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Summary

The present report has been prepared in accordance with the new terms of reference of the
Commission on Population and Development and its topic-oriented and prioritized multi-year work
programme, which was endorsed by the Economic and Social Council in its resolution 1995/55. One of

the topics for 1999 is gender, population and development.

Thisreport is intended to give abroad overview of the range of activities that have beeninitiated
towardsimplementati onof theoutcomeof the International Conference on Popul ation and Devel opment
intheareaof gender, popul ationanddevel opment. It presentsthestrategies andapproachesthat countries
have adopted in response to the recommendations of the Programme of Action of the International
Conference on Popul ation and Devel opment concerning gender in population and development. It also
provides an analysis of the chalenges and constraints encountered by countries in programme
implementation and matters pertaining to resource mobilization within the area of gender, population

and development.
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I ntroduction

1 Thepresent report onthe monitoringof popul ation programmes has been prepared in accordance
withthenew terms of referenceof the Commi ssion on Popul ation and Devel opment anditstopi c-oriented
and prioritized multi-year work programme, which was endorsed by the Economic and Social Council
in its resolution 1995/55. One of the topics for 1999 is gender, population and devel opment.

2. This report reviews progress with respect to population programmes and related development
activities a thecountry level. It focuses on programme experiences and strategies in the areaof gender,
population and development initiated towards implementation of the outcome of the International
Conference on Population and Development. It primarily addresses operational activities to promote
gender equality and equity and the empowerment of womeninpopulationanddevel opment programmes.

3. Overthepast decade, profound social, political and economic changes havetakenplacethroughout
theworld. New objectives and goals on gender, population and development have been established that
concernempowerment,equal ity andequity, humanrights, maleresponsibility and participation, poverty,
health, education, employment, violence, migration, the environment and the media.

4, Theseobjectives haveledto changesin the strategies used to reach thegoa sof equality and equity.
They havesignalled the unfolding of a political process that encourages the involvement of a spectrum
of civil society and reflectsthe emergenceof new partnerships. Promotion of gender equality, equity and
empowerment of women hasincreasi ngly becomei mportant concernsfor Governments, non-governmental
organizations, civil society and, in many instances, the private sector.

5. The focus on gender, population and development has been underscored by the realization that
women and men experience al aspects of development in different ways. Taking this into account
increases theeffectivenessof planning, policy formulation and programmeimplementation at every level.
A gender-integrated approach topopul ation and devel opment aims to ensurethat bothmen and women
benefit equally from devel opment efforts and enjoy equal accessto, and control over, opportunities and
resources. In turn, this supports accountability and participation in processes that impact on people’'s
lives.

6. Gender as a perspective in development work recognizes and responds to the different roles,
interests, needs and relations of men and women, which arise from their different responsibilities in
society. Suchroles andinterestsintersect with thosebased on class, ethnicity or ageto override assumed
homogeneity, which often resultsfrom focusingon womenor menasagroup. The preferencefor focusing
ongender, as opposed towomen or men,isal sofuelledby widespread evidenceshowingthat devel opment
benefits have been accruing in a substantially different manner to both men and women, with women
gainingafraction of what men are gaining. This perspective therefore aims to redress these imbal ances.

M ethodology

7. In preparation for this report, the United Nations Population Fund (UNFPA) analysed reviews
of the various United Nations conferences conducted by United Nations organizations, and other
documentary evidence as well as data from the 1998 UNFPA Field Inquiry on Progress in the
Implementation of the ICPD Programme of Action (PoA) as part of the International Conference on
Population and Development plusfivereview process. A total of 114 devel opingcountries and countries
with economies in transition responded.t

8. The report focuses on efforts to effectively integrate gender into population and development
programmes through strategies and initiatives to ensure accessto quality sexual and reproductive health
care and services, promotion of women's empowerment and protection of their reproductive rights,
reduction of maternal mortality, protection of the girl child, increasing of women'’s participation in
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decision-making, and involvement of men in safeguarding their own aswell astheir partner’ ssexua and
reproductive health. In addition, the report examines challenges and constraints that exist to date.

Gender, population and development in United Nations
conferences

9. A series of international United Nations conferences have over the past two decades helped to
createashift from thinkingof men or women astargets of development interventions, to a concern with
gender relations, which may hinder or facilitate the realization of such interventions. The 1985 World
Conferenceto Review and Appraise the Achievements of the United Nations Decadefor Women,? held
in Nairobi, analysed development efforts from a human rights, and specifically a women'’s rights,
perspective. That conference demonstrated that obstacles to women’ s advancement havetheir rootsin
soci ety and the economy, and that measures to overcome thoseobstacles must be based on the concepts
of equality, integration, participati on andcooperation. Subsequent globa conferences, includingthe 1992
United Nations Conference on Environment and Devel opment® held in Rio de Janeiro andthe1993World
Conference on Human Rights* held in Vienna were profoundly influenced by the Nairobi
recommendations.

10. The Vienna Conference advanced the integration of a human rights approach to population and
development, advocating for a strong commitment towomen’ s rights, to safe motherhood, to the right
to health, and to the availability of affordable quality family planning services and to timely accessto
information. Theseemergedasthekey linkages between Viennaand Cairo. Theadoptionof theProgramme
of Action of the International Conference on Population and Development® in Cairo in 1994 established
the essential linkage between gender concerns, on the one hand, and population and sustainable
development, on the other. The International Conference on Population and Development further
underscored the fact that the empowerment of women is an essential goal in itself, a position strongly
reinforced at the Fourth World Conference on Women held in Beijing in 1995.°

11. Theresults of these conferences and the consensus they fostered ushered in anew paradigm in
theformulationandimplementationof popul ationand devel opment policies and programmes. Popul ation
issues are now seen in the broader context of reproductive health, human rights and sustainable
devel opment, for which the achievement of gender equality and equity and empowerment of women are
essential. These goals are global and universal. Their implementation entails changesin attitudes and a
focused commitment to internationally accepted norms and standards of gender equality, including the
protection and promotion of the human rights of girls and women.

Promoting gender equality and empower ment of women

12.  Various reviews indicate that considerable advances have been made, in both developed and
developing countries, in promoting gender equality, in accordance with International Conference on
Population and Development goals. The Field Inquiry carried out in view of the Conference plusfive
review showed that, in most countries, gender concerns have been integrated in population and
development strategies by establishing and/or strengthening national institutional mechanisms dealing
withpopul ation and/or gender concerns. Of the 114 countriesthat respondedtothesurvey, 79had revised
their popul ation palicies and reported explicit new policy measures that reflected gender concernsinthe
overall development strategy .

