinkbetweenwomen’s
position and gender equality,
andcontraceptiveusage.
Beliefs on the need for a
reasonably sized population to
providenationallabourremain
prevalent (Singapore).4
Whereas in countries with large
populations,the“government
has decided that the current
populationpolicycouldnotbe
changed”(China)andthefocus
wil beon“howtoenhancethe
quality of reproductive health
services”.
Medical science and social
sciences:Thegapbetween
these two disciplines in terms
of their thinking on reproductive
healthneedstobereducedas
biases exist which hinder
collaboration(China).Theneed
for a closer relationship is
related to the promotion of a
more holistic and broader
understandingofwomen’s
healthandreproductivehealth.

WeaknessesoftheICPD
ProgrammeofActionPostCairoProcesses
Lack of Dissemination/
Discussion: Nearly all
countries reported low
awareness about the specifics
of the ICPD and its Programme
of Action,particularly outside
the national capital and at
operationalservicedelivery
levels.
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The national sovereignty
principle: The national
sovereignty principle of the
Programme of Action states
that: “The implementation of
therecommendations
containedin the ICPD
Programme of Action is the
sovereign right of each country,
consistent with national laws
and development priorities,with
full respect for the various
religious and ethical values and
cultural background of its
people,and in conformity with
universally recognised
international human rights”
(Chapter II,ICPD Programme of
Action).
This national right was
mentionedbytoppolicymakers
in Indonesia (Bharati’s report)
duringinterviews andhas been
discussed by the Indonesian
government in post-Cairo
seminars.The Indonesian
report explains that NGOs
contend that Chapter II of the
ICPD Programme ofAction has
been used to “ . . . justify any
policies taken”,even though the
policies contradict the spirit of
the ICPD.In Malaysia,in preCairomeetings,thegovernment
has also referred to this ICPD
principleofimplementingthe
ICPD “within the context of our
social,cultural and religious
framework”(Malaysia).None of
the countries had reported on
the extent of understanding of
the human rights aspect of the
principle.
Accountability and Monitoring
Mechanisms: Lack of any
official accountability and
monitoring process and
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structures to ensure
compliancewithICPDprinciples
andrecommendationsbyboth
governmentanddonorswas
recognised as a barrier in the
Fiji and Singapore reports.
Donors like UNFPA,when
interviewed,commentedthat
they only play a small role in
countries (such as Malaysia
andThailand)whichreceive
little funding and moreover,it is
thegovernmentwhodecideson
ICPDimplementation.The
absence of a National Plan as a
follow-up to the ICPD (as
recommendedbythe
ProgrammeofAction)hindered
accountabilityandmonitoring.
Some countries were in the
processofdevelopingsucha
plan (Malaysia), but by mid1996,nonehadbeen
completed.

WeakInfluenceofWomen
NGOs
No country reported that
women’sNGOshadbeen
involvedindevelopingthe
National Plan post-Cairo.
Existing committees such as
the National Population and
Family Planning Committee in
Thailand,whichwould
presumably play the key role in
providing inputs,had no
women’sorganisation
representatives—either
governmentornon-government.
Lackofwomen’sorganisation
representation in population
andfamilyplanningpoliciesand
programmesbeganbeforethe
ICPD.Researchers in Singapore,
Thailand and Malaysia reported
thattherewerenowomen’s

organisations in the official
delegation to Cairo.Therefore,
without representation,women
NGOs have no official means of
voicing their post-ICPD
concerns or opportunity of
working together to bring about
change.
Specific related problems
reported in country scenarios
were:
n Few (Pakistan,Vietnam and
China)ornowomenNGOs
(Singapore,Malaysia,Fiji,
ThailandandIndonesia)
working mainly in the area of
women’shealth,including
populationandreproductive
rights,in either advocacy
work or service provision;
n A political climate which
doesnotencourage
substantial NGO
participation in deciding on
policiesandprogrammes
(Singapore,Malaysia,
Indonesia and Pakistan).
The Singapore report states:
“The ICPD also relies on NGOs
and International Agencies to
effect change,assuming a
democraticframeworkalready
exists.This may not be possible
in countries with highly
centralisedgovernmentswhich
frowns upon NGO activities
thatadvocatechangeunless
suchchangesaremade
throughgovernmentchannels”.
In the Malaysia and
Pakistan reports,the effect of
restrictive laws on NGOs is
recognised as a barrier to
strengthening their influence.
The Internal Security Act and
Official Secrets Act of
MalaysialeadtoNGO

No country reported that
womens NGOs had been
involved in developing
the National Plan postCairo. Existing
committees such as the
National Population and
Family Planning
Committee in Thailand,
which would presumably
play the key role in
providing inputs, had no
womens organisation
representativeseither
government or nongovernment.
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“restrictions and fear”and in
Pakistan,NGOs are worried
aboutanewlawproposedto
“regulate”NGOs.
Bharati reports that the
“strongly authoritarian culture”
of Indonesia is a restraint for
NGO activity in terms of
organising,freedom of
assembly and criticising the
government.In addition,NGOs
believethat“openadvocacyof
rights can lead to a cut in aid”
as was done by Suharto in
1992 in relation to Dutch aid
for NGO human rights work.
The Indonesian report stated
that government officials
interviewed said that“some
NGOs have a bossy attitude
andseemedtobetoo
aggressive for the Indonesian
context”.The government was
seen as having the authority
and being responsible for its
own programmes.Bharati
reported that the more critical
womenNGOswerenotinvited
to discussion with the
government.Accordingtothe
Malaysia country report,
limitedNGOdevelopmentin
Malaysia has generally meant a
lack of a grassroots base of
constituents,which would add
tothepowerofwomenNGOs.
The lack of involvement in postCairo activities by the Division
of Women’s Affairs
(government) in Malaysia was
another barrier.
The China report also
comments on the lack of
advocacyeffortsbywomen
NGOs in relation to the ICPD.
Thailand gives insight into
other underlying reasons for
womenNGOs’limited
22