Protecting rights and promoting women’s empower ment
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13. International recognition of the need to promote and protect women’s right to reproductive and
sexud healthhas continued toincrease. Human rights treaty bodies have strengthened their commitment
to the application of human rights standards to securing women’s health, including their sexua and
reproductive health. InJanuary-February 1999, a itstwentiethsession, theCommitteeonthe Elimination
of Discrimination against Women (CEDAW) adopted genera recommendation 24 on article 12 of the
Convention on the Elimination of All Forms of Discrimination against Women — women and health,’
expandingsubstantively on article 12 of the Convention® which focuses on women and health. At around
the same time, the Commission on the Status of Women, &t its forty-third session, recommended to the
Economic and Socid Council the approval of a draft resolution containing the Optional Protocol to the
Convention,®whichwould givecomplainantsduejudicial process, for adoptionby theGeneral Assembly.
The Council adopted the draft resolution (Council resolution 1999/13) and the Assembly, at its fifty-
fourth session, noted the adoption of general recommendation 24 (Assembly resolution 54/137 of 17
December 1999) and adopted the Optional Protocol (Assembly resolution54/40of 6 October 1999). Both
instrumentsarelandmarksin protectingwomen’ srightsashumanrights,includingfreedom from violence
and coercion, and gender-based discrimination, and promotingtheir right to have control over, and decide
freely and responsibly on matters related to, their own sexuality.

14.  Propelled by theneedto harmonize rights-based approaches within the United Nations system
as well as among bilateral donors, the Inter-Agency Committee on WWomen and Gender Equality,
established by the Administrative Committee on Coordination (ACC), jointly with the Division for the
Advancement of Women of the United Nations Secretariat, organized a workshop in 1998 on arights-
based approach tothe empowerment and advancement of women and gender equality. In 1999, another
workshop for the same group was held, focusingon women’ seconomic security issues. Bothworkshops
reviewed various strategies to accelerate progress towards gender equality in different contexts, and
assessed policy and operational implications, aswell as collaborative approaches.

15.  Countries have adopted avariety of national strategies to promote gender equality and equity
through policy reformand legidativeaction whichinclude: legidationto protect women'’ srights; family
law modification; tougher legidation on violence against women; and establishment of women’s affairs
offices to protect women’ s rights and promote their empowerment. Courtsin several jurisdictionshave
drawn on the Convention on the Elimination of All Forms of Discrimination against Women to assist
in theinterpretation of domestic legd provisions. Countries have also intensified policy discussion and
opened didlogue in new areas.

16. Nearly half of dl countries surveyed reviewed their policies inlight of anew understanding of the
roleof population in devel opment. M orethan one third have recently updated their population policies
or haveintegrated factorsrelatingto quality of healthcare, gender equality and equity, and improvement
of information systems, intolong-term development plans. Furthermore, two thirdsof al countries have
introduced policy or legidative measures in areas such as inheritance, property rights and employment,
and protection from gender-based violence.

17.  Some of the most important initiatives Governments have taken involve the strengthening of
national laws, policies and mechanisms promotinghuman rights, including reproductive rights. This has
entailed the devel opment of comprehensivewomen’ shealthpolicies that assist countries inmovingfrom
atarget-based family planning approachto aclient-centred approach where arange of services, including
expanded choices of contraceptive methods, are offered. Countries arealsoliftingregul ationsandpolicies,
for example, on marital status and spousal permission, that limit wider access to reproductive healthand
family planning services.

18. Developed countries have al so had to make new adjustments. For example, social security systems
have been based on the traditional concept of a woman as dependent spouse. However, a number of
countries havetaken stepstoadapt their social security legidationtothenew redlities created by women’s
participation in paid employment.X® This recognizes that women in paid employment have acquired
independent rights to social security coverage.
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19. A mgjor obstacletotherealization of women’srightsistheir inability to own and control access
toland. Althoughwomen’ sright toland is acritical factor for food production, they continueto belargely
prohibited by sociocultural normsandpracticesfrom owningand controllingaccesstoland. Thisimpacts
negatively on their access to other natural resources, such as water, fuelwood, fish and forest products,
which are crucia for food security, on income and, ultimately, on health.

20.  While many national plans highlight efforts to achieve de facto equality of women, they also
emphasi ze the continuing need for legidative and administrative reform to eliminate the inequality and
discrimination that continue to exist.

Promoting women'’s participationin decison-making

21. Boththe Programme of Action of the International Conference on Population and Development
and the BeijingPlatform for Action®! underscored that the empowerment and autonomy of women and
the improvement of their palitical, social, economic and health status are highly important ends in
themsel ves. Thepromoti onof women’ sparti ci pati onindecision-makingis animportant strategy towards
this end. In this regard, many countries have established mechanisms for women’s equal participation
and equitablerepresentation at dl levels of the political process and public life. These includeminimum
quotas for womeninelectoral bodies and public institutions. Governmentsareinvolvingwomen-related
institutions, primarily non-governmental organizations, in government policy and oversight groups.

22.  However women continue to be grossly under-represented in positions of power and decision-
making, because of obstacles such as poverty, illiteracy, limited accesst o education, inadequate financia
resources, a patriarchal mentality and the dual burden of women's domestic tasks and occupational
obligations.

Globalization and itsimpact on women’s health

23.  Pastdevelopment paliciesandeconomicstrategieshavecontributedtoanimprovement intheheal th
status of both men and women, particularly in those instances where there has been a simultaneous
emphasis on socid policies. These have invariably improved quality-of-life indicators, including life
expectancy, and reduced infant, child and maternal mortality rates. Most countries have witnessed
progressive development of healthinfrastructure, includingsecondary andtertiary care, aswell asawide
primary health care system aimed at bringing health services to the community level.

24.  Morerecent devel opments, however, have undermined some of thesegains. Theimpact of certain
trendsin the globa and national economies poses significant threats to attaining and sustaining health
ingenera, and women'’ shealthin particular. Amongthe most important of thesetrends are privatization
andtheincreasingrole of themarket mechanism; global recession; structural adjustment policies,andglobal
trade.!? In each case, women’ sheal thhas borne the brunt owing to gender roles that restrict their access
to income, thereby making them unable to exercise leverage in accessing health under these new
circumstances.

25.  For people in many developing countries, privatization of the health sector has been associated
with lesseningaccessto healthservices, asthe cost of services hasrisen. At the same time, privatization
insomeinstances has lowered the quality of healthservices, as the role of the Statein establishingnorms
and standards and enforcing supervisory mechanisms has weakened. The private sector’ s capacity to
deliver healthservices equitably has, in many cases, been overestimated, and the impact on women has
beenconsiderably different fromthat onmen.In many countries in Asiaand Africa, theprovisionof health
care, especialy reproductive health care, has been shifted out of the hospitals and other health-care
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centres, and on to the shoulders of women and, increasingly, young girls. Thisis particularly the case
for long-term care that families can no longer afford to purchase.

26. Global recession has had a profound impact in some parts of the world. In Africa, for example,
many countries have been left with a heavy and ever-increasing debt burden. The servicing of this debt
drainsfinancial resourcesthat couldotherwisebeinvestedin heal thservices and infrastructure. Theresults
areevident.At thecommunity level, poverty is ontherise, and agreater proportion of families areunable
to meet their basic needs. In the health sector, hospitals and clinics are crowded and basic drugs are
missing. Health personnel are overworked and underpaid, and lack trainingand necessary skills. Many
seek alternative employment, thereby further depriving the sector of needed personnel. Consequently,
health indicators, such as maternal mortality rates, have stagnated and, in a few instances, taken a
downward trend.

Improving accessto, and availability of, reproductive health ser vices

27. The integration of family planning and maternal and child health under a common institutional
umbrellahas been the most common change inrespect of providingeffectiveheath-care ddivery services.
Gender-sensitive reproductive health services that ensure universal access to quality health care have
become priorities in health sector reform and sector-wide approaches.

28. Many countries are testing ways of integrating reproductive health services, while others are
establishinglinkagesamongthecomponentsof reproductive health, particularly family planning, maternal
and child health and sexualy transmitted diseases’human immunodeficiency virus/acquired
immunodeficiency syndrome(STDs/HIV/AIDS) services, through devel opment of referral systems. This
has contributed to improved access to services and to better-trained service providers. As a result,
essential healthservices packages arebecomingincreasingly availableat ddlivery points, andbetter referral
systems are ensuringincreased availability of, inter alia, STD treatment and emergency obstetric care.

29.  Hesalth ministries and family planningagencies in developing countries are focusing increasingly
on the quality of the services they provide. Many areseekingnew strategies to improve counselling so
asto respond to the needs of clients. Programmes are increasingly offering awider choice of methods
totakeintoaccount users widely varyingreproductive choices, healthstatus, age and life circumstances.
Socid or subsidized marketing strategies have been successful in increasing access to contraceptives,
including male and female condoms. Advocacy campaigns targeting men have been particularly helpful
inincreasing the use of condoms and vasectomy.

30. Ofthe114 countriesthat responded to the Field Inquiry, 36 stated that they wereofferingdl the
componentsof reproductive healthas stated inthe Programmeof Action of the International Conference
on Population and Development. In the last five years, 54 countries have taken some measures to add
new components to their existing reproductive health programmes. Progresswas most evident in Asia,
where 45 per cent of the countries have taken some measures, followed by Africa, with 44 per cent of
countries having done so.

31. Themost common measures takenby countriesin addingnew componentsto reproductive health
programmes encompass the provision of services for the prevention and treatment of STDs, including
HIV/AIDS. Forty-five countries reported adding services for the prevention and treatment of infertility
andthetreatment of reproductivetract infections, andprovidingsafedelivery and post-natal careincluding
prenatal care (table 1).

32. TheFiedInquiry resultsal so suggested that more progress had been madeinimprovinguniversal
accessto, than inthe expandingof, reproductive healthservices. Amongthe devel oping countries, atotal
of 59 countries (76 per cent) are taking measures to improve universal access. More than half of the
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countriesin Africa, Asiaand Latin America and the Caribbean reported progress inimprovinguniversal
access to reproductive health care services.

33.  Themost common measures taken by countries toimprove accessto reproductive heal thservices
were (@) increased training of service providers; (b) expanding and/or constructing more health service

ddlivery points;and(c) alocatingmore equipment and resources and/or increased provisionof equi pment
(table 2).
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Table 1.
M easur estaken by countriesto add new components of reproductive health

Measures Countries

Prevention and treatment of Burundi, Democratic People’s Republic of Korea, Dominican Republic, Kenya,
STDY/HIV/AIDS Latvia, Lesotho, Marshall Islands, Mexico, Micronesia, Niger, Pakistan, Paraguay,
Poland, Tajikistan, Tuvalu, United Republic of Tanzania, Uruguay

Prevention and treatment of Algeria, Bangladesh, Bhutan, Bolivia, China, El Salvador, Honduras, Islamic

infertility Republic of Iran, Kenya, Madagascar, Mali, Mongolia, Niger, Nigeria, Philippines,
Senegal, Yemen

Provision of safe delivery and ~ Azerbaijan, Botswana, Burundi, Costa Rica, Democratic People's Republic of Korea,

post-natal care Dominican Republic, Ecuador, Gambia, Guinea-Bissau, India, 1slamic Republic of

Iran, Jordan, Nigeria, Latvia, Maldives, Marshall 1slands, Mexico, Micronesia, Nepal,
Pakistan, Poland, Paraguay, Tgjikistan, Tuvalu, United Republic of Tanzania,
Uruguay, Uzbekistan, Vanuatu

Provision of prenatal care Botswana, Burundi, Costa Rica, Dominican Republic, Ecuador, Gambia, Guinea-
Bissau, India, Islamic Republic of Iran, Jordan, Lesotho, Maldives, Mali, Marshall
Islands, Mexico, Micronesia, Mozambique, Nepal, Niger, Nigeria, Pakistan, Paraguay,
Poland, Tajikistan, Tuvalu, United Republic of Tanzania, Uruguay, Vanuatu

Table 2.
M easur es taken by countriesto improve universal accessto reproductive health

Measures Countries
|

Training of service providers Azerbaijan, Bhutan, Cambodia, Central African Republic, Cook Islands, Ghana, El
Salvador, Honduras, Islamic Republic of Iran, Jordan, Kenya, Marshall 1slands,
Micronesia, Papua New Guinea, Samoa, Swaziland, Turkey, Uganda, Uzbekistan

Expansion/construction of more  Albania, Bangladesh, Belize, Burundi, Cambodia, Central African Republic, Cuba,

hedlth centres Dominican Republic, El Salvador, Ethiopia, Ghana, Guinea, Honduras, India,
Isamic Republic of Iran, Jordan, Kenya, Latvia, Lesotho, Madagascar, Marshall
Islands, Micronesia, Mongolia, Morocco, Nepal, Pakistan, Papua New Guinea,
Philippines, Samoa, Tunisia, Turkey, Uganda, Ukraine, Zambia, Zimbabwe

Allocating more resources and/or Azerbaijan, Bolivia, Central African Republic, Dominican Republic, Egypt, Ghana,

increased provision of equipment Madagascar, Mali, Micronesia, Nigeria, Papua New Guinea, Peru, Syrian Arab
Republic, South Africa

Reducing mater nal mortality

34. TheProgrammeof Action of the International Conference on Population and Development calls
for the reduction of the 1990 level of maternal mortality by half by the year 2000 and by a further one
half by 2015 (para. 8.21). Towards this end, some progressis evident. Materna health has improved
in anumber of developing countries as aresult of the expansion of midwifery skills, the existence of a
genera healthinfrastructureand the accessibility of healthcare. That safe motherhood has beenidentified
as beingboth a development issue and a human rights imperative has resulted in a greater awareness of
the issues of materna mortality and morbidity. Most countries are strengthening efforts to prevent
unwanted pregnancies, whiles others are working more systematically to reduce the health impact of
unsafe abortion.