involvementinhealthand
population issues.These
include:
n Theviewthat“women’s
health problems are not very
outstanding in Thailand”;
n The “lack of technical
knowledgeandexpertise
necessary for dealing with
such issues as population,
familyplanningand
reproductivehealth”;
n The fact that “because
family planning services have
always been in the hands of
thegovernment,women
NGOsrarelyhavean
opportunity to get their
hands on the issues”.
In Pakistan and some other
countries in the region
(Philippines,India and
Bangladesh),NGO influence is
knowntohavebeenstronger.5
Based on current information
from these research reports,
governments are not yet
working in“true”partnership
withwomenNGOs.6
OneresearcherinIndonesia
suggestedthatwomenNGOs
neededtobemoreeffectivein
advocacybyprovidingmore
extensive empirical data rather
than focussing on incidental
cases.There were no reports on
whether or not NGOs
themselves,eitherwomen
NGOsorNGOsconcernedwith
health,populationandfamily
planning,areworkingwell
together post-Cairo.Some
FPAs and other NGOs
interviewed (Malaysia,Thailand
andSingapore)explainedtheir
role as“supportive”of
government’s policies.TheThai
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report in summary interviews
with the four influential family
planning NGOs in Thailand,
says; “they make it a rule to
avoiddirectandradical
criticism against the
government’spolicy”.
In the words of two Thai
NGO representatives
interviewed:
n “Wearepleasedwithour
currently co-operative role
withthegovernment.Wedo
not try to criticise or act as
an inspector of
government’spolicyand
programmes”;
n “We will not do anything that
wouldopposethe
government ...we and the
governmentmaywalkon
different paths considering
our strategy but our goal is
thesame”.
In the Malaysia report,the top
managementoftheFederation
of Family Planning
Associations,Malaysia
(FFPAM) took a similar stand.
They explained that FFPAM will
not provide any direct services
pertaining to safe abortion and
adolescentsexualitybecause
these were not endorsed in the
National Policy.

Belief that Health and
FamilyPlanningProgrammes
areCompletely“OnTrack”
with ICPD
Reports from China,Fiji,
Indonesia,Malaysia,Singapore,
and Thailand stated that both
governmentandgeneralNGOs
(excludingwomenNGOs)
believedthattheywerealready

conforming to the principles of
ICPD and some felt they were
evenaheadoftheProgramme
ofActionrecommendationsin
terms of providing access to
health care.Thus,in Singapore,
governmentpopulation
programmerepresentatives
claimedthatprogrammeswere
based on the principle of
“informedchoice”.Chinaand
Malaysiahealthandpopulation
officials similarly believed that
their reproductive health
programmeswerecompletelyon
track.Indonesia claims that
theyhavebeenontrack“since
the 1970s!”
This assessment could be
related to:
n Lackofconvincingfeedback
and data to show the areas
needingimprovementin
women’shealth,family
planningandwomen’s
status;
n Use of narrow,more biomedical indicators to
assess the success and
quality of programmes; lack
of use of gender-sensitive
andwomen-centred
indicators and qualitative
research findings;
n Donors and other
international agencies
(UNFPA,WHO etc.) continue
to use indicators of
programmesuccessand
achievementwhicharenot
gender-sensitive/womencentred;
n Lack of conceptual clarity on
the terms of reproductive
health,reproductive rights,
empowermentofwomen,
men’s responsibilities etc.
andhowtheseconceptscan
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be fully operationalised into
programmes.
(Note: Above assessment is not
from the country reports but are
the writer’s comments.)

Some researchers did,however,
commentonthelackof
nationaldataonviolence
againstwomen(Thailandand
Singapore).They also
mentioned the difficulties of
presentingaconvincingcase
for the need to focus on
women’s health rather than
just family planning or narrow
reproductivehealth;andin
tackling controversial issues
such as abortion (Thailand).

InsufficientKnowledgeand
Skills on the“How To”
AspectsofICPD
Implementation
Advocacy:InThailand,
researcherscommentedonthe
difficultiesfacedbywomen
NGOsinadvocacyworkinbeing
abletopresentconvincingdata
onwomen’sneeds.Singapore
saw the need to present
different arguments and an
analysis of the eugenics and
labourmarketperspective
behindSingapore’spopulation
policy.The report also
commentedontheneedfor
increased discussion and
advocacyonwomen’srolesand
public discrimination. The
Malaysianreportcommented
that service providers (NGOs)
wantedmoreoperational
guidelinesonhowtoimplement
certain aspects of ICPD.

Insufficient Financial
Resources
This was given as a barrier by
Pakistan,particularly for NGOs
whowantedtoexpandtheir
innovative work.A Malaysian
FPA gave a similar comment.

Discriminationand
DiscriminatoryLaws
Pakistan assessed that the
existence of discriminatory
laws since 1979 related to
women(suchastheHudood
Law within the Syar’ia—the
Islamic law) has“added to
women’s traditionally
subservient status”.On top of
this,a complacent judiciary
and legislative have not
enforcedotherlawswhichare
fairer to women.In addition,
consistently low literacy rates
forwomen(21percentof
women),malnutrition,anaemia
and high morbidity are barriers
themselves and are related to
both discrimination and
poverty.Other reports also
mention discrimination such as
lowparticipationofwomenin
the work force (Fiji),unbalanced
domesticworkandchildcare
(Singapore) and different moral
valuesforwomenandmen
(Thailand).

PovertyandDevelopment
Model
Pakistan states“steeply rising
inflation”as a big problem
which threatens the budget of
the social sector.

Political Will
Lack of a strong political will
and interest in women’s health,
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women’s rights etc.,is seen as
a barrier in lndonesia,
Singapore,Thailand and Fiji.In
Pakistan,however,political
commitment under Benazir was
good and this was seen as one
ofthemainadvantages.