35. A large number of countriesnow allow abortionin order to savethelives of pregnant women. Only
afew, however, have made progress in ensuring that, in all circumstances whereit is not against the law,
therearesufficiently trained and skilled personnel and facilities to ensure that the procedureis safeand
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accessible. Servicesto treat women suffering from life- and health-threatening complications of unsafe
abortion are often not available.

36. Inrecent years, substantial declinesin levels of abortion have been documented in Central and
Eastern Europe/newly independent States and in the Central Asian republics, as a result of increased
availability and use of modern contraceptives. Some progress has been made in training health-care
providersandeguipping hospital s in the management of complicationsarisingfrom abortion, and several
developing countries have developed special approaches to improve post-abortion services and care.

37.  Despite these achievements, overall progress in reducing maternal mortality has been slow. The
major factorscontributingto high levels of maternal mortality and morbidity in devel opingcountries still
persist. Theseincludethe low status of women, their lifelong poor nutritional status and high levels of
anaemia. Reducingmaterna mortality is constrained not so much by lack of technology as by insufficient
political commitment and resources, and by the failure to prioritize effective interventions.

The acquiredimmunodeficiency syndrome (AIDS) pandemic

38.  The most recent Joint United Nations Programme on Human Immunodeficiency VirusAcquired
Immunodeficiency Syndrome (HIV/AIDS) (UNAIDS)/World Health Organization (WHO) report, of
December 1998, estimates that more than 95 per cent of al HIV-infected people live in developing
countries. Globally, 33.4 million people are living with HIV infection or AIDS. Of these, 32.2 million
are adults and 1.2 million are children under age 15. AlImost 3 million young people aged 15-24 were
infected withHIV in 1998. Women now account for the highest proportional increasein new infections,
as they constituted 43 per cent of newly infected adults in 1998, compared with 41 per cent just one
year earlier. | nfection rates amongmarried womenwithonly onepartner arealso very high indeveloping
countries.

39.  Sub-Sahara Africahas beenparticularly hard hit. Although it has only 10 per cent of the world's
population, 70 per cent of all new infectionssince 1998 have occurred inthat region, and now morethan
two thirds of people living with AIDS are in the region. Of the 2.5 million deaths from AIDS in 1998,
2millionoccurredin Sub-SaharaAfrica. Ninety-fiveper cent of all AIDSorphansinthis regionhavelost
their mother or both parentsto AIDS. In Africa, HIV-positive women now outnumber infected men by
2million.®®

40. The gender dimensions of HIV/AIDS, which give rise to these trends, pose a specia threat to
women. The UNAIDS/WHO report notes that women aregeneraly at greater risk of HIV infectionthan
men. Women have a higher biologically determined susceptibility to STDs/HIV. Their culturaly
determined roles leavethem withlittle control over their own sexuality and low, if any, negotiatingpower
regarding sexual practices. New studies al so indicate a clear linkage between HIV transmission and acts
of sexual violence, affecting, in particular, women in the commercial sex industry.14

41.  Another aspect of women’ svulnerabilitytoHIV/AIDSislinkedto age and economic status. AIDS
iscommonest amongyoungand poor women. This isthe section of the population that often lacksbasic
education, decent housing, adequatefood and accessto quality medical care. Whilethe drugs used totreat
HIV/AIDSare unavailable to most people, they are even farther out of thereach of women. They often
lack the meansto seek medical help or are unableto do so becausetheir unemployment status precludes
them from participating in medical insurance schemes through which such assistanceis usually given.
Adolescent girls areparticularly vulnerable— studies in several countries have found that African girls
aged 15-19 are five to six times more likely to be HIV-pasitive than boys the same age.®

42. At present rates of infection, it is estimated that maternal deaths due toAlDSinAfrica, Asiaand
Latin America will leave nearly 42 million children orphans by the year 2010. Mother-to-child
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transmission of HIV affects approximately 300,000 newbornseachyear, most of them from devel oping
nations.

43.  Thescopeof the pandemic and itsgender dimensionscreatetheneed to develop multiplestrategies
toaddressits complexities. This includes analysingthe effects of theheal thsector reforms that have been
put in place in many developing countries at atime when imperatives for public investment in health
areincreasing. This state of affairs has impeded the capacity of health systems to respond effectively
tothe AIDSpandemic, especially in the worst-hit countriesin Africa. Asaresult, many healthsystems
are on the verge of collapse, and significant gainsin reducing maternal and infant mortality have been
reversed.

Addressing the needs of adolescents

44,  Adolescent reproductive healthis now clearly part of the public-health agendain the mgjority of
countries. A large number of countries haveadopted policies, standards and mechanisms to address the
needs of adolescents. They have incorporated adol escent reproductive health components into youth
programmes and national health plans, or have established youth offices within ministries. Progresshas
been achieved in providing information and services for adolescents. Early marriage and some harmful
practices against girls are on the decline. The need to listen to and consult young people themselvesis
being increasingly regarded as a vital input to the design, planning and implementation of programmes
offering information and services to adol escents.

45. A total of 91 countries that responded to the Field Inquiry took action to improve adol escent
reproductive health. Countries in the Latin American and Caribbean region have shown the greatest
progressin meetingadol escent reproductive healthneeds, followed by those in Africa. Of the countries
that have taken measures to address these needs, severa have provided outreach efforts/advocacy and
school -based programmes; devel opedyouth-rel ated polici es;andestabli shed newinstitutionsfor providing
reproductive health services to adolescents (table 3).

46.  Despiteconsiderableprogressincollaborativework between non-governmental organizations, the
privatesector and Governments, particularly in Africa, adolescents continuetobeone of the most under-
served groups, especially considering their large numbers. As aresult, unplanned parenthood for both
girls and boys often curtail their potentialities very early intheir lives, and uninformed decision-making
about sexua behaviour exposes themto STDsincluding HIV/AIDS. Greater political commitment that
demonstrates a willingness to devise acceptable and effective strategies is therefore imperative.

Table 3.
M easures taken by countriesto addr ess the needs of adolescent reproductive health

Measures Countries
______________________________________________________________________________________________|
Outreach effortsadvocacy Albania, Azerbaijan, Barbados, Bhutan, Bolivia, Cameroon, Cape Verde, Comoros,

Costa Rica, Cuba, Ecuador, El Salvador, Ethiopia, Haiti, Kenya, Lao People's
Democratic Republic, Madagascar, Maawi, Maldives, Mauritius, Mexico,
Micronesia, Mongolia, Morocco, Mozambique, Namibia, Nepal, Papua New
Guinea, Saint Lucia, Seychelles, Sierra Leone, Sri Lanka, Syrian Arab Republic,
Trinidad and Tobago, Turkey, United Republic of Tanzania, Uruguay, Uzbekistan,
Venezuela, Viet Nam, Zambia

School-based programmes Azerbaijan, Bhutan, Cape Verde, Central African Republic, Comoros, Céte d'Ivoire,
Democratic People's Republic of Korea, Ecuador, Egypt, Estonia, Fiji, Gambia,
Haiti, Jordan, Kiribati, Lesotho, Madagascar, Mali, Micronesia, Mongolia,
Morocco, Panama, Papua New Guinea, Peru, Poland, Romania, Russian Federation,
South Africa, Turkey, Turkmenistan, Uzbekistan, Viet Nam
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Measures Countries
|
Youth-related policies Bangladesh, Bolivia, Botswana, Cameroon, Costa Rica, Cote d'Ivoire, Ecuador, El

Salvador, Estonia, Honduras, Lesotho, Malawi, Mali, Mexico, Morocco, Nepal,
Niger, Nigeria, Panama, Paraguay, Peru, Poland, Romania, Sierra Leone, South
Africa, Uganda, United Republic of Tanzania, Viet Nam, Zambia

New institutions Albania, Bhutan, Burkina Faso, Cape Verde, Costa Rica, Dominican Republic,
Ecuador, Fiji, Ghana, Kazakhstan, Mongolia, Mozambique, Nicaragua, Sri Lanka,
Turkmenistan

Youth counselling Angola, Cook Islands, Costa Rica, Cote d' Ivoire, Cuba, Egypt, Estonia, Gambia,

Honduras, Madagascar, Mali, Mexico, Micronesia, Mongolia, Morocco, Nicaragua,
Tonga, Uruguay

Non-governmental organization Azerbaijan, Barbados, Bolivia, Botswana, Cape Verde, Comoros, Costa Rica,

participation Ecuador, Egypt, Estonia, Ethiopia, Fiji, Gambia, Ghana, India Jamaica, Kenya,
Maldives, Mali, Marshall Islands, Nepal, Nicaragua, Panama, Romania, Senegal,
Sierra Leone, Syrian Arab Republic, Tonga, Turkey, Tuvalu, Uzbekistan, Vanuatu,
Venezuela, Zambia

Elimination of violence against women

47.  Violence against women is a serious obstacle to the achievement of women’s human rights.
Governmentsin collaboration withthe United Nationssystem, international and local non-governmental
organizations have become active partnersin promoting zero-tolerance of violence against women. The
strategies adopted havevariedwidely. TheConvention on the Elimination of All Forms of Discrimination
against Women isincreasingly beingused asamonitoringinstrument on,inter alia, gender violence. Other
related United Nations institutional mechanisms for protectinghuman rights offer powerful support for
legd, political and social actionsto protect womenfrom violence, and countries arebeginningto usethem
effectively at the national level.

48.  Asaresult, gender-based violence, oncetaboo, isnow beingopenly acknowledged. L aws have been
enacted in anumber of countries to protect women from violence, and codes of family law have been
revisedtoincludeissues of domestic violence. Other strategies adopted include establishment of family
counsellingandsupport centres, telephone hotlines to report incidence of domesticviolence, programmes
to train police to deal with such violence, training about sexual harassment especially in work
environments, and development of financial schemesforrural women to enhancetheir economic options.

49. Toensurethe successof thesestrategiesimplementersare establishinglinkages amonggovernment
agencies, lawv enforcement bodies, non-governmental organizations, and women’s groups. Non-
governmental organi zations, for example, have been effectivein creatingcentres for victims of rape, incest
and other forms of violence, while Governments are strengthening their data-collection systems on
marriage and divorce and trainingjudges and religious|eadersto devel op and usemonitoring mechanisms
to track violence against women. However, given the pervasiveness of violence against women, these
efforts need to be reinforced considerably.

Taking action against harmful practices

50.  Abolishingharmful practices requires along-term commitment. | nterventions need tobefocused,
specific and based on athorough understandingof the cultural environment.Harmful practices constitute
aform of gender-based violence and are now explicitly addressedin the Convention on the Elimination
of All Forms of Discrimination against Women.

51.  Progresshas been madein outlawing harmful practices that compromisethe well-beingof women
and girls. Nine African countries — BurkinaFaso, the Central African Republic, Coéted' Ivoire, Djibouti,
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Ghana, Guinea, Senegal, Togo and the United Republic of Tanzania— have taken steps towards
criminalizingthe practice of femalegenital mutil ation. The penalties range from aminimum of sixmonths
toamaximumof lifein prison. In Egypt, the Ministry of Health issued a decree declaring female genital
mutilation unlawful.

52.  Countries havethusdemonstratedthat successful initiatives canbeundertakentoeliminateharmful
practiceswithout compromisingsound cultural values. Variouscountry-specificstrategiesareused. These
include providing new information and skills supportive of women’s health to adherents of harmful
practices; undertaking campaigns on women’s rights so as to sensitize lawmakers and the public alike
on the health dangers and the human rights violations posed by some cultural practices; establishing
monitoring mechanisms, entailing research and advocacy, to document and disseminate information on
the prevalence and natureof harmful practi ces,andusi ngintersectoral approachesthat involvecommunity
leaders, churchorgani zati ons, parent-teacher associ ationsandthe government to eradicatesuch practices.

53.  Countries haverecognized the need to adopt integrated approaches that addressthesocial, cultural
and economic context within which harmful practices thrive. Governmentsaretherefore supportingthe
roleof family members, especially parentsand other legd guardians, instrengtheningthe salf-image, self-
esteem and status of young girls and protecting their health and well-being.