Opportunitiesfor
Change
Most reports did not have a
separate section assessing the
scenario at country level and
determining which factors
could most likely be utilised to
work more effectively towards
change.Generally,these
factors were the immediate
basis for developing strategies.
Therefore,this section
attempts to pull together what
the writer sees as
opportunities for change
contained in the country
reports and poses questions
which are hopefully useful for
strategydevelopment.

New Initiatives in
ReproductiveHealth
Programmes
Nearly every country reported
onnewreproductivehealth
activities in government and
NGOhealthandfamilyplanning
programmesextendingfrom
macrochangesofnew
programmeobjectivesalong
with reformed organisation
structures,to new ways of
carrying out activities and
creating research centres or
training programmes.The Ford
Foundationappearstobea
very progressive and innovative

donor in the region as it also
has influential country offices.
Some pertinent
questions regarding these
issues are:
n Whatparthavewomen
NGOsbeenplayingin
designing,advising,
monitoring,supporting or
evaluatingthesenew
efforts?
n ArewomenNGOsequipped
to carry out some of the
above roles and activities?
n HowcantheFord
Foundation’srolebe
capitalisedon?

DonorsInfluenceonNational
PopulationandReproductive
HealthAgendas
Countries such as Fiji,China,
Vietnam,Pakistan,and the
Philippinesaredependenton
donor funds for population and
reproductive health activities.7
Other UN Agencies like UNFPA,
WHO,UNICEF and theWorld
Bank also play important roles.
Some researchers such as
Chung (Fiji) have said that it is
donors that determine the
nationalagendaonpopulation
andreproductivehealth.
Some pertinent
questions regarding this issue
are:
n Are NGOs influencing donor
agendas,monitoring
accountability,working in
partnership etc.?
n Havedonors“madethe
move”orhavewomenNGOs
initiated activities?

Nearly every country
reported on new
reproductive health
activities in government
and NGO health and
family planning
programmes extending
from macro changes of
new programme
objectives along with
reformed organisation
structures, to new ways
of carrying out activities
and creating research
centres or training
programmes.
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TheBeijingConference
Impetus

Countries which are
struggling with
problems of poverty,
development and
population and in which
family planning
programmes have been
unsuccessful . . . may be
more open to new
programme approaches
which integrate womens
empowerment and
individual rights.

Pakistan’s National Report
prepared for Beijing provided
the opportunity for a very
comprehensiveanalysisand
documentationofwomen’s
healthandreproductivehealth
problems,human rights,
women’spositionand
strategies required.Presumably
majorinputfromwomenNGOs
was involved but the process
was not described in the
report.If national plans such
as Pakistan’s are similarly
comprehensiveandinclude
womenNGOs’viewpoint,then
encouragingtheir
implementationandmonitoring
their progress in other
countries will greatly support
the implementation of the ICPD
ProgrammeofAction.
Some pertinent
questions regarding this issue
are:
n Towhatextenthavewomen
NGOs in other countries
linked their ICPD efforts to
pre- and post-Beijing and
with what success?8
n Have National Plans on
women’shealthincluding
reproductivehealthand
rights been formulated with
NGOinput?

PovertyandDevelopment
Issues
Countries which are struggling
with problems of poverty,
developmentandpopulation
andinwhichfamilyplanning
programmeshavebeen
unsuccessful (in maintaining a
sustainable population size,for
26

example,Pakistan in our
research),maybemoreopento
newprogrammeapproaches
whichintegratewomen’s
empowermentandindividual
rights.

NGOEffectiveness
Strengthened,Post-Cairoand
Beijing
Pakistan reported a
strengtheningofwomenNGOs’
capacity,“clearer goals”,and
more co-ordination across the
country.Also,a new
ReproductiveHealthNetwork
hasbeenformedwhichincludes
NGOs.Afew governments
(Pakistan,Indonesia) have
consultedwomenNGOspostCairo,but only on an ad hoc
basis.
One pertinent question
regarding this issue is:
n Is this the situation in other
countries? Has capacity
alsogrown?

MechanismstoMonitor
CoerciveFamilyPlanning
Activities
The China FPA (1.1 million local
members)hasbeenableto
interviewwomenand
householdsandhasbeen
reporting on any violation of
principles of the Provisional
Regulation of Family Planning
DemocraticParticipationand
DemographicSupervision(June
1995). Other aspects of the
programme are to be similarly
monitored by obtaining client
feedback.
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UseoftheWomen’s
ConventiontoEncourage
ImplementationoftheICPD
Only three country reports have
mentionedtheWomen’s
Convention as a positive factor
potentially—Singapore,
Pakistan,Fiji,but with
skepticism as to what part the
Conventioncouldplayin
encouragingICPD
implementationespeciallysince
a number of reservations have
beenmadeonequalityclauses,
especially in Muslim majority
countries.TheWomen’s
Convention is an opportunity
not yet firmly placed and
utilised in national and regional
women,healthandpopulation
agendas.

Advocacy
n

n

n

TheMoreOpenAttitudesof
GrassrootsServiceProviders
Grassroots service providers
are more progressive.Indonesia,
Malaysia, Thailand noted the
more open attitudes of family
planningserviceproviderswho
are in contact with the local
people,comparedtopolicymakersortopmanagement.

n

StrategiesSuggested
byResearchers

n

The following list of strategies
suggested by researchers
wouldbringaboutgreater
changeintheirowncountry
contexts.Some of these ideas
havealreadybeenelaborated
on in this chapter as
opportunities.

Increaseregionaland
international networking,
monitoringandcollaboration
to ensure the gains of ICPD
are fully implemented in the
region through stronger
advocacy(Malaysia).
NGOs to play a stronger
roleinencouraging
governments to focus on
reproductive health instead
of target-oriented family
planning(China).
NGOs to work hard to figure
out strategies and actual
programmestoimplement
the spirit of ICPD,
particularly Chapter II.
NGOs to play a greater role
ininformationandadvocacy.
Moreempiricaland
comprehensiveand
convincingdatatobeused
(Indonesia).
Deconstruct the“national
sovereignty”arguments
currently used to resist the
reorientation of population
policiesandprogrammesto
the new reproductive rights
andreproductivehealth
framework(Malaysiaand
Indonesia).
TrainwomenNGOsin
lobbying skills and how the
government system works
(Indonesia, Thailand).

Education/Sensitisation
n

Inform and train top family
planningleadersandpolicymakers with critical
information and findings
from multi-disciplinary
studies so that they
understand theories on
reproductivehealth(China).

The Womens
Convention is an
opportunity not yet
firmly placed and
utilised in national and
regional women, health
and population agendas.
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n

n

n

n

n

n

Enhance women’s status in
society and the family as a
key path in family planning
programmesandputmale
participation and
responsibility in an
important position (China).
Educate decision-makers
and society towards greater
sensitivity,including viewing
menandwomenasequal
partners with joint domestic
and financial responsibilities
(Singapore).
Educate as many groups as
possible on women’s issues,
andwomen’ssituationand
position in society in order
togeneratechange;make
information accessible at
local level (Sadasivam 1995).
Transform perspectives
towards population/family
planningobjectives—from
quantity to quality
(Sadasivam 1995),from
population control to
reproductivehealthcare,
fromdemographic-centred
topeopleorwomen-centred
(Thailand) and consider
cultural factors.
Work with local health
personnel who are in direct
contactwiththepeople
(Sadasivam 1995).
Disseminate information on
the ICPD and other
international conventions to
NGOsandthepublic
(Singapore).

n

n

n

n

Accountability/Monitoring
n

n

Research
n
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Directlyobserveprogramme
implementationonthe
ground to verify views of
managementandstaffin
future research and involve

middlemanagementand
field staff (Malaysia).
Document both the success
and limitations of population
related policies and
programmes,particularly in
the fields of family planning
andreproductivehealth
care.Encourage
demographicscholarsto
focus more attention on
social structure and culture
(Thailand).
Conductsoundresearchon
what exactly determines a
country’seconomicsuccess
in order to try to dispel the
reasoning of the eugenics
theory (Singapore).
Strengthen joint research
efforts of government and
NGO institutions in the area
of reproductive health
(Vietnam).
NGOs to play a greater role
in identifying problems
through basic and actionresearch.

n

Establish an external and
objectivebodytomonitor
existing population policies
andworkwithgovernments
tomakeimprovements
(Singapore).
Assign an organisation
nationally to follow-up and
monitor the“Cairo spirit”
and involve all organisations
that play a part in
implementingthe
ProgrammeofAction
(Vietnam).
Monitoring of the ICPD
ProgrammeofAction
implementation in the
Pacific; is there a possible
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n

n

roleforwomenNGOsand
DAWN? (Fiji).
Monitoring of the National
FamilyPlanningCoordinating Board (NFPCB)
programmesbynon-NFPCB
staff so that monitoring is
objectivelyandeffectively
done(Indonesia).
Establish better cooperationbetweenthe
governmentandNGOsin
various sectors.NGOs will
act as a control mechanism
andaremorecommunityoriented.

changeinwomen’shealthand
status,based on an analysis of
past problems,and include
governmentandNGOinputs
(Pakistan).

Resources
Governmenttoincrease
fundingforwomen’shealth
programmes(China).

General
n

FamilyPlanningProgrammes
Abandonincentives[whichhave
limited success anyway] and
emphasise responsible sexual
behaviourandfamilyplanning
(Singapore).

ParticipationofWomen
n

n

The issue that women need
to actively participate in
improvingpopulation/family
planningpoliciesneedstobe
promotedaswomenhaveso
far played passive roles
(Thailand).
Strategic methods should
be designed such as surveys
or research studies on
women’sexperiences,needs
andviews,toconveywomen’s
voices to policy makers.
ExperiencesofNGOsand
other women’s organisations
shouldalsobeconsidered
(Thailand).

NationalPlansforWomen
Post-Beijing
Designandimplementeffective
strategies and actions for

n

n

Support Services for Child
Care:Thegovernmentshould
helpmarriedcouplescope
with dual roles in career and
parenting (rather than just
promote marriage for
selected groups) through
the introduction of flexitime,part-time and“work at
home”opportunities for
bothmaleandfemale
(Singapore).
Expansion of Labour
Market: Find creative ways
to expand the labour market
such as increasing the
retirement age,flexi-time
and part-time work
(Singapore).
NationalAgenda: Define a
NationalAgendabeyond
ICPD,and relevant to the
country to promote more
women-centredpoliciesand
form a core working group to
begin this process
(Singapore).

Conclusion
This eight-country research
projectonChangesin
PopulationPoliciesand
Programmes Post-Cairo,points
to a number of critical steps
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whichneedtobetakenby
various stakeholders to ensure
faster and more effective
implementation of the ICPD
Programme ofAction.These
includethefollowing:
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n

Strengthen government
implementation capacity:
Increased efforts by
government,international
organisations and NGOs to
practically operationalise
newconceptssuchas
reproductivehealth,
reproductive rights,gender
equality etc.and to share
innovative and successful
policyandprogramme
experiences.

n

Stronger advocacy by
NGOs:
Bothhealthandwomen
NGOsneedtobemore
confident and skillful in
monitoringandadvocating
for the ICPD implementation,
particularly the more
complexandcontroversial
areas of sexuality,
reproductive rights,
abortion,etc.This capacitybuilding requires additional
resources from international
anddonoragenciestowards
creatingmoredemocratic
country environments for
NGO functioning; training in
monitoringandadvocacy;
establishing and sustaining
nationalandregional
networks of NGOs,
particularlywomenNGOs;
andfundingnational
activities in monitoring and
advocacy.