54.  Nonetheless, harmful practices continue to persist and endanger the health and lives of large
numbers of women and girls. Honour killings, widow-cleansing rites, forced marriages and brideburning
arestill common. Reasonsfor their persistenceincludethe absence of lawsto combat them, gender biases
in enforcing existing laws, and lack of autonomy for women.

Advocacy for the education of the girl child

55.  Educating girls is akey factor in building their self-esteem and confidence. Moreover, evidence
continues to accumulatethat girls' education is one of the strongest correlates of women’ sreproductive
health status. Many studies demonstrate that education of girlsleadsto fewer and healthier children,
informed health-seeking behaviour for self and family, and timely recourse to health care.’®

56. TheField Inquiry results show that 57 countries (50 per cent) considered their level of access to
primary education of the girl child already adequate. Sixty-one per cent and 59 per cent of Africanand
Asian countries, respectively, reported taking somemeasures to improve access to primary education,
particularly for the girl child.

57.  Governments are moving closer to achieving universal access to primary education. Developing
countries have now placed greater emphasis on providingfreeeducation or scholarships, increasing the
number and location of schools, and revising curricula to make them more gender-sensitive. Some have
introduced legal measures to support the right of girls to education. These initiatives have contributed
to an increase in the primary school enrolment ratios of girlsin numerous countries. In most regionsof
theworld, thefemaeprimary enrolment ratio as aproportion of maleenrolment now exceeds80per cent.

58. However, universal access to basic education and the closing of the gender gap in education are
yet to be achieved, especialy in sub-Saharan Africa and South Asia. Children living in conditions of
poverty, particularly girls, have the lowest educational attainment rates. School drop-out rates are high
at dllevels,particularly duringthetransitionbetweenprimary andsecondary school. Low-incomefamilies
are often unable to meet the costs of school uniforms, fees, books and transport. Retention rates,
especialy among girls, are often poor. Moreover, high pupil-teacher ratios, inadequate or gender-
inappropriatecurricula, insufficiently trained teachers and inadequately equipped schools all lower the
quality of education in these regions. Declining investments in educational infrastructure as afunction
of poor economies are also amajor contributing factor.
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Enhancing men’srolesin the family and in reproductive health

59. In the last few years, more attention has been focused on mae involvement in sexud and
reproductive health, through sex education, counsellingandheal thoutreach services. This has been driven
by the premisethat suchinvolvement leads to healthier reproductive health outcomes for bothmenand
their partners. A large majority of countries that responded to the Field Survey have acted to increase
men’ sresponsibility for their sexua and reproductive behaviour and their socia and family roles, through
measures such as employment legislation and child-support laws.

60. Among countries that have specia reproductive health activities for men, advocacy campaigns
have been the most common. These have used approaches that address the effects of sociocultural
attitudes and practices, including gender-based violence, onthe sexual healthand reproductive rights of
women and girls. Countries are also increasingly expanding their family laws to respond tothe needs of
men with respect to single fatherhood, child custody and adoption and related issues.

61. According to the Field Inquiry results, 37 countries have taken measures to promote mae
involvement in sexual and reproductive health (table 4).

Table 4.
M easur es taken by selected countriesto promote male involvement in sexual and
reproductive health

I ——

Education; information, education and  Angola, Barbados, Belize, Botswana, Brazil, Burkina Faso, Burundi, Cape

communication (IEC); and advocacy Verde, Central African Republic, Comoros, Democratic People’s Republic of

activities, including multimedia Korea, Democratic Republic of the Congo, Dominican Republic, Egypt,

campaigns Ethiopia, 1slamic Republic of Iran, Jamaica, Jordan, Fiji, Lao People's
Democratic Republic, Malawi, Maldives, Mali, Marshal Islands, Mauritania,
Mexico, Micronesia, Mozambique, Nepal, Pakistan, Papua New Guinea,
Paraguay, Peru, Philippines, Saint Lucia, Samoa, Seychelles, Swaziland,
Syrian Arab Republic, Thailand, Trinidad and Tobago, Tunisia, Turkey,
United Republic of Tanzania, Uruguay, Vanuatu, Venezuela, Viet Nam,
Yemen, Zambia, Zimbabwe

Family law modification, including Belize, Bhutan, Botswana, Brazil, Cape Verde, Colombia, Costa Rica,
revised and expanded laws on child Dominican Republic, El Salvador, Ghana, Guinea, Jamaica, Jordan, Marshall

support and paternity Islands, Mongolia, Mozambique, Nicaragua, Niger, Peru, Poland, Romania,
Saint Lucia, South Africa, Viet Nam, Zambia

Promotion of male contraceptive Bhutan, Botswana, China, Democratic Peopl€e’'s Republic of Korea, Fiji,

methods, including condom India, Kiribati, Peru, Samoa, Viet Nam

distribution and male vasectomy

62.  Some countries are conducting research and surveysto understand the needs in respect of, and
obstacles to, male participation in reproductive health.r” Other initiatives include: national policies and
plans to promote male involvement; activities that involve men in community-based distribution and
promotion of condoms; and advocacy workshops conducted at central and provincial levels.

Responding to emer gency Stuations

63. The growing need for reproductive health care in emergency situations has been clearly
acknowledged, andseveral United Nati onsorganizationsandinternati onal non-governmental organi zations
arenow workingto meet theseneeds. Ensuringthe reproductive heal thof refugeesanddisplaced persons,
and protecting refugee women from sexual violence, are priority concerns wherever conflict or natural
disaster takes place.
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64. In Africa's Great Lakesregion, there are programmes to train staff and provide equipment and
supplies towomenin emergency situationsin order toaddresstheir needsin: family planning, including
contraception; assisted childbirth; complications of unsafe abortion; sexua violenceand rape, including
post-coital emergency contraception; and prevention of STDs, including HIV/AIDS.

65.  United Nations organizations in partnership with international non-governmental organizations
have provided emergency reproductive health assistance to thousands of people fleeing the conflict in
Kosovo, as well as to campsin Albania and East Timor. An investigation of sexud violence against
K osovar women uncovered accounts of abduction, rapeand torture. The United Nationsand its partners
are providing training for counsellors in offeringsupport to refugees who have been subjected to sexual
violence. Emergency assi stance has also been provided to thevictimsof earthquakesinsevera developing
countries.

66. InAsia, United Nationsorganizationsin collaborationwith national Governmentshaveprovided,
inter alia, dietary supplements, as an emergency measure, to populations most at risk. International
institutions are strengthening the capacity of loca branches of government and civil societies, including
non-governmental organizations, torespond to emergency situations. This type of capacity-building is
likely to be strategic for many other countries.