n

National mechanisms for
implementation of the ICPD
Programme of Action:
Mechanisms such as
national committees
involvingall main
stakeholders (government,
NGOandUNFPA)needtobe
set up to develop,
implement,monitorand
evaluateICPD
implementation.Women’s
Rights NGOs and other
developmentNGOsmustbe
represented in these
committees to reflect the
diversity of the NGO
communityandthelead
these NGOs are taking in
promoting the rights
perspective.

n

Core indicators of success
in implementation of the
ICPD Programme of Action:
A framework for more
rigorous and in-depth
monitoringandevaluationof
actualimplementationof
theICPDProgrammeof
Actionneedstobeagreed
upon with indicators,both
quantitative and qualitative,
especialyforbroadened
conceptslikeinformed
choice,maleparticipation,
reproductive rights,etc.All
stakeholders should
participate in the
developmentanduseofthe
frameworkonacountry
basis.

All of the above steps require
muchmoreinteractionamong
organisations committed to
the implementation of the ICPD
Programme of Action,at
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country and regional levels.
Governments,NGOs,
international organisations and
bilateral donors need to work
closely together,respecting
and drawing on their different
perspectives and contributions
towards the achievement of the
ICPD goals by the year 2004.

Endnotes
1

A comment from this writer is
that China had a top-level
National Seminar sponsored by
UNFPA on Reproductive Health
prior to Cairo,at which women’s
health advocates were invited to
clarify the concepts of
reproductivehealthand
reproductive rights from the
perspectivesofwomenNGOs.
2
Since the completion of the
research in Malaysia,government
authorities have stressed that
the pro-natalist stand first
mooted by the Prime Minister is
not a policy since there are no
programmes in place.This remains
a policy statement.
3
Also in Vietnam,but this was not
reported by the researcher.
4
Also in Malaysia, but this was
not stated in the Malaysian
report.
5
This dynamism was not
described in detail in the Pakistan
report.
6
Partnerships have taken place
with governments,but in most
cases,thesehavebeenwithmore
mainstream NGOs.Partnerships
withwomenNGOshavetendedto
be more“tokenism”in nature—
providing no or very little avenue
for participation in decisionmakingprocesses.
7
Donors mentioned in the reports
were UNFPA,USAID,AusAID and
the Ford Foundation.
8
The Beijing Platform for Action
has a very good section on
women’shealthwhichreinforces
the need for full and fast
implementation of the ICPD
ProgrammeofAction.
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Appendix 1.1: List of
AbbreviationsUsed
ARROW – Asian-Pacific
Resource&Research
CentreforWomen
AusAID – Australian
Agency for International
Development
DAWN–Development
Alternatives withWomen
for a New Era
FPA – family planning
association
ICPD – International
ConferenceonPopulation
andDevelopment
IPPF – International
PlannedParenthood
Federation
MCH – maternal and child
healthcare
MOH – Ministry of Health
NFPCB – National Family
PlanningCo-ordinating
Board
NGO–non-governmental
organisation
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Appendix1.2:FrameworkQuestionsandIssues
PopulationPolicyandGovernmentAction
1. What are the population issues in the countries being studied?
What is the political and historical background in which they
wereformulated?
2. How,if at all,have they started to change after Cairo? What
specificallyaretheplannedchanges?
3. Whoaretheagentsofchange?Havegovernmentsbegunto
respond to NGO/women’s groups’suggestions,and start a
process of dialogue,and rethink their priorities in population
policies as a result? What,if any,are the formal mechanisms
for a consultative process? (Example: Healthwatch in India)
4. Whathaschangedandwhathasnot?
5. Towhat extent have governments adoptedthenew post-Cairo
rhetoric without matching changes in policy? How far are
policies still geared to keeping numbers down than health up?

TheRoleandExperiencesofNGOs
1. Historically,what has been the standing and influence of NGOs
in the human rights/women’s rights areas in the Asia-Pacific?
2. When and how did family planning policies give rise to a
reproductive health movement in individual countries in the
region?
3. Which countries have a more positive and active track record
andwhy?Whatarethefactorsthatadvance/impedeNGO
activity in the area of women’s health,reproductive rights in
particular? (For example,increased funding from donor
agencies for population activities in India could divert women’s
groups from health issues to distribution of contraceptives.)
4. Howcanwomen’sgroupsinThailandandIndonesia,forexample,
be stimulated and aided to articulate women’s health concerns
andhaveaninputintopolicy?
5. What is the extent of awareness of the Cairo Programme of
ActionamongNGOsandwomen’sgroups?
6. Howcantheybehelpedtoworktowardsimplementationof
theseprinciples,tomakewomen’shealthandempowermentthe
new indicators of the success of family planning programmes?
7. What is the stance of NGOs on the question of whether they
should work within the population establishment, with
governments and official agencies,and risk being co-opted,or
stay outside and retain their capacity and strength as critics?
What is the more effective approach in the context of individual
countries’political environment? (For example,in Indonesia,
more women’s groups/activists prefer to work with the
government rather than stay on the outside.)
34
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8. HowcanNGOs/women’sgroupsworkingintheareasof
trafficking,violence against women,HIV and AIDS,and female
migrantworkers,behelped tointegrate approaches andpool
resources?

TheRoleofInternationalOrganisations/FundingAgencies
1. Which are the main organisations that are funding and
directing population activities in Asia-Pacific?
2. How far is there a commonality of approach among them in reordering priorities from demographic goals to reproductive
health? (For example,in the Philippines,of all the international
donor agencies funding the Population Commission,only the
Ford Foundation has a gender-responsive reproductive healthoriented population policy framework.The USAID framework still
blames people for the degradation of the environment and the
depletion of resources.)
3. What,if any,are the new measures of“effectiveness”? To what
extenthavedonoragencies’rhetoricchanged,whilefunding
priorities and approaches have not?
4. Arewomen’sgroups/NGOsinvolvedinthedesignand
strategiesofpopulationprogrammesbeingimplementedby
internationaldonoragencies?
5. How can the allocation of resources for population activities by
major multilateral,bilateral and non-governmental institutions
bemonitoredtoensureitsaccordancewiththeICPDagenda?
6. How far do international organisations/funding agencies view
structural adjustment and privatisation policies as a factor
influencingthepopulationandhealthagenda?(Forexample,the
conflicting positions of the UNFPA and the World Bank.)
7. Do NGOs in the region recognise the need to find new allies and
partners in monitoring donor activity?
8. Is there scope to set up accountability mechanisms in more
countries in the region,along the lines of that in India by the
Washington-basedHealthandDevelopmentPolicyProject?

PoliticalandEconomicFactorsInfluencingPopulation
PoliciesandtheStatusofWomen
1. In what ways have the region’s agricultural and industrial
policies affected the role and status of women? (For example,
in Malaysia,post-colonial agricultural policies,especially
modernisation,relegatedwomentoasecondaryand
reproductiveroleandheightenedgenderinequality.)
2. What has been the impact in recent years of the growing trend
of rural-urban and regional migration and the resultant
phenomenonoffemale-headedhouseholdsonreproductive
choice and health, family size and patterns of child-bearing?
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(The special case of the Philippines which is a major “sending”
country of migrant workers,especially women.)
3. What are the cultural and ethnic policies that have influenced
populationgrowthandplanning?(Forexample,MalaysianPrime
Minister Dr.Mahathir’s pro-Malay,pro-natalist policy.)
4. What is the impact of structural adjustment,rapid
privatisationandeconomicgrowthon:women’shealthand
reproductivechoice(beingtargetedforcontraceptive
acceptanceinBangkok’sfactories);women’seconomicstatus
(loss of employment,relegation to repetitive,low-paying jobs);
government allocations for social sector spending,including
public health; government allocations for family planning?
5. How far does religion influence population policies? How far do
governments pander to religious leaders in order to perpetuate
the status quo (as in Indonesia)?
Source:
Sadasivam,Bharati. 1995.“Preliminary Survey and Conceptual
Framework”[Interviews and report].Document prepared forARROW’s
Research Project on Population Policies and Reproductive Rights in
selected countries in the Asia-Pacific one year after the International
ConferenceonPopulationandDevelopmentinCairo,September1994.
[Unpublished].
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Appendix1.3:AWomen-CentredReproductiveHealthFramework
AREA

POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH

The most important aspect
of women’s health is
pregnancy,childbearingand
fertility.Women’s health is
very important as it affects
the health of children.

Women’shealthhasnot
automaticallyimprovedby
focussing on contraception
and maternal health—
maternal mortality rates can
still be high even though use
of contraceptives has risen.

CONCEPT
1.

Rationale

Whenwomenhavefewer
children whoare better
spaced, their health and
status will improve.

With a narrow family planning
andmaternalandchild
healthcarefocus,women’s
other health problems are
neglected(e.g.unsafe
abortion,RTIs,STDs,cancer
and health effects of violence
againstwomen).
Most resources spent on
women’shealthgo
disproportionately to family
planningprogrammes.
Narrowfamilyplanningand
maternalandchild
healthcareprogrammeswith
no attention to human rights
havecontributedtoreducing
women’s control over their
lives.
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AREA

POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH

2.

Definition of women’s
reproductive health

Anarrowbio-medicalmeaning
as maternal health, or the
healthofwomenof
reproductive age,focussing
on birthandchild-bearing
without death or disease,
andcontraception.

Abroadunderstandingwhich
is centred on the right of
womentomakeautonomous
choicesaboutreproduction
and sexuality,and the right
to provision of services of a
highstandardwhichare
women-centred(basedon
women’sexperiencesand
needs).

3.

Goals

Demographicreductionor
increase of fertility and
population(maingoal).

Improvewomen’shealth
including their reproductive
health.

Improvewomen’sand
children’s health and family
welfare(secondarygoal).

Increasewomen’scontrolover
their bodies and ultimately
their lives.
Changesocio-economic
conditions which are barriers
to the exercise of
reproductive rights (e.g.
women’s legal status,
education,povertylevel,
decision-makingpowerinthe
household,choiceofwhether
andwhentomarry).

4.

Ethics/Values

Reproduction primarily a
social function.
Demographicgoalsof
countries are more important
than the human rights of
individuals.
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Womenhavetheindividual
rights and the social
responsibility to decide
whether,howandwhento
havechildren,andhowmany
tohave;nowomancanbe
compelledtobearachildor
bepreventedfromdoingso
against her will.
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4.

Ethics/Values (cont’d)

POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH
Women have the right to
autonomyandreproductive
choice within a human rights
framework.
Menalsohaveapersonaland
social responsibility for their
ownsexualbehaviourand
fertility,and for the effects
of that behaviour on their
partners’and their children’s
healthandwell-being.
Thefundamentalsexualand
reproductive rights of women
cannotbesubordinated
against a woman’s will,to the
interests of partners,family
members,policy-makers,the
state or any other actors.
Duetobiologyandgender
roles and responsibilities,
womenhaveagreaterright
to make fertility-related
choices.
Womencanbetrustedand
must be respected to make
theirownreproductive
decisions when fully informed.
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POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH

Underlying
assumptions

Population size/growth is the
main determinant of poverty,
under-developmentand
environmental sustainability.

Poverty is due to the
economicgrowthmodelof
development.Focus is on
meetingbasicneedsandnot
population control.

Population control will reduce
fertility.

Improving women’s status
andprovidingquality
reproductivehealth
programmes will help to
reduce fertility.

PROGRAMME OPERATIONS
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6.

Objectives

Demographicandtargetoriented with incentives,
disincentivesandcoercion
bothobviousandhidden.