67.  Although reproductive heal thservicesareprovidedinemergencies, theseeff ortsareoftenhampered
by alack of personnel knowledgeablein reproductive healthor skilled inthemanagement of reproductive
health services.

Gender concernsin population and development
programmes: challenges and constraints

Trafficking in womenand girls

68.  Sexual exploitation and trafficking in children arenow growingas aglobal problem. Each yesr, it
is estimated that more than 2 million girls between ages 5 and 15 are introduced to the commercial sex
market.® Commercialization of sex is closely tied to poverty in developing countries. Rural poverty,
high unemployment and expandinginequalities between the rich and poor are factors that underpinthis
trade. In some developing countries, young women from poor rural families are taken to citieswherea
thrivingsexindustry caterstoawealthy local andtourist clientele. The sextrade, includingpornography,
has aso become a high-tech trade supported by, inter alia, the Internet and increasingly linked to
organized crime.

69.  Women working in the commercial sex industry are much more exposed to STD/HIV infection
than most other women. They suffer disproportionately from reproductive tract infections. In some
studies, up to80 per cent have been found to be HIV-positive. Studies of patterns of HIV infectionin
some countries show aclear linkage between commercia sexand HIV transmission. HIV infection also
spreads fastest along trucking routes, where truck drivers have frequent recourse to commercial and
unprotected sex.

Sex selection

70.  According to UNFPA’'s The State of World Population, 1997, at least 60 million girls who
would otherwisebeexpected tobediveare missing” fromvariouspopul ations as aresult of sex-selective
abortionsor neglect 2° Through theuseof modern technology , parents can determinethe sex of thefoetus
and subsequently choose to abort the foetus when it would turn out to be agirl: over 90 per cent of
foetuses aborted are girls.
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71. Lega measures arejust oneaspect of overcominggender discrimination. Public education, action
toincreasethe status of women and girls, appropriate legidativeframeworks, and continued monitoring
and enforcement of prohibitions are other important steps to stop such practices and enhancethevalue

attached to girl children.
Feminization of poverty

72.  Despitethe progressmadeinimprovingthestatusof womenin many countries, alarger proportion
of women than ever beforenow livein poverty. Whereas in the devel oped countries women have made
considerableprogress, indicated by their increased lifeexpectancy, literacy rates, educational attainment
and palitical participation, the situation in developing countries is different. The absolute number of
women living inpoverty has grown and certain human devel opment indicatorssuggest that poverty has
increasingly become afemale problem.?

73.  Thissituationisafunction of theintersection between macrolevel factors such as the persistence
of debt, global trade and global recession, which hold parti cular consequences for women, and microlevel
crises within the family itself. Owing to the death of usually older husbands, migration of working
spouses, and high rates of desertion and divorce, many women now maintain households virtually on
their own. Asaresult,in parts of Africa, awoman headsoneout of every three househol ds. Women now
bear a disproportionate share of poverty worldwide and shoulder an unequa burden of coping with
poverty a the household level.Z These two interrelated facts reinforce the vulnerability of women,
including their inability to exercise their right to health and to development in general.

74.  Attackingpoverty by providingeconomicopportunitiesimprovesreproductivehealth,andrealizing
sexua and reproductive rights will help to end poverty. In this regard, the poor are multiply
disadvantaged. Lacking political influence and socia visibility, they areunder-served by public services
and cannot afford private services to meet their fundamental needs. Their days are often caught up in
astrugglefor survival. Theirbasicsocia and economicrights, includingtheright to reproductiveandsexua
hedlth, are often restricted, and they lack information and knowledge regarding these rights.

75. Insocieties wheretraditioninsistsonthesocial isolationof women, self-employment programmes
canhaveconsiderableimpact simply by involvingwomenininformal socia interaction withotherwomen,
includingthosewhopracticefamily planning. Alongwithincreased availability of information and access
to credit, the result can be changesin social norms concerning fertility and contraception. Experiences
of thiskind to date confirm that the benefits of individua control over reproductive life and those of
individual control over economic life reinforce each other.2® Improving livelihoods, while also ensuring
accessto reproductive healthservices and information, enhances women'’ s sel f-esteem, their confidence,
their participation in political and community life, their decision-making power andtheir positioninthe
family. They benefit, their families benefit and their communities prosper.

Congraints onimplementation

76. According to the UNFPA Field Inquiry, the most frequent constraints affecting policy
implementationinpopul ationanddevel opment wereasfoll ows: (a) insufficient institutional commitment;
(b) lack of financid resources; and (c) lack of institutional capacity, including trained/qualified staff, lack
of awarenessandunderstandingof thei ssues, lack of data, and insufficient coordination amonginstitutions
and ministries.

77. Major constraints on the development of sexua and reproductive health policies, and related
legidation, existinmany countries. Adverseeconomic conditionsmay limit accesstoreproductivehealth,
sexud healthand family planning services. Many social, cultural and religious attitudes and beliefs till
put women’ schildbearingfunctionsbeforeother rolesandrestrict women’ sdecision-makinginthe private
and public domain. Restrictiveattitudes also limit women'’ seconomic and political participation as well
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astheir accesstoinformation and knowledge, andexcludetheir views asimportant stakeholdersin policy
formulation, planning and implementation.

Persistence of negative cultural attitudes and practices

78.  Traditiona practices dangerous to the health of women and thegirl child have been denounced at
several globa conferences,includingthe World Conference onHumanRights, thel nternational Conference
on Population and Development and the Fourth World Conference on Wbmen. Governments are
increasingly urgedtotake steps tocombat harmful traditional or customary practices. Such practices are
sustainedby peopl € sattitudestowardswomen. They perpetuategender gaps, hinder effortstoempower
women, thwart strategiestointegrateahuman rights perspective andnullify legal andrel atedinterventions
to promote gender equality.

79.  Inordertomeet commitments made in variousinternational and national forums, many countries
identify legidativeandpolicy actionsas beingimperative. Similarly, they emphasizetheneedforincreased
advocacy and information, education and communication (IEC) campaignsto combat harmful practices.
Whilealarge number of countries have passed laws, made institutional changes and formulated policies
that promote gender equality, the biggest challenge encompasses theimplementation of these measures
and the assurance that they are fully implemented.

Absence of strong institutional mechanisms

80. Governments need to take affirmative action in developing policies and institutions supportive
of women’s concerns. Partnership should be further promoted among cross-cuttingsectors of society,
particularly women’ sgroups, community-based organi zations, the privatesector and non-governmental
organizations. Many Governments have recognized their limits and are encouraging non-governmental
organizations, the private sector and community groups to increase their participation in population,
gender and development programmes.