Not target-oriented but
focussing on meeting the
individualwoman’sneeds.

7.

Servicerange

Contraception; infertility (if
pro-natalist); maternal
health; abortion (if culturally
acceptableandantenatalist).

Contraception;maternal
health; abortion; STDs,RTIs;
HIV/AIDS; sexuality; violence
againstwomen;cancer
screening;servicesprovided
in the context of genderpower relationships (e.g.
husband,father,state).

8.

Ageofwomenand
marital status

Marriedwomen;reproductive
age (15 to 44 years).

Womenofallagesthroughout
their life cycle,married and
unmarried.
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9.

Servicedelivery
standards

10. Women’sempowerment

POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH

Quality of care is usually not
emphasised as the focus is
on the quantity/number of
women seen. If it is a concern,
its value is linked to the
positive effect of
contraceptive use rates and
meeting targets.

High quality of care is
promoted as a woman’s right
and the core of service
delivery.

Nospecialconcernforwomen
andnocomponenton
women’s status and rights.

Increasedcontrol/
empowermentofwomenbuilt
into all service delivery
components.Womenare
encouragedtodemand
services.

A tendency to use terms
such as women’s status or
women’sempowerment
loosely without
understandingtheconcept
and applying it to the
programme.

11.

Contraceptive methods

Focusonpermanent,longactingcontraceptives
requiring medical intervention
(e.g.sterilisation,injectables/
implants); provider
preferencesdominateand
linked to effectiveness in
lowering fertility rates.

Efforts at structural reform
of society outside the
programmesupported,such
as law reform,policies,
development,etc.,to
eliminate discrimination and
violenceagainstwomen.

Emphasis on safe,effective
andaffordablemethodsof
whichwomenareincontrol.
Efforts to increase male
responsibility and use of male
methods and to monitor
contraceptive testing.
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POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH

12. Male involvement and/or
responsibility

Concernwithmale
involvementincontraceptive
use rather than reproductive
responsibility.Objective is to
increasethecontraceptive
useandmeetdemographic
targets.

Male responsibility for
sexuality,fertility and childbearing is promoted as a
gender equality strategy.
Conceptincludedineducation
programmes,client
interaction,andadvocacy
withwomen’shusbands.

13. Information and
education

Communicationistop-down,
centering on directions for
contraceptive use.Persuasion
and motivation are the
information processes.
Providergivesadviceonwhat
is best linked to provider’s
preferences and targets.

Full information provided on
risks and benefits of
contraceptivetechnologies
sowomencanmakeinformed
choices.Focuson
understandingthebodyand
sexuality in order to make
decisions and be in control.

14. User’s feedback

Bureaucratic,little interest
inuser’sandwomen’s
perspectives on services.

Women’sanduser’sfeedback
actively sought to improve
services.

15. Research/Evaluation

Demographic,quantitative
research related to fertility
control (e.g.couple year
protection,etc.).

Focus on participatory
action-research which listens
towomen’svoicesand
experiencesofreproductive
health needs and services.

16. Success indicators

Quantitative and targetoriented related to number of
peopleusingcontraceptives
and decline in fertility levels.

Qualitative measures given
more emphasis such as
women’s satisfaction with
services and increase in wellbeing and control of their
bodiesandlives.

PROGRAMME
MANAGEMENT
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POPULATION CONTROL/
FAMILY PLANNING

WOMEN-CENTRED
REPRODUCTIVE HEALTH

17. Planning and
decision-making

Top-down.Minimal
participation from all levels of
service providers.No
communityorwomen’s
participation in advisory
boards,etc.

Womenandcommunityhighly
involvedinconceptualisation
andreviewofprogramme
operations.Less hierarchical
work relationships.Women
well-represented in all
decision-makingbodies.
Conditions for women staff
arewomen-centred(e.g.
breast-feeding,flexi work
hours,etc.).

18. Training

Technicalcompetence.
Knowledgebaseinpurely
medical, not on social issues
includinggender.

Adequatebasicandinservice training following
guidelines.Not only technical
but also issue-based,
includingwomen’srights,
genderandempowerment.
Sensitisation at all levels.

19. Budget

Funds to priority areas of
objectives.Staff needs often
neglected.

Sufficient allocations to
training,number of staff,level
of salaries,etc.

20. Language used to
describeprogramme
focus

n
n
n
n
n

familyplanning
population
populationcontrol
motivation
acceptors

n
n
n
n
n
n

women’shealth
reproductivehealth
reproductive rights
contraception
motivation
education

Source:
Rashidah Abdullah. 1996.“A women-centred reproductive health framework”[modified version of the
conceptualframework inaconceptpaper presentedat the International Seminar onWomen’s Reproductive
Health held in Beijing on 23rd to 25th June,1994] in Asian-Pacific Resource & Research Centre for Women.
Women-centred and Gender-sensitivieExperiences:ChangingOur Perspectives,Policies andProgrammeson
Women’s Health in Asia and the Pacific [Resource kit].Kuala Lumpur: ARROW.
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Varaporn Chamsanit
Introduction
In November 1996,Thailand
welcomed the birth of its 60th
million citizen. This coincided
with the 25th anniversary of the
nationalpopulationpolicy
declaration.If it was not for
the success of the national
familyplanningprogramme,as
declaredbypopulationpolicymakers,Thailandwouldhave
had a population of 70 million
instead of 60 million by now.
At the time of this
research in 1996,it had been
two years since the Third
InternationalConferenceon
PopulationandDevelopment
(ICPD) held in Cairo,Egypt.It
was at this conference that
newchallengesforpopulation
policy were raised,andThailand
hadmadecommitmentstothe
CairoProgrammeofAction.
Thus,it was the right time to
re-examine theThai population
policy,its changes and impact
on the lives of the people.
This chapter looks into
the current population
situation in Thailand with an
emphasisonfamilyplanning
policy(seeAppendix 2.1 for
abbreviations used).Family
planning has,through the
course of policy
implementation,beenthe
prevalent part of Thai

population policy.It has been
used as a means to achieve
desirable quantitative goals for
the population.Budgets have
beengenerousandgreat
efforts have been made to
increase contraceptive use.As
a result,the contraceptive
prevalencerateamongthe
married population in Thailand
is high. Thailand has become a
model of success in family
planningprogrammes.Despite
the success,much is left to be
done in terms of population
distribution and quality of
family planning services.
Following this
introduction is background
informationconcerningthe
population scenario in Thailand.
Thaipopulation/familyplanning
situations are described,
covering the period since the
Thaigovernmentadoptedbirth
control methods over 30 years
ago until present (1996).The
impactoftheCairoConference
on Thai population policy is
discussed as well as plans for
populationpolicyimprovement
as described by policy-makers.
The last part covers the major
challenges forfamilyplanning/
reproductivehealthpolicies.

the
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ResearchMethodology
Data and information
presented in this chapter are
derived from reviews of
documents,particularly the
onesonpopulation/family
planningpolicies.Detailed
interviewswereconductedin
1996 with 17 key personnel (see
Appendix 2.2). These
intervieweesincludepopulation/
family planningpolicy-makers,
health officials and
representatives of population/
familyplanningnongovernmental organisations
(NGOs).Womenacademics,
activists from women’s
organisations and
representatives from
international agencies also
gave their comments on the
policies and situation in
Thailand. During the discussion,
theintervieweeswere
encouraged to express their
ideas and opinions freely.
Generally,names of
interviewees are stated in this
chapter only where facts are
concerned.Namesof
intervieweesmayremain
anonymouswherecritical
opinionsaregiven.

Get married young and
make the nation
prosper
 A pro-natalist slogan for
Thai citizens in 1942
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TheThaiPopulation
Policy
ThreeDecadesofPopulation
Control
It seems not very long ago when
Thailand,with a great ambition
to become a Southeast Asian
giant,took a firm pro-natalist
stance and set a population
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target on the largest numbers
possible.Women’s ability to
reproduceservedasadevice
not only to maintain stability
within the family,but to attain
nationalpoliticalandeconomic
security as well.Various
campaignswerelaunchedand
incentivesgiventoconvince
peopletogetmarriedandhave
many children.In 1957 for
example,aregulationwas
enforcedwhichprohibited
female sterilisation in hospitals
run by the Ministry of Public
Health (MOPH) for women with
fewer than five children
(Wongboonsin1995).
Marge Berer,editor of
Reproductive Health Matters,
stated in her article that
“...between pro-natalism and
anti-natalism,women are
always caught in the middle.
Praisedforandencouragedto
havechildrenononehand,but
condemnedasperpetratorsof
populationgrowthonthe
other”(Berer 1993).Thailand is
no exception in this case.
According to a review of the
Thaipopulationpolicyby
Wongboonsin (1995),only a
yearaftertheemergenceof
such a pro-natalist regulation,
theWorldBankEconomic
Commission revealed findings of
its study on Thailand’s
economicandsocial
development.TheCommission
warnedtheThaigovernmentof
adverse effects of an
excessivelyhighpopulation
growthoneconomicandsocial
stability of the country.As a
result,the government shifted
its population stance and
adopted a resolution of

“voluntary birth-control”in
1961.It was not until nine years
later in 1970 that the Thai
government,for the first time,
officially promulgated the
population policy.The National
FamilyPlanningCommitteewas
also established in that same
year.It should be noted that
external first-world-dominated
donoragencieslikeWorldBank
andthePopulationCouncilhad
played an important role in this
population transition.They also
playedasupportingand
indirect role in the population
policy formulation in its early
stage.
Nevertheless,the shift of
theThai government’s
population stance from pronatalism to anti-natalism
during the 1960s was well
receivedbythegeneralpublic.
As Knodel (et al.) found in their
study (1984, cited in
Archavanitkul; Pramualratana
1990),there had already been
a latent demand for smaller
family sizes among Thai women.
A considerable proportion of
Thaipeoplehadbeenpractising
birth control,including
abortion,before the declaration
of the population policy (Thai
Population Association 1990).
This resulted in rapid
receptivity of contraceptive
practiceamongThaiwomen
from the start of family
planning campaigns.This fact
plus the government’s strong
commitmentandextensive
familyplanningprogrammes
resulted in a rapid decrease in
the total fertility rate from
between 5.4 and 5.8 children in
1970 to 2.20 or near

replacement rate by 1990.As
for the contraceptive
prevalencerateamongmarried
couples,thepercentage
increased from eight per cent
during the 1960s to around
75–77 per cent in 1995 (UNFPA
1995).Since 1970,Thailand’s
population growth rate has
declined so rapidly that the
situation is often referred to
as“a reproductive revolution”.
Accordingto
Wongboonsin (1995),the
process of population policy
identification in Thailand was
moreofacollectiveapproach.
There hadbeen noreligiousbased pressure groups against
the government’s family
planning campaigns.There is no
scriptural prohibition against
contraception in Buddhism.As
for Thai Muslims,although they
are less receptive to
contraceptivepracticeand
opposeabortionand
sterilisation,they generally are
not against birth spacing.In
addition, the mass media
usually plays an advocacy role
infamilyplanningcampaigns.
Apart from the
government’sextensive
programmesandhigh
receptivity of birth control
amongThaiwomen,another
factor is said to have
contributed to the success of
familyplanningprogrammes.
This is,according to Khunying
AmpornMeesukfromthe
NationalCommissionon
Women’s Affairs (NCWA),the
fact that Thai family planning
policy has,from the start,
sought to promote birth
control on a“voluntary”basis.

. . . Thai family planning
policy has, from the
start, sought to promote
birth control on a
voluntary basis. This
has resulted in women
being more willing to
respond to the
governments family
planning campaigns.
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