L ow technical capacities

81. Lessthan haf of the mothersin developing countries deliver their babies under the supervision
of askilled hirth attendant or health professional, akey factor in ensuring survival of both babies and
mothers. Countries withthelowest rates of professionally attended birthsalso share someof theworld' s
highest rates of maternal mortality.

82.  Capacity-buildingprogrammes need to be designed for both female and male workers. They need
to focus not only on women’ s issues but also on the wider topic of gender concerns and human rights.
Medical and nursing curricula should be carefully shaped so that gender issues are properly defined in
the future planning and delivery of health services.

83. Theattitude of many doctors and nurses often presents particular obstacles to women seeking
tomake informed decisions concerning their own health. It is essential for al healthworkersto respect
the dignity and human rights of al clients, including the formal right to full information about their
condition and the available treatment options. This requires a strategy for educating health workers at
al levels to understand the significance and impact of applying a gender perspective intheir ownwork.

I nsufficient resour ce mobilization and allocation

84.  Whileanumber of developed countries have mobilized resources and contributed significantly to
the flow of international assistance for population and development programmes, there are constraints
that inhibit countries from mobilizing additional resources required for the full implementation of the
Programme of Action of the International Conference on Population and Development. Among the
constraints encountered by donor countries are: (a) decliningofficia development assistance (ODA); (b)
weakeningeconomiesandbudget cuts; (c) lack of interest in supportinginternational popul ation projects
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onthe part of many foundations and philanthropists; (d) lack of understanding of theinterdependence
of population and development and of the importance of integrating population into development
planning; and (e) the perception that there is no need to mobilize resources for population activities
because population concerns are adequately addressed by the health and/or social sector.

85. At the sametime, however, donor countries recognize the need to intensify efforts to mobilize
resources for the continued implementation of the Programmeof Action of the International Conference
on Population and Devel opment, and suggest the need to (8) explore new modalities, such as increased
involvement of theprivatesector,includingprivatefoundations,infinancingreproductive healthservices,

including family planning; (b) increase donor support for inputs essential to the core International

ConferenceonPopulationandDevel opment activities, such as commodities, specialized traininganddata
collection for monitoring and evaluation, where countries are not in a position to provide these inputs
themselves;(c)increaseinternational popul ationand reproductiveheal thassi stanceinthecontext of health
sector reformanddecentralization; and (d) encourage devel opingcountries toincreasedomesticallocation
for national popul ation programmes and, in particular, to promote social sector programmes withinthe
20/20initiativediscussed at the International Conferenceon Population and Development and endorsed
by the 1995 World Summit for Social Development held in Copenhagen.

Conclusions

Strengthening the incor por ation of agender per spective intopolicies,
programmesand activities

86. Over thelast fiveyears, many countries have successfully implemented various elements of the
Programmeof Action of the International Conference on Population and Devel opment to promotethe
advancement of women. Important lessons have been|learned and good practices have been documented.
Gender equality is increasingly being used as a fundamental guiding principle in population and
development programmes, notwithstanding different social, cultural, economic and political contexts.
Nonetheless, thereis need toreinforceactioninanumber of areas, asidentified duringthe special session
of the General Assembly (June-July 1999) for the overall review and appraisal of the implementation
of theProgrammeof A ctionof thel nternational ConferenceonPopul ationandDevel opment (I nternational
Conference on Population and Development plusfive).

87. Some of the actions needed to incorporate a gender perspective into policy, programmes and
activities are described below:

1 Therights-based approach to popul ation and devel opment policies and programmes needs
tobefurther devel oped and strengthened and human rights education should beincorporatedinto
both formal and informal education processes.

2. Action should be taken to diminate existing negative traditional, religious and cultural
attitudes and practices that subjugate women and reinforce gender inequalities.

3. A gender perspective should be strengthened in policy formulation and programme
implementation processes and in the delivery of services.

4, Mitigating measures should be adopted against the gender-differentiated impact of
globalization of the economy and of the privatization of social and health sectors, especialy on
the poor.

5. All data and information systems should ensure availability of sex-disaggregated data for
trangl atingpolicy i ntostrategi esthat addressgender concernsanddevel opingrel evant genderimpact
indicators for monitoring progress.
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6. The reproductive health needs of the aged should be addressed through the devel opment
of special programmes, services and institutional mechanisms that serve both men and women
equally. The needs of other groups, such as the handicapped, immigrant communities, refugees
and displaced persons, should also be addressed.

7. Every action should be taken both by Governments and by the private sector to remove
all gender gapsand inequalities pertaining to women’ s participation inthe labour market. Policies
or legidlation for equal pay for work of equal value must be instituted and enforced.

B. Recommendedactions on gender, populationand development

88.

Actions recommended at the special session of the General Assembly (International Conference

on Population and Development plus five) to promote gender equality include those described below:

Notes

1.  Theinstitutional capacity and technical expertise of staff in Government,and civil society,
especially non-governmental organizations, should be strengthened in order to promote gender
mainstreaming.

2. Education of childrenin gender awareness shoul dbepromotedasacrucia step in eliminating
discrimination against women. Enrolment in school for girls must be enforced to ensure
empowerment of women in future generations.

3. The participation of women at political and at al policy- and decision-making levels,
includingthosefor financial reforms and conflict prevention and resol ution, should be accel erated.

4, Thefamily isapowerful force in shaping women’slives. Strategies must be devel oped to
promote gender equality at family level. It is aso important to focus on the family as a unit of
analysis for monitoring progress.

5. All countries should ratify theConventionontheEliminationof All Formsof Discrimination
against Women, as well astheOptional Protocol thereto, andremovereservationswherethey exist.
Legal frameworks need to be established to protect the human rights of women.

6. The media, parliamentariansandother similar entities shouldadopt and strengthen strategies
to tackle negative attitudes about women and assi st in enhancingthe valuethat society placeson
women.

7. Zero-tolerancefor al forms of violence against women and children, includingrape, incest,
sexual violence and sex trafficking, should be promoted.

8. The girl child should be protected, particularly from harmful practices, and her accessto
health, education and lifeopportunities should be promoted. Theroleof thefamily insafeguarding
the well-being of girls should be enhanced and supported.

9. Action should be taken to promote a positive self-image and self-esteem among girls and
women through information, education and communication strategies. Curriculareform should be
undertaken to ensure that gender stereotypes are removed from al educational and training
materials, and to promote male responsibility and partnership with women instead.

10. Men’sown needs for reproductive and sexud heal thshould be addressed, and they should
be supported in taking responsibility for their own sexual behaviour.

11.  All leadersat the highest levels of policy- and decision-makingshould speak out insupport
of gender equality, the empowerment of women and the protection of the girl child.
